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9.  The Clinical Setting – Solution Focused Hypnotherapy 
 

9a. Presenting Problems 
 

When our emotions are aroused we go into a hypnotic trance.  These trances are part of our 
everyday experience, though few of us think about it like that.  Any form of concentration requires us 
to enter a trance.  We can enter positive and negative trances easily throughout the day.  It is a 
necessary part of our evolutionary heritage and is central to our learning.  Unfortunately we can 
learn negative, inappropriate patterns of thought and behaviour.  Since these responses were 
created while in a trance it is reasonable to suggest that we can relieve distress by helping people 
change their hypnotic patterns. 
 

The trance state is so bound up with our psychology and physiology that it can help with all these 
and more.  It can control blood flow, stimulate the immune system, promote healing of skin and 
bone, and make birth easier.  Thousands of surgical operations have been carried out using 
hypnosis as the only anaesthetic.  It is hardly surprising that the Health Education Authority Guide to 
Complementary Medicine and Therapies states, “above all, effective hypnotherapy reduces anxiety 
allowing patients to regain intellectual control over their lives”. 
 

(1) Assumptions 
When considering the plethora of problems we are liable to encounter in our clinical environment we 
as practitioners should remind ourselves of the basic assumptions we apply to modern therapy. 
 

a) De Shazer’s often repeated assertion that solution work is “the same whatever problem the 
client brings” 

b) All clients are motivated.  It is the therapist’s job to help the client discover their motivation.  
Success depends on knowing where the client wants to get to. 

c) Attempting to understand the cause of a problem is not necessary or particularly useful.  
Sometimes discussing the problem is actively unhelpful. 

d) Problems do not represent underlying pathology.  They are just things the client wants to do 
without. 

e) The client is the best judge of how and when the problem is resolved. 

f) Sometimes only the smallest of changes is necessary to set in motion a solution to the 
problem. 

 

(2)  The Plethora 
The following list is just some of the conditions successfully relieved everyday by hypnosis: 
addictions, anger, blood pressure, blushing, depression, lack of confidence, insomnia, IBS, 
relationship/marital difficulties, migraine, nail biting, nightmares, obsessions, pain control, panic 
attacks, phobias, public speaking, skin disorders, and stress. 
 

b.  Introduction – what Solution Focused Hypnotherapy is about 
 

Walking into the waiting room or answering the front door is in many ways a defining moment.  We 
could be adding to the impression we have already made on the telephone or it could be our very 
first contact.  It is a time when our ‘spare capacity’ is evident, our demeanour positive and our 
metaphors creative.  It is a time when having evaluated our personality we are using the very best of 
ourselves.  Remembering the work of Ramnani and Miall and how even the most miserable of 
brains will respond to another’s positivity.  This is particularly so when there is a perception of 
authority.  The practitioner is both a teacher and a leader.  These moments, from the first greeting to 
the “How can we help you?”, are very important and we should make no mistake about this.  We 
begin the process of helping the client bring out the very best of themselves through the things we 
do. 

 

c.  Creating Rapport - SR 
 

What is Rapport? 
Have you ever watched two friends in conversation and noticed when one friend moves position the 
other will make a similar movement, when one sips their drink the other soon sips theirs, if one leans 
forward so will the other, even the level and tone of their voices and the speed at which they speak 
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are similar.  This is rapport.  The mirroring of actions is not conscious and you can see that they feel 
at ease with each other and just ‘click’.  Described by psychologists as a mutual understanding or 
trust and agreement between people, rapport is the foundation of all good relationships and an 
important tool for communication.  
 

We tend to like people who are like we are, but this doesn’t mean that you can only have rapport 
with people who are like you are.  It is perceived likenesses that create rapport, and when it is good, 
similar body posture, gestures, speech and tone patterns can be noticed. 
 

Building Rapport 
None of us are born with great rapport skills, these are learned, and by observing others we can 
develop our own rapport building skills and use them to our advantage in the therapy room.  If we 
bear in mind that 93% of all communication is down to the tonality of our voice and our body 
language we can see that if we improve our non verbal skills our clients will feel comfortable and 
trust us, even before any therapeutic work begins. We can see, therefore, that the likelihood of 
successful therapy is greatly increased. 
 

Rapport can be developed by matching, mirroring, or pacing the behaviours of those we wish to 
influence.  Any observable behaviour can be mirrored, or paced, for example: 
 

Matching Breathing – Match the in and out breath, this can be done simply by rocking slightly, or 
nodding your head gently in time with their breathing. 
 
Matching Physiology – Subtly aligning your body posture, hand gestures, head tilt, facial 
expressions, and even eye blinking with theirs will send the unconscious message “I’m like you”.  
First try half mirroring. Simple moves like crossing your ankles if the client’s legs are crossed will 
give the right signals. Approximate behaviour, not duplicate it i.e. if the person you are mirroring 
adjusts their glasses you could perhaps wait a minute or so and touch your nose.  Do not mirror 
their actions too quickly as this will look like mimicry. 
 

Matching Words – Listen to the way the client describes things.  Some people think in pictures and 
use visual words to relate their thoughts and feelings.  Some people listen to the world and auditory 
words will resonate with them.  There are others who are feeling oriented and kinaesthetic words will 
help to build a firm foundation with them.  Sometimes favourite words or sayings are used in 
conversation, such as, “Actually”, or, “You know what I mean”.  These can then be used to feedback 
understanding. 
 

Matching Voice – Matching the client’s voice tone, tempo and volume when you speak will help to 
put them at ease i.e.  If they speak quickly, speed up your speech. 
 
 
Building Rapport with different Personality Types 
Using the suggestions above and our knowledge of the Warrior, Settler, and Nomad we can tailor 
our skills to these different personality types: 
 

Warrior 
Experts tell us that rapport is built more on the relation level than on the content level, however a 
warrior needs good factual content and this is more easily accepted if it is delivered at a steady even 
tone and pace without too much smiling.  Also, as the warrior is the least animated of the group 
hand and head movements should be kept to a minimum. 
 

Settler 
Rapport is easily built with the Settler who is pleasant, intuitive, and likes to fit in and make others 
feel at ease.  Settler personality types are responsive in conversation and tend to be expressive 
about their feelings so kinaesthetic words will help you build a close bond with them.  They will 
probably need a lot of support and encouragement, delivered with warmth and a smile, as they can 
easily slip down into depression and feelings of low self-esteem. 
 

Nomad  
The most animated of the group.  The generally fun loving nomad will be drawn in by the use of 
visual language, enthusiastically delivered with the aid of expressive hand and head gestures.  They 
can tend to over dramatic, with a low attention span so a lot of encouragement delivered with a 
friendly smile will move them forward with their therapy. 
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Words of caution 
Mirroring or pacing should be subtle and respectful or it will look like mimicry and could lead to 
offence.  People who are in distress or have severe mental issues should not be mirrored as this 
could lead to them feeling more distressed.   
 

