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Abstract:

This paper examines the advantages and disadvantages of the various published psychotherapeutic models that seek to combine the use of hypnosis as a therapeutic tool with rational emotive and cognitive behaviour therapies.

Since the 1950’s a number of attempts have been made to integrate hypnosis with REBT and other cognitive and behavioural psychotherapies. (Golden, 1994, Kirsch, 1993, Alladin, 1989, 1994, Dowd, 2000, Palmer, 2000, Reardon, Tosi and Gwynne, 1977, Tois, Judah & Murphy, 1989). Some of these attempts have been more successful than others and the research literature, although encouraging for the combination, is as yet inconclusive.

Albert Ellis, the founder of REBT, was consistently cautious about the use of hypnosis with RET and REBT and he explained the reasons for his recalcitrance in his writings throughout more than half a century. He understood that hypnosis seems to work mostly through the hypnotist’s use of suggestion, and he cited Bernheim’s Suggestion Theory as his main framework for understanding the nature and effectiveness of hypnosis and hypnotherapy. (Ellis, 1986) 

Although there are many differing theories of hypnosis and a variety of explanations for the numerous hypnotic phenomena, there has been to date, no all-inclusive theory that can help to explain exactly what hypnosis is, and therefore, how it might be shown to be working. This paper will adopt Yapko’s definition of hypnosis, which is one of the most recent and up to date, as ‘a state of focussed attention’ in which ‘influential communication’ can take place (Yapko, 2003). Yapko, helpfully highlights what at first seems an obvious point. “When you focus on something, you amplify it in your awareness… Hypnosis generally focuses on and amplifies peoples strengths… Hypnosis begins with the premise that the client has valuable abilities that are present but hidden, abilities that can be uncovered and used in a deliberate way to overcome symptoms and problems” (Pg 18, Yapko, 2000).

Each of the differing therapeutic strategies studied in this paper adopt varying understandings of what hypnosis is and what it can reasonably be expected to help achieve. Consequently, each strategy has different expectations of what can be achieved, and therefore make different demands on the practise.  Some of the methods utilise an understanding of hypnosis, which is clearly different to that of Ellis.

This paper considers the advantages and disadvantages of each of the therapeutic approaches that attempt to combine hypnosis with rational emotive and cognitive and behavioural models of psychotherapy, from an REBT perspective, in order to understand which models might best help to bring about long lasting philosophical change, (Ellis’s elegant outcome) and which might facilitate a more short term symptomatic change (inelegant). The therapies that support and compliment Ellis’s model of psychological health are contrasted with those that do not.

Suggestions for further research are made in conclusion, in the hope that this area of psychotherapy can be further validated and additional data secured in support of the practise.

Introduction:

Cognitive and behavioural psychotherapists, practitioners and theorists, from a variety of backgrounds and traditions, and those working within a range of approaches to psychotherapy and counselling are increasingly using hypnosis. There are a number of published therapies, which attempt to combine the use of hypnosis with a cognitive psychotherapeutic approach, such as Cognitive Behavioural Hypnotherapy (Golden, 1994, Kirsch, 1993), Cognitive Hypnotherapy (Alladin, 1989, 1994, Dowd, 2000), Rational Emotive Behavioural Hypnotherapy (Palmer, 2000, & Dowd, 1993), and Rational Stage Directed Hypnotherapy (also later known as Cognitive Experiential Therapy (Reardon, Tosi, & Gwynne, 1977, & Tosi, Judah, and Murphy, 1989), Cognitive Developmental Hypnotherapy (Dowd, 1993). In addition, a new course in Cognitive Behavioural Hypnotherapy is in it’s third year at the London College of Clinical Hypnosis, and this course is based on Ellis’s REBT model.

Albert Ellis, founder of Rational Emotive Therapy (RET) which was later re-named Rational Emotive Behaviour Therapy (REBT), used hypnosis from the start of his practise in the early 1950’s, although he wrote surprisingly little on the subject (Ellis, 1958, 1986, 1993, Dryden & Ellis, 1999), and he maintained an apparently contradictory position on the use of hypnosis with RET/REBT.

On the one hand he reported that he had used hypnosis from an early stage in his professional practise, and that he continued to use hypnosis to the end of his working life, and that he found it effective with about 50% of the patients with whom he used it, (Ellis, 1993, pg 178), and he claimed that “a number of studies have shown that RET combined with hypnosis is more effective than with a control that does not use RET.” (Ellis, 1993, pg 183). He also maintained that “REBT is often used in conjunction with hypnosis and has been shown to work effectively in several controlled outcome studies. (Golden, 1982; Reardon and Tosi, 1977; Reardon, Tosi and Gwynne, 1977; Stanton, 1977, 1989; Tosi & Reardon, 1976).” (Ellis & Dryden, 1999)

Conversely, he advises, ‘I actually discourage most of my clients from persuading me to combine RET with hypnosis in their treatment.’ (Ellis, 1993, pg 175). This apparent contradiction is due, in large part, to Ellis’s belief that the use of hypnosis is not congruent with an “elegant” therapeutic outcome, “because a purpose of RET is to help clients effect a profound, highly conscious philosophical change” (Ellis, 1993, pg 175). 

An elegant solution can be defined as “A therapeutic outcome where clients not only tackle their presenting problems but also strive to effect a profound philosophical change in their lives by surrendering their irrational ideologies and internalising a rational belief system to minimise future emotional problems.” (Dryden & Neenan, 1996. Pg 41)

Ellis believed that this profound philosophic change is not possible unless the client is prepared to put in hard work and make a personal commitment to conscious change at an emotional level, and he suspects that hypnosis can be viewed as a ‘magical’ alternative to the hard work and commitment required, because it can be seen as an opportunity to transfer the responsibility for change from the client to the therapist. “Clients often believe in the power (or magic) of hypnosis and therefore are more likely to work at using RET when it is combined with hypnotism.” (Ellis, 1993, pg 176) Dryden and Neenan have explained Ellis’s position as follows, “REBT usually sees hypnosis as an inelegant vehicle for change because the therapist suggests rational beliefs to the client while she is relaxed rather than her arriving at these beliefs through conscious and vigorous disputing of her irrational beliefs.” (Dryden and Neenan, 1996)

It is the purpose of this paper to assess the various uses of hypnosis as an adjunct to RE & CBT, without limiting that understanding to Ellis’s own use of hypnosis, but comparing the uses that others have made by combining the two approaches, as listed above, and evaluating the various outcome studies which have resulted. (Golden, 1982; Reardon and Tosi, 1977; Reardon, Tosi and Gwynne, 1977; Stanton, 1977, 1989; Tosi & Reardon, 1976).

