
 
 
 
 
 
 
 
 

ABSTRACT 
 

Hypnotic Relaxation Therapy to Enhance Subjective Well-Being Among College 
Students: A Pilot Study 

 
Hyeji Na, Psy.D. 

 
Committee Chairperson: Gary R. Elkins, Ph.D. 

 
 
 Given that high levels of well-being have been demonstrated to precede many 

desirable outcomes and low levels of well-being predict future depressive 

symptomatology, it is important to identify interventions that can enhance well-being. 

While the potential for hypnotherapy to facilitate well-being has been proposed, 

empirical study is lacking. To date, only two studies have investigated the use of 

hypnotherapy to enhance well-being by focusing on strengths and inner resources. 

However, both studies lack a well-defined hypnotherapeutic intervention, which limits 

their generalizability and replicability. The purpose of this study is to address this issue 

and investigate the effect of Hypnotic Relaxation Therapy (HRT) to enhance subjective 

well-being in a pilot study. HRT is a well-defined hypnotherapy intervention that 

involves hypnotic relaxation inductions, goal-directed hypnotic suggestions, and teaching 

self-hypnosis. Twenty-seven college students were enrolled in a five-week intervention 

of HRT and instructed in daily home practice. Participants completed baseline and 

endpoint measures of well-being (Mental Health Continuum-Short Form, Satisfaction 



with Life Scale, Positive and Negative Affect Schedule) and symptoms of psychological 

distress (Psychological Distress Profile). After the five-week intervention, hypnotizability 

was assessed using the Elkins Hypnotizability Scale. The results of this study suggest that 

Hypnotic Relaxation Therapy for enhancing subjective well-being may be a feasible 

intervention, with high rates of retention, compliance with home-practice, and 

satisfaction with the number of sessions, the ease of practice, and the HRT intervention 

overall. Compared to baseline, the participants in this study experienced improvements in 

subjective well-being as well as reductions in symptoms of psychological distress at 

endpoint. Hypnotizability was not found to be a moderator for subjective well-being in 

this study. 
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CHAPTER ONE 
 

Introduction 
 
 

A Brief History of Hypnosis: Establishing the Context for Treating Symptoms 
 

Hypnosis is defined as “a state of consciousness involving focused attention and 

reduced peripheral awareness characterized by an enhanced capacity for response to 

suggestion” (Elkins, Barabasz, Council, & Spiegel, 2015, p.6), but to understand the 

development of present-day hypnosis, the historical foundations must be reviewed. First 

introduced as a medical treatment, hypnosis is historically rooted in the tradition of 

treating symptoms. This section present the key individuals, their treatment of symptoms, 

and major shifts and events throughout the history of hypnosis. 

Although practices that may be comparable to hypnosis can arguably be traced 

back thousands of years, it is generally accepted that modern hypnosis began with a 

Viennese physician named Franz Anton Mesmer in the late eighteenth century (Gauld, 

1992; Green, Laurence, & Lynn, 2014; Elkins, 2014; Pintar, 2010; Pintar & Lynn, 2008). 

In 1774, Mesmer started to treat Franzl Oesterline, a young woman who was suffering 

from toothaches, convulsions, and vomiting. After a series of failures to cure her with 

traditional medical treatments, he started experimenting with magnets. Passing magnets 

over her body while incanting suggestions for healing, Mesmer eventually caused a 

sensation in Oesterline like that of a fluid being expelled out of her body, with her 

symptoms subsequently disappearing (Pintar & Lynn, 2008). The curing of Oesterline is 

crucial to the history of hypnosis, as it set the stage for Mesmer’s practice of animal 
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magnetism, the predecessor to hypnosis. In 1779, Mesmer published his theory of animal 

magnetism, which claimed that an invisible magnetic fluid was present within and 

between everyone. He believed that illness was a result of poorly distributed magnetic 

fluid, and that restoring balance to the magnetic fluid could rehabilitate health. According 

to Mesmer, when the patient experienced a crisis, convulsions or other dramatic 

symptoms, the illness was being driven out; and only if the patient experienced a crisis, 

were they judged to have been truly mesmerized (Pintar, 2010). Mesmer’s techniques, 

which soon came to be known as mesmerism, included passing hands, magnets, and other 

magnetized objects across the body of the patient. Further along in his work, he 

abandoned the use of magnets when he discovered that he could achieve therapeutic 

effects without magnets.  

In 1784, the French Academy of Science and Parish Faculty of Medicine 

appointed Benjamin Franklin, the American ambassador to France at that time, to lead a 

commission investigating Mesmer’s animal magnetism. In their 1784 report, the Franklin 

Commission denounced the idea of magnetic fluids and concluded that therapeutic effects 

were achieved through touch and psychological factors, such as the patient’s imagination 

and expectancies (Bailly, 1784; as cited in Crabtree, 1993; Ellenberger, 1970). Although 

mesmerism was discredited by the Franklin Commission, the practice of mesmerism 

continued. 

One of Mesmer’s students, The Marquis de Puységur, significantly influenced the 

practice of mesmerism, after having successfully treated a patient named Victor Race, 

who was suffering from congestion and fever. While mesmerized, Race entered a sleep-

like state while still being able to speak, and Puységur gave him suggestions to focus on 
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pleasant imagery and song. That night, Race was able to eat and sleep soundly through 

the night, which he had not experienced for days. Profoundly affected by Race’s 

recovery, Puységur determined that it was this in-between state of sleep and awake, 

which he coined as magnetic sleep, rather than mesmeric crisis, that was the indication 

that a patient was mesmerized (Pintar & Lynn, 2008). Due to this, mesmerism was split 

into two factions: those that believed that crisis was crucial to the mesmeric process and 

those that believed in the altered state of magnetic sleep. Puységur was also ambivalent 

about the transfer of magnetic fluid as a mechanism for healing; he was more interested 

in the therapeutic effects of mesmerism rather than investigating whether the effects were 

due to magnetic fluids or psychological factors. 

Similarly, John Elliotson was more interested in reducing human suffering than 

with the theoretical aspects of mesmerism. He published The Zoist: A Journal of 

Cerebral Psychology and Mesmerism and Their Applications to Human Welfare, which 

highlighted the clinical applications of mesmerism. James Esdaile, a Scottish surgeon, 

was a contributor to The Zoist and wrote about the use of mesmerism to induce analgesic 

effects. He performed over 100 surgical procedures using mesmerism as an anesthesia 

while he worked in India (Elkins, 2014). 

Another Scottish surgeon, James Braid, significantly impacted the understanding 

of hypnosis and introduced what is considered modern hypnosis. He considered hypnosis 

as a special state of consciousness that was elicited through relaxation, controlled 

breathing, and eye fixation (Braid, 1843; as cited in Pintar, 2010), techniques frequently 

employed in modern-day hypnosis. Braid rejected the idea of magnetic fluid and believed 

that this special state of consciousness was due to physical processes and had the ability 
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to alleviate symptoms of physical disease. In his 1843 article Neurypnology, or the 

Rationale of Nervous Sleep, Braid introduced the terms hypnotism and hypnotize, derived 

from the Greek word for sleep, hypnos (Pintar, 2010). Detailed in his publication, Braid 

described treating symptoms of a wide-range of medical disorders with the use of 

hypnosis, such as rheumatism, backward curvature of the spine, and stroke-induced 

paralysis (Pintar & Lynn, 2008).  

The end of the 19th century was marked with controversy and theoretical debates 

that further transformed the history of hypnosis. From 1878 to 1882 at Salpȇtrière 

women’s asylum, Jean-Martin Charcot treated “hysterical” female patients with hypnosis. 

As understood in the 19th century, female hysteria was thought to be a neurological 

disorder characterized by erratic behavior and a wide-range of symptoms that could 

include practically anything. Upon noticing similarities between the symptoms of 

hysteria (e.g., paralysis, amnesia) and his observations of those he hypnotized, Charcot 

declared that the ability to be hypnotized was a manifestation of hysteria (Pintar, 2010), 

which developed into his theory of grand hypnotisme. As a response to Charcot’s grand 

hypnotisme, Hippolyte Bernheim and other supporters of the Nancy School of hypnosis 

rejected the connection between hysteria and hypnotizability; instead, they believed that 

everyone was capable of being hypnotized and that the “hysterical” symptoms of grand 

hypnotisme were merely a product of suggestion (Pintar & Lynn, 2008).  