First impressions always count and if you wait until you have the client in the room with you to build 
rapport you may well be too late.  Rapport is built from the first point of contact with the client, from 
your style of advertising, the building and room that you practice in, the way you answer the 
telephone, the way you dress etc.  All things must be considered to make your client feel 
comfortable and enable you to work at the highest level with them.  As always practice makes 
perfect so it is probably best to practice on friends and family before working with clients.   
 

d.  Initial Consultation (I/C) 
 

(1)  Overview 
Within hypnotherapy a free initial consultation is a tradition.  Originally, of course, it was supposed to 
be for the client to evaluate the practitioner and for the practitioner to evaluate the problem.  Now, 
from our professional viewpoint, those days have long gone.  Certainly there remains an obvious 
evaluation by both parties but nowadays the ‘initial consultation’ is without doubt the most important 
clinical session of them all.  In essence the I/C in a non-directive but nevertheless in a precise, 
unambiguous way indicates to the client how ‘to get better’.  It also satisfies the ‘cause’ need. 
 

(2)  The Basic Structure 

a. Information Gathering 

b. A scientific and/or metaphorical explanation of why we are suffering 

c. What we can do about it 

d. The administration 
 

(3)  Explanations might include 

a. Conscious/Subconscious 

b. The ‘Intellectual’ Brain and the ‘Emotional’ Brain 

c. Origins of depression/anxiety/anger 

d. Creation of fear, phobic, and OCD responses 

f. The effect of negative thinking and the creation of anxiety 

g. Formation of symptoms 

h. The effect of positive thinking 

i. Biochemical patterns/neurotransmitters 

j. REM / ‘The Bucket’. 

k. Hypnosis 
 

(4)  Information Gathering and the Client Form 
Information gathering, above all, should be slick and to the point.  It is to give us all the necessary 
information we need to begin therapy.  For the moment the clients are the best judge of their 
problems but rarely the best judges of the causes of their problems.  Inevitably though, particularly if 
they have had some form of counselling, they will have their theories.  It is always worth reminding 
ourselves that there will invariably be a ‘story’.  Attempting to identify and understand an historical 
cause of the problem is unnecessary in terms of resolving it. 
 

As we have seen rapport is the medium through which most therapy happens.  It is particularly 
important when information gathering.  We must of course listen and respect the client, but remain 
objective.  We must not get sucked into the content of a problem.  If we get submerged in the 
subjective understanding we end up just as confused and defensive as they might be.  As Yapko 
says we look for the process not the content. 
 

The client form gives a detailed description that enables us to adapt the I/C to ensure it is ‘real’ to 
the client. 
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The Client Form 

Log Report Initial Consultation 

 

Student Name:__________________________________________  LR: ________  
 

 Learning Outcome No. 

How are we going to help you? 
 

 

 

What would you like to achieve by coming here? 

 
 

 

Clients Name:    Date: 
 

 

Age:    Mobile: 
 
Address (We many have this information prior to I/C) 
 
 
 
 

Occupation: 
  

 

Brought up 
by: 
 

 Position in family:   

Married or in 
a steady 
relationship? 
 

 
Yes (         ) No (         ) 

 
Spouse / Partners 
Name: 

 
 

 

Do you have 
children? 
 

Yes (         ) No (         ) Name/ages?   

IBS: 
 

 Migraine:   

Recheck 
things: 
 

 Nail biting: 
 

  

Drink too 
much: 
 

 Smoke:   

Any Irrational Fears: Height, Enclosed Spaces, Snakes, Spiders? 
 
 

 

Ever had a Panic Attack: (fast heartbeat, hot/cold flushes, fast breathing?) 
 
 

 

Difficulty getting to sleep:  Wake up during the night: 
 

  

Wake up too early: 
 

 Difficulty waking up: 
 
 

  

Are you on any medication: 
 
 

 

Other info / comments: 
 
 

 

Dr’s 
Name: 
 

 Dr’s Practice:   

Where did you hear of this Practice? 
 

 

Have you seen us in any other publications? 
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(5)  The Detail – Initial Consultation 

 
The ‘Intellectual brain’ and the primitive ‘emotional brain’ 
 
The explanation (always remember it has to relate to the client)   
 
“Let’s understand how the brain works. How depression, anxiety, OCD etc. is created.  How we can 
suffer in the way we do and what we can do about it. 
 
or -  How we create these phobia/fear responses, how the interference comes and goes and what 

we are going to do about it.  
 
or -  How we can help you cope better with...  
 
or -  How we can help you with the healing/repair.  
 
or -  How we can help you with the ability to eat responsibly.    
 
Let’s have a look at the brain - this is to the bit you know as you.  It is your conscious part. The part 
that interacts with the world. The part we are using to be aware of our interactions together. At the 
moment it is attached to a vast intellectual resource, the intellectual mind.  This part we don’t share 
with other animals.   
 
This is an opportunity to digress if appropriate. “They do not have motor cars, mobile phones 
laptops etc. They do not have your expertise/skills”  
 
“Now, when we operate from this part of the brain we generally  
get things right in life.  It will always come up with answers based  
on a proper assessment of the situation and is generally very positive.  
(We can adjust this to suit phobias, pain, illness etc.)     
 
There is another part of the brain. This part is the original primitive part. The centre and influential 
bit of this brain is the amygdala. This is generally referred to as the fight/flight/depression area of 
the brain.  It is associated with two other very primitive parts. The hippocampus, which holds all our 
primitive and sometimes inappropriate behavioural experiences and patterns, and the 
hypothalamus which regulates chemical responses in the body and mind.   
 
So, let us imagine that when you leave here today you run into a polar bear. What would happen?  
Your anxiety would go up.  You would lose intellectual control and move from this part of the brain 
(the intellectual brain) to this part of the brain (the primitive emotional brain) go ‘sweaty’ increase 
the heart beat, churn the stomach and you would be off like a shot. (This description is adapted to 
the symptoms of the client when appropriate. e.g. ‘mess your pants’ if coping with IBS. ‘You must 
ensure you are safe, but you would not be able to forget about it’, if coping with OCD etc., etc.)  
 
In the circumstances this response would be entirely appropriate.  You would be pleased.  
Unfortunately it is the same in life. When our anxiety goes up, and it can be a gradual process, we 
lose intellectual control and to a greater of lesser extent the primitive mind takes over and this mind 
always operates within the primitive parameters of the depression, anxiety and anger or a 
combination of all three.  

 
If our primitive mind thinks that, for one reason or another, our life is in some sort of crisis or 
emergency it will step in generally to help.  Depression, anxiety, and anger are all primitive opt out 
clauses.   
 
When the cave man looked out of the cave and there was snow or ice or danger and he couldn’t go 
out to hunt, he pulled the rug over his head and didn’t interact until the situation changed. We have 
adapted this to all the modern day symptoms of depression etc etc.   
 
If we were in the jungle in those days I doubt very much if we would be too far away from our panic 
button at any given time etc etc.      
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Anger is merely a primitive way of increasing our strength to defend ourselves against wild animals 
and other wild tribesman etc etc.  
 
Here we can revisit the client’s symptomology or behavioural patterns feeding back examples they 
might well have given us. We can bring into the equation all manner of things if relative e.g. panic,  
pain, food, sleep etc etc.   
 
But there is more. The primitive mind is a negative mind. It will always see things from the worst 
possible perspective. If you think about it, it has to for your self preservation. When you run into the 
polar bear it won’t say ‘ah it has probably eaten’. No quite rightly it will say ‘it will snaffle you.’ This 
response is great when we run into polar bears but not so good when the bank statement arrives or 
we are facing redundancy or we’ve had an argument etc.  
 
Here we can establish what would be pertinent to the client. They will often come up with their own 
examples.  
 

It is an obsessional mind (so important to explain this to OCD sufferers).  If you did have a polar 
bear in the back garden you would be reminded of it constantly. You would keep checking. 
 

