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Abstract
This meta-analysis evaluates the effect of hypnosis in reducing emotional distress associated with medical procedures. PsycINFO and PubMed were searched from their inception through February 2008. Randomized controlled trials of hypnosis interventions,
administered in the context of clinical medical procedures, with a distress outcome, were
included in the meta-analysis (26 of 61 papers initially reviewed). Information on sample
size, study methodology, participant age and outcomes were abstracted independently
by 2 authors using a standardized form. Disagreements were resolved by consensus.
Effects from the 26 trials were based on 2342 participants. Results indicated an overall
large effect size (ES) of 0.88 (95% CI = 0.57–1.19) in favour of hypnosis. Effect sizes
differed significantly (p < 0.01) according to age (children benefitted to a greater extent
than adults) and method of hypnosis delivery, but did not differ based on the control
condition used (standard care vs. attention control). Copyright © 2008 British Society
of Experimental & Clinical Hypnosis. Published by John Wiley & Sons, Ltd.
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Introduction
I learned a long time ago that minor surgery is when they do the operation on someone
else, not you. Bill Walton (Elston, 2005: 14)

As the above quotation reveals, medical procedures are often associated with a great deal
of emotional distress for patients, and the possible sources of such distress are manifold.
The procedures themselves can involve ‘immobilization, darkness (in the case of imageguided procedures), masked strangers, fear for life and health, uncertainty of outcome,
and abdication of control’ (Flory, Salazar and Lang, 2007: 304). For those procedures
involving anesthesia, patients may possess additional concerns. Research indicates that
up to 54.5% of patients fear being unable to ‘wake up’ after surgery, and up to 54% fear
‘waking up’ during surgery (Klafta and Roizen, 1996). Furthermore, 16% fear pain
associated with procedures, and on a more general level, up to 62% fear anesthesia
(Klafta and Roizen, 1996). Depending on the procedure, there can also be tremendous
concerns about post-procedure functioning, including concerns about subsequent pain,
impaired daily living, body image (e.g. scarring; Ersek and Denton, 1986; Chun and
Velanovich, 2002), and diagnosis/prognosis (i.e. what the surgeon will find (Schnur,
Montgomery, Hallquist, Goldfarb, Silverstein and Weltz, 2008b)).
Emotional distress related to medical procedures not only causes direct suffering, but
across procedures, pre-procedure emotional stress and distress have been related to a
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variety of adverse post-procedure outcomes including: postoperative emotional distress
(Munafo and Stevenson, 2001); pain (e.g. (Kain, Servarino, Aleander, Pincus and Mayes,
2000; Cohen, Fouladi and Katz, 2005; Carr, Brockbank, Allen and Strike, 2006; Hong,
Jee and Luthardt, 2005; Munafo and Stephenson, 2001)); postsurgery nausea and fatigue
(Montgomery and Bovbjerg, 2004); failure to return to work and failure to report
improvements in pain and functional ability (Trief, Grant and Fredrickson, 2000); recovery room and total analgesic requirements (Pan, Coghill, Houle, Seid, Lindel and Parker,
2006); dose/demand ratio for patient controlled analgesia (PCA), degree of dissatisfaction with PCA (Ozalp, Sarioglu, Tuncel, Aslan and Kadiogullari, 2003); increased propofol requirements (Osborn and Sandler, 2004; Hong et al., 2005); and worsened wound
healing (Ginandes, Brooks, Sando, Jones and Aker, 2003).
Therefore, to reduce both the direct negative experience of emotional distress related
to medical procedures, as well as the possible negative downstream consequences of such
distress, interventions which significantly reduce distress are needed to improve patient
experience. Although pharmacologic interventions can be beneficial, they are not without
cost. They can cause their own side effects (Klein, 1991; Hollenhorst, Munte, Friedrich,
Heine, Leuwer and Becker, 2001; Flory et al., 2007), and they can be a drain on medical
staff time because patients taking sedatives can require increased monitoring and nursing
care (Murphy and Brunberg, 1997). An additional issue is that it can be difficult to precisely time when to administer anxiolytic medication; if given too late, such medication
may not become effective until after the procedure has already begun (Quirk, Letendre,
Ciottone and Lingley, 1989; Murphy and Brunberg, 1997). All of these factors suggest
that a non-pharmacologic adjuvant treatment for patient emotional distress would be an
important tool for patient care.
Hypnosis is a non-pharmacologic intervention, with no known specific side effects
(Rhue, Lynn and Kirsch, 1993; Lynn, Martin and Frauman, 1996), which has been shown
in both narrative reviews (Redd, Montgomery and DuHamel, 2001; Flory et al., 2007)
and meta-analysis (Montgomery, David, Winkel, Silverstein and Bovbjerg, 2002) to be
beneficial in reducing distress related to medical procedures. However, the existing
reviews in this area have been limited in several ways. The Redd et al. paper (2001)
served to illustrate the effectiveness of hypnosis in the context of medical procedures,
but was focused exclusively on the cancer setting, and thus did not include the broader
gamut of medical procedures. The paper by Flory and colleagues was a narrative review
of a select number of trials, which provided an illustration of the effectiveness of hypnosis
for medical procedures, rather than providing a comprehensive review of the literature.
Furthermore, neither the Redd et al. nor the Flory et al. papers provided an empirical
summary of the data reviewed. The meta-analysis (Montgomery et al., 2002) did provide
such empirical data, but was limited in that it focused exclusively on the surgical setting,
and neglected individuals undergoing other types of medical procedures (e.g. lumbar
puncture, radiotherapy). In addition, the meta-analysis did not limit its inclusion criteria
to randomized controlled trials, which are considered the ‘gold standard’ research
design.
Therefore the current literature is lacking a meta-analysis of randomized controlled
trials on the use of hypnosis to reduce emotional distress related to a broad range of
medical procedures, both surgical and non-surgical. The primary goal of the present
study was to remedy this gap in the literature by using meta-analytic techniques with
data from published randomized controlled trials to estimate the effectiveness of hypnosis in managing distress related to medical procedures.
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Method
Search strategy
Two electronic databases, PsycInfo and PubMed were searched from their respective
inceptions through the end of February 2008.
For PsycInfo, the major search terms were (mj = hypnosis OR mj = hypnotherapy)
AND (mj = distress or mj = medical treatment general or mj = treatment effectiveness
evaluation or mj = postsurgical complications or mj = anxiety or mj = stress-management
or mj = stress or mj = treatment outcomes or mj = fear or mj = emotional states or mj =
relaxation), and the limitations placed on the search were ((DT:PSYI = CHAPTER) or
(DT:PSYI = JOURNAL-ARTICLE)) and (LA:PSYI = ENGLISH) and ((MD:PSYI =
EMPIRICAL-STUDY) or (MD:PSYI = FIELD-STUDY) or (MD:PSYI = FOLLOWUPSTUDY) or (MD:PSYI = LONGITUDINAL-STUDY) or (MD:PSYI = META-ANALYSIS) or (MD:PSYI = PROSPECTIVE-STUDY) or (MD:PSYI = QUANTITATIVE
-STUDY) or (MD:PSYI = RETROSPECTIVE-STUDY) or (MD:PSYI = TREATMENTOUTCOME-CLINICAL-TRIAL)) and ((PT:PSYI = JOURNAL) or (PT:PSYI = PEERREVIEWED-JOURNAL) or (PT:PSYI = PEER-REVIEWED-STATUS-UNKNOWN)).
This yielded a total of 248 abstracts/titles.
For PubMed, the search terms were: (‘Hypnosis’[Mesh] OR ‘Hypnosis, Dental’
[Mesh])AND(‘Stress Disorders, Traumatic’[Mesh] OR ‘Postoperative Complications’
[Mesh] OR ‘Treatment Outcome’[Mesh] OR ‘Stress, Psychological’[Mesh] OR ‘Preoperative Care’[Mesh] OR ‘Anxiety’[Mesh] OR ‘Depression’[Mesh] OR ‘Fear’[Mesh] OR
‘Affect’[Mesh] OR ‘Relaxation’[Mesh] OR ‘Emotions’[Mesh] OR ‘Psychology’[Mesh]).
The only limitation placed on the search was that the articles had to be written in English.
This yielded a total of 1661 abstracts/titles.