When Albert Ellis first formulated his therapy as Rational Emotive Therapy (RET) in the 1950’s he was working as a psychotherapist in the filed of marriage, family and sex counselling (Ellis, 1994). In the early days of RET he used hypnosis as a adjunct to his primary therapeutic interventions routinely. He used hypnosis in two ways; 1. As a means of diagnosing belief structures present and therefore responsible for any presenting dysfunctional problems, and, 2. As a means of reinforcing his primary interventions through RET, and by using basic ‘direct suggestions’. (Ellis, 1986)

It seems that his employment of hypnosis as a tool was based solely on the Suggestion Theory of hypnosis, which was first put forward by Hippolyte Bernheim in 1886. Ellis sights, “Many authorities, such as … Bernheim (1886/1947) and Coué (1921), [who] believe that therapeutic hypnosis itself largely works through suggestion and mainly consists of giving clients strong positive statements.” (Ellis, 1986) This theory holds that hypnosis is “a state of mind in which suggestions may be given that are more readily accepted than in the waking state and will be acted upon if not beyond the capability of the hypnotised person.” (Waxman, 1989, pg 20). 

There are a large number of ‘theories of hypnosis’, which have each held prevalence for a period of time over the last almost 200 years. It is possible that some of the other theories of hypnosis, apart from Bergheim’s Suggestion Theory, might provide alternatives that give a better understanding of why hypnosis can work beneficially when used in conjunction with REBT and with some clients. 

Each of the theories contains elements of fact that can be, and have been, independently ratified through empirical testing. Theories of hypnosis, such as Dissociation Theory initiated by Pierre Janet in 1925, and Pavlov’s Conditioned Response Theory in 1957 (Waxman, 1989) might show a greater degree of relevance to the practise of REBT, and it is possible that the use of hypnotic trancework in relation to these models is more likely to enhance and inform the outcome of REBT. This paper will attempt to assess the current thinking surrounding the use of hypnosis with cognitive and behavioural therapies, and to investigate the methods that cognitive behavioural and rational emotive behaviour therapists are using and for what reasons.

The advantages and disadvantages of each methodology will be considered from an Ellisian perspective.

Rational Emotive Behaviour Therapy  

REBT grew out of Ellis’s early work as a psychotherapist working in the psychodynamic tradition. He had been a student of psychotherapy at City College in New York and had been through the process of his own personal analysis which culminated in 1949. However, he became disenchanted with this approach as he began to use it in his own professional work, as it seemed to him to be time consuming and a lengthy process with no guarantee of a useful or positive therapeutic outcome (Ellis, 1994).

He became inpatient with the process and wondered why, “when I seemed to know perfectly well what was troubling a client, did I have to wait passively, perhaps for a few weeks, perhaps for months, until she, by her own interpretive initiative, showed that she was fully ‘ready’ to accept my insight?” (Ellis, 1994). Eventually, Ellis evolved the now widely used ABC model for understanding emotional disturbance, and as such it became the first cognitive model of psychotherapy.

Ellis borrowed from the early Stoic philosophers, such as Epictetus and Marcus Aurelius, the view that people are not disturbed by things, but by their view of things. From this philosophy evolved the ABC model, where A = activating event, B = beliefs about the activating event, and C = the emotional consequence of the beliefs. Ellis evolved a style of therapy, which was very much more directive and challenging than it’s psychodynamic forbears, and he called his therapy Rational Emotive Therapy. (It wasn’t until much later in the 1990’s that he renamed the therapy Rational Emotive Behaviour Therapy). He asserted that the rigid and grandiose demands that clients hold at B are largely and primarily responsible for the disturbed emotions experienced at C. Consequently he believed that if these beliefs could be disputed vigorously and with strongly emotive involvement from the client, these demanding irrational beliefs could be changed into more adaptive, rational and functional preferential beliefs, thereby resulting in healthy negative emotions such as concern, and sadness as opposed to unhealthy negative emotions such as anxiety and depression. 

REBT uses a range of therapeutic strategies in the assessment process, in the discovery of data and in the therapeutic interventions utilised to bring about change. The main tool at the REBT therapist’s disposal is the skill of ‘disputing’ irrational beliefs. Ellis maintains that this process of disputing is central to the REBT therapy. 

Irrational beliefs (iB’s) are identified as such because they are:

· Rigid and extreme

· Illogical

· Inconsistent with reality

· Self-defeating / self-detrimental

The rational alternatives (rB’s) to iB’s are identified as such because they are:

· Flexible and non-extreme

· Logical

· Consistent with reality

· Helpful to the self

(Ellis & Dryden, 1999. Dryden, 2002)

Disputing iB’s is the central plank of REBT therapy and Ellis maintains that this had better be done forcefully and with vigour in order to engage the emotions of the client, because it is at an emotional level that the desired change is to be sought. Ellis also emphasises the “use of repeated and powerful positive or rational coping statements” (Ellis, 1986)

The model has been expanded and elucidated by Ellis and others since (Dryden, Neenan & Yankura, 1999 & 2004), but the basic premises of the model have remained the same since its inception.

It is therefore interesting to note that Ellis has been using hypnosis as a key component of his own therapy since the very beginning in 1950, although he has done so reluctantly, and that he continued to use it into the 21st century. 

Hypnosis and Hypnotherapy

The word hypnosis comes from the root ‘hypnos’ meaning ‘sleep’ and there have been numerous attempts to explain the phenomena of hypnosis using the sleep analogy, such as James Braid’s Modified Sleep Theory of hypnosis, published in 1819. (Waxman, 1989). However, as we shall see, the hypnotic state is clearly not the ‘sleep’ state, in our usual understanding of the word, and this has caused some confusion over the years.

Hypnotherapy consists of the use of hypnosis in a therapeutic setting. Hypnosis, in and of itself, is not necessarily therapeutic, unless one considers relaxation so. Even so, there are forms of ‘alert (or active) hypnosis’, which do not require physical or mental relaxation.

Initially, hypnosis was believed, by Franz Mesmer in the eighteenth century, to be the result of some form of ‘magnetism’ or ‘universal fluid’ (Kroger, 1977), however, since the rejection of magnetism, there have been a number of attempts at explaining the psychological phenomenon of hypnosis, such as:

Modified Sleep Theory – James Braid – 1819

Suggestion Theory – Hippolyte Bernheim – 1886

Psychoanalytical Theory – Sandor Ferenczi – 1909

Dissociation Theory – Pierre Janet – 1925

Role-Playing Theory – R.W. White – 1941

Physical (Neurophysiological) Theory – Barry Wyke – 1957

Conditioned Response Theory – Ivan Pavlov – 1957

Atavistic Regression Theory – Ainsley Meares – 1960

Theory of Hemispheric Specificity – J.G. Beaumont – 1983

(Influential Communication Theory – Michael Yapko – 1989)

(Waxman, 1989)

Each of the theories contains elements of truth and veracity, but none of them can be considered to offer a complete and unifying theory of all the psychological, physical and neurophysiological changes that can occur in hypnosis, resulting in perceived distortions in emotion, sensation, image and the passage of time.