It is a vigilant mind.  If the perception is that danger is all around then it is wise to stay on red alert.  
 

And, because the primitive brain is not an intellect it can’t be innovative.  It has to refer to previous 
patterns of behaviour.  If what we did yesterday ensured our survival then we are encouraged to do 
it again.  
 

Here we can reflect on the behavioural patterns of the client e.g. staying in bed, not going to work, 
being angry, checking switches 22 times etc.  
 

So how do we create this anxiety which causes us to move from the intellectual sensible part of the 
brain to the angry, anxious and depressed part?  
 

Anxiety is caused by negative thinking. It is not the events in ones lives that necessarily cause the 
perception of crisis.  No, if that were so everyone at university would be suffering from panic 
attacks (an example to the client) and we know that is not the case. So it must be our thought 
patterns surrounding the events of our life.  
 

Here we can give examples from our case studies of how negative thinking can wreck lives.  
 

Every negative thought we have is converted into anxiety. We can create anxiety by negatively 
forecasting the future, big things; “we will never be able to afford that”, I’ll never find another 
girlfriend”, “I’ll never have a baby” etc.  It can be small things; That meeting. Here we should 
remember that the mind can’t tell the difference between imagination and reality.  Intellectually you 
know the meeting is going to go OK, they generally do, but being you, you start thinking about 
things going wrong. You think about it 50 times? The actual meeting goes quite well but you have 
attended 51 meetings and 50 have been disasters. 
  

We can negatively introspect about the past.  
 

Here we can repeat the process giving more examples and perhaps emphasising the negative, 
obsessional, anxious nature of the primitive emotional mind.  
 

Now, every negative thought that we have is accumulated and stored.  We say it is stored in a 
stress bucket. Thankfully, we do have a method for emptying our bucket and it is known as REM 
sleep, rapid eye movement.  At night we re-run events of the day and change them from being an 
emotional memory to a narrative memory.  A memory we have control over. 
 

You are familiar with how REM works.  Someone upsets you in the afternoon and you really are 
upset. You tell your husband and he says forget about it but you really can’t. You are thinking about 
it when you go to bed. 
 

At this stage of the consultation if we have achieved the rapport and understanding we would 
expect, we should have plenty of nodding and “yes that’s me alright”.  
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During your REM sleep you will re-run the event either in clear or metaphorically (dreaming), and 
you will move it from the primitive brain to the intellectual brain were you have control over it.  So 
when you awaken in the morning you might well have forgotten about the wretched person, you 
might not but you will certainly be saying something like “how do I allow these people to upset me 
so”.  
 
I fondly imagine that I awaken each morning with my bucket emptied so I can start the day without 
anxiety, anger or depression. You don’t.  Why?  
 

Here we have the option of emphasising the not enough REM or the too much REM mode.  We will 
probably talk about both but we will know, from the information we have gathered, which one is 
more applicable to our client. 
  

Option 1 
Well for a start you have been piling too much into your bucket. (sometimes it will overflow!) Sadly, 
for one reason or another, REM is restricted to about 20% of our sleep patterns.  If we try and 
overdo that then the mind will wake you up.  You know when it is your mind waking you up 
because you wake up wide awake and often feel quite miserable. Often we can’t get back to sleep 
again. You know the difference between that and the baby waking you up for instance 
 

Now we are in the grip of a bit of a vicious circle. The more you have in your bucket, the more time 
you will spend in your primitive brain and the more you will be encouraged to be negative.   
 
So you can see how we can start getting you back on top of things. We need to restrict the amount 
you are piling into your bucket and get you concentrating on the positive things in your life. You will 
know when you are doing this when you start sleeping better.  
 
Option 2  
Well for a start you have been piling too much into your bucket and it takes a great deal of effort to 
attempt to empty it.  Sadly REM is enervating.  It has enormous energy in that effort to diffuse that 
anxiety.  Sometimes we can overdo it and this exhausts us and makes us even more depressed. 
Now we find ourselves in the grip of a vicious circle.  In an attempt to empty our bucket we are 
encouraged to sleep more and more, sometimes all day, which makes our depression and anxiety 
worse and worse.  
 

So we can see how we can start getting you back on top of things. We need to restrict the amount 
you are piling into your bucket and get you concentrating on the positive aspects in your life. We 
need to re-organise your sleep patterns too. 
    

So what we’re going to do is help you to reduce your anxiety and get the real you back.  I’ll give 
you a CD to listen to every night when it is time to go to sleep which will help the process.  We will 
see a difference. Before we finish today, I want to tell you about the physiology,...about what 
happens in the brain when we suffer from anxiety disorders and depression.  
 
If they are on anti-depressant medication you can add - This is particularly important to you, as it 
will give you an understanding of how your medication is going to help you.  
 

Early man and early women were given quite definite rewards for carrying out certain evolutionary 
processes.  They got a reward when they hunted and gathered, and successfully supported 
themselves and their families.  We are better as a tribe rather than individuals, so they got 
rewarded when they interacted with others.  The reward they got they quite definitely recognised 
and scientists are adamant about this.  They felt motivated.  But most of all was a coping 
mechanism, it helped them cope with day to day activities...helped them cope better with physical 
fear...made them braver, it even helped them cope with physical pain.  No doubt they were 
pleased. Now we know what that reward is. It’s a chemical response in the brain that produces 
various neurotransmitters that act as catalysts for that sort of mentally healthy behaviour. And you 
know, the neurotransmitter we talk about most, simply because it is the most important, is 
serotonin.  
 

When we produce a constant flow of serotonin we are nice, happy, coping, brave little souls!  
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So we need to operate within these positive parameters like early man (referring to diagram), and 
although we do not have to go out to hunt, we do have to interact in a positive way, be active in a 
positive way, and think in a positive way.  Because when we do, we produce patterns in the brain 
that give us that constant flow of serotonin.  

 
Living with Intellectual Control 
 
 
Anxious – primitive brain in control 
 

  

 
 
Intellectual Mind 
In Control 
 
 
 

  
Positive Thought  
 

Positive Activity  
 
Positive Interaction  

 
Depressed – primitive brain in control 
 

  

 
What stops the flow of serotonin? Well, you know that when we’re down the miserable end, the 
depressed end, we don’t produce any chemicals at all.  When we’re up the anxious end, we 
produce an overload of adrenalines, stress hormones.  Great for when we run into polar bears but 
not so good for running our daily lives in and around Bristol. So we have to get back into this bit 
(diagram), and we will.  

 
Living with depression Living with anxiety and stress 

 
 
Anxious 
 

  
Anxious 
 

 
 
Intellectual Mind 
 
 

  
 

Intellectual Mind 
 

 
Depressed 
 

  
Depressed 
 

 
 
Next week we will get you on the couch.  One of the tremendous advantages we have here is that 
we use trance. Trance is a course very ordinary in many ways.  We go into trance many times a 
day, when we are driving, watching television, out for runs etc; we do it all the time. 
  
Trance is when the two minds come together and focus on the same thing and when we are in that 
state we have access to the subconscious mind.  That’s going to help us enormously and it’s the 
easiest thing in the world to contrive etc, etc.  
 
Finish the session with suitable encouragement, You will be pleased to know that we work very 
quickly here.  We will be seeing each other for 8, 9, 10, 11, 12, sessions 
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(6)  The Detail – Initial Consultation - adaptable 
With additional specific information the I/C can be adapted to suit various scenarios e.g. pain. 
 