Selection strategy
The abstracts/titles of all articles identified by electronic searches (1909 in total) were
carefully screened by three of the authors in the study to determine if the abstracts met
the following inclusion criteria: (a) published in a peer reviewed journal; (b) full abstract
available online; (c) randomized trial; (d) written in English; (e) included at least one
control condition; (f) hypnosis was listed as at least one of the intervention conditions;
(g) the use of hypnosis was specifically related to a medical or dental procedure (other
than childbirth, which was considered to be a phenomenon rather than a procedure); (h)
some measure of distress (e.g. anxiety) or emotional well-being (e.g. relaxation) was
identified as an outcome variable; (i) the study was not a secondary analysis of an existing data set; (j) the study had sufficient data to calculate an effect size; and (k) the study
was not a duplicate (i.e. if an article was cited in both PubMed and PsycInfo, it was only
used once).
Subsequent to abstract review, 61 manuscripts were obtained and read in full, independently by two co-authors, each of whom completed a standardized form assessing
the inclusion criteria. All four co-authors then met to review these 61 manuscripts. Based
on consensus review by all authors, 26 of those 61 papers were included in the metaanalysis. It is interesting to note that although the electronic search was for hypnosis
interventions, six papers were retrieved which referred to their interventions as suggestion rather than hypnosis. These papers were included as they met all remaining inclusion
criteria, and would provide an interesting comparison to interventions labelled hypnosis.
The reasons for exclusion were as follows: in 14 studies, participants were not randomly
assigned to study group, 5 studies did not have sufficient data to calculate an effect size,
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3 studies were secondary data analyses, 3 studies were not RCTs (i.e. they were review
papers), 3 studies did not concern a specific medical procedure, 3 did not have a control
condition, in 2 distress was not an outcome, and in one the intervention was not referred
to as hypnosis or suggestion. Additionally, one paper was excluded (Lee, 2003) as the
intervention was multimodal (hypnosis in addition to cognitive behavioural counselling),
rather than being hypnosis focused (see QUORUM Flow Chart, Figure 1).

Data abstraction and study characteristics
For each of the 26 papers accepted for inclusion into the meta-analysis, relevant data was
abstracted using a standardized worksheet. Each paper was abstracted independently by
two of the co-authors. Any discrepancies were discussed among the authors with reference to the original manuscript until consensus was reached. Specific data collected
included:
(1) between-group results on distress outcomes needed to calculate an effect size (e.g.
means, standard deviation, sample sizes, test statistics);
(2) how the hypnosis intervention was labelled by the authors, coded as either ‘hypnosis’
or ‘suggestion.’ ‘Hypnosis’ was defined as the actual word hypnosis, as well as its
derivatives (e.g. hypnotherapeutic ego strengthening). ‘Suggestion’ was defined as
any derivative of the term suggestion (e.g. therapeutic suggestions). It should be
noted that although our original intent was to restrict the sample to studies which
explicitly labelled their intervention ‘hypnosis,’ we realized upon reviewing the literature retrieved that there were a small but substantial number of studies which
called their intervention ‘suggestions’. The methodological descriptions of these
‘suggestion’ interventions were remarkably similar to those for ‘hypnosis’ interven-