Hypnotic phenomena include, but are not restricted to, the following:

· Amnesia – a partial or total loss of memory

· Hypermnesia – the ability to remember much and to remember it clearly

· Analgesia – partial loss of physical sensation

· Anaesthesia – complete loss of physical sensation

· Regression – the ability to go back in time and experience past events with the benefit of an adult perspective

· Revivification – the ability to go back in time and experience past events as if reliving them

· Dissociation – the splitting of the conscious and unconscious mind resulting in a disconnection from full awareness

· Psuedo-orientation in time (POT) – the ability to pull forward imagined events from the future, or to project forward in time beyond current difficulties

· Time-distortion – perceived/subjective time differs from actual/objective time

· Catalepsy – automatic contraction of muscles and apparent paralysis

· Hallucinations – positive and negative / visual or auditory 

· Ideomotor Activities – automatic involuntary muscular movements in response to words or thoughts  (Waxman, 1989, Kroger, 1977)

Hypnotherapy is a modality, which uses the phenomena of hypnosis for therapeutic purposes, and there have been many versions of this, far to great to list here. 

Similarities between Hypnotherapy and REBT 

There are many similarities between what has come to be known as Hypnotherapy, and REBT and Ellis acknowledged these. (Ellis, 1999) However, hypnotherapy, or the use of hypnosis for therapeutic effect, exists in a variety of guises and has never been standardised, and as a consequence it is difficult to quantify. Even so there are many common defining qualities of what we understand to be hypnotherapy, which can be compared with those of REBT and found to be similar: Ellis himself listed four major similarities between his own RET and the use of hypnosis for therapeutic purposes as follows:

1. RET, particularly, teaches people how to dispute and challenge their negative self-statements. It also stresses (as do other forms of cognitive-behavioural therapy) the use of repeated and powerful positive or rational coping statements.

2. Autohypnosis and regular hypnosis assume that humans upset themselves with ideas, images, and other cognitions and that they can be taught and trained to change these cognitions and thereby significantly change their feelings and actions. RET strongly posits and implements the same assumption.

3. Hypnosis and RET are both highly active-directive methods and differ significantly from many other passive and non-directive therapies.

4. RET and Hypnosis both emphasize homework assignments and in vivo desensitisation and frequently urge clients to do the things of which they are afraid and to work against their feelings of low frustration tolerance…(Ellis, 1986)

In addition to the four similarities listed above it is possible to draw more similarities such as the following:

· Both therapies are time limited.

REBT is intended to be a ‘brief therapy’ and is time-constrained. Ellis maintains that, under normal circumstances, there is a finite duration for treatment, and likewise, Hypnotherapy aims to be time-limited and to be restricted to a given number of sessions usually agreed in advance between the therapist and the client. 

       -   Both therapies are goal-oriented/directed.

In both modalities there is an emphasis on therapy being goal-oriented and that all work, both in and out of the therapy room, is designed to move the client toward a pre-agreed therapeutic target. In both traditions this goal is dynamic and subject to change by mutual agreement.

· Both therapies are active / directive.

Both Hypnotherapy and REBT are considered to be both active and directive, in the sense that both the client and the therapist are involved in an active relationship, which directs the therapy toward the agreed goal. This contrasts with the passive style of many of the more psychodynamic therapies.

· Both therapies are collaborative, interactive and skills based.

Both REBT and Hypnotherapy involve a collaborative therapeutic alliance in which the interactive relationship between the therapist and the client forms one of the main vehicles for change. In both cases the therapist will teach the client skills to be used outside of the therapy room for therapeutic consistency and inter-sessional reinforcement.

· Both therapies encourage the client to help him/herself.

It is the stated aim of the REBT therapist to encourage the client to become his/her own therapist. (Ellis, 1994, Ellis & Dryden, 1999). Likewise, the hypnotherapist will teach the client autohypnosis, or self-hypnosis, so that this can be used on a daily basis to reinforce the therapeutic journey.

· Both therapies are language based.

Both REBT and Hypnotherapy use the spoken language as their primary means of communication although some non-verbal techniques can be used in both modalities. 

· Both therapies make use of a structured treatment session.

Windy Dryden (et al) has detailed the structure of the REBT counselling sequence, and this has been recently refined from an 18 step sequence to just 6 steps. (Dryden, Neenan and Yankura, 1999, 2004). In a similar way the shape of a traditional hypnotherapy session is usually structured with an induction, a deepener, therapy content and ego strengthening, followed by awakening. Ways in which these two structures can be combined successfully will be identified later in the paper.

· Both therapies are concerned with the ‘here and now’ / present focussed.

Both REBT and Hypnotherapy aim to make therapeutic interventions in the present time frame. Both modalities are concerned with the ways in which the client maintains his/her emotional disturbance on a daily basis, as opposed to focussing on where the problem might have originated in the past. (Some regressive hypnotherapeutic techniques can be excluded from this as these techniques have evolved from a psychodynamic model).

Despite these similarities there are still many defining differences, which keep the two approaches separate. The principal difference is that REBT aims to carry out its process in full waking consciousness and with all the critical faculties available to the conscious mind. 

Hypnotherapy, although sharing a similar assessment process, aims to carry out most of its process in ‘trance’, which, in addition to Yapko’s definition, can be defined as ‘an altered state of consciousness involving fixed attention and heightened awareness, in which there is an increased susceptibility to therapeutic suggestions’ (Kroger, 1977). 

In addition, it is one of the aims of most uses of hypnosis to establish a communication with the clients less critical unconscious mind, as opposed to the judgemental conscious mind. In this way it is possible for the client to access any unconscious resources that might help to overcome their problems (Heap & Dryden, 1991, pg 26).

The Combination of Hypnosis with RECBT 

As mentioned earlier, there are a number of combined therapeutic approaches, which have attempted to utilise hypnosis, and hypnotherapeutic strategies together with established cognitive and behavioural modalities. It should be noted once again that ‘hypnosis is not in and of itself a complete therapy; it is a tool compatible with other therapeutic tools.’ (Yapko, 1994, pg 343). 

The best known and researched combined uses of hypnosis with cognitive models of psychotherapy can be listed as follows:

· Cognitive Behavioural Hypnotherapy (Golden, 1994, & Kirsch, 1993), [CBH]

· Cognitive Hypnotherapy (Alladin, 1989, 1994, & Dowd, 2000), [CH]

· Rational Emotive Therapy and Hypnosis (Ellis, 1993) [RETH]

· Rational Emotive Behavioural Hypnotherapy (Palmer, 2000) [REBH]

· Rational Stage Directed Hypnotherapy (later known as Cognitive Experiential Therapy) (Reardon, Tosi, & Gwynne, 1977, & Tosi, Judah, and Murphy, 1989). [RSDH or CET]

· Cognitive-Developmental Hypnotherapy (Dowd, 1993) [CDH]

Of the above list the final four take account of Ellis’s understanding of emotional disturbance, and the other two fall more into the Beckian tradition of Cognitive Therapy (CT). Even so, all six approaches attempt to use hypnosis as a central tool within their framework to fulfil a role in the assessment of non-adaptive beliefs, cognitive restructuring of beliefs or inferences, and reinforcement of new and adaptive beliefs or inferences.

Golden’s Cognitive Behavioural Hypnotherapy (CBH) encompasses interventions such as relaxation procedures, cognitive restructuring, desensitisation, flooding, self-hypnosis and hypnotic regression, particularly for the treatment of anxiety and anxiety disorders. Clearly, this approach conceives of a much larger therapeutic arsenal of expectation than the sole use of direct suggestion as envisaged by Ellis. However, the emphasis in this model is understood through the Beckian approach to Cognitive Therapy (CT). In this model cognitive restructuring is targeted at correcting distorted inferences and dysfunctional assumptions.