 
What’s the difference between chronic and acute pain? 
 
We can imagine that the brain contains something like an old-fashioned telephone switchboard 
operator (from old movies). Sensory and pain messages are sent, via nerve fibres which run up the 
spinal cord, and the switchboard operator controls which messages are put through to the brain. 
 

There are different grades of messages: 
 
• Chronic/Persistent pain messages are transmitted via C-fibres. Some of the pain 

sensations associated with these messages are: throbbing, aching, burning, cold, 
soreness, itching, tingling and numbness. The sensations are generally spread out, 
not as specific as acute pain. This type of pain occurs sometime after an injury. 

 
• Acute pain messages are transmitted via A-fibres. These messages travel much 

quicker than C-fibres. The pain felt is sharp and specific. It’s the pain felt right after an 
injury. A-fibre messages take precedence,  

 
e.g. so if you were to burn your hand on a saucepan, that message would be put straight 
through to the brain and in that moment you wouldn’t feel your neck and shoulder pain. 
 
This is advantageous to survival and adaptive because it allows you to respond to a pain 
that needs immediate attention,  
 
i.e. letting go of the boiling hot saucepan. 
 
• Fastest messages are transmitted via Special A-fibres and these take precedence 

over everything else. These are sensations of pressure, touch and vibration, which is 
why rubbing or massaging an area is a temporary pain relief. It’s a competing counter-
stimulation. 

 
• There is one other type of message, but this one goes from the brain to activate 

muscles, causing muscle spasms, which can worsen pain. Again this is advantageous 
to survival and adaptive because it causes muscles around an injured area to brace 
and guard, to support and protect it. The problem is when the muscles continue to 
brace and guard for long periods and becomes habitual. This tends to cause muscle 
spasm and more pain. 

 
But back to A-fibres to C-fibres you can see that the persistent pain message transmitted by C-fibres 
can be overridden by what the brain considers to be more important neurotransmitters. 
 
Included in the list, in addition to A-fibres are neurotransmitters that you might have heard of; 
Serotonin, Noradrenaline, Endorphins and Enkephalins.  When we produce a constant flow of these 
we interrupt the pain message.  If effect we gain control over the switchboard.  
 
To understand how we can do this, and how hypnotherapy can help we need to understand how our 
brain works. 
 
The pre-frontal cortex is the conscious part of your brain. It is the part of your brain which interacts 
with the world, and which is interacting with me now. Currently, it is attached to a vast intellectual 
resource: the intellectual mind. We do not share this with other animals. 
 
When we operate from the intellectual brain, we generally get things right in life. It will always come 
up with answers based on a proper assessment of the situation and is generally very positive. 
 
There is another part of the brain. This part is the original primitive part. The most influential bit of 
this brain is the amygdala, which can also be called the fight-flight-freeze area of the brain. It is 
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associated with two other very primitive parts: the hippocampus, which holds all our primitive and 
sometimes inappropriate behavioural experiences and patterns; and the hypothalamus which 
regulates chemical responses in the body and mind. 
 
So, let us imagine that when you leave here today you run into a polar bear. What would happen? 
Your anxiety levels would rise, you would lose intellectual control and move from the intellectual brain 
to the primitive-emotional brain, your heart beat would increase, you’d start sweating, your stomach 
would churn and you’d be off like a shot.  
 
In the circumstances, this would be an appropriate response. You would be pleased. Unfortunately, 
when our anxiety levels rise and this can be a gradual process, we also lose intellectual control, 
and to a greater or lesser extent the primitive mind takes over, and this mind always operates within 
the primitive parameters of anger, anxiety or depression, or a combination of all three. 
 
When we have this “fight-flight-freeze response” we release adrenaline and other stress hormones 
such as cortisol that tend to pump up the activity of the nerve fibres. So when our anxiety levels are 
high we get an increase in pain messages sent to the switchboard.  
 
If our primitive mind thinks that, for one reason or another, our life is in some sort of crisis or 
emergency it will step in generally to help.  Depression, anxiety, and anger are all primitive opt out 
clauses.   
 
Depression: 
In cave man times, when the weather conditions were such that he couldn’t leave his cave, e.g. he 
was snowed in or there was ice etc. He couldn’t go out to hunt, so he pulled the bear skin rug over his 
head and didn’t interact until the situation changed. We have adapted this to all the modern day 
symptoms of depression.  
 
e.g. Feeling like you don’t want to do anything or meet up with friends. 
 
Anxiety: 
If we were in the jungle in those days I doubt very much if we would be too far away from our panic 
button at any given time.  
 
Anger: 
Anger is merely a primitive way of increasing our strength to defend ourselves against wild animals 
and other wild tribesman..  
 
e.g. High levels of anxiety mean that you are only ever in a light sleep and your subconscious is on 
alert for potential “dangers”.  
 
But there is more. The primitive mind is a negative mind. It will always see things from the worst 
possible perspective. If you think about it, it has to for yourself preservation.  
 
When you see the polar bear your primitive mind won’t say “I wonder if it’s eaten already...yes, I’m 
sure it has!” Quite rightly it will say ‘Danger!” This response is great when we run into polar bears but 
not so good when:  

 we’re going out somewhere where  

 we don’t know what the chairs will be like, or  

 if there will be a draught 
 
It is an obsessional mind (so important to explain this to OCD sufferers).  If you did have a polar bear 
in the back garden you would be reminded of it constantly. You would keep checking. 
 
It is a vigilant mind.  If the perception is that danger is all around then it is wise to stay on red alert.  
 
And, because the primitive brain is not an intellect it can’t be innovative.  It has to refer to previous 
patterns of behaviour.  If what we did yesterday ensured our survival then we are encouraged to do 
it again.  
 
e.g.: staying in bed 
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So how do we create this anxiety which causes us to move from the intellectual sensible part of the 
brain to the angry, anxious and depressed part?  
 
Anxiety is caused by negative thinking. It is not the events in ones lives that necessarily cause the 
perception of crisis.   
 
e.g. if that were so everyone at university would be suffering from panic attacks (an example to the 
client) 
 
We know that is not the case. So it must be our thought patterns surrounding the events of our life.  
 
I had a client who fractured his spine in a motorbike accident. By the time I saw him he was walking 
and moving fine, but had constant pain. He also drank quite a lot to try to dull the pain.  
 
After a number of sessions we managed to get him back on track, he stopped drinking and found that 
his pain had reduced significantly and sometimes completely. The last time I heard from him he was 
cycling across Europe on one of those epic challenges. So just by reducing his stress levels and 
focusing on the positive things in his life, he created this wonderful change.  
 
He also reducing his alcohol intake, because drinking moved him into the primitive brain, which 
increased the pain messages. 
 
Every negative thought we have is converted into anxiety.  
 
We can create anxiety by negatively forecasting the future. 
 
Big things;  

 “I’ll never be free from pain”,  

 “I’ll never meet anyone”, etc.” 
 
It can be small things;  

 “That theatre trip.” 
 
Here we should remember that the mind can’t tell the difference between imagination and reality.  
Intellectually you know the temperature and the seats at the theatre are going to be OK, after all 
hundreds of people go every night and they are just fine. But being you, you start thinking about 
things going wrong. You think about it 50 times? The actual trip to the theatre is really good but you 
have attended 51 performances and 50 have been disasters. 
 