1909 potentially relevant citations
identified and screened for retrieval
1848 reports excluded:
• Not RCT (n = 343)
• Review articles (n = 242)
• Not relevant to topic (n = 640)
• No abstract (n = 613)
• Duplicates (n = 10)

61 articles retrieved for more detailed
evaluation

26 unique RCTs included in the
meta-analysis

35 reports further excluded:
• Not RCT (n = 14)
• Not sufficient data (n = 5)
• Secondary Analysis (n = 3)
• Review Articles (n = 3)
• Not a Medical Procedure (n = 3)
• No Control Condition (n = 3)
• Distress not an Outcome (n = 2)
• Intervention not Hypnosis or
Suggestion (n = 1)
• Multimodal Intervention (n = 1)

Figure 1. QUORUM flow chart.
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tions, with the exception that the authors did not label ‘suggestion’ interventions as
‘hypnosis’. We therefore decided to code this data, in the service of conducting an
exploratory moderation analysis of whether the intervention label was associated
with intervention effect size;
average participant age, which was examined categorically. Child was defined as
less than or equal to age 18;
control condition, which was coded as either ‘standard care’ or as ‘attention control.’
‘Attention control’ was defined as any control condition other than standard care
(e.g. blank tape, white noise);
method of hypnosis delivery, which was coded as either ‘live’ or ‘recorded.’ ‘Live’
was defined as an intervention with any live, in-person component. ‘Recorded’ was
defined as an intervention with no live, in-person component;
timing of intervention delivery, which was coded as either ‘pre,’ ‘during,’ or ‘pre
and during.’ ‘Pre’ was defined as an intervention delivered prior to a medical procedure, ‘during’ was defined as an intervention delivered during the medical procedure with no pre-procedure delivery, and interventions which incorporated both
delivery approaches were labelled ‘pre and during’;
whether or not the effect size needed to be imputed. This was coded as ‘Imputed,’
which indicates a paper where means and standard deviations were not provided in
text or table format, and where effect sizes had to be derived from test or descriptive
statistics (based on Smith, Glass and Miller, 1980).

Quantitative data synthesis
For every study, we calculated an effect size (ES) for each comparison between the
intervention of interest (i.e. hypnosis, suggestions) and a control condition on a distress
outcome. If a given study had more than one hypnosis condition (e.g. direct hypnosis,
indirect hypnosis) or more than one control condition (e.g. attention control, standard
care) then an ES was computed for each combination of hypnosis condition and control
condition. If a given study had multiple measurements of emotional distress (e.g. at different post-intervention time points, or different outcome measures) an effect size was
calculated for each. Effect sizes were not calculated for time points prior to the administration of the intervention.
The effect sizes were calculated using the meta-analysis program by Schwarzer
(Schwarzer, 2008) (using the ‘Effect Sizes d’ utility). The effect sizes generated from this
utility are g, where g = (Mc − Me)/SD. In this equation, Mc represents the mean of the
control group on the outcome variable, Me represents the mean of the experimental group
on the outcome variable, and SD represents the pooled standard deviation of the two
groups. If a given study did not present means and standard deviations, then the ES was
calculated based on test or descriptive statistics following methods suggested by Smith
and colleagues (Smith et al., 1980). For ease of interpretation, effect sizes are positive if
the hypnosis intervention had the desired beneficial outcome (e.g. less distress or more
relaxation), and negative if the hypnosis intervention had the opposite of the desired
effect (e.g. more distress or less relaxation).
Once the initial set of effect sizes was generated, a mean effect size for each comparison, for each study, was calculated. This was done by taking the mean of all of the
relevant effects for that comparison (i.e. across distress outcome variables).
The effect sizes were then averaged using the meta-analysis program by Schwarzer
(2008). The results produced include not only an unweighted overall effect size, but also
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an effect size weighted by sample size produced using a random effects model (delta).
Both statistics will be reported, since the random effects model does not assume that the
set of effect sizes is homogeneous, and we expected the set of effects to display heterogeneity. Additionally, it has been recommended to use the random effects model, as
this model is more generalizable to the broader population of studies (Rosenthal and
DiMatteo, 2001).
The results yielded by the programme also address two important concerns: the
homogeneity of the set of effects, and the ‘file-drawer’ problem. Homogeneity of the set
of effects is critical, as it indicates the trustworthiness of the overall effect size generated
by the meta-analysis (Schwarzer, 2008). To examine homogeneity of the effect sizes, we
will examine the percentage of variance attributable to sampling error versus the percentage of variance attributable to systematic factors, as well as the Q statistic. The Q statistic
indicates whether the variability present in the group of effect sizes is significantly
greater than chance, and thus suggestive of the presence of potential moderators of
intervention effects. To examine publication bias, otherwise known as the ‘file-drawer
problem,’ we used Orwin’s (1983) method. Moderator analyses following a finding of
heterogeneity of effect sizes (a significant Q value), were conducted by analyses of
variance.

Results
Description of trial, sample and intervention characteristics
The 26 randomized trials meeting the inclusion criteria yielded 36 effect sizes. Table 1
presents the chief characteristics and effect sizes for each trial. It should be noted that
these are g values, not Cohen’s d values, and therefore may not be identical to the published d values in the original manuscripts.
The trials were published between 1984 and 2008. The age range of participants was
from 4.8 years to 70.3 years. Sample size ranged from 20 to 200. As can be noted from
Table 1, the intervention timing and delivery varied across studies. Outcomes assessed
in the studies included anxiety (17 studies), general distress or mood disturbance (6
studies), depression (5 studies), behaviour disorders/distress behaviours (4 studies),
relaxation (3 studies), tension (2 studies), anger (1 study), fear (1 study), crying (1 study),
how traumatic the procedure was considered (1 study) and nervousness (1 study).