Even though the Nancy School approach to hypnosis was endorsed across Europe 

and the United States, the use of hypnosis in mainstream medicine eventually declined. 

Beginning with mesmerism, hypnosis was a mainstream practice up until the first half of 

the 20th century. Some attribute the decline to skeptics like Bernheim. In 1897, Bernheim 



5 
 

declared at a conference that “There is no such thing as hypnotism” (Pintar, 2010, p. 35)” 

because every hypnotic behavior was a product of suggestion. Others point to Sigmund 

Freud. Freud studied with both Charcot and Bernheim and hypnosis was a frequent 

method utilized in Freud’s own clinical work. Ultimately, Freud replaced hypnosis with 

his own therapeutic modality—psychoanalysis. As Freud’s psychoanalysis became more 

popular, the use of hypnosis diminished. 

Although there was a general decline in the interest of hypnosis after Charcot’s 

death in 1893, hypnosis was used during World Wars I and II for the treatment of pain 

and traumatic stress (Elkins, 2014). During that time, research was limited but Clark Hull 

made significant scientific contributions to the study of hypnosis. He established a 

rigorous scientific method for the study of hypnosis, published in his book Hypnosis and 

Suggestibility: An Experimental Approach, and investigated the role of hypnotizability 

(Pintar, 2010).  

As a result of the waning interest, there is a general gap in the history and 

research of hypnosis spanning the first half of the 20th century. However, the discipline 

of hypnosis was kept alive through a lineage of hypnosis trainees, whose mature 

professional work would usher in the “new golden age” of hypnosis in the 1950s and 

1960s (Gauld, 1992). One such student was Milton Erickson, who is credited with 

galvanizing a renewed interest in clinical hypnosis (Pintar & Lynn, 2008). As a 

psychiatrist and leading practitioner of clinical hypnosis, he became known for his 

innovative methods. His approach was characterized by taking a nonpathological stance, 

viewing the unconscious as a repository of positive resources, conceptualizing symptoms 

as positive and individualistic, use of indirect suggestions and metaphors, and accepting 
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and utilizing the patient’s behavior and perceptions for therapeutic change (Lankton, 

2008; Lankton & Matthews, 2010). Before Erickson, hypnosis was predominantly 

applied to physiological symptoms. 

Around the time that Erickson was practicing clinical hypnosis, scientific interest 

in hypnosis and its applications grew. In the 1950s, Ernest Hilgard developed the 

Laboratory of Hypnosis Research at Stanford University. Hilgard and his colleague 

Andre Weitzenhoffer developed the Stanford Hypnotic Susceptibility Scales (SHSS; 

Weitzenhoffer, Hilgard, Cooper, Lauer, & Morgan, 1959) because they believed that a 

standard measure of hypnosis was necessary to properly study hypnosis. In 1959, Martin 

Orne formed the Hypnosis Research Project at the Massachusetts Mental Health Center. 

Orne and his colleagues also studied hypnotizability and developed the Harvard Group 

Scale of Hypnotic Susceptibility (HGSHS:A; Shor & Orne, 1962). The study and 

development of hypnotizability scales not only provided a reliable and valid method to 

measure hypnotizability, it also made it possible to examine the relationship between 

individual responsiveness and clinical outcomes.   

Spurred by the momentum caused by the rise of scientific study during the latter 

half of the 20th century, hypnosis and its clinical applications continues to be rigorously 

researched to this day. This part of the history of hypnosis reflects the integration of 

clinical research in the area of hypnotherapy (Elkins, 2014), which is “the use of hypnosis 

in the treatment of a medical or psychological disorder or concern” (Elkins et al., 2015, p. 

6). Throughout the history of hypnosis, its chronicled practitioners used hypnosis to treat 

a variety of symptoms, including toothaches, convulsions, vomiting, fever, congestion, 
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hysteria, pain, rheumatism, and stroke-induced paralysis. Reflective of this historical 

tradition, utilizing hypnosis to alleviate symptoms is still widely practiced to this day.  

  
Modern Hypnosis and Clinical Outcomes 

The modern era has seen a growth in the empirical study of hypnotic 

interventions. Scientifically rigorous studies have established the value of hypnotherapy 

in addressing symptoms and pathology. In regard to physical ailments, hypnotherapy has 

been shown to be of benefit in managing many types of pain. Studies support the use of 

hypnotherapy in reducing cancer-related pain (Elkins, Cheung, Marcus, Palamara, & 

Rajab, 2004; Néron & Stephenson, 2007), migraine headaches (Olness, MacDonald, & 

Uden, 1987), labor-related pain (Brown & Hammond, 2007), and pain related to surgical 

procedures (Elkins et al., 2006). In addition, comprehensive reviews (Patterson & Jensen, 

2003; Elkins, Jensen, & Patterson, 2007) conclude that hypnotherapy can alleviate many 

types of pain and meets the criteria for a “well-established” treatment. In one meta-

analysis investigating the effects of hypnosis for both acute and chronic pain, the results 

suggest that hypnosis has a large effect (d = 0.80) in managing clinical pain 

(Montgomery, DuHamel, & Redd, 2000). Hypnotherapeutic interventions have also 

demonstrated significant symptom reduction in those suffering with irritable bowel 

syndrome (Palsson, Turner, & Whitehead, 2006; Schaefert, Klose, Moser, & Häuser, 

2014). Further, vasomotor symptoms (e.g., hot flashes) have been demonstrated to 

respond well to hypnotherapy, with studies reporting a decrease of hot flash scores 

ranging from 68% to 80% from baseline to endpoint (Elkins et al., 2008; Elkins, Fisher, 

Johnson, Carpenter, & Keith, 2013).  
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 Although hypnosis was born out of a tradition of treating medical problems, 

contemporary research has also shown hypnotherapy to be of benefit in addressing 

psychological concerns. Studies have supported the use of hypnotherapy in reducing 

exam anxiety in undergraduate students (Baker, Ainsworth, Torgerson, & Torgerson, 

2009), anxiety related to medical procedures (Saadat et al., 2006), and stress and anxiety 

in a wide range of clinical and non-clinical populations (Hammond, 2010). In addition to 

stress and anxiety, hypnotherapeutic interventions have been shown to reduce symptoms 

of depressive disorders (Alladin & Alibhai, 2007). In a 2009 meta-analysis of six studies 

exploring hypnosis in the treatment of depressive symptoms, the researchers found a 

medium effect (d = 0.57) of hypnosis on the treatment of depressive symptoms (Shih, 

Yang, & Koo, 2009). More recently, a meta-analysis of six studies evaluating the effects 

of hypnotherapy on symptoms of post-traumatic stress disorder (PTSD) revealed that in 

all studies, hypnotherapy had a positive effect on PTSD symptoms (O’Toole, Solomon, 

& Bergdahl, 2016).  

 Hypnotherapy can either be utilized as a stand-alone treatment or as an adjunct to 

other modalities of psychotherapy. As a primary intervention, hypnotherapy has been 

demonstrated to be effective for a wide range of ailments. The results of a randomized, 

controlled, single-blind trial indicated that postmenopausal women receiving five weekly 

sessions of hypnotherapy showed an average reduction of 74% in hot flash frequency at 

12-week follow-up (Elkins, et al, 2013). The researchers also monitored hot flashes 

physiologically and found a significant reduction of physiologically recorded hot flashes, 

with a 56% reduction from baseline. A secondary outcome of sexual image was also 

investigated in this randomized trial.  The results suggested that five weekly sessions of 
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hypnotic relaxation therapy improved sexual pleasure and discomfort in this sample of 

postmenopausal women (Johnson, Johnson, Barton, & Elkins, 2016). Hypnotherapy as a 

stand-alone treatment has also been demonstrated to be of benefit for anxiety among 

breast cancer survivors (Johnson, Marcus, Hickman, Barton, & Elkins, 2016) and 

smoking cessation (Elkins & Rajab, 2004). In a meta-analysis of 57 randomized 

controlled trials, Flammer and Bongartz (2003) reported a medium effect size (d = .56) 

for those who were treated exclusively by hypnosis compared to those who were either in 

an untreated control group or treated by conventional medical procedures.  