The emphasis on relaxation, in particular in relation to anxiety, is superficial and can only be understood to be targeting relief of the symptomatic experience of anxiety. Although this has benefits for the client in the short term, it does not help to effect a change in the causative agents of the anxiety, namely the client’s irrational beliefs (demands, and their derivatives). Golden conceptualises the clients ‘automatic self-defeating thoughts’ as a type of ‘negative self-hypnosis’, which acts as ‘negative self-defeating suggestions’, which the client gives himself. He recommends that these negative self-suggestions can be replaced with more ‘rational’ ones, but he does not define the word rational. His use of the word rational is not consistent with Ellis’s use of the word and the rational suggestions that he illustrates are not ‘rational’ in an REBT sense. For example, he illustrates cognitive restructuring as follows:

Automatic Thoughts




Rational Suggestions
I’ll get sick and vomit



I’ll use anti-nausea medication








self-hypnosis, distraction and 

breathing techniques to control my nausea

 (Table 2, Pg 269, Golden, 1994)

Clearly this is not a rational suggestion in the REBT sense. This is a disadvantage because, in this example, cognitive restructuring will only help with symptomatic relief of the experience of anxiety. The irrational belief (demand) is still in place and has not been dealt with, and so the client will still be susceptible to anxiety in similar situations in the future. 

A more elegant formulation and subsequent suggestions might look similar to this:

Irrational Belief




Rational Belief
I mustn’t get sick and vomit


It would be preferable were I

If I do it will be awful




not to become sick and vomit,

And I’ll be a bad person



but there’s no reason why I 

mustn’t. It will be bad if I’m sick but it won’t be awful. I’m a

fallible human being who might be sick, but I‘m worthy and not a bad person if I am sick.

This second version would help the client to un-disturb himself more permanently and with more lasting effect. In short it would be more elegant.

Kirsch’s Cognitive Behavioural Hypnotherapy (CBH) challenges the understanding of hypnosis as being an ‘altered state of consciousness’ on the following grounds; a) No physiological markers of the hypothesized hypnotic states have been found. b) All of the suggestions following a hypnotic induction can also be produced without a hypnotic induction. c) The increases in suggestibility that are produced by hypnotic induction are small and can be duplicated or even surpassed by a variety of other procedures, including placebo pills. d) Rather than describing their experience as and altered state, most hypnotised subjects describe hypnosis as a ‘normal state of consciousness that simply involves focussing of attention and thinking along with and imagining the suggestions given by the hypnotist. e) Descriptions of the state of consciousness produced by typical hypnotic inductions appear to be indistinguishable from those produced by progressive relaxation training. (Kirsch, 1994). 

Kirsch imagines that the successful use of hypnosis allied with traditional CBT can be explained by the ‘positive attitudes and expectancies’ of hypnosis exhibited by some clients, and that it is these attitudes and expectancies, alone which provide a positive outcome (A point of view that receives some approval from Ellis). Needless to say, not all people share the same attitudes and expectancies of hypnosis, and there are a large number of people for whom the idea of becoming hypnotised can create an increased sense of fear and apprehension, resulting in resistance. In these cases it seems clear that the use of hypnosis may be construed as dangerous, or atleast, self-defeating. However, elsewhere, Michael Yapko has addressed these concerns by reminding us that it is the role of the skilful therapist to address any misapprehensions and fears concerning hypnosis, and to correct any misunderstandings that may exist and that may feed such fears. (Yapko, 2001). In addition, it is quite possible that a skilled therapist can help to build ‘positive attitudes and expectancies’ of hypnosis in sceptical clients by the use of direct and indirect suggestions in the early stages of therapy and before the induction of a trance state. 

Kirsch’s CBH makes use of relaxation, imagery, behavioural practise, successive approximation, cognitive restructuring and hypnosis, but it emphasises that ‘whatever can be done with hypnosis can also be done without it.’ (Kirsch, 1994) Consequently, this model is only indicated for use with clients who have positive attitudes and expectations towards hypnosis, and for whom the use of hypnosis makes therapy more credible. Kirsch only uses hypnosis with those who request it, and this is similar to Ellis’s position on hypnosis.

The use of imagery and metaphor feature widely in this approach, as they do with RET/REBT. Once the eyes are closed there is 40% less mental stimulation (Waxman, 1989) and this is helpful in the use of imagery and metaphor for evocative purposes. In Ellisian REBT, the use of rational emotive imagery (REI) is a primary therapeutic technique, and consequently, any hypnotic use of imagery or metaphor can be effective in the same way. ‘Rational-emotive imagery is based on the neurophysiological hypothesis that both real experience and the use of the imagination serve to pattern nerve impulses. Thus, mental practise can serve to habituate rational thinking and facilitative feelings that are consistent with rational thinking.’ (Maultsby, 1977) 

Kirsch talks of using imagery, in particular with reference to systematic desensitisation as a protocol. He utilises the principal of reciprocal inhibition by using evocative imagery in tandem with hypnotically enhanced relaxation. Consequently the relaxed state ‘reciprocally inhibits’ any targeted anxiety and can allow desensitisation through the process of habituation. Other theorists recommend the protocol of hypno-desensitisation for anxiety and phobias also. (Yapko, 2001, Kroger, 1977) 

In a meta-analysis of 18 published outcome studies, Kirsch et al found that ‘clients receiving CBH have a better therapeutic outcome than more than 70% of those receiving CBT without hypnosis’. (Kirsch, 1995, pg 218). This would seem to indicate strong empirical support for the practise, however, the above studies varied greatly in their experimental design and purpose, and although Kirsch et al. have tried to control for the differences inherent in the various designs, particularly in effect size, the data may not be as conclusive as it first appears.

Alladin’s Cognitive-Hypnotherapy (CH) is specifically intended for use with depressed clients, and it is highly structured. It builds on the premise that there have been ‘many studies that have demonstrated the superiority of combined treatments over single modality therapy’ (Alladin, 1989, pg 176) and details the strengths and shortcomings of CT together with the strengths and limitations of hypnosis. Michael Yapko has also written at length about the combined use of hypnosis and CBT with depressed clients, in apparent contradiction of the commonly accepted belief that hypnosis is contraindicated for use with depressed patients. (Yapko, 1994, 2001. Waxman, 1989)

Alladin is aware of the limitations of CT, ‘since it relies on conscious language, psychodynamic, sub-cortical, non-conscious and non-dominant hemispheric processes, are not reached.’ (Alladin, 1989). As mentioned previously, using CT alone may not access the resources of the unconscious mind that hypnosis provides access to. Therefore, he affirms the superiority of using a combined treatment approach over single modality therapy.