Quantitative data synthesis: effectiveness of hypnosis compared with
control conditions
The aggregated effect sizes demonstrate that hypnosis had a significant, large and beneficial effect on emotional distress related to medical procedures. Using a random effects
model, we found a mean effect size of 0.88 (SE = 0.16, 95% CI = 0.57 to 1.19), and this
value was significantly greater than zero (z = 5.58, p < 0.0001).
As noted above, the effect sizes used for this analysis were all drawn from published,
peer-reviewed journals, which may raise concerns about publication bias. To address this
concern, we calculated the number of studies with an effect size of zero required to
decrease the overall mean effect size to small or medium (based on Orwin, 1983), and
created a funnel plot (Figure 2). Results indicated that 28 studies with effect sizes of
zero would be needed to reduce the large intervention effect size of 0.88 found here to
a medium effect size of 0.50, and that 123 studies with effect sizes of zero would be
needed to reduce the present effect size of 0.88 to a small effect size of 0.20.
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Liossi and Hatira 1999
Liossi and Hatira 2003

Lang et al. 2006

de Klerk et al. 2004
Faymonville et al. 1997
Goldmann et al. 1988
Harandi et al. 2004
Katcher et al. 1984
Lang et al. 2000

Ashton et al. 1995
Blankfield et al. 1995
Block et al. 1991
Butler et al. 2005
Calipel et al. 2005
Cruise et al. 1997

Study

Coronary artery bypass
Coronary artery bypass
Mixed surgery
Voiding cystourethrography
Lower abdominal surgery
Cataract surgery
Cataract surgery
Coronary artery bypass
Plastic surgery
Gynecologic surgery
Physiotherapy with burn patients
Oral surgery
Interventional radiology
Interventional radiology
Large core breast biopsy
Large core breast biopsy
Bone marrow aspirations
Lumbar puncture
Lumbar puncture
Lumbar puncture
Lumbar puncture

Procedure
Live/Pre
Recorded/During
Recorded/During
Live/Pre and During
Live/Pre
Recorded/During
Recorded/During
Live/Pre
Live/During
Live/Pre
Live/Pre
Live/Pre
Live/During
Live/During
Live/During
Live/During
Live/Pre and During
Live/Pre and During
Live/Pre and During
Live/Pre and During
Live/Pre and During

Method a /Timingb
of Hypnosis
Intervention

Table 1. Study characteristics and mean effect sizes (Hedges’ g)

Hypnosis
Suggestion
Suggestion
Hypnosis
Hypnosis
Suggestion
Suggestion
Hypnosis
Suggestion
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis (Direct)
Hypnosis (Direct)
Hypnosis (Indirect)
Hypnosis (Indirect)

Intervention
Labelc
Standard care
Attention control
Attention control
Standard care
Standard care
Attention control
Attention control
Standard care
Standard care
Standard care
Standard care
Attention control
Standard care
Attention control
Standard care
Attention control
Standard care
Standard care
Attention control
Standard care
Attention control

Type of
Control
Conditiond
22
63
199
44
50
60
59
50
56
52
44
32
161
162
154
160
20
40
40
40
40

n

Adults
Adults
Adults
Children
Children
Adults
Adults
Adults
Adults
Adults
Adults and Children
Adults
Adults
Adults
Adults
Adults
Children
Children
Children
Children
Children

Children
vs.
Adultse

0.46
0.16
0.04
0.44
0.65
0.30
0.17
0.93
0.05
0.92
2.38
0.68
0.37
0.24
0.37
0.19
1.29
2.64
2.11
2.66
2.12

ES
(g)
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Lumbar puncture
Lumbar puncture
Total abdominal hysterectomy
Total abdominal hysterectomy
Surgical abortion
Mixed surgery
Excisional breast biopsy
Breast conserving surgery
Ambulatory surgery
Ambulatory surgery
Excisional breast biopsy
Mixed cancer radiotherapy
Hysterectomy, myomectomy, or
GYN laparotomy
Tonsillectomy and adenoidectomy
Tonsillectomy and adenoidectomy

Procedure

Recorded/During
Recorded/During

Live Pre and During
Live/Pre and During
Recorded/During
Recorded/During
Live/Pre and During
Live/Pre
Live/Pre
Live/Pre
Live/Pre
Live/Pre
Live/Pre
Live/Pre and During
Recorded/Pre

Method a /Timingb
of Hypnosis
Intervention

Suggestion
Suggestion

Hypnosis
Hypnosis
Suggestion
Suggestion
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Hypnosis
Suggestion

Intervention
Labelc

Attention control
Attention control

Attention control
Standard care
Attention control
Attention control
Standard care
Standard care
Standard care
Attention control
Standard care
Attention control
Attention control
Standard care
Attention control

Type of
Control
Conditiond

49
50

30
30
49
50
29
42
20
200
50
52
90
69
40

n

Children
Children

Children
Children
Adults
Adults
Adults
Adults and Children
Adults
Adults
Adults
Adults
Adults
Adults
Adults

Children
vs.
Adultse

0.12
0.36

3.14
3.16
0
0
0.17
0.69
1.25
1.11
2.33
1.69
0.79
0
0.52

ES
(g)

Note: a) ‘live’ was defi ned as an intervention with a live, in-person component, ‘recorded’ was defi ned as an intervention with no live, in-person component;
b) ‘pre’ was defi ned as an intervention delivered prior to a medical procedure, ‘during’ was defi ned as an intervention delivered during the medical procedure
with no pre-procedure delivery, and interventions which incorporated both delivery approaches were labeled ‘pre and during’; c) ‘hypnosis’ was defi ned as the
authors using the actual word hypnosis, as well as its derivatives (e.g. hypnotherapeutic ego strengthening), to describe the intervention whereas suggestion
was defi ned as the authors using any derivative of the term suggestion (e.g. therapeutic suggestions); d) ‘attention control’ was defi ned as any control condition
other than standard care (e.g. blank tape, white noise); e) Child was defi ned as <age 18.