In addition, the literature supports the supplemental use of hypnosis with 

cognitive behavioral therapy (CBT) in the treatment of various medical and 

psychological disorders. Cognitive hypnotherapy refers to an empirically-based approach 

integrating clinical hypnosis with CBT (Alladin & Amundson, 2016). Alladin and 

Alibhai (2007) compared the effects of 16 weeks of CBT alone to a combined approach 

of CBT and hypnotherapy (cognitive hypnotherapy) on depression. The researchers 

found that both groups significantly improved on measures of depression, but the 

cognitive hypnotherapy group produced significantly larger changes on the Beck 

Depression Inventory, Beck Anxiety Inventory, and the Beck Hopelessness Scale, 

compared to the CBT group. Byom and Sapp (2013) compared the effects of three group 

treatments for weight loss; they compared standard CBT, a combined treatment with 

CBT and hypnosis, and a minimal treatment control group focusing on nutrition and 

exercise information. The results of the study indicated that the CBT plus hypnosis group 

outperformed both the CBT alone (d = .28) and the control group (d = .85). In a 

comprehensive review, Elkins, Johnson, and Fisher (2012) summarized the methods of 
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cognitive hypnotherapy for pain management on various pain conditions, including 

cancer pain, back pain, pain related to sickle cell disease, and disability-related chronic 

pain. The authors concluded that there is increasing evidence for the efficacy of cognitive 

hypnotherapy for pain management. Kirsch, Montgomery, and Sapirstein (1995) 

conducted a meta-analysis of 18 studies and found that participants receiving CBT 

supplemented with hypnosis showed greater improvement than at least 70% of 

participants in a nonhypnotic treatment group. In a more recent review by Schoenberger 

(2000), hypnotically augmented CBT was shown to be promising for treating obesity, 

anxiety, and pain.  

Whether as a stand-alone or adjunctive treatment, these findings indicate that 

hypnotherapy is an established and efficacious treatment for reducing symptoms of 

pathology across a variety of medical and psychological conditions. However, health is 

not just the absence of symptoms but also includes the presence of well-being (Keyes, 

2005; World Health Organization, 1948). Focusing on the negative aspects of 

psychological functioning, symptom relief is currently the mainstay of hypnotherapy, as 

well as psychotherapy at large. As an attempt to remedy this imbalance, the field of 

Positive Psychology was formalized in 1998 during Seligman’s presidential address to 

the American Psychological Association (Fowler, Seligman, & Koocher, 1999). 

 
Positive Psychology and Well-Being 

Positive psychology is the scientific study of the positive aspects of psychological 

functioning, and the goal of positive psychology is to enhance well-being (Seligman & 

Csikszentmihalyi, 2000; Seligman, 2012; Gable & Haidt, 2005). The positive psychology 

approach tries to “[understand] the entire breadth of human experience, from loss, 
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suffering, illness, and distress through connection, fulfillment, health, and well-being” 

(Linley, Joseph, Harrington, & Wood, 2006, p. 6). A positive psychological approach to 

therapy would therefore be based on identifying and reinforcing strengths and positive 

traits and experiences. Furthermore, enhancing well-being does not need to come at the 

expense of failing to address pathological symptoms; rather, positive psychology 

encourages a balanced approach, attending to symptoms as well as enhancing well-being 

(Rashid, 2009).  

Despite the increasing interest and proliferation of research regarding well-being, 

the term suffers from a lack of a widely-accepted definition (Jayawickreme, Forgeard, & 

Seligman, 2012). Broadly-speaking, well-being refers to the positive aspects of human 

functioning and has both objective and subjective components (Snyder & Lopez, 2007). 

Objective components related to well-being are measured through indicators such as 

income, grade point average, and physical health. In contrast, subjective components are 

measured by assessing an individual’s evaluation of his or her own life. Therefore, this 

author uses the term subjective well-being to refer to the self-evaluation of affect and 

positive functioning (Keyes, 2003). However, this term, subjective well-being, should not 

be confused with the term as used elsewhere in the literature, in which the term is used to 

refer to a specific understanding of well-being, the hedonic approach.  

The hedonic approach is the first of two conceptual traditions of well-being that 

will be discussed. The hedonic approach emphasizes experiencing positive emotions and 

pleasurable activities (Peterson, Park, & Seligman, 2005) and has two self-evaluative 

components: cognitive and affective (Diener, Suh, Lucas, & Smith, 1999). The cognitive 

component assesses an individual’s overall satisfaction with life (SWL) and the affective 
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component measures the presence of positive affect (PA) and relative absence of negative 

affect (NA) (Diener, 1994). The hedonic approach to well-being, commonly referred to in 

the literature as “subjective well-being,” is arguably the most widely used approach in 

measuring well-being (Jayawickreme et al., 2012). However, there are several limitations 

to solely focusing on the hedonic approach. First, Seligman (2012) points out that the 

hedonic view systematically discriminates against introverts and those who have a 

disposition to low positive mood and, therefore, does not adequately explain or measure 

well-being in those populations. Second, life satisfaction is heavily influenced by present 

mood (Veenhoven, 2006) and may not accurately capture how an individual is, in 

general, satisfied with life. Third, using life satisfaction as a measure of well-being does 

not account for other dimensions of well-being (Jayawickreme et al., 2012).  

The second theoretical approach to well-being can be traced to Aristotle’s (2000; 

as cited in Keyes & Annas, 2009) concept of eudaimonia. The eudaemonic approach 

claims that well-being is cultivated through living a life that is concordant with one’s 

virtues and an ideal sense of self, not merely possessing good feelings (Keyes, 2002; 

Ryff, 1989; Ryff & Singer, 1998; Waterman, 1993). The eudaemonic approach measures 

well-being through psychological well-being (Ryff, 1989) and social well-being (Keyes, 

1998). Psychological well-being is defined as positive functioning characterized by self-

acceptance, personal growth, purpose in life, environmental mastery, autonomy, and 

positive emotions (Ryff & Keyes, 1995). Social well-being is characterized by 

acceptance, actualization, contribution, coherence, and integration with others (Keyes, 

1998). Both Ryff and Keyes describe their respective constructs as “subjective well-
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being” because they are measured through perceptions of functioning (Keyes & Annas, 

2009).  

Further, Keyes (2002; Keyes, 2009; Keyes & Lopez, 2002) has combined the two 

theoretical approaches (i.e., hedonic and eudaemonic) into a multidimensional and 

comprehensive understanding of well-being. Therefore, this author utilizes the term 

subjective well-being, or SWB, to refer to the evaluations of hedonic (i.e., emotional 

well-being) and eudaemonic (i.e., psychological and social well-being) dimensions of 

well-being as presented by Keyes (2002), and does not restrict the term to the hedonic 

understanding of well-being. The multidimensional model of well-being has been 

validated in U.S. adults (Gallagher, Lopez, & Preacher, 2009), college students 

(Robitschek & Keyes, 2009), and adolescents (Keyes, 2006b). 

 
Lack of Well-Being: The Problem and Interventions 

According to Keyes (2002, 2005), less than 20% of American adults report that 

they are experiencing high levels of SWB. As high levels of well-being are associated 

with many desirable outcomes, such as relationship satisfaction (Lyubomirsky, King, & 

Diener, 2005), physical health (Abel & Kruger, 2010), and quality of work performance 

(Wright & Cropanzano, 2000), it is important to identify interventions that can enhance 

well-being. Moreover, low levels of well-being may be associated with a degree of 

psychosocial impairment similar to impairment associated with Major Depressive 

Disorder (Keyes, 2003). Like those experiencing a major depressive episode, individuals 

with low levels of SWB have poor emotional health and limitations in activities of daily 

living (e.g., walking several blocks, carrying groceries, vacuuming). In addition, there is 

evidence that improvements in SWB decrease the likelihood for being diagnosed with a 
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mental disorder in the future (Keyes, 2003); similarly, studies suggest that declines in 

SWB increase the risk of being diagnosed with a mental illness, such as depression, in the 

future (Keyes, 2003; Wood & Joseph, 2010). Therefore, 1) low levels of SWB may be 

just as burdensome as depression, 2) low levels of SWB may be predictive of future 

depressive symptomatology, and 3) high levels of SWB may be protective against future 

depressive symptoms.  