Alladin details a structured 12-step process for his combined approach and this is recommended over a 10-12 session timescale, as follows:

1. Clinical interview, history and assessment

2. First aid for depression

3. Cognitive Therapy

4. Hypnosis

5. Cognitive Therapy with hypnosis

6. Attention switching

7. Active-interactive training

8. Social skills / Assertiveness training

9. Ideal goals / Reality training

10. Emotional and behavioural stabilisation

11. Physical activities

12. Booster and follow-up sessions

He concludes with an outcome study which samples 20 depressed patients following a mixture of this model, and a CT only sample, and concludes that the combined approach showed a) more rapid improvement, b) greater reduction in anxiety scores, and, c) more self-confidence, although there was no significant reduction in depressive mood. (Alladin, 1989).

Alladin’s CH is closely associated with Beck’s Cognitive Therapy and is therefore highly focussed on identifying negative automatic thoughts (including images) and it challenging these by way of ‘reality testing’. Alladin maintains that depressives ‘tend to change the contents of their imagination to negative fantasies, and they are consequently unable to redirect their thinking or imagery from their current problems and negative life concerns.’ (Alladin, 1994, pg 278). He likens this process to that of negative self hypnosis (NSH) as proposed by Araoz, (1981). This produces a disadvantage for this treatment, since it fails to identify or modify in any way the irrational beliefs for which depression is an emotional consequence. In a limited outcome study including only 20 subjects, ‘Alladin (1989) reported no difference between the two treatments in reducing depressives moods.’ (Alladin, 1994).

E.T. Dowd’s Cognitive Hypnotherapy (CH) published in 2000 (Dowd, 2000) forms a comprehensive manual for the use of hypnosis with both CBT and REBT serving as a useful middle way between the two models. He uses Michenbaum and Gilmore’s three phenomena of cognitive functioning to form the conceptual basis for the interventions he recommends. These three are ‘cognitive events’, ‘cognitive processes’, and ‘cognitive structures’. (Dowd, 2000, pg 62). 

‘Cognitive events’ are the easily accessible conscious or pre-conscious self-talk or negative automatic thoughts (NAT’s) as conceived by Beck. ‘Cognitive processes’ differ in that they describe the patterns of thinking or dysfunctional cognitive processing errors, such as Beck’s cognitive errors (over-generalising, catastrophising, dichotomous thinking, etc.) Also included in this would be Ellis’s irrational beliefs (iB’s), especially the derivative beliefs, such as awfulising, musturabation and self(other)-damning.

‘Cognitive structures’ refers to the tacit network of rules, assumptions and beliefs that we use to organise our experience and make inferences about the nature of our own reality. Beck conceived of these structures as schema or schemata. 

Using this framework Dowd recommends the use of some basic hypnotherapeutic techniques: -

Hypnotic relaxation

Age regression

Age progression

Suggested amnesia

Memory substitution

Cognitive rehearsal

Creating imaginary dialogues. 

(Dowd, 2000. Pg 55)

Clearly these interventions reflect a more sophisticated approach that goes beyond a simple use of direct suggestion for cognitive restructuring or rational reinforcement. Dowd offers illustrations of how these techniques can be used with particular reference to anxiety and phobias, stress-related disorders, depression, and habit disorders. In addition he offers hypnotherapeutic strategies for use in reconstruction of memory, enhancement of life, and overcoming resistance.  Dowd has based most of his interventions or recommendations on Beck’s CT model, although it is possible to adapt this to the Ellisian REBT model in relation to his recommendations for the Cognitive Processes for the three derivative irrational beliefs. 

There is no research supporting Dowd’s CH although he does cite Kirsch and his outcome research in support of his approach. This is not strictly relevant as Kirsch’s and Dowd’s models are not one and the same.

More recently Dowd has espoused a more expanded understanding of hypnosis, and drawn links between the use of hypnosis, the use of imagery, and the practise of meditation (Dowd, 2004) The use of guided imagery has always been a part of RET and REBT and Ellis’s and Maultsby’s Rational Emotive Imagery have long played an important part in the treatment sequence. Dowd has concluded that the three, hypnosis, imagery and meditation ‘all engage the phylogenetically older, more holistic, more encompassing, and less linear and analytical aspects of human cognition… or what has more commonly been called “right brain thinking” as opposed to “left brain thinking”’ (Dowd, 2004, pg 351). He has suggested in conclusion that for those individuals with greater hypnotic ability the use of these kind of interventions may be better indicated than conventional cognitive and reason based interventions, and has illustrated a framework for this practise. He proposes that there is evidence that ‘hypnosis may result in clients suspending their usual critical and evaluating cognitive processes, enabling them to hold two somewhat contradictory ideas in their minds simultaneously (what has been called trance logic)” (Dowd, 2004) This framework may be useful in relation to therapeutic interventions designed to aid belief change from and REBT perspective.

(Dowd’s other model Cognitive-Developmental Hypnotherapy (CDH) will be assessed further on.)

Ellis’s own model of Rational Emotive Therapy and Hypnosis (RETH) requires an understanding of Bernheim’s Suggestion Theory and, for this reason, he uses hypnosis primarily for the purpose of making direct suggestion in a very authoritarian style and mainly for cognitive reinforcement of new rB’s.

According to REBT theory, at the core of emotional disturbance of humans is a biological tendency to irrationally transform desires, wants and preferences into rigid, dogmatic and absolute beliefs. These take the form of musts, shoulds, ought to’s, have to’s, and got to’s. Flowing from these absolutist beliefs are three major derivatives, 1) Awfulising; an unrealistic assessment of badness where negative events are viewed or defined as the end of the world or more than 101% bad, 2) low frustration tolerance (LFT); an unrealistic assessment of the difficulty presented and the perceived inability to be able tolerate frustration or discomfort, and lastly 3) damnation of self or others (or the world/life); globally and negatively rating ones self, or others, based on a particular action, behaviour or trait. These beliefs are defined as irrational because they generate emotional disturbance or unhealthy negative emotions such as anxiety and depression, and are unrealistic, illogical and interfere with the pursuit of our general goals and purposes. (Dryden, 1995. Dryden & Neenan, 1996)

Ellis acknowledges that REBT is always cognitive-behavioural, but emphasises the fact that, more than Beck’s CT, ‘it stresses the active disputing (D) of disturbed people’s iB’s’. He lists the principal methods of disputing as, a) debating, b) persuasion, c) suggestion, and, d) positive thinking. (Ellis, 1994)

Because of this list, Ellis claims that REBT builds on and goes further than Bernheim’s suggestion theory of hypnosis. 

Ellis’s disputing necessarily requires a fully conscious engagement from the client, while hypnosis favours a more unconscious process. Ellis said, ‘RET practitioners do not favour hypnosis but instead favour teaching clients to consciously look for their own self-defeating beliefs, to discover and figure out what they are and to actively dispute and challenge them (cognitively and behaviourally) until they explicitly acquire a new effective (E) philosophy.’ (Ellis, 1994) Consequently, he maintained that it is preferable for ‘people to think for themselves and not to unthinkingly adopt the suggestions of a hypnotist. Suggestion is a low-level form of thinking and not a high-level falsification’ (Ellis, 1994). This understanding of hypnosis will be expanded at a later stage and through an assessment of some of the other combined models of cognitive therapies and hypnosis.