Wood et al. 1990

Schnur et al. 2008a
Stalpers et al. 2005
van der Laan et al. 1996

Marc et al. 2007
Massarini et al. 2005
Montgomery et al. 2002
Montgomery et al. 2007
Saadat et al. 2006

Liu et al. 1992

Liossi et al. 2006

Study
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Sample Size

200
150
100
50
0
0

0.5

1

1.5

2

2.5

3

3.5

Effect Size

Figure 2. Effect size by study sample size (funnel plot).

Results of homogeneity tests indicated that the sample of effect sizes was heterogeneous (Q = 231.31, df = 35, p < 0.0001). Only 12.86% of the variance was explained by
sampling error, indicating that 87.14% of the variance was explained by systematic
factors. This suggests that moderators are likely to be present.

Impact of moderators on hypnosis effects
Based on the degree of heterogeneity in the data set, we proceeded to test potential
moderator variables. Table 2 presents the descriptive and inferential statistics for these
tests. Results indicate that: a) hypnosis is significantly more effective for children than
for adults (p < 0.001); b) sample size is significantly and inversely correlated with effect
size (p < 0.05); c) average effect size does not differ significantly whether hypnosis is
compared to an attention control or to a standard care control condition (p > 0.23);
d) interventions were significantly more effective when labelled ‘hypnosis’ than when
labelled ‘suggestion’ (p < 0.002); e) hypnosis was significantly more effective when it
was delivered at least in part using a ‘live’ administration method as compared to when
the intervention was delivered via audio recording (p < 0.005); f) hypnosis was significantly more effective when it was delivered at least in part prior to the medical procedure
(our Pre and Pre and During conditions) rather than solely during the medical procedure
(post-hoc Tukey p < 0.05) (see Table 2); and g) effect sizes did not differ significantly
between those studies where effect sizes had to be imputed and those studies where effect
sizes did not have to be imputed (p > 0.08). As can be seen in Table 1, there is a great
deal of overlap between the study characteristics of live vs. recorded, the timing of the
intervention delivery, and hypnosis label. Studies which were delivered ‘live’ also tended
to be labelled ‘hypnosis’ and to be delivered prior to the medical procedure, while those
which were delivered via recording were more likely to be delivered during the procedure
and to be labelled ‘suggestion’. The overlapping nature of these factors prevented an
analysis of the effects of the moderators using more complex statistical models (e.g.
two- and three-way interactions). With regard to the finding that sample size was
inversely correlated with effect size, a funnel plot (Figure 2) revealed that this correlation
may be driven by one larger sample size study with an effect size of zero (Block,
Ghoneim, Sum Ping and Ali, 1991). The correlation between sample size and effect size
with this particular study removed was non-significant (p = 0.08).
Copyright © 2008 British Society of Experimental & Clinical Hypnosis
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0.0006
0.0438
0.2352
0.0016
0.0043
<0.0001

0.0878

r = −.34
F (1,35) = 1.46
F (1,35) = 11.79
F (1,35) = 9.34
F (1,35) = 13.17

F (1,35) = 3.09

p

F (1,33) = 14.62

Test statistic

Note: a) Child was defi ned as <age 18; b) ‘attention control’ was defi ned as any control condition other than standard care (e.g. blank tape, white noise); c)
‘hypnosis’ was defi ned as the actual word hypnosis, as well as its derivatives (e.g. hypnotherapeutic ego strengthening), whereas suggestion was defi ned as
any derivative of the term suggestion (e.g. therapeutic suggestions); d) ‘live’ was defi ned as an intervention with a live, in-person component, ‘recorded’ was
defi ned as an intervention with no live, in-person component; e) ‘pre’ was defi ned as an intervention delivered prior to a medical procedure, ‘during’ was
defi ned as an intervention delivered during the medical procedure with no pre-procedure delivery, and interventions which incorporated both delivery
approaches were labeled ‘pre and during’; f) Tukey post-hoc tests revealed that mean During effect size was significantly lower than mean effect sizes for Pre
or Pre and During (p < 0.05). No other comparisons were significantly different (p > 0.05); g) ‘Imputed’ indicates a paper where means and standard deviations
were not provided in text or table format, and where effect sizes had to be derived (based on Smith et al., 1980).

Imputationg

Hypnosis administration time
(pre vs. during vs. pre and
during) e

Method of hypnosis delivery
(live vs. recorded) d

Standard Care = 1.15 (1.02)
Attention Control = 0.76 (0.91)
Hypnosis = 1.26 (0.99)
Suggestion = 0.17 (0.17)
Live = 1.22 (1.0)
Recorded = 0.19 (0.18)
Pref = 1.11 (0.64)
During = 0.18 (0.14)
Pre and During = 1.77 (1.22)
Imputed = 0.61 (.70)
Not imputed = 1.18 (1.07)

Child = 1.70 (1.16)
Adult = .55 (.60)

Child = 11
Adult = 23
32
Standard Care = 18
Attention Control = 18
Hypnosis = 26
Suggestion = 10
Live = 27
Recorded = 9
Pre = 13
During = 13
Pre and During = 10
Imputed = 14
Not imputed = 22

Child vs. adulta

Sample size (continuous)
Control condition (standard
care vs. attention control) b
Label (hypnosis vs.
suggestions) c