The Architecture of Sustainable Change theory proposes that genetics (50%), 

uncontrollable circumstantial factors (10%), and intentional activity (40%) all contribute 

to SWB (Lyubomirsky, Sheldon, & Schkade, 2005). Positive psychology interventions 

(PPIs) target the domain of intentional activity to enhance SWB. It is important to 

recognize that interventions attempting to solely improve clinical symptoms or deficits, 

rather than promote strengths, are not considered PPIs (Sin & Lyubomirsky, 2009). 

Further, there is growing empirical support for PPIs, ranging from brief exercises to more 

inclusive treatments, such as positive psychotherapy (Seligman, Rashid, & Parks, 2006), 

well-being therapy (Ruini & Fava, 2004), and quality of life therapy (Frisch, 2006).  

Fordyce (1977) investigated whether a “happiness program,” based on the 

literature of the characteristics of individuals who have achieved high levels of well-

being, would have positive effects on happiness and life satisfaction on college students. 

Using data from a prior pilot study, Fordyce developed a happiness program that included 

14 strategies that were previously found to contribute to well-being. The activities 

included: increasing socialization, strengthening your closest relationships, developing an 

outgoing personality, being a better friend, working on a healthy personality, lowering 

expectations, developing optimism, valuing happiness, becoming more active, engaging 
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in meaningful work, getting more organized, developing present-centeredness, and 

limiting worrying.  The results indicated that the group that received the happiness 

program significantly increased their happiness levels higher than those in the 

comparison group.  

Lyubomirsky and colleagues (2005) tested the effects of two PPIs, committing 

acts of kindness and expressing gratitude, on well-being in a non-clinical sample. The 

results suggested that those who engaged in acts of kindness experienced an increase in 

well-being compared to a control group. Similarly, those instructed to think about things 

for which they were grateful reported increases in well-being relative to those in the 

control group.  

Seligman, Steen, Park, and Peterson (2005) evaluated the effects of several PPIs, 

including a gratitude visit, journaling daily about three good things that have happened 

during the day (i.e., three-good-things exercise), and using signature strengths in a new 

way, as identified through the Values-In-Action inventory (VIA; Peterson & Seligman, 

2004).  Results demonstrated that the three-good-things exercise and using signature 

strengths in a new way increased well-being for up to six months, and the gratitude visit 

increased well-being for up to one month.  

In addition to enhancing well-being in non-clinical samples, there is evidence that 

PPIs improve well-being in those with mild to severely depressed individuals. The 

positive psychology interventions used in positive psychotherapy (PPT) involve using 

signature strengths, the three-good-things exercise, writing an obituary or biography, a 

gratitude visit, active-constructive responding, and savoring. Seligman, Rashid, and Parks 

(2006) conducted two studies of PPT with depressed individuals. In the first study, mildly 
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to moderately depressed college students were randomly assigned to either a group-

format of PPT over six weeks (n = 19) or a no-treatment control (n = 21). The results 

indicated that those in the PPT group experienced significant improvements in well-being 

from baseline to posttest, compared to the no-treatment group (d = .30). In the second 

study, students with severe major depressive disorder were randomly assigned to 

individual PPT (n = 11) or treatment as usual (TAU; n = 9). Individual PPT was 

administered with a manualized protocol over 14 sessions that involved utilizing clients’ 

VIA signature strengths, recognizing signature strengths of others, cultivating feelings of 

forgiveness, gratitude, hope, and optimism, learning skills of satisficing, active-

constructive communication and savoring, and discussing how clients would like to be 

remembered. The results indicated that the individuals receiving PPT increased their 

well-being scores more than TAU (d = 1.26). 

 There is strong evidence that PPIs not only enhance SWB but also decrease 

depressive symptomatology. A meta-analysis by Sin and Lyubomirsky (2009) evaluated 

a total of 51 studies of PPIs and their effects on SWB and depressive symptoms. The 

meta-analysis (49 studies) found that PPIs significantly enhance well-being with a mean 

effect size of r = .29 (medium effect). Similarly, the results of the meta-analysis (25 

studies) found that PPIs decrease depressive symptoms with a mean effect size of r = .31 

(medium effect) (Sin & Lyubomirsky, 2009).  

 There are increasing calls for incorporating positive psychological functioning in 

case conceptualization, assessment, and treatment (Rashid & Ostermann, 2009; Wood & 

Tarrier, 2010). In addition, principles of positive psychology have also been incorporated 
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into existing therapies, such as psychodynamic therapy (Summers & Barber, 2012) and 

cognitive therapy (Ingram & Snyder, 2006; Bannink, 2014).  

 
Enhancing Well-Being Through Hypnosis 

Hypnotherapy is a therapeutic modality that could incorporate positive 

psychology approaches. In fact, many authors have proposed the potential for 

hypnotherapy to facilitate well-being (Williamson, 2010; Yapko, 2012; Burns, 2010; 

Guse, 2012; Guse, 2014; Ruysschaert, 2009; Hlywa & Dolan, 2010). Several hypnosis 

scripts have been published to promote well-being and positive functioning (Walters & 

Havens, 1993; Frederick & McNeal, 1999), and several hypnotherapeutic programs and 

strategies have been described. Ruysschaert (2014) described several hypnotic techniques 

to facilitate feelings of happiness, which included suggestions for generating positive 

emotions, reliving meaningful experiences, and being aware of blessings. In addition, 

Yapko (2012) suggested that existing PPIs, such as the three-good-things exercise and 

gratitude visit (Seligman et al., 2005), could be enhanced by being combined with 

hypnosis. Hypnotic interventions have also been proposed for specific populations. For 

example, Ruysschaert (2009) presented ways that self-hypnosis could be used to prevent 

burnout in caregivers and helping professionals. Ruysschaert’s proposals included 

utilizing hypnotic suggestions for increasing resilience and job engagement. Another 

published hypnotherapeutic program outlined ways to enhance well-being in first-time 

mothers, with focus on suggestions for mobilizing inner strengths for the transition to 

motherhood (Guse, Wissing, & Hartman, 2006a).  

Furthermore, several published case studies explore the use of hypnosis to 

facilitate well-being have been published. Fourie and Guse (2011) presented a case study 
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using a strengths-based hypnotherapeutic model for the treatment of childhood sexual 

trauma. The intervention was tailored to the patient and aimed at mobilizing strengths and 

inner resources. At the end of treatment, it was found that the patient’s scores for life 

satisfaction increased from dissatisfied to satisfied and her trauma symptoms had dropped 

below clinical significance. In another case study, Burns (2010) described how he used a 

positive psychology approach to hypnosis to enhance positive experiences and well-being 

in a patient with chronic pain. The patient was also taught self-hypnosis. By the end of 

four sessions, she had reduced the use of her pain medication, and her mood had 

increased.  

As for empirical investigations, a majority of existing studies conflate well-being 

with only the reduction in symptoms. For instance, Willemsen, Haentjens, Roseeuw, and 

Vanderlinden (2011) investigated the effect of hypnosis on well-being in patients with 

alopecia, but they conceptualized well-being as a consequence of a reduction in 

symptoms. Furthermore, Bakke, Purtzer, and Newton (2002) investigated the effect of 

hypnosis on psychological well-being in women diagnosed with breast cancer, but they, 

too, defined well-being as a reduction in negative symptoms (i.e., depression). Another 

study conducted in a population of breast cancer patients undergoing radiotherapy 

demonstrated that a combined intervention of hypnosis and CBT resulted in a decrease in 

negative affect and an increase in positive affect (Schnur et al., 2009), one feature of 

hedonic well-being. However, because the comparison group was neither a hypnosis 

alone nor CBT alone intervention, it is difficult to determine whether hypnosis had a 

significant effect beyond the CBT component of the intervention.  
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To date, only two studies utilize hypnosis to enhance SWB from a positive 

psychology approach. Guse, Wissing, and Hartman (2006b) reported on a six-week 

intervention on postnatal well-being of first-time mothers in South Africa. The authors 

described an intervention based upon positive psychology, developmental psychology, 

Ericksonian hypnosis (Lankton & Matthews, 2010), and ego-state therapy (Watkins, 

1993). The measures of SWB were sense of coherence, positive and negative affect, and 

life satisfaction, whereas the measures of distress were symptoms of psychopathology 

and postpartum depression. The experimental group (n = 23) demonstrated a significant 

improvement on most measures of well-being and depressive symptoms at postnatal 

evaluation, compared to the control group (n = 23). However, as the study did not employ 

complete random assignment, the researchers concluded that the results were not 

generalizable. In addition, the study did not evaluate a well-defined hypnotherapy 

intervention, such as hypnotic relaxation therapy (which will be discussed later).  