So we can negatively forecast about the future, and we can negatively introspect about the past.  
 
e.g. When you stumbled a few months ago and put your arm out to catch yourself and jolted your 
neck and shoulder in the process. The mind can’t distinguish between imagination and reality, so 
every time you think back over that incident in a negative way, you are re-experiencing it and 
reinforcing it! 
 
Every negative thought is accumulated and stored. We might say it is stored in a stress bucket. 
REM (Rapid Eye Movement) sleep allows us to empty our stress bucket, which allows us to wake up 
free from anxiety, anger and/or depression.  
 
Say someone upsets you in the afternoon and you really are upset. You might tell someone about it 
and they say forget about it but you really can’t. You are thinking about it when you go to bed. 
 
During REM sleep, we rerun the events of the day by dreaming, either as a straight replay or in a 
metaphorical form. This moves the memory from the primitive brain, where is it an emotional 
memory, to the intellectual brain, where it is a narrative memory and we have control over it.  
 
So when you awaken in the morning you might well have completely forgotten about the wretched 
person who upset you, but even if you haven’t you’ll be saying something like “how do I allow these 
people to upset me so?” 
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I fondly imagine that I awaken each morning with my bucket emptied so I can start the day without 
anxiety, anger or depression. But at the moment you don’t empty your bucket.  Why?  
 
Well if we get too little or too much REM we do not effectively empty our stress bucket. 
 

Too little REM Too much REM 

Too much in stress bucket. Too much in stress bucket. 

REM is restricted to about 20% of our sleep 
pattern, occurring about every 90 minutes. If 
we try to overdo that then the mind can wake 
us up. Then we wake up feeling wide awake 
and often we’re quite miserable and find it 
hard to get back to sleep. You know the 
difference between that and a noise/baby 
waking you up. 

REM uses enormous amounts of energy to 
diffuse anxiety. Sometimes we can overdo it, 
and this exhausts us, which makes us feel 
groggy and depressed. 
 

Vicious circle – more in bucket – more time 
spent in primitive brain – encouraged to be 
more negative. 
Solution 

Vicious circle – in attempt to empty bucket we 
sleep more – makes our depression and 
anxiety worse. 
Solution 

You can see how we can start getting you 
back on top of things. 

You can see how we can start getting you 
back on top of things. 

Restrict the amount you’re piling into your 
stress bucket – concentrate on the positive 
things in your life – you will start sleeping 
better. 

Restrict the amount you’re piling into your 
stress bucket – concentrate on the positive 
things in your life – reorganise your sleep 
patterns. 

CD 
So I’m going to help you reduce your anxiety and get the real you back. You must listen to this 

CD every night when it’s time to go to sleep. We’ll see a difference. 

 
This CD will help you to relax. You remember that when your anxiety levels are high, the adrenaline 
and cortisol in your system stimulates the nerve fibres which means they send more pain messages.  
 
But we know that it’s impossible to be anxious, panicky or depressed...and relaxed and calm at the 
same time. 
 
Lastly I want to tell you about the physiology, about what happens in the brain when we suffer from 
anxiety disorders and depression.  
 
Early man and early women hunted and gathered, and successfully supported themselves and their 
families. And they got a reward for carrying out these evolutionary processes. They got rewards 
when they took part in positive activities. We work better as a tribe rather than individuals, so they 
got rewarded when they interacted positively with other people.   
 
Scientists now are adamant that they recognised this reward.  The reward made them feel motivated, 
but most of all was a coping mechanism. 
   

 It helped them cope with day to day activities 

 It helped them cope better with physical fear 

 It made them braver 

 It even helped them cope with physical pain and we know why this is. 
 
No doubt they were pleased. Now we know what that reward is.  
 
It’s a chemical response in the brain producing various neurotransmitters that act as catalysts for that 
sort of mentally healthy behaviour. You know, the neurotransmitter we talk about most, simply 
because it is the most important, is serotonin.  
 
When we produce a constant flow of serotonin and other neurotransmitters we are happy and 
brave and can cope with any situation. 
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When we produce serotonin, noradrenaline and dopamine these chemicals actually dampen the pain 
messages being sent to the switchboard. You might like to think of it as being like a crackly telephone 
line, where you can’t quite hear what’s being said. 
 
So we need to operate within these positive parameters like early man, and although we do not 
have to go out to hunt, we do have to interact in a positive way, be active in a positive way, and think 
in a positive way.  Because when we do, we produce patterns in the brain that give us that constant 
flow of serotonin.  
 
Positive action, positive interaction and positive thinking. 
 
So positive action is basically enjoyable exercise...now that could just mean walking...basically 
anything that you enjoy.  
 
And when we do exercise we also produce endorphins which are the natural opioid-chemicals, so 
have the same effect as morphine which again dampens the pain messages going to the brain. 
 
What stops the flow of serotonin?  
 
Well, you know that when we’re down the miserable end, the depressed end, we don’t produce any 
chemicals at all.   
 
When we’re up the anxious end, we produce an overload of adrenalines, stress hormones.  Great for 
when we run into polar bears but not so good for running our daily lives in and around Bristol.  
 
So we have to get back into this bit, and we will.  
 
Hypnotic trance is an everyday occurrence and that on average someone will go into a trance every 
seven minutes, e.g. walking home but not remembering the journey, daydreaming, watching 
television. Trance is when the conscious and subconscious minds come together and focus on the 
same thing. When we are in that state we have access to the subconscious mind, and so the 
suggestions made are much more powerful. Then we can create the desired change in the 
subconscious mind. 
 
So if you are happy with all that we’ve talked about I will go ahead and book you an appointment for 
next week. This consultation is free, but future sessions will cost £60. On average it will take between 
eight and twelve weekly sessions, although it can be more or less depending on how quickly you 
make the changes happen. 
 
 
(7)  Initial Consultation – specific phobias 

 
Adaptation of Initial Consultation for Specific Phobias 
 
The Client Form 
How are we going to help you etc? 
 
How does it manifest itself?  
(This can verify that the fear response is ‘specific’) 
 
You will be pleased to know that we can help you.  We have a modern, very effective and 
comfortable technique called ‘Rewind’.  It will take three further sessions. 
(Case history examples may be introduced at any stage) 
 
I will explain exactly what it is all about a little later.  For the moment I would like to ask you a few 
more questions…… 
 
The Detail – changes / additions 
Let us understand how the brain works particularly how and why we can suffer from depression, 
anxiety and fear responses such as _ _ _ _ _ _ _  
And what we can do about it. 
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Let’s have a look at the brain.  This is the part that you know as you…… ………………..and is 
generally very positive. 
 
This part of the brain is not fearful of (phobia) 
So, there is another part of the brain………..   
 
The hippocampus which holds our primitive and sometimes inappropriate behaviour 
patterns.  Your (phobia) template is here. 
 
But back to how the brain works etc..etc….. 
It is an obsessional mind (phobia) 
It is not an intellect………………….it has to refer to previous patterns of behaviour (phobia) 
 
During REM sleep we will re-run the events of the day………. 
“upset me so” 
 
Now we are going to use this natural technique in the consulting room.  I am going to ask you to 
tell me about a nasty event with your (phobia).  We are going to re-run it and change it from bring 
an emotional and frightening memory to a narrative memory.  In effect we are moving it from the 
hippocampus to the main frame of the intellectual brain where we will have complete control over 
it.  Etc….etc… 
 
Give CD and explain how to use it. 
 