Mean (SD) ES by class

neffects

Moderator of interest

Table 2. Effect sizes and significance tests for moderation effects
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Discussion
This meta-analysis represents the most extensive review of randomized trials to date on
the effects of hypnosis to reduce emotional distress related to medical procedures. The
results indicate that approximately 82% of patients undergoing medical procedures who
receive hypnosis exhibit lower levels of emotional distress relative to patients in a control
condition. The finding of a large effect size in favour of hypnosis supports its more
widespread dissemination.
The overall effectiveness of hypnosis for controlling emotional distress associated
with medical procedures is consistent with a previous meta-analysis on the effects of
hypnosis on negative affect in surgical settings (Montgomery, Weltz, Seltz and Bovbjerg,
2002), which found a hypnosis effect size of 1.07. Effect sizes in the previous metaanalysis may have been larger as the analysis included non-randomized studies and
excluded interventions not explicitly labelled as hypnosis. Both the present meta-analysis
and the previous one resulted in effect sizes for hypnosis in the large range. The consistency of these findings suggests that hypnosis can improve the patient experience related
to medical procedures.
Examination of moderating factors yielded several interesting findings. First, the
finding that hypnosis has a medium effect size for adults and a large effect size for children supports the utility of hypnosis regardless of patient age. The finding of a significantly larger clinical effect for children than for adults may be explained by research
indicating that children may be more responsive to suggestion (Morgan and Hilgard,
1972). However, it should also be noted that some of the hypnosis interventions delivered
to children in the present set of studies tended to be more involved (e.g. more treatment
components – self- and hetero-hypnosis, greater number of or longer intervention sessions) than those delivered to adults. Therefore, it is difficult to state with certainty
whether the moderation effect is explainable by age differences or by intervention dose
differences. Future studies could disentangle this fi nding by having similarly dosed
interventions delivered to both children and adults. Second, the finding that hypnosis
appears equally effective whether compared to an attention control group or to a standard
care control group suggests that the effects of hypnosis are not merely due to attention.
Third, the results indicated that the most effective hypnosis interventions were those that
used the label ‘hypnosis’. However, these interventions also tended to be delivered both
live and prior to medical procedures, making the exact determination of unique moderating effects problematic.
Future research manipulating the label of the hypnosis intervention, the timing of the
intervention, and the presentation (live vs. recorded) of the intervention would be helpful
in identifying the most effective hypnosis delivery method for medical procedures. From
a practical perspective, explicitly labelling interventions as hypnosis has been found to
increase clinical effect sizes (Schoenberger, Kirsch, Gearan, Montgomery and
Pastyrnak, 1997). Using the label ‘hypnosis’ may be an efficient clinical approach for
increasing patient benefit. Lastly, the results indicated that studies with larger sample
sizes tended to have smaller effect sizes, due in part to a few small studies with extremely
large effect sizes, and one particular large sample size study with an effect size of zero.
One might speculate that there were a greater number of smaller sample size studies with
larger ESs, as authors may have stopped their trials once beneficial effects were clearly
evident.
Table 1 can be used to clarify clinical research areas which have received greater
attention to date (e.g. coronary artery bypass surgery), and more importantly, those
Copyright © 2008 British Society of Experimental & Clinical Hypnosis
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which remain in need of further empirical study. For example, no clinical trials were
identified that focused on the use of hypnosis to reduce distress related to non-invasive
imaging procedures (e.g. MRI, CT scan) or to relatively newer procedures (e.g. stereotactic radiosurgery, brachytherapy). Similarly, only one study focused on radiotherapy,
one of the three standard oncology treatments. Finally, the vast majority of the studies
assessed the reduction of negative emotions (a critical outcome), whereas few assessed
any positive emotions which might result from hypnosis (e.g. calm, relaxation, joy, selfconfidence). As a result, the literature may be telling only half the story of the benefits
of hypnosis for medical procedures.
One limitation of this meta-analysis is that we were unable to address the question
of the potential moderating effects of hypnotic suggestibility, as too few papers reported
these data. Although an important consideration, the overall effect size documented here
suggests that the vast majority of patients can benefit from a hypnosis intervention
to reduce distress related to medical procedures, regardless of level of hypnotic
suggestibility.
In summary, the data strongly support the use of hypnosis as a non-pharmacologic
intervention to reduce emotional distress associated with medical procedures, and suggest
that the more widespread adoption of hypnosis could improve the quality of life of millions of patients undergoing medical procedures.

Acknowledgements
Preparation of this manuscript was supported by the American Cancer Society (RSGPB04-213-01-CPPB, PF-05-098-01-CPPB) and the National Cancer Institute (1R25CA12909401, K07 CA131473-01).

References
Ashton RC Jr, Whitworth GC, Seldomridge JA, Shapiro PA, Michler RE, Smith CR et al. (1995)
The effects of self-hypnosis on quality of life following coronary artery bypass surgery: preliminary results of a prospective, randomized trial. Journal of Alternative and Complementary
Medicine 1: 285–90.
Blankfield RP, Zyzanski SJ, Flocke SA, Alemagno S, Scheurman K (1995) Taped therapeutic
suggestions and taped music as adjuncts in the care of coronary-artery-bypass patients.
American Journal of Clinical Hypnosis 37: 32–43.
Block RI, Ghoneim MM, Sum Ping ST, Ali MA (1991) Efficacy of therapeutic suggestions for
improved postoperative recovery presented during general anesthesia. Anesthesiology 75:
746–55.
Butler LD, Symons BK, Henderson SL, Shortliffe LD, Spiegel D (2005) Hypnosis reduces distress
and duration of an invasive medical procedure for children. Pediatrics 115: e77–e85.
Calipel S, Lucas-Polomeni MM, Wodey E, Ecoffey C (2005) Premedication in children: hypnosis
versus midazolam. Paediatric Anaesthesia 15: 275–81.
Carr E, Brockbank K, Allen S, Strike P (2006) Patterns and frequency of anxiety in women
undergoing gynaecological surgery. Journal of Clinical Nursing 15: 341–52.
Chun K, Velanovich V (2002) Patient-perceived cosmesis and satisfaction after breast biopsy:
comparison of stereotactic incisional, excisional, and wire-localized biopsy techniques.
Surgery 131: 497–501.
Cohen L, Fouladi RT, Katz J (2005) Preoperative coping strategies and distress predict postoperative pain and morphine consumption in women undergoing abdominal gynecologic surgery.
Journal of Psychosomatic Research 58: 201–9.
Cruise CJ, Chung F, Yogendran S, Little D (1997) Music increases satisfaction in elderly outpatients undergoing cataract surgery. Canadian Journal of Anaesthesia 44: 43–8.
Copyright © 2008 British Society of Experimental & Clinical Hypnosis
Published by John Wiley & Sons, Ltd