Extending the case study on the treatment of childhood sexual abuse, a second 

study described the effects of hypnotherapy on well-being among five adult survivors of 

childhood sexual abuse in South Africa (Guse & Fourie, 2013). The participants 

completed questionnaires evaluating facets of well-being, which included sense of 

coherence, positive and negative affect, and life satisfaction, as well as questionnaires 

evaluating symptoms of pathology and trauma. This study employed a multiple case-

study design, did not have a control group, and the number of sessions varied for each 

participant. While three participants experienced an increase on most measurements of 

well-being, two participants experienced no changes.  Due to small sample size and poor 

methodology, results are likely limited to the participants.  
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Although these two studies show promise for the use of hypnotherapy to facilitate 

well-being, the lack of methodological rigor (i.e., no random assignment, small sample 

size, infidelity in treatment, and a lack of a well-defined hypnotherapeutic intervention) 

makes drawing conclusions a challenge. In addition, both studies used measures that 

primarily assessed only hedonic well-being, a narrow view of SWB. Therefore, the 

potential effectiveness of hypnotherapy on well-being remains largely unknown; there is 

a need for further scientific investigation of the feasibility and potential effects of 

hypnotherapy from a positive psychology approach on well-being. To address this gap in 

the literature, the present study will improve upon the methodology used in the prior two 

studies (i.e., implement a well-defined hypnotherapeutic intervention and a 

comprehensive measure of SWB) to investigate the potential effect of hypnotic relaxation 

therapy to enhance well-being. 

 
Hypnotic Relaxation Therapy 

As was discussed, hypnosis has been shown to be effective in treating a wide 

range of disorders and concerns. Most of the hypnotic interventions studied have utilized 

relaxation in both hypnotic inductions and suggestions. Therefore, Elkins (2014) prefers 

the term hypnotic relaxation, as the term is relatively free from historical controversy and 

remains distinct from other forms of hypnosis, such as stage or entertainment hypnosis. 

Elkins (2014) developed Hypnotic Relaxation Therapy (HRT), a well-defined, evidence-

based model of hypnotherapy that can be used alone or easily be integrated with other 

therapeutic modalities. HRT has been demonstrated as effective in a wide variety of 

applications including pain management (Elkins, Johnson, & Fisher, 2012), anxiety 

reduction (Elkins et al., 2006; Elkins et al., 2008), smoking cessation (Elkins, Marcus, 
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Bates, Rajab, & Cook, 2006), insomnia treatment (Elkins et al., 2008), and treatment of 

post-menopausal symptoms (Elkins, et al., 2008). The following paragraphs describe the 

process, as well as the principles, of HRT.  

 The process of HRT begins with a hypnotic induction, which starts off with a 

focusing of attention. Suggestions for relaxation and eye closure are then given. 

Awareness of physical sensations and an internal reality strengthen, and awareness of 

external reality lessens. This is referred to as a “fading of the generalized reality 

orientation” (Elkins, 2014). After this decrease of peripheral attention occurs, suggestions 

for physical, emotional, and mental relaxation are given. A counting suggestion is usually 

given to deepen the hypnotic relaxation. Following the deepening suggestions, mental 

imagery and suggestions for dissociation are given. The next step of HRT involves 

suggestions aimed toward achieving the therapeutic goals (e.g., migraine reduction). The 

clinician should be sure to reinforce the targeted response or outcome (e.g., “just nod 

your head yes as you notice the comfort across your forehead...very good”). To further 

reinforce the desired outcome, post-hypnotic suggestions are given (e.g., “the comfort 

continues even when you return to conscious alertness”). Post-hypnotic suggestions are 

suggestions that are given while an individual is in a hypnotic state to experience the 

desired outcome after the individual is no longer in hypnosis. The individual is then 

guided out of hypnotic relaxation and into conscious alertness. After verifying alertness, 

discussion of the session should ensue (Elkins, 2014).  

 As outlined in Elkins’ (2014) book Hypnotic Relaxation Therapy: Principles and 

Applications, there are a set of ten principles that ensure that HRT is successfully 

administered. The first four principles deal with the interaction between clinician and 
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client as well as individual differences in hypnotizability. HRT is most effective within a 

positive therapeutic relationship (principle 1) and is aimed at empowering the client 

(principle 2). Because all communication is processed, to varying degrees, within both 

conscious and unconscious awareness, the clinician should be cognizant of 

communication in both the alert and hypnotic state, as it can affect the treatment and 

therapeutic relationship (principle 4). In addition, there are individual differences in 

hypnotizability, and it is helpful to assess hypnotizability with standardized 

measurements to inform treatment (principle 3). Assessing hypnotizability contributes to 

achieving success in hypnotherapy and can provide valuable observations and 

experiences for both the clinician and patient. Hypnotizability is also associated with 

effectiveness of hypnotherapy in several disorders, such as obsessive-compulsive 

disorder, obesity, phobias (Kirsch et al., 1995), hot flashes (Elkins et al., 2011), and pain 

(Patterson & Jensen, 2003).  

Hypnotizability is “an individual’s ability to experience suggested alterations in 

physiology, sensations, emotions, thoughts, or behavior during hypnosis” (Elkins et al., 

2015, p. 6). Hypnotizability is a normally distributed, trait-like variable reflecting the 

capacity to respond to hypnotic suggestions (Lynn, Rhue, & Kirsch, 2010; Piccione, 

Hilgard, & Zimbardo, 1989). In order to properly assess hypnotizability, it is necessary to 

complete a hypnotic induction and then determine the individual’s response to a 

standardized set of suggestions (Elkins, 2014). Hypnotizability is usually measured on a 

scale from 0-12, such as with the Elkins Hypnotizability Scale (EHS; Elkins, 2014) or the 

Stanford Hypnotic Susceptibility Scale-Form C (SHSS-C; Weitzenhoffer & Hilgard, 

1962). Suggestions to measure hypnotizability can be either facilitative or inhibitory 
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among three domains—motor, perceptual, or cognitive (Terhune, 2012). For example, 

arm levitation (motor), positive hallucinations (perceptual), and dissociation (cognitive) 

are facilitative suggestions, while arm heaviness (motor), anosmia (perceptual), and post-

hypnotic amnesia (cognitive) are inhibitory suggestions. Hypnotic suggestions range 

from easier to more difficult, respectively, with most individuals experiencing some 

motor suggestions while only those who are highly hypnotizable experiencing perceptual 

or cognitive hypnotic phenomena. Hypnotizability scales can assess both objective and 

subjective components of the hypnotic behavior. For example, the assessor may note that 

the hypnotized individual’s arm lifted (objective) when suggested that the arm would feel 

light and may also inquire if the arm was experienced as feeling light (subjective). 

The remaining six principles of HRT deal with case formulation and the 

intervention. HRT is informed by the biopsychosocial model (principle 6) (Engel, 1977; 

1980); HRT is integrative and is complementary with other evidence-based interventions 

(principle 7). The sessions are goal-directed (principle 5) and structured, with a move 

toward greater individualization over time (principle 9). To optimize HRT for the client, 

the clinician may use a variety of methods for hypnotic induction, suggestion, and 

facilitating therapeutic experiences (principle 8). HRT can be used to achieve a variety of 

therapeutic goals, such as developing coping skills, relieving symptoms, facilitating 

insight, or preventing relapse (principle 10) (Elkins, 2014). This author contends that a 

fifth therapeutic goal, enhancing well-being, is also compatible with the theoretical 

foundations of HRT, discussed below. 
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Theoretical Foundation for Hypnotic Relaxation Therapy to Enhance Well-Being 

HRT is primarily based on three theoretical components: the conscious and 

unconscious systems of the mind, adaptive dissociation, and social-psychological factors 

(Elkins, 2014). Elkins (2014) proposes that these three processes work in concert to 

achieve a hypnotic state. Within this theoretical framework, there is theoretical support 

for utilizing HRT to enhance well-being. In addition, relaxation is a principal component 

of HRT even though not necessary to achieve a hypnotic state, and will also be discussed.  