In much the same way as Kirsch’s CBH above, Ellis used hypnosis reluctantly when his clients persisted in asking for it, and he put this insistence down to their ‘magical’ beliefs that hypnosis is more likely to work than RET alone. When he did use hypnosis he taped the sessions and then gave the tape to the client at the end of the session and asked them to listen to the tape once a day for 20 to 30 days as a homework task. He maintained that this was effective in reinforcing the new rB’s contained on the tape and consequently made it more likely that these rB’s would be accepted into conscious awareness simply as a result of the daily reminder. (Ellis, 1993, 1994) It is unclear whether this technique would work without formal hypnosis or not.

However, Ellis maintained that because ‘hypnosis is mainly achieved through ‘other’ suggestion rather than through self-suggestion [it] is therefore by no means an elegant from of therapy’. (Ellis, 1993)

Although Ellis’s RETH has many advantages through it’s ability to reinforce the rational beliefs identified in session, Ellis’s sole use of direct suggestion to achieve this is a disadvantage. Some of the techniques highlighted by Dowd above, such as age progression (or psuedo-orientation in time) and memory substitution (Dowd, 2000, pg 56-7) may offer the practitioner and client a greater scope for influencing change than a single direct suggestion strategy.

Ellis’s model involving the use of hypnosis as a tool together with RET/REBT has not been researched successfully and we must rely on his own anecdotal ‘therapeutic outcome’ (Ellis, 1986, pg 10) until such research takes place. Anecdotally, Ellis observed that he had used the full tape ‘to good avail’ with 80 subjects, but with ‘little or no success’ with 18 others. He did not clarify in any detail what he described as ‘success’ and whether this was what he called ‘elegant’ or ‘inelegant’.  Research in relation to this subject will be suggested late on.

Dr. Stephen Palmer has developed a version of Rational Emotive Behavioural Hypnotherapy (REBH) which recognises that REBT is considered to be a ‘multimodal’ approach to psychotherapy and that it is flexible enough to incorporate a ‘range of different therapies to enhance therapeutic outcome’. (Palmer, 1999) Consequently, he recommends REBH in a structured approach including a) induction, b) deepening, c) additional imagery deepener, d) ego-strengthening, e) symptom removal, (if unwanted symptoms are present), and, f) awakening.

Surprisingly, this model mentions nothing of cognitive restructuring or reinforcement of rational beliefs, but seems to focus entirely on symptom removal or reduction. In the script, which he offers as an example, he uses progressive relaxation in combination with pain-reduction and stress-relief as a simple therapeutic intervention. Even so, his ego-strengthening script contains elements of rational (rB) reinforcement. (Palmer, 1999, 2000).

The disadvantage of this approach is it’s sole focus on ‘symptom removal’. If we remember Ellis’s ABC framework, symptoms come under C (consequences) and these result from the irrational beliefs held at B. Palmer seems to be limiting his use of hypnosis to the symptomatic relief (removal) of a consequence, and does not seem to attempt to bring about any change in the causative agent – the irrational beliefs. Palmer does recommend the use of ‘powerful rational self-helping statements (Ellis et al., 1997)’ during the ego-strengthening section but he does not offer a rationale for this.

No research has been carried out in support of this approach and it has not been widely taken up.

Rational Stage Directed Hypnotherapy (RSDH) – later also known as Cognitive Experiential Therapy (CET) - as a model has been around the longest and has been defined mainly by Donald Tosi with others (Tosi & Reardon 1976, 1977.Tosi, Reardon and Gwynne, 1977, Tosi, Judah & Murphy, 1989) over the longest period starting in the late 1970’s.

It is similar in both structure and expectation to Alladin’s CH except that is does not restrict itself to the treatment of depression. It combines hypnosis, imagery and the cognitive restructuring of self-defeating cognitive, emotional, physiological and behavioural tendencies (Reardon, Tosi & Gwynne 1977). It includes four key structural components, 1) the hypnotic state, 2) the identification, vivid imagining, and experiencing of self-defeating as well as self enhancing thoughts, emotions, physiological responses and behaviours, 3) the cognitive restructuring of irrational attitudes, i.e. disputing, challenging, confronting cognitive distortions and irrational ideas and ultimately replacing them with more rational ones, and 4) the directing of these processes through six developmental stage of awareness, explorations, commitment, implementation, internalisation, and change of direction. (Boutin and Tosi, 1983).

Tosi has detailed a methodology for working on the unhealthy negative emotion of guilt (Tosi & Reardon, 1976) and formulates a developmental understanding of the emergence of this kind of disturbance. However, the focus of the intervention is basically cognitive restructuring in the same fashion as CH, although it borrows heavily on an understanding and appreciation of Ellis’s notion of irrationality, and therefore cognitive restructuring using this model also employs a ‘rational’ alternative emphasis.

Tosi has used this methodology in a variety of settings and with different presenting problems and a great deal of experimental research has been carried out in relation to RSDH/CET. In particular research has focussed on various psychosomatic illnesses (Tosi & Murphy, 1994), including duodenal ulcer disease (Tosi, et al, 1989). In this latter case a multivariate analysis included four groups of approximately 7 or 8, each with a diagnosed duodenal ulcer confirmed by a radiologist, were grouped into four treatment groups; 1) RSDH, 2) Cognitive Restructuring, 3) Hypnosis only, 4) No treatment control. The result demonstrate that RSDH, and to some extent Cognitive Restructuring alone, have a greater impact on the participants subjective ratings of physical distress. This design was intended to isolate the component parts of RSDH to discover which parts prove the most effective. The results support each of the three treatments independently, and when combined the effect size is greater still. 

One of the advantages of this structured approach is the fact that it has been tested and researched so thoroughly. In the early to late 1980’s repeated testing was carried out in relation to; a geriatric population, test anxiety, academic achievement, self-concept and delinquency, neuromuscular performance, psychological stress, and hypertension. (Tosi et al, 1989)

Of all of the approaches covered by this paper this method seems to be the most advantageous. It is aligned with Ellis’s theory of emotional disturbance. It attempts to help the client to bring about change in their irrational beliefs, by introducing rational alternative beliefs. Finally, it has been thoroughly researched and the findings have provided a ‘growing body of multivariate research demonstrating the efficacy of RSDH or CET.’ (Tosi et al, 1989).

Finally, E.T. Dowd’s Cognitive-Developmental Hypnotherapy (CDH) is a synthesis of the work of Aaron T. Beck (1976) with his emphasises on the role of dysfunctional negative automatic thoughts and maladaptive rules, with Albert Ellis’s (1977) work on iB’s, and Meichenbaum’s (1978) work which emphasises the role of the internal dialogue, or negative self-statements which seem to serve as a sort of negative self-hypnosis. 

In this model Dowd acknowledges that ‘interventions that engage the ‘head’ only, without emotional involvement, do not appear to have the same power to cause ‘deep’ change. Consequently, his use of hypnosis places an emphasis on emotional involvement through use of imagery and metaphor. He defines hypnosis through four significant factors; 1) heightened suggestibility and receptivity to suggestions, 2) perceptual and cognitive focus is both narrowed and intensified, 3) the hypnotic trance state tends to rely more on imagery and intuitive cognitive processes than on the formal use of language, 4) indirect hypnotic techniques are particularly useful in by-passing, discharging, or displacing resistance. 