Contemp. Hypnosis 25: 114–128 (2008)
DOI: 10.1002/ch

126

Schnur et al.

de Klerk JE, du Plessis WF, Steyn HS, Botha M (2004) Hypnotherapeutic ego strengthening with
male South African coronary artery bypass patients. American Journal of Clinical Hypnosis
47: 79–92.
Elston G (2005) The Wild World of Sports. Bloomington, Indiana: AuthorHouse.
Ersek RA, Denton DR (1986) Breast biopsy technique: a plea for cosmesis. The Southern Medical
Journal 79: 167–70.
Faymonville ME, Mambourg PH, Joris J, Vrijens B, Fissette J, Albert A et al. (1997) Psychological approaches during conscious sedation. Hypnosis versus stress reducing strategies: a prospective randomized study. Pain 73: 361–7.
Flory N, Salazar GM, Lang EV (2007) Hypnosis for acute distress management during medical
procedures. International Journal of Clinical and Experimental Hypnosis 55: 303–17.
Ginandes C, Brooks P, Sando W, Jones C, Aker J (2003) Can medical hypnosis accelerate postsurgical wound healing? Results of a clinical trial. American Journal of Clinical Hypnosis
45: 333–51.
Goldmann L, Ogg TW, Levey AB (1988) Hypnosis and daycase anaesthesia. A study to reduce
pre-operative anxiety and intra-operative anaesthetic requirements. Anaesthesia 43: 466–9.
Harandi AA, Esfandani A, Shakibaei F (2004) The effect of hypnotherapy on procedural pain
and state anxiety related to physiotherapy in women hospitalized in a burn unit. Contemporary
Hypnosis 21: 28–34.
Hollenhorst J, Munte S, Friedrich L, Heine J, Leuwer M, Becker H et al. (2001) Using intranasal
midazolam spray to prevent claustrophobia induced by MR imaging. American Journal of
Roentgenology 176: 865–8.
Hong JY, Jee YS, Luthardt FW (2005) Comparison of conscious sedation for oocyte retrieval between low-anxiety and high-anxiety patients. Journal of Clinical Anesthesia 17:
549–53.
Kain ZN, Servarino F, Aleander GM, Pincus S, Mayes LC (2000) Preoperative anxiety and
postoperative pain in women undergoing hysterectomy. A repeated-measures design. Journal
of Psychosomatic Research 49: 417–22.
Katcher A, Segal H, Beck A (1984) Comparison of contemplation and hypnosis for the reduction
of anxiety and discomfort during dental surgery. American Journal of Clinical Hypnosis 27:
14–21.
Klafta JM, Roizen MF (1996) Current understanding of patients’ attitudes toward and preparation
for anesthesia: a review. Anesthesia and Analgesia 83: 1314–21.
Klein DS (1991) Prevention of claustrophobia induced by MR imaging: use of alprazolam. American Journal of Roentgenology 156: 633.
Lang EV, Benotsch EG, Fick LJ, Lutgendorf S, Berbaum ML, Berbaum KS et al. (2000) Adjunctive non-pharmacological analgesia for invasive medical procedures: a randomised trial.
Lancet 355: 1486–90.
Lang EV, Berbaum KS, Faintuch S, Hatsiopoulou O, Halsey N, Li X et al. (2006) Adjunctive
self-hypnotic relaxation for outpatient medical procedures: a prospective randomized trial
with women undergoing large core breast biopsy. Pain 126: 155–64.
Liossi C, Hatira P (1999) Clinical hypnosis versus cognitive behavioral training for panic management with pediatric cancer patients undergoing bone marrow aspirations. International
Journal of Clinical and Experimental Hypnosis 47: 104–16.
Liossi C, Hatira P (2003) Clinical hypnosis in the alleviation of procedure-related pain in pediatric
oncology patients. International Journal of Clinical and Experimental Hypnosis 51: 4–28.
Liossi C, White P, Hatira P (2006) Randomized clinical trial of local anesthetic versus a combination of local anesthetic with self-hypnosis in the management of pediatric procedure-related
pain. Health Psychology 25: 307–15.
Liu WH, Standen PJ, Aitkenhead AR (1992) Therapeutic suggestions during general anaesthesia
in patients undergoing hysterectomy. British Journal of Anaesthesia 68: 277–81.
Lynn SJ, Martin DJ, Frauman DC (1996) Does hypnosis pose special risks for negative effects?
International Journal of Clinical and Experimental Hypnosis 44: 7–19.
Copyright © 2008 British Society of Experimental & Clinical Hypnosis
Published by John Wiley & Sons, Ltd