HRT engages unconscious processes to facilitate healing. According to Epstein’s 

Cognitive-Experiential Self Theory (Epstein, 1973; 1994; 2003), the unconscious mind is 

an experiential system. It is emotionally driven and processes information quickly and 

effortlessly. The experiential system responds well to information that is presented as 

metaphors, narratives, feelings, images, thoughts, and memories. When information is 

processed by the unconscious system, understanding and change arise from experiences 

and may be slow to change except through repetition or a poignant emotional experience 

(Epstein, 1994). In contrast, the conscious mind is a rational system, which is logically 

driven and assesses information in a deliberate and effortful manner. Information 

processing is influenced by the individual’s own reason and logic. During everyday 

waking consciousness, we are most aware of the conscious/rational system. The 

unconscious and conscious systems are dynamic, each interacting with the other, but 

HRT allows greater access to the unconscious mind. The unconscious mind is seen as 

resourceful, full of strengths, and ready to be mobilized for positive therapeutic change 

(Lankton & Matthews, 2010). In fact, Yapko (2007) credits Milton Erickson with 

recognizing the need to amplify people’s strengths and suggests that hypnosis can be 



25 
 

thought of as the original positive psychology as it “creates an amplified, energized, high-

powered context for people to explore, discover, and use more of their innate abilities” 

(Yapko, 2016).  

Related to, but distinct from, the unconscious mind, dissociation is another 

theoretical aspect of HRT.  In other words, dissociative theories postulate that 

dissociation is an underlying mechanism of hypnotic responding (Woody & Sadler, 

2008). Dissociation is conceptualized on a continuum and is experienced as alteration in 

sensations or a decreased awareness of time and orientation to place. Elkins (2014) 

conceptualizes dissociation as the dial for the depth of a hypnotic state, with more 

dissociation corresponding to a deeper hypnotic state and greater shift to the unconscious 

system. When the patient is in a more dissociative state, more difficult hypnotic 

suggestions (e.g., alterations in sensory perceptions) can be experienced. Therefore, 

dissociation is viewed as adaptive, as opposed to pathological, because it allows for 

greater hypnotic responding (Elkins, 2014).  

Additionally, HRT affirms that social-psychological factors are at play. Social-

cognitive theories emphasize that hypnotic behaviors are the product of a multitude of 

factors, including abilities, attitudes, beliefs, expectancies, self-presentation, and the 

social context in which the behaviors occur (Lynn, Kirsch, & Hallquist, 2008). Kirsch’s 

response expectancy theory (1985, 1991, 1994; as cited in Lynn et al., 2008) states that 

expectancies (e.g., “I believe that I am highly hypnotizable”) can impact experience and 

even generate nonvolitional hypnotic responses. HRT capitalizes on these social-

psychological factors by ensuring that positive expectancies are established through 

several ways. The clinician should interact with the patient in such a way as to instill in 
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the patient confidence in the clinician’s expertise to skillfully administer HRT. It is also 

important to address the patient’s understanding of hypnotherapy and to dispel any 

misconceptions or myths. Likewise, it is also important to be aware of social-

psychological factors at play when communicating messages about well-being. 

As mentioned earlier, relaxation is typically used in hypnotherapy and is a 

principal component of HRT. While suggestions for relaxation are not necessary for 

achieving a hypnotic state, its therapeutic effects help facilitate a number of processes. 

During HRT, suggestions to promote physical, emotional, and mental relaxation are 

given. Physical relaxation refers to a reduction in muscular tension, heart rate, and 

respiration. As the patient achieves physical relaxation, emotional and mental relaxation 

are impacted positively. Emotional and mental relaxation refers to the experience of calm 

feelings and thoughts. When emotionally and mentally relaxed, the therapeutic 

relationship (i.e., principle 1) is enhanced and the shift to the unconscious system more 

readily occurs.  

As discussed above, the positive psychology approach is easily incorporated into 

HRT, and enhancing well-being appears compatible within the theoretical framework of 

HRT. The hypnotic state is an excellent avenue to access and mobilize the strengths of 

the unconscious mind, use adaptive dissociation for greater access to the unconscious, 

influence positive expectancies and perceptions, and induce positive affective states, such 

as emotional relaxation, in order to enhance well-being. As such, hypnotherapy “as a 

vehicle of psychological intervention offers a practical means for actualizing the aims of 

positive psychology” (Yapko, 2012, p. 204) and is “well-suited to facilitate health and 

well-being” (Ruysschaert, 2009, p. 164). Nevertheless, there is a dearth of research 
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evaluating well-being as an outcome in hypnotherapeutic interventions (Guse, 2012; 

Guse & Fourie, 2013). The present study aims to address this gap in the empirical 

literature by investigating the potential effect of using HRT to enhance well-being.  

 
Summary 

Since the beginning of its history, hypnosis has been used for symptom relief and 

has been demonstrated to be effective for a wide-range of physical and psychological 

concerns. However, since the formalization of positive psychology, there has been an 

increased call for interventions to not only attend to clinical symptoms but to also nurture 

people’s strengths and positive functioning. Theoretically, hypnotic relaxation therapy is 

well-suited to this goal, given that the unconscious is seen as a repository of inner 

strengths. However, very few studies have scientifically studied a hypnotic approach 

informed by positive psychology to enhance well-being. Only two studies were 

identified, and both exhibited methodological weaknesses which limited the conclusions 

to the samples that were evaluated and thus were not generalizable. Therefore, the present 

study aims to address this gap in the empirical literature by investigating the potential 

effect of using hypnotic relaxation therapy to enhance well-being. 

 
Aims of the Study 

 
Aim 1: Investigate the impact of HRT on subjective well-being. 

 H1.1: Participants will report significant improvements in subjective  
well-being from baseline to endpoint, as measured by the Mental Health 
Continuum-Short Form. 
 

Aim 2: Investigate the impact of HRT on hedonic well-being. 

H2.1: Participants will report significant improvements in life satisfaction from 
baseline to endpoint, as measured by the Satisfaction with Life Scale.  
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H2.2: Participants will report significant improvements in positive affect from 
baseline to endpoint, as measured by the Positive Affect scale of the Positive and 
Negative Affect Schedule. 
 
H2.3: Participants will report significant decreases in negative affect from 
baseline to endpoint, as measured by the Negative Affect scale of the Positive and 
Negative Affect Schedule. 
 

Aim 3: Investigate the impact of HRT on symptoms of psychological distress.  

H3.1: Participants will report significant decreases in psychological distress from 
baseline to endpoint, as measured by the Psychological Distress Profile.  
 

Aim 4: Explore the satisfaction and adherence of HRT for enhancing subjective well-

being. 

H4.1: A majority of participants will be retained from baseline to intervention 
completion. 
 
H4.2: Satisfaction ratings will be examined for the following: 
 H4.2a: Overall satisfaction 
 H4.2b: Number of sessions 
 H4.2c: Ease of practice 
 
H4.3: Adherence will be assessed through self-reported practice as recorded on 
the practice logs. 
 

Aim 5: Explore the role of hypnotizability as a potential moderator for changes in 

subjective well-being. 

H5.1: Elkins Hypnotizability Scale (EHS) scores will moderate gains in 
subjective well-being among participants who completed HRT. 
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CHAPTER TWO 
 

Methods 
 
 

Participants 
 

As there has not been a well-defined hypnotherapy program for enhancing well-

being, the sample size was estimated using the reported effect size of d = 0.87 from a 

previous study investigating the effects of Fordyce’s (1977) program to increase 

happiness and life satisfaction among college students. Estimated minimum sample size 

was calculated using G*Power (Faul, Erdfelder, Buchner, & Lang, 2009), using an a 

priori two-tailed t-test between two dependent means, an alpha of .05 and power of .80. 