Normal explanation of the physiology of brain 
 
Next week we will put you on the couch. 
 
Explanation of Hypnosis/trance 
 
Explanation of Rewind 
 
Explanation of Reframe 
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e. Typical First Session (and subsequent session format) 
 
The first session reinforces the enthusiasm, motivation and knowledge base established in the initial 
consultation and takes the therapy a stage further.  It is a time to ensure the client appreciates the 
way we conduct things.  We would introduce metaphor, scaling (if we have not already done so), and 
the Miracle Question.  Above all we would make sure that the ‘penny is dropping’.  This would 
invariably mean a good deal of repetition of how the mind works.  It is imperative that the client 
understands why they are suffering like they are and what has to be done, by us and them, to initiate 
change.  One of de Shazer’s often repeated assertions, that solution focused brief therapy is the 
‘same’ whatever the problem, has some relevance to us.  We do not usually resolve problems by 
drawing on our deficits.  We create a context within which we can build new possibilities for the future.  
You will notice reading the accompanying case studies that, not surprisingly, the first session on the 
couch is concerned with creating positivity.  As a usual practice we would spend half our session 
creating expectation consciously and then act to facilitate the mind to search for solutions.  We need 
to be sure more often than not that we are pushing the clients’ perspective back into an intellectual 
mode. 
 

Subsequent sessions should follow this format: 
 
1 
  Inconsequential language (sometimes referred 

to as the meeting metaphor)   
 
2 
   “What has been good about your week?” 
 
 
3 
   Revision, scaling, MQ - then onto the couch 
 
 
4 
   Favourite language patterns and metaphors 
 
 
5 
  Admin 
 
 
6 
   Positive goodbye   
 
 

 
 

f. Scaling 
 
Scaling is perhaps the simplest and most effective way of evaluating the client’s performance.  It has 
a starting point establishing where they are at the moment. 
 

“Let us put you on a happiness scale” 

“Zero is dire (bridge jumping)” 

“Ten is where we should be” 

“Where are you?” 

“What is the worst you have been in recent times?” 

“What is the best you have been?” 
 

The answers to these questions give us a great deal of information about the patient’s wellbeing and 
quite often a guide to their personality.  The questions about the past can in a very brief way be 
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illustrative of the person’s emotional history.  The ‘worst time’ could have been a catalyst.  The ‘best 
time’ can be indicative of what we have to aim for in the future. 
 
The scaling questions can be used at the initial consultation although, invariably, won’t be.  It is used 
in all subsequent sessions and in conjunction with the Miracle Question.  Almost any aspect of the 
person’s behaviour can be scaled providing it is non-specific e.g. happiness, coping, confidence, 
motivation etc. 
 

“Where are you now?”  0-10 

“Motivation”   0-10 

“Confidence”   0-10 
 
Scaling serves as a focus and a structure within the session.  These are essential elements of 
effective psychotherapy.  Research studies have shown that one of the best indicators of negative 
outcome is a lack of focus or structure (Mohl, 1995). 
 

g. The Miracle Questions and its development 
 
(1) The theory behind the Miracle Question 
 

An example would be: “Suppose tonight while you sleep a miracle happens. When you awaken 
tomorrow morning, what will you see yourself doing, thinking, or believing about yourself that will tell 
you a miracle has happened in your life?” 
 

The process described as Solution Focused Therapy is innovative in many ways. Its approach to 
solving problems does not require an evaluation of the past to explain why life has turned out the way 
it has.  The past can often be discussed and respected but helpful only as a way to better understand 
the client’s resiliencies and their ability to get through previous difficulties. 
 

“Life is like a road. It seems as if boulders are placed in front of us constantly as we go through our 
lives. We get past one boulder and then there’s another. It can be pretty discouraging. Each time we 
wonder how we will ever get around the next one. Yet, all we have to do is look behind us at all of the 
other boulders that we have passed successfully along the same road.” (Michael White. Selected 
Papers 1989) 
 

The origins of SBT date back to the 1960s. Several well known psychologists are responsible for 
identifying the key ideas. Abraham Maslow decided that psychology had been moving in completely 
the wrong direction. Almost from the start, most psychological inquiries had explored and tried to 
understand the nature of emotional, behavioural, and psychological pathology in human beings. 
Maslow believed that instead we should be studying the best, healthiest specimens of human beings 
to learn what we really want to know about people. 
 

In 1966 Jay Haley and Thomas Szasz, working at the Mental Research institute in California, started 
a brief therapy project. They were convinced that therapy could be accomplished much quicker than 
the prevailing standard providing patients were treated as ‘normal’. They based their philosophy on 
the premise that if you treat people as normal they will act normally. Today this assumption would 
appear almost too obvious to us, but at the time it was quite innovative. 
 

“If you treat an individual as he is, he will stay as he is, but if you treat him as if 
he were what he ought to be and could be, he will become what he ought to be 
and could be.” Goethe 

 
Milton Erickson (see Main assessment) was convinced that everyone has a reservoir of wisdom, 
learned and forgotten, but still available. Humanistic psychology, Ericksonian and Systemic therapists 
all share a common emphasis on the importance of accessing client’s resources and strengths. They 
differ from the SFBT approach though, in quite significant ways. Unlike SFBT there is an emphasis on 
the expertise of the practitioner and they do not make the distinction between solution development 
and problem solving. (See Goals & Solutions: a useful distinction. Steve de Shazer.) 
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The actual provenance of the Miracle Question was first invented and used for solution development 
by Insoo Kim Berg in response to an extremely depressed woman who described a seemingly 
hopeless situation as, ‘only a miracle would help’. (Berg & Dolan, 2001) 
 
Steve de Shazer, a well know clinician in his own right and husband of Insoo Kim Berg, has said that 
it is the key that opens the door that matters most in therapy, not the nature of the lock.  Analysing 
and understanding the lock is unnecessary if one has a skeleton key that fits many different locks. 
 
(2) The Miracle Question process: 
 
1:  The Miracle: the answer to the Miracle Question 

2:  The Miracle Goal: how the answer creates a reframed picture (How it is to be a 10) 

3:  The Exceptions: a description when the goals happened more or less often. 

4:  The Action Plan: the plans that developed from examining the goal and the exceptions. 

5:  The Results: what has changed and how the task worked to accomplish the changes. 

 
In ‘Who moved my cheese?’ Spencer Johnson points out very imaginatively that waiting for change, 
and questioning why is has not arrived does not work. Finding a way though the maze and adapting 
to the change does. The premise is that finding alternative ways to do things will always cause things 
to turn out differently. 
 
Bill O’Hanlon says “Insanity is doing the same thing over and over again and expecting different 
results.” (Do one thing different, 1989). We could say that the first ‘law’ of psychotherapy could be 
that we have to move forward. If we stay still and we do not like where we are……..see 
autobiography in five chapters. 
 
(3) The Origin of the Miracle Question – Insoo Kim Berg 
 
“The origin of this technique itself is an interesting story.  In the mid ‘80s I (IKB) was talking with a 
very tired, depressed, suicidal mother who described herself as having nothing right going on in here 
life.  Her four children were out of control and the school was complaining almost daily about their 
behaviour.  Her alcoholic husband had difficulty keeping a job for more than six months, and she had 
worked herself into a state of exhaustion, with no relief in sight. 
 