This is the first of the models to engage an understanding of the work of Milton Erickson (Matthews, Lankton, & Lankton, 1993) and his particular use of indirect and permissive suggestions and makes use of their success with resistant clients. This contrasts dramatically with Ellis’s understanding and use of hypnosis, which is both direct and authoritarian.

Dowd places his main emphasis on using this technique to by-pass resistance ‘that is aroused naturally by the threat to existing core schemata’ and reducing this resistance by use of ‘indirect hypnotic suggestions’ (Dowd, 1994). In addition he utilises another hypnotherapeutic strategy previously unrecognised which is ‘pseudo-orientation in time’ (POT) or, as he terms it, ‘time projection’ (Golden, Dowd, & Friedberg, 1987), which is an imagery technique which asks the client to imagine him/herself at a hypothetical time in the future when their current problems have been resolved, and to build a vivid and strong picture of this using all sensory modalities. The expectation of this technique is that it will provide a focus on positive outcome and allow positive fantasy and expectation on the success of the therapy, in whatever form it takes. It should be recognised that this method bares a resemblance to Ellis’s own Rational Emotive Imagery (REI) and similarly serves as a powerful ‘convincer’ for the client. Both are emotive and evocative techniques with a future-orientation in which the client imagines him/herself thinking behaving and feeling the way he/she wishes to be. This can help to reinforce the impression that the client can tolerate and thrive within present adverse circumstances (Palmer & Dryden, 1995) thus improving frustration tolerance.

Dowd is not only interested in simple cognitive restructuring at a conscious or pre-conscious level, but also at an unconscious core belief level. Core beliefs are far more difficult to access by the client alone, and are better accessed by inference to the therapist and consequently they may be far more difficult to change. However, Dowd remains optimistic that change at this level is possible through the use of hypnosis. ‘The Ericksonian indirect hypnotherapeutic methods have been claimed to be especially useful here because they tend not to arouse the client’s resistance and may implicitly suggest new perceptions and new ways of looking at problematic situations, often without the client being aware that these are being suggested.’ (Dowd, 1994).

Dowd structures this core belief restructuring protocol through three main tasks, as follows:

a) Identify the major themes and assumptions that underlie the clients core cognitive structure. (This need not be done in trance as it forms part of the normal CBT and REBT assessment process).

b) Assist the client in entering a hypnotic trance. (Dowd suggests that indirect inductions, such as Erickson’s conversational induction, [Rossi & Ryan, 1985] work best in this context as they result in a more relaxed and less defensive or resistant attitude).

c) The creation and use of an indirect hypnotic routine designed to address the client’s core cognitive assumptions. These routines would involve techniques such as, embedded suggestions, multiple levels of meaning, implicit reframing, open-ended suggestions, truisms, and the ‘yes-set’ to by-pass resistance. 

Although this modality is still comparatively new and untested, the outcome studies that Dowd cites in relation to this and RSDH (Tosi, et al, 1989, Boutin & Tosi, 1983, Howard & Reardon, 1986, Edelson and Fitzpatrick, 1989, Wall & Womack, 1989) show an encouraging indication that this approach together with RSDH have a marked effectiveness because of their use of hypnosis and cognitive restructuring at a variety of levels. He cites positive outcome studies using these techniques in differing areas, such as; the psychological factors associated with duodenal ulcers; modification of irrational ideas and test anxiety in nursing students; immediate and long-term reduction of anxiety and enhancement of self-concept in male weight lifters; and attention control interventions in the treatment of chronic pain. (Dowd, 1994). 

Dowd makes the association between mindfulness, imagery and hypnosis, however he notes the importance and significance of the ‘hypnotisability’ factor – sometimes called hypnotic ability or trance capacity. It appears that not all people share the same ability to enter trance and some find it very difficult. Dowd notes that these people are the same people who find it difficult to visualise or imagine visual images with eyes closed. He also notes ‘that hypnotic ability seems to vary somewhat throughout the day in the same person’ (Dowd, 2005). This begs the question, is the hypnotisability factor a constant with each person, or can hypnotisability be learned, or enhanced with repeated use or practise?

Ellis noticed that ‘a number of clients who only achieved light trance states – or states of deep relaxation but hardly hypnosis – did just as well or better with the RET I taught them as did clients who achieved deep or “true” hypnotic trances’ (Ellis, 1986, pg 4). It would be interesting to know what criteria Ellis used to determine the level or depth of trance, or the ‘hypnotisability’, of his clients.

Elegant or Inelegant?

Ellis repeatedly claimed that the use of hypnosis with RET and REBT was not compatible with what he terms as an ‘elegant outcome’. (Ellis, 1977, 1986, 1993). As Ellis said, ‘You may deliberately use strong suggestion or hypnosis with some difficult clients, even though these are inelegant techniques that somewhat interfere with clients’ independent thinking’. (Ellis, 1995).

An elegant outcome is defined as a dramatic and substantial philosophical shift on the part of the client, which can only be reached through consistent hard work and application of the skills learned and practised through RET/REBT. Dryden & Neenan have defined an ‘elegant’ outcome as, ‘A therapeutic outcome where clients not only tackle their presenting problems but also strive to effect a profound philosophical change in their lives by surrendering their irrational ideologies and internalising a rational belief system to minimise future emotional problems.’ (Dryden & Neenan, 1996). 

Ellis maintains that although he has used hypnosis since the early 1950’s in tandem with his RET, that he actively discourages most of his clients from persuading him to combine RET with hypnosis in the therapy room. Rather, he persuades them to continue with RET alone for a number of weeks with the understanding that if this approach does not work, they can employ hypnosis at a later stage. Given the use of this strategy he notices that most of his clients continue with RET alone and do not request hypnosis again. 

It can hardly be seen as surprising that Ellis’s clients do not request hypnosis a second time, when their initial request has been handled in this way. Given our understanding of the power of suggestion as discussed earlier, and as acknowledged by Ellis himself, we can recognise a strong, yet indirect suggestion from Ellis, the therapist, that hypnosis is not to be recommended and is therefore not desirable. It may be that Ellis’s own view of hypnosis is communicated in this way at a subconscious level.