The number was increased to at least 26 in order to account for potential drop-outs. 

Participants were recruited from Baylor University through the use of flyers and 

the online SONA system, a cloud-based participant management system used in 

psychology courses at Baylor. Research credit was awarded upon request through 

Baylor’s SONA system. Prior to recruitment of participants or initiation of the study, 

approval for the study was obtained through the Baylor Institutional Review Board 

(IRB).  

 Interested individuals were invited to be screened through an online Qualtrics 

survey. In order to be eligible for the study, individuals were required to be proficient in 

English, be at least 18 years of age, and self-identify as wanting to enhance their well-

being. Individuals with scores equal to or less than 60 on the Mental Health Continuum-

Short Form (MHC; Keyes, 2005) were included. Individuals with diagnostic indicators or 
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a history of borderline personality disorder or psychosis were excluded from the study 

due to contraindication with hypnosis (Walker, 2016). Other exclusion criteria included 

having a Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001) 

score equal to or greater than 10 and currently undergoing psychological treatment (e.g., 

psychotherapy). Ineligible individuals who scored 10 or higher on the PHQ-9 were given 

a referral and contact information for a professional mental health consultation. 

 
Procedures 

 
Eligible participants were provided informed consent by the researcher at the 

Mind-Body Medicine Research Laboratory at Baylor University. Once informed consent 

was obtained and a study identification number was assigned, participants were asked to 

complete baseline questionnaires, which consisted of a demographics questionnaire, the 

Satisfaction with Life Scale (SWLS; Diener, Emmons, Larsen, & Griffin, 1985), the 

Positive and Negative Affect Schedule (PANAS; Watson, Clark, & Tellegen, 1988), and 

the Psychological Distress Profile (PDP; Elkins & Johnson, 2015a). The baseline 

measure of the Mental Health Continuum-Short Form (MHC-SF; Keyes, 2005) was 

obtained during screening.  

Participants completed five weekly sessions of HRT for enhancing well-being 

(denoted as HRT-WB), lasting between 45 minutes to an hour, at the Mind-Body 

Medicine Research Laboratory at Baylor University. The HRT-WB intervention was 

delivered by this author, a clinician in a doctoral program for clinical psychology who 

had completed at least 40 hours of training in hypnotherapy. Each session included a 

hypnotic induction related to the concept of well-being. At the end of each session, 

participants were provided with an MP3 file with content corresponding to the session 
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and were asked to listen to audio recordings daily and record their home-practice. The 

five audio recordings ranged from 17 to 24 minutes.  

The first session included an introduction to HRT, the concept of well-being, and 

a hypnotic induction for experiencing positive emotions. The second session included a 

hypnotic induction regarding strengths, acceptance, and growth. During the third session, 

self-hypnosis was taught and a hypnotic induction for experiencing feelings of mastery 

and autonomy was conducted. The fourth session consisted of a hypnotic induction on 

positive relationships. The last session included a hypnotic induction regarding purpose 

and meaning in life and a discussion of the end of the intervention. It is noted that 

although the hypnotic inductions followed a standard transcript, participants were 

encouraged to draw from their own memories and preferences for mental imagery 

regarding positive experiences and suggestions. The scripts for the weekly hypnotic 

inductions can be found in Appendix B. 

All participants completed endpoint measures at week six, a week following their 

last in-person hypnotic induction. Endpoint measures contained all baseline 

questionnaires with the addition of a satisfaction rating form. Additionally, the Elkins 

Hypnotizability Scale (EHS; Elkins, 2014) was administered by a trained assessor (i.e., 

the researcher) in order to assess hypnotizability at week six. The EHS was administered 

post-intervention to blind both researcher and participants to hypnotizability during the 

HRT-WB intervention. The HRT-WB intervention and EHS was administered by the 

researcher, who was trained and supervised by a licensed clinical psychologist who 

developed the EHS and is highly experienced in hypnotic relaxation therapy. All 
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participant data were kept in a locked filing cabinet behind a locked office, only 

accessible to the research staff.  

 
Measures 

 
Demographics Questionnaire 

The Demographics Questionnaire is a self-report measure that asks about 

background characteristics about individual participants. The Demographics 

Questionnaire includes questions about the individual’s gender, age, ethnicity, race, 

undergraduate classification, and major. In addition, Borderline Personality Disorder and 

psychosis was evaluated by self-report on this questionnaire. 

 
Mental Health Continuum-Short Form 

The Mental Health Continuum-Short Form (MHC-SF; Keyes, 2005) is a self-

report 14-item scale that operationalizes subjective well-being along a continuum. The 

scale measures the degree of subjective (1) emotional well-being as defined in terms of 

PA/SWL; (2) social well-being as described in Keyes’ (1998) model (one item on each of 

the five facets of social acceptance, social actualization, social contribution, social 

coherence, and social integration); and (3) psychological well-being as described in 

Ryff’s (1989) model (including one item in each of the six dimensions of autonomy, 

environmental mastery, personal growth, positive relations with others, purpose in life 

and self-acceptance). Respondents are required to select the option that best represents 

the frequency with which they experience each symptom of positive mental health. Items 

are rated on a 6-point likert scale from 0 (never) to 5 (every day) and are summed to yield 
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a possible total score ranging from 0 to 70. Higher scores indicate higher levels of 

subjective well-being.  

In addition, Keyes (2006a) has categorized levels of well-being into languishing, 

moderate, and flourishing. To be categorized as experiencing low levels of well-being, or 

languishing, respondents must endorse “never” or “once or twice” on at least one item of 

emotional well-being and at least six items on social well-being and/or psychological 

well-being. To be categorized as experiencing high levels of well-being, or flourishing, 

respondents must endorse “every day” or “almost every day” on at least one item of 

emotional well-being and at least six items on social well-being and/or psychological 

well-being. Respondents who are neither languishing or flourishing are categorized as 

experiencing moderate levels of well-being.  

The MHC-SF has shown excellent internal consistency (> .80) and discriminant 

validity in adolescents and adults in the U.S., in the Netherlands, and in South Africa 

(Keyes, 2005; Keyes et al., 2008; Lamers, Westerhof, Bohlmeijer, ten Klooster, & Keyes, 

2011; Westerhof & Keyes, 2010). For the internal consistency of the subscales, emotional 

well-being was α = .83, psychological well-being was α = .83, and social well-being was 

α = .74 (Lamers et al., 2011). The three factor structure of the MHC-SF— that is, 

emotional, psychological, and social well-being— has been confirmed in college students 

(Robitschek & Keyes, 2009). In this study, internal consistency for the total scale was α = 

.88. For the subscales, emotional well-being was α = .80, psychological well-being was α 

= .85, and social well-being was α = .68. Although the Cronbach’s alpha for social well-

being was lower than the established .70 cutoff set by Nunnally (1978), examination of 

the corrected item-total correlations revealed all items to be moderately correlated. 
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Satisfaction with Life Scale 

Life satisfaction, the cognitive component of hedonic well-being, was assessed 

using the Satisfaction with Life Scale (SWLS; Diener et al., 1985). The SWLS is a 

widely used self-report measure of life satisfaction that includes five statements about 

general life quality. Respondents rate their agreement with each statement on a 7-point 

likert scale. The summation of scores results in a higher score indicating greater life 

satisfaction. Cronbach’s alpha of the SWLS has ranged from .78 to .92 in previous 

research (Diener et al., 1985; Kaczmarek, Bujacz, & Eid, 2015). In this study, Cronbach’s 

alpha was measured to be .77. Validity of the scale is supported through positive 

correlations with other measures of well-being and negative correlations with negative 

emotions and clinical symptoms (Diener et al., 1985; Kaczmarek et al., 2015). 

 
Positive and Negative Affect Schedule 

Positive and negative affect was measured using the Positive and Negative Affect 

Schedule (PANAS; Watson et al., 1988). The PANAS is a well-established 20-item scale 

that assesses the experience of positive and negative emotions. The Positive Affect (PA) 

subscale includes 10 positive emotions, such as “enthusiastic” and “inspired,” whereas 

the Negative Affect (NA) subscale includes 10 negative emotions, such as “nervous” and 

“distressed.” Respondents rate the extent to which they have experienced each emotion 

during the past week on a 5-point scale, and a total score is calculated for each subscale. 