When I asked in my optimistic tone, “So what do you suppose needs to come out of this meeting 
today so that you can say that it was worth your while?” she looked at me, heaved a big sigh, and 
said sadly, “I am not sure that anything can be done about my life.  I don’t mean to be rude, but I’m 
not even sure why I’m talking to you because I’m not sure if anything can be done.” 
 
Rather discouraged by this pessimistic answer and not knowing what to say, I sat silently for a few 
moments.  Then the mother casually added, “Unless you have a miracle.”  Of course, I did not have a 
miracle.  But not knowing what else to say under the circumstances of such heavy hopelessness, I 
felt T had to follow up on this mother’s idea of a miracle.  So I gently asked in a soft voice, “Well, 
suppose there was a miracle, what would be different for you?”  As she began to answer, she perked 
up, making a long list of how life will be easier, beginning with her having more energy and feeling 
she could “go on” with her life of raising her children.  She then proceeded to describe what would be 
different between herself and her alcoholic husband, and how each of the children would change, and 
so on. 
 

You probably have heard your own clients say similar things, perhaps many times.  But I think what 
make me take particular notice in this situation was that I was desperate enough to really pay 
attention to the client and then follow through with her idea.  I was fascinated with her response and 
consequently I followed up on her ideas about how her life could change, along with her “impossible” 
children.       
 

The Miracle Question (Berg) 
I am going to ask you a rather strange question. (pause)  The strange question is this: (pause)  After 
we talk, you will go back to your work (home, school) and you will do whatever you need to do the 
rest of today, such as taking care of the children, cooking dinner, watching TV, giving the children a 
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bath, and so on.  It will become time to go to bed.  Everybody in your household is quiet, and you are 
sleeping in peace.  In the middle of the night, a miracle happens and the problem that prompted you 
to talk to me today is solved! But because this happens while you are sleeping, you have no way of 
knowing that there was an overnight miracle that solved the problem. (pause)  So, when you wake up 
tomorrow morning, what might be the small change that will make you say to yourself, “Wow, 
something must have happened – the problem is gone!” “ 
 
(4)  An Example - The Modern Miracle Question in its Clinical setting 
 

Probably you will use the Miracle Question in the 1
st
 session although on occasions it might be 

appropriate during the initial consultation. Invariably it would be used in conjunction with scaling. It is 
not necessary to use the MQ when dealing with straight forward phobias/fears in three to four 
sessions.  
 

CPHT’s Miracle Question – Procedure (creating the picture) 
Practitioner: “Let’s put you on a happiness scale – ‘0’ bridge jumping, ‘10’ where you should be, 

where you have decided to be.  Where are you now? 
 

Let us imagine we have a magic wand.  Tonight we can wave it – we can change 
anything we want to change.  Tomorrow morning you wake up and you are more like 
a 9 or 10.  What’s different?” 
 

Client: “I would be less tired.” 

P: “And if you were less tired what is the first thing you would notice that would be different?” 

C: “I would get out of bed in plenty of time so I wouldn’t have to rush to work” 

 

In this case we can assume that the intellectual brain knows that we can get out of bed when we 
want to regardless of how tired we are thus beginning the process of escaping from the ‘Vicious 
Circle’. 

 

Experience tells us that on another occasion it could have been.  Tomorrow morning you wake up 
and you are more like a 4.  What’s different? 

 

C: “I would have had a good night’s sleep!” 
 

P: “….. And what small thing would show you that you are moving towards that wonderful goal 
of sleeping better?” 

 

C: “I would do more” 
 

P: And if you were doing more, what would you be doing more of? 
 

Experience tells us that on another occasion, and this often requires judgement on the part of the 
practitioner, it could be: 
 
C: “I would be putting less in my bucket or, I would be more active or, I would be using my 

‘intellectual brain” etc. etc. 
 
De Shazer and Berg are on record as categorically stating that the MQ’s success is very largely 
dependent on the practitioner’s mind set.  Asking the MQ both implies and demands faith in the 
customers’ ability to see their way forward.  Signs of the miracle, however, can only be found in the 
customers’ real world i.e. a proper assessment.  It is above all a reality question. 
 
“You have to ask the question as if you really want to hear the answer and you really believe the 
client has the ability to give a good answer” (de Shazer) 

 
Using the Miracle Question we can assume that the ‘agenda’ will probably come out prioritised 
although not necessarily in sequence. For this particular gentleman, a senior Registrar in one of the 
local hospitals, this question of being on ‘top of things’ was certainly a real issue. He suffered from 
moderate to severe anxiety and depression with associated problems. Most days were a bit of a 
nightmare – arriving late, getting behind, missing lunch, getting further behind, arriving home late, 



 

9. The Clinical Setting 
  

The Hypnotherapy Practitioners Diploma Course   19 
The Clifton Practice 
Iss19 

 

drinking to relax etc etc. It took a little time for him to regain his composure completely but getting to 
work in plenty of time to start the day well was a good start. 
 
 (5)  Miracle Question 
 
The Modern Miracle Question examples showing its relationship to scaling and the 
use of ‘What small thing’ compared to ‘What particular thing’. 
 

Example 1 - Scaling 2/3. 
 

I would have a job. 
 

P. Let us imagine we have a magic wand and you can wave it and change anything you want to 
change and you wake up tomorrow morning definitely a 3 and perhaps a 4.  What would be the 
first thing you would notice that is different? 

 

C. I would have a job. 
 

P. Good.  What small thing would show you that you are moving towards that wonderful goal of 
having a job again? 

 

C. I would be doing more. 
 

P. And if you were doing more what in particular would your be doing more of? 
 

C. Well for a start I would be getting out of bed at the same time as my husband and getting 
properly dressed. 

 

P. And if you were getting out of bed at the same time as your husband and getting properly 
dressed, when would you be getting out of bed at the same time as your husband and getting 
properly dressed? 

 

C. Tomorrow! Etc, etc. 
 

P. Great.  Pop up on the couch. 
 
Example 2 - Scaling 7/8. 

 
I would have a job. 
 

P. Let us imagine we have a magic wand and you can wave it and change anything you 
want to change and you wake up tomorrow morning and you are definitely an 8 or even 
a 9 what would be the first thing you would notice that is different. 

 

C. I would have a job. 
 

P. Good.  What particular thing would show you that you are moving towards that 
wonderful goal of having a job again? 

 

C. I would be ‘phoning HR.  They always said I should let them know when I was well 
enough to return to work. 

 

P. And if you are phoning HR, when would you be ‘phoning HR? 
 

C. I know they are always flat out until mid-morning so I would ‘phone at 11 o’ lock. 
 

P. And if you are phoning HR at 11 o’ clock when would you be phoning HR at 11 o’ 
clock? 

 

C. Tomorrow. 
 

P. And if you were ‘phoning HR at 11 o’ clock tomorrow, where would you be ‘phoning HR 
tomorrow? 

 

C. etc, etc… 
 

P. Great.  Pop up on the couch. 
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h.  GSR or equivalent  
 

The GSR meter should be used every session.  It can be enormously helpful as a guide.  The meter 
can become more and more useful as you gain experience in its usage.  Always remember, though, 
to verify the machines conclusions with your own actual reflection on the clients’ responses.  This 
machine does not always get it right. 
 