Contemp. Hypnosis 25: 114–128 (2008)
DOI: 10.1002/ch

Hypnosis to manage distress: meta-analysis

127

Marc I, Rainville P, Verreault R, Vaillancourt L, Masse B, Dodin S (2007) The use of hypnosis
to improve pain management during voluntary interruption of pregnancy: an open randomized preliminary study. Contraception 75: 52–8.
Massarini M, Rovetto F, Taglaferri C, Preoperative Hypnosis study group (2005) Preoperative
hypnosis. A controlled study to assess the effects on anxiety and pain in the postoperative
period. European Journal of Clinical Hypnosis 6: 8–15.
Montgomery GH, Bovbjerg DH (2004) Pre-surgery distress and specific response expectancies
predict post-surgery outcomes in surgery patients confronting breast cancer. Health Psychology 23: 381–7.
Montgomery GH, Bovbjerg DH, Schnur JB, David D, Goldfarb A, Weltz CR et al. (2007) A randomized clinical trial of a brief hypnosis intervention to control side effects in breast surgery
patients. Journal of the National Cancer Institute 99: 1304–12.
Montgomery GH, David D, Winkel G, Silverstein JH, Bovbjerg DH (2002) The effectiveness of
adjunctive hypnosis with surgical patients: a meta-analysis. Anesthesia and Analgesia 94:
1639–45.
Montgomery GH, Weltz CR, Seltz G, Bovbjerg DH (2002) Brief pre-surgery hypnosis reduces
distress and pain in excisional breast biopsy patients. International Journal of Clinical and
Experimental Hypnosis 50: 17–32.
Morgan AH, Hilgard ER (1972) Age differences in susceptibility to hypnosis. International
Journal of Clinical and Experimental Hypnosis 21: 78–85.
Munafo MR, Stevenson J (2001) Anxiety and surgical recovery. Reinterpreting the literature.
Journal of Psychosomatic Research 51: 589–96.
Murphy KJ, Brunberg JA (1997) Adult claustrophobia, anxiety and sedation in MRI. Magnetic
Resonance Imaging 15: 51–4.
Orwin RG (1983) A fail safe N for effect size in meta-analysis. Journal for Educational Statistics
8: 157–9.
Osborn TM, Sandler NA (2004) The effects of preoperative anxiety on intravenous sedation.
Anesthesia Progress 51: 46–51.
Ozalp G, Sarioglu R, Tuncel G, Aslan K, Kadiogullari N (2003) Preoperative emotional states in
patients with breast cancer and postoperative pain. Acta Anaesthesiologica Scandinavica 47:
26–9.
Pan PH, Coghill R, Houle TT, Seid MH, Lindel WM, Parker RL et al. (2006) Multifactorial preoperative predictors for postcesarean section pain and analgesic requirement. Anesthesiology
104: 417–25.
Quirk ME, Letendre AJ, Ciottone RA, Lingley JF (1989) Anxiety in patients undergoing MR
imaging. Radiology 170: 463–6.
Redd WH, Montgomery GH, DuHamel KN (2001) Behavioral intervention for cancer treatment
side-effects. Journal of National Cancer Institute 93: 810–23.
Rhue JW, Lynn SJ, Kirsch I (1993) Handbook of Clinical Hypnosis. Washington, DC: American
Psychological Association.
Rosenthal R, DiMatteo MR (2001) Meta-analysis: recent developments in quantitative methods
for literature reviews. Annual Review of Psychology 52: 59–82.
Saadat H, Drummond-Lewis J, Maranets I, Kaplan D, Saadat A, Wang SM et al. (2006) Hypnosis reduces preoperative anxiety in adult patients. Anesthesia and Analgesia 102: 1394–
6.
SAS Institute I (2002) Statistical Analysis Software (SAS) [Computer software]. Cary,
N.C.
Schnur JB, Bovbjerg DH, David D, Tatrow K, Goldfarb AB, Silverstein JH et al. (2008a) Hypnosis
decreases presurgical distress in excisional breast biopsy patients. Anesthesia and Analgesia
106: 440–4.
Schnur JB, Montgomery GH, Hallquist MN, Goldfarb AB, Silverstein JH, Weltz CR et al. (2008b)
Anticipatory psychological distress in women scheduled for diagnostic and curative breast
cancer surgery. International Journal of Behavioral Medicine 15: 21–8.
Copyright © 2008 British Society of Experimental & Clinical Hypnosis
Published by John Wiley & Sons, Ltd

Contemp. Hypnosis 25: 114–128 (2008)
DOI: 10.1002/ch

128

Schnur et al.

Schoenberger NE, Kirsch I, Gearan P, Montgomery GH, Pastyrnak SL (1997) Hypnotic enhancement of a cognitive behavioral treatment for public speaking anxiety. Behavior Therapy 28:
127–40.
Schwarzer R (2008) Statistics Software for Meta-Analysis [Computer software].
Smith ML, Glass GV, Miller TI (1980) The Benefits of Psychotherapy. Baltimore: Johns Hopkins
University Press.
Stalpers LJ, da Costa HC, Merbis MA, Fortuin AA, Muller MJ, van Dam FS (2005) Hypnotherapy
in radiotherapy patients: a randomized trial. International Journal of Radiation Oncology,
Biology, Physics 61: 499–506.
Trief PM, Grant W, Fredrickson B (2000) A prospective study of psychological predictors of
lumbar surgery outcome. Spine 25: 2616–21.
van der Laan WH, van Leeuwen BL, Sebel PS, Winograd E, Baumann P, Bonke B (1996) Therapeutic suggestion has not effect on postoperative morphine requirements. Anesthesia and
Analgesia 82: 148–52.
Wood WE, Gibson W, Longo D (1990) Moderation of morbidity following tonsillectomy and
adenoidectomy: a study of awareness under anesthesia. International Journal of Pediatric
Otorhinolaryngology 20: 93–105.
Address for correspondence:
Dr Julie B. Schnur
Department of Oncological Sciences
Box 1130, Mount Sinai School of Medicine
1425 Madison Avenue
New York, NY 10029-6574
Phone: 212-659-5644
Fax: 212-849-2564
Email: julie.schnur@mssm.edu

Copyright © 2008 British Society of Experimental & Clinical Hypnosis
Published by John Wiley & Sons, Ltd

Contemp. Hypnosis 25: 114–128 (2008)
DOI: 10.1002/ch