Cronbach’s alphas have been found to range from .84 to .90 for the two subscales 

(Watson et al., 1988). In this study, the Cronbach’s alphas for the PA subscale and NA 

subscale have been found to be .88 and .81, respectively. Validity has been established 

through positive correlations between NA and measures of depressive symptoms and 
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through negative correlations between PA and distress indicators (Rush & Hofer, 2014; 

Watson et al., 1988).  

 
Psychological Distress Profile 

Psychological distress was measured by the Psychological Distress Profile (PDP; 

Elkins & Johnson, 2015a). The PDP is a 20-item self-report measure that assesses 

distress through symptoms of anxiety, depression, hopelessness, and anger. Respondents 

rate each item based on how they feel currently on a 5-point scale. Subscale scores are 

obtained by summing corresponding scale items, with each scale ranging from 5 to 25. A 

single total score may be computed by summing all items. Scale scores and the single 

total score can be translated into standardized T-scores. The PDP has demonstrated alpha 

coefficients ranging from .87 to .95 and has also demonstrated convergent and divergent 

validity (Elkins & Johnson, 2015b). In this study, alpha coefficients ranged from .78 to 

.93. However, it is noted that one item from the anger subscale (i.e., item four) was 

removed from the reliability calculations due to zero variance.  

 
Elkins Hypnotizability Scale 

Hypnotizability was measured using the Elkins Hypnotizability Scale (EHS; 

Elkins, 2014). The EHS is a brief measure of hypnotizability which includes a hypnotic 

induction and takes approximately 20-30 minutes to administer by a trained assessor. The 

participant is induced using suggestions for relaxation and then guided through a number 

of hypnotic suggestions. Items range from simple (motor responses) to difficult (post-

hypnotic amnesia) including inhibitory motor response (arm heaviness), facilitative motor 

responses (arm levitation), facilitative cognitive responses (imagery involvement and 
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dissociation), facilitative perceptual responses (olfactory hallucination; visual 

hallucination), and inhibitory cognitive responses (post-hypnotic amnesia). Responses are 

scored based on subjective experience of the participant and observation by the assessor, 

with the total score ranging from 0-12. The EHS score can be categorized into low 

(scores of 0-3), medium (scores of 4-7), high (scores of 8-11), and very high (score of 12) 

hypnotizability. The EHS correlates with the Stanford Hypnotizability Scale, Form C 

(Weitzenhoffer & Hilgard, 1962) at an r = .82 level and has good test-retest reliability 

(.93), as well as showing good internal consistency (.85) (Elkins, Fisher, & Johnson, 

2012; Elkins, 2014; Elkins, Marcus, & Rascoe, 2003). In this study, the EHS was found 

to have an internal consistency of .70.  

 
Home Practice Log 

To investigate adherence, participants were given a practice log in order to record 

the frequency of practice over the course of the five-week intervention. A new, blank log 

was provided each week. 

 
Satisfaction with the Program 

Participants’ satisfaction with the HRT-WB program was measured. Participants 

were asked to rate their satisfaction with the program on a scale of 0 (completely 

dissatisfied) to 10 (completely satisfied). Participants were also asked to rate their 

satisfaction with regard to number of sessions and ease of practice. In addition, 

qualitative information was collected. Participants reported what they liked and did not 

like about the intervention, as well as their overall impression. If a participant decided to 

withdraw, reason for dropout was also obtained. 
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Data Analysis 
 

Descriptive analyses were first computed in the Statistical Package for Social 

Studies (SPSS) version 25 to describe the study sample. Before running any statistical 

tests, outliers, normality, and other assumptions were assessed to determine the method 

and appropriateness of tests for the a priori hypotheses. To determine the effects of the 

HRT-WB intervention on the study outcome measures, analyses were conducted to test 

for pre-intervention to post-intervention changes in outcome. For each outcome, baseline 

to endpoint effect sizes were computed. Given the relatively small sample size, Hedge’s 

g, a more conservative measure of effect size than Cohen’s d, was used to determine the 

magnitude of change observed for each outcome variable. Hedge’s g utilizes the same 

conventional thresholds as Cohen’s d, with 0.2 representing a small effect, 0.5 

representing a medium effect, and 0.8 representing a large effect. 

To control for the effect of multiplicity, the False Discovery Rate procedure 

developed by Benjamini and Hochberg (FDR-BH; Benjamini & Hochberg, 1995; 

Benjamini, Drai, Elmer, Kafkafi, & Golani, 2001) was used. While the commonly used 

Bonferroni correction is more conservative than the FDR-BH procedure, it is often 

criticized for being overly conservative, which increases the possibility of a type II error, 

(i.e., a failure to reject a null hypothesis that is actually false). Utilizing the Bonferroni 

correction for the current set of hypotheses, the significance threshold would be set at α = 

.004 for the 12 tests involved in the aims, which include subscale analyses. Although 

some of the changes are statistically reliable enough to meet this threshold, the possibility 

of producing false negatives was judged to be too high. Ultimately, the FDR-BH 

procedure was chosen to control for the effect of multiplicity while not being overly 
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conservative. Using the procedure outlined in Benjamini et al., (2001) and controlling the 

false discovery rate at .05, the critical p-value is .038 for the 12 statistical tests. It is noted 

that controlling for the false discovery rate in multiple hypotheses testing does not impact 

the calculation for effect size. 

 
Aim 1 

(H1.1) A dependent t-test (also called the paired t-test or paired-samples t-test) 

was used to compare the differences in SWB, as measured by the MHC-SF, from 

baseline to endpoint. It is hypothesized that there will be a significant increase in MHC-

SF scores from baseline to endpoint.   

 
Aim 2 

(H2.1-3) Three separate dependent t-tests were conducted to compare the 

differences in hedonic well-being, as measured by the SWLS, PA subscale of the 

PANAS, and NA subscale of the PANAS, from baseline to endpoint. It is hypothesized 

that there will be a significant increase in SWLS scores and PA scores from baseline to 

endpoint. For the NA scores, it is hypothesized that there will be a significant decrease 

from baseline to endpoint. 

 
Aim 3 

(H3.1) A dependent t-test was used to compare differences in symptoms of 

psychological distress, as measured by the PDP, from baseline to endpoint. It is 

hypothesized that there will be a significant decrease in PDP scores from baseline to 

endpoint. 
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Aim 4 

(H4.1) Attrition will be judged by calculating the dropout rate. It is hypothesized 

that a majority of participants will be retained. (H4.2a-c) Satisfaction will be weighed in 

terms of participants’ rating of the program, with satisfaction scores of 6 or greater (on a 

scale of 0-10, with 0 being completely dissatisfied and 10 being completely satisfied) 

deemed satisfactory. These same ratings will be collected for overall satisfaction, as well 

as satisfaction regarding the number of sessions, and ease of practice. A one-sample t-test 

was conducted for each of the satisfaction ratings, and was hypothesized that the 

satisfaction ratings will be significantly greater than a score of six. (H4.3) Adherence will 

be assessed through self-reported practice, as measured on the home practice logs. It is 

hypothesized that adherence to home practice will be at least 50%.  

 
Aim 5 

(H5.1) An analysis will be conducted to evaluate the hypothesis that 

hypnotizability is a moderator for changes in SWB, using the PROCESS macro program 

for SPSS (Hayes, 2018). Instructions on how to install and implement PROCESS can be 

found in Hayes (2018). Support for a moderating effect of hypnotizability would require 

that the interaction term contribute a significant amount of variance to the prediction of 

the criterion variable. An alpha level of .05 was used to determine whether an effect was 

statistically significant. Baseline MHC-SF score and EHS score will be simultaneously 

entered as predictors, with endpoint MHC-SF score entered as the dependent variable. 
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CHAPTER THREE 
 

Results 
 
 

Sample Description 
 

As shown in Figure 3.1, a total of 66 individuals were screened. Of the 66, 26 

were ineligible and 40 were eligible. Of the 26 that were ineligible