Common helpful observations might be: 
 

 An initial reading 10 above the 50 mark might mean anxiety or a pre-disposition towards 
anxiety. 

 An initial reading 10 below the 50 mark might mean depression or a pre-disposition towards 
depression. 

 As trance progresses the reading will drop, whatever the initial reading, for most clients.  I 
explain this by saying that in a positive trance we lose our anxiety and this shows on the 
machine.  It is said that a drop of 6/7 points is more than good enough.  Experience tells us 
that many clients will drop 20/30 points and still be with us one way or another. 

 Sometimes the meter will react only marginally, and occasionally not respond at all.  Often 
these people will recount afterwards a very adequate experience.  There do not seem to be too 
many logical explanations for this. 

 Clients who start very much up the sweaty end will often not move a great deal, certainly 
during the initial stages of therapy.  Likewise, clients down the depressed end will sometimes 
only react marginally. 

 The machine will react to the persons feelings of anxiety or to negative thoughts while on the 
couch.  This can be a help generally and particularly so during a rewind or reframe. 

 Hot humid weather will effect the reading 

 As a person returns to normal wakefulness they will return to normal stress levels.  Sometimes 
they will come back to a figure higher than when they started.  This apparently is a primitive 
response to coming out of the ‘dangerous’ state of REM. 

 Medication will effect readings. 

 Generally a clients progress, or otherwise, can clearly be seen by the weekly readings i.e. the 
lifting of depression or the lowering of anxiety.   

 
In addition to having the obvious advantages of having a back-up measuring tool for the practitioners 
it has other advantages.  It can be: 

 

 A very powerful motivating factor 

 A reassuring influence 

 A placebo ‘par excellence’ 
 

i.  The use of Language Patterns 
 

Wittgenstein said that there is ‘no escape from language’.  He argued that we construct our problems 
from the way we talk and use words.  As de Shazer and others have pointed out the English 
language can be particularly problematic.  The fault such as it is, is in the language itself and our use 
of language. 
 

We say ‘I am depressed’ which then locates ourselves as the problem; if we could say, ‘I have 
depression’, we can think about not having it, which is easier than trying to think about not being 
something. 
 

We generally talk ourselves, and are talked, into our problems.  If we can construct problems with 
language then we can certainly deconstruct problems with language.  With our help the client can 
literally talk themselves out of the ‘pickle’ they are in.  We are able to do this both in a narrative and 
metaphorical way. 
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j.  Metaphor and Guided Imagery  
 
In the clinical setting metaphor is exquisitely useful. 

 
“Stories will fix ideas in the mind in a way that a sequential set of instructions or a report or 
a list can never do.  They are problem-solving instruments, lamps which light our 
understanding, ways of clothing the truth so we can actually see it ……….. they are in fact, 
a way of seeing something that has been obscured.” 

 
The practitioner should remind himself/herself to fit in the ‘meeting metaphor’, the ‘case history 
metaphor’, and then a metaphor relevant to change each and every general session.  Remember, 
metaphors can be found anywhere; there is perhaps nothing in the world that is not a story.  
  

k.  How many Sessions 
 
(1)  Overview 
Solution based therapy is an outcome oriented process.  The number of sessions is largely 
determined by what the patient wants from us and by the arrangement we have to evaluate when we 
have achieved our common purpose.  We have the enormous advantage of being able to monitor 
how much progress we are making and how close we may be to completion (Scaling, Miracle 
Question, etc).  Though we may average 8/9 sessions for general therapy and rarely go beyond 12, 
we have no concern about taking longer if necessary.  As O’Hanlon says, we expect therapy to be 
brief, and how brief is decided by our clients.  There is no formal method for concluding a course of 
therapy.  “We might tidy you up next week because I think you feel you can get on with things now.”  
The scales or the miracle question responses often make it clear that further sessions are no longer 
required.  If there is some dismay, often caused by the fear of being on one’s own again, we can 
retract a little without too much difficulty.  It is sometimes an opportune stage to extend the gaps 
between sessions.  It sometimes happens that clients do not return for the time lapsed follow up.  
More often than not we could assume that they have decided they are OK. 
 
In our work we have three flexible basic time models: 

 
Anti-Smoking therapy   1 session  90 – 120 mins 

Straightforward fears/phobias  3 sessions  50 – 60 mins each 

Depression/anxiety   8 – 12 sessions  50 – 60 mins each 
 

For all therapy, except A/S therapy, we would have an initial free consultation. 
 
(2)  Tipping the balance 
 
Extract taken from ‘A User’s Guide to the Brain’ 
By John J. Ratey, M.D. (Pantheon, 2001) 
 
Complexity theory finds meaningful patterns in what looks like chaos. The idea has been applied 
primarily to large physical systems, such as weather patterns. Each water droplet, each puff of air has 
an influence, and together the billions of influences compound into a grand, additive result. Edward 
Lorenz, a scientist at MIT, calls this the butterfly effect: even the tiny flap of a butterfly’s wing on one 
side of the world could potentially build to a hurricane on the other. And yet, even though there are 
virtually an infinite number of inputs into this complex system, there are fairly predictable outputs: a 
clear day, clouds, rain, hot or cool temperatures, and an occasional hurricane. 
 
Scientists are applying one aspect of complexity theory to explain human phenomena. They call the 
small change that can precipitate a large effect a “tipping point.” At some critical juncture, an isolated 
change tips the whole system in a different direction. Take a jar of water, cool it and cool it, and it 
remains water down to 35 degrees, then 34, then 33. But reduce the temperature by one degree 
more and suddenly the water turns to ice. The temperature was consistently reduced, but at one point 
the whole system suddenly changed. This was of analysing systems is now being used in many 
fields, from economics to ecology. What causes a single middle-class neighbourhood to slip over the 
edge and become a dangerous slum? What turns a city district with a high rate of crime and teenage 
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pregnancy into a stable neighbourhood? In the latter case, perhaps new citizen activities such as 
neighbourhood watches, the DARE program, and a zero tolerance for crime, build upon each other 
until one day the neighbourhood re-emerges as safe. 

 
Arguably, the most complex system known to science is the human brain. Given a hundred billion 
neutrons, each with possibly thousands of synaptic connections bathed in multiple chemical 
transmitters, it is difficult to imagine the sheer volume of interactions that go on. It may be hard to 
determine what small factor could have been in the wrong place at the wrong time to contribute to a 
mental health problem - like the tiny pebble kicked off a path that creates an avalanche farther down 
the mountain. 
 
The beauty of tipping points is that a complex system can just as easily tip up as down. A small and 
seemingly inconsequential action can lead to successful treatment of a disorder. Perhaps a lonely, 
depressed young man decides one day to go for a walk. Then he starts walking a few times a week. 
On one occasion he tries running for a while. Then he begins to run more often. Each time he can go a 
little farther. He soon notices that he is sleeping and eating better, that he has more energy and looks 
better in the mirror. Like the movement of the butterfly’s wing, that isolated first walk may have started 
a sustained chain of events that are now building toward improving the man’s self esteem and 
increasing his energy, affecting his entire brain-body system. One day, feeling physically and mentally 
stronger, the man finds a new job. He begins to make friends, starts to laugh – and turns his life 
around. 
 
This man’s extraordinary metamorphosis began with an ordinary walk. There are many tools right as 
our fingertips for changing our mental health, both in correcting our problems and simply in becoming 
the kind of person we want to be. 