Ellis’s reasons for not using hypnosis are as follows: -

a) RET espouses that people should think for themselves and not to unthinkingly adopt the suggestion of a hypnotist (or of anyone else). Suggestion is a low-level form of thinking and not high-level falsification practised by good scientists

b) RET holds that people must be fully conscious of their dysfunctional beliefs and not merely cover them up with more productive rational beliefs that they tend to parrot… but not really firmly hold and follow.

c) Clients often want to be hypnotised because, having low-frustration tolerance, they view hypnotism as an easy and magical way of changing themselves. However, RET emphasises that people almost always have to work hard and consistently practise new ways of thinking, feeling, and behaving until they semi-automatically begin to become self-conditioned to them.

d) RET aims to show clients how to be on their own and independently construct self-helping methods for the rest of their lives, whereas hypnosis often implies that they need an authoritative (or even authoritarian) hypnotist’s help. (Ellis, 1994, pg 175-6)

This final reason illustrates a narrow understanding of hypnosis that does not include the permissive and indirect approach developed by Erickson, recommended by Dowd (Dowd, 2000), and detailed above in other therapeutic approaches. This permissive approach, as shown earlier, has been demonstrated to be extremely effective with resistant clients, and those who are recalcitrant to change. Additionally, it has been demonstrated in several outcome studies that additional creative uses of hypnosis can be employed for the purposes of relaxation (Alladin, 1989, & Kirsch, 1994), guided imagery (Dowd, 2000, & Kirsch, 1994), cognitive restructuring/reinforcement (Dowd, 2000, Kirsch 1994, Tosi et al, 1976, 1977), successive approximation (Kirsch, 1994), cognitive rehearsal (behavioural practise) (Kirsch, 1994), symptom manipulation/removal (Palmer, 1999) and hypnotic skills training (Golden et al, 1987). These additional techniques which are not considered by Ellis, and do not feature in his own use of hypnosis, have been demonstrated to be effective and helpful. 

Most of these techniques can be used, and indeed they are recommended to be used, in tandem with the usual work of RET/REBT and CBT. Therefore it is quite possible to continue to work hard and with commitment in the way that Ellis envisages for philosophical change. The role of hypnosis in these techniques is often to reinforce the other work by way of being a supporting strategy. Ellis himself, in his use of hypnosis, realises that the regular use of the tapes, which he makes of his hypnotic sessions, can serve to reinforce and strengthen the speed of cognitive change. Therefore, it seems likely that these hypnotherapeutic methods can be seen to work well and in collaboration with RET/REBT in a variety of approaches, and as an adjunctive technique for philosophical change. 

Ellis tells us that ‘humans are born (as well as reared) as philosophers and that they are natural scientists, creators of meaning, and users of rational means to predict the future. One of [REBT’s] main goals, therefore, is to help clients make a profound philosophic change that will affect their future as well as their present emotions and behaviours’ (Ellis, 1994, pg 247-8) Given the list of strategies shown above it is hard to see why these strategies cannot be used in support and positive collaboration with the primary RET/REBT techniques. Certainly, it is difficult to conceive of any way in which the use of these techniques would preclude a ‘profound philosophic change’ as an outcome, simply by their use. In fact it is more likely, as supported by the numerous outcome studies (Golden, 1982; Reardon and Tosi, 1977; Reardon, Tosi and Gwynne, 1977; Stanton, 1977, 1989; Tosi & Reardon, 1976), that the use of hypnosis in addition to traditional RET/REBT techniques is more effective than when RET/REBT is used in the absence of hypnosis. 

Call for research

Although a great deal of research has been carried out in recent decades there is still much to be tested. First of all Ellis raised an important research question:-

RETH – ‘Does the benefit presumably derived from the tape of recorded hypnotic sessions stem from the use of the entire 20 minutes tape, including the hypnotic relaxation instructions, or would equal benefit stem from the client’s listening a number of times to the 10 minutes of RET instruction on the tape even if this were heard apart from the hypnotic section?’ (Ellis, 1986, pg 10). This question has been looked at in relation to RSDH (Tosi et al, 1989) and the results show that the combination of hypnosis, and cognitive restructuring (or the reinforcing of rational beliefs) as demonstrated in RSDH is more effective than each component separately. However, in relation to the use of a tape that the client can take home, this remains an unanswered question and would be relatively easy to research. (Macaskill [1996] has done some interesting work in this area but not in relation to hypnosis.)

Secondly, and perhaps more importantly, there still remains the question of whether hypnosis is best suited for use in pursuit of change in Michenbaum and Gilmore’s phenomena of cognitive functioning; cognitive processes, such as awfulising, and LFT, or can it better be employed in the pursuit of change in cognitive structures, such as Beck’s core beliefs. This is a more challenging question, as it requires a research design that tightly controls for all variables and will be heavily dependent on self-report measures. Nevertheless, it is an important question and will guide practitioners use of hypnosis in the future.

Conclusion

This paper has examined the various attempts made over the last 30 – 40 years to explain the use of hypnosis as a therapeutic tool which can be used in tandem with traditional cognitive and behavioural approaches to psychotherapy, such as Beck’s CT and Ellis’s RET/REBT. In particular it has reviewed the various attempts that have been made to utilize the strengths of RET/REBT, and its conscious approach to emotional disturbance, when combined with hypnosis and hypnotherapeutic strategies, which have attempted to make greater uses of the unconscious resources of the clients mind. 

The paper has reviewed the similarities between RET/REBT and hypnosis and the resulting differences also. It has summarised the structure of Ellis’s RET/REBT and highlighted the principle techniques used. In addition, it has looked at the various theories of hypnosis and the various uses that have been made of the hypnotic phenomena.

The principle strategies that have been put forward, which combine the use of hypnosis as an adjunctive therapeutic tool with other cognitive and behavioural therapies have been discussed and the advantages and disadvantages of each methodology have been assessed.

This review has included reference to the various outcomes studies that have resulted from these strategies and has shown that a combined approach seems to have an improved chance of a better therapeutic outcome. 

Finally, the paper has revisited the original position that Ellis has taken with regard to the use of hypnosis and has taken account of his reasons for not recommending its use in the initial stages. Ellis’s reservations about the incompatibility of hypnosis with an ‘elegant’ therapeutic outcome have been acknowledged. However, it has been proposed that a more flexible understanding of hypnosis, which allows for the indirect and passive approach originated by Erickson, might have an increased chance of affecting a more beneficial approach with some clients, especially those who may be resistant to conscious change. Ellis himself has acknowledged this:-

“RET has included hypnosis methods from its inception in 1955 (Ellis, 1958, 1962). Stanton (1977), Tosi (Tosi and Reardon, 1976), and other researchers and clinicians have shown how it can sometimes be used effectively with resistant clients.” (Ellis, 1995, pg 202).

The work of practitioners such as Golden, W. L., Alladin, A., Dowd, E.T., Palmer, S., and Yapko, M. (Golden, 1982, 1994; Alladin, 1989, 1994; Dowd, 1993, 2000; Palmer, 1993, 1997, 2000; Yapko, 1993, 2001, 2003) has shown that the combined use of hypnosis along side the traditional cognitive and behavioural approaches such as CBT and REBT, can have an increased opportunity for effective therapeutic change. However, the use of hypnosis is difficult to quantify, as its use is dependant on the ideas, imagination and experience of the practitioner.  Hypnotherapy requires a degree of imaginative and creative involvement by the therapist, and a receptive attitude from the client, resulting in a large variance in the possible results.

The best use of hypnosis will be in pursuit of change in the irrational beliefs at B in Ellis’s ABC framework. Any attempt to use hypnosis in pursuit of change in A or C will be less effective or enduring in effect.

This is an emerging area, which is clearly in the early stages of its evolution, but as E.T. Dowd has said, “It is time for hypnotherapy to progress as far as cognitive therapy has.” (Dowd, 2000, pg 35). 
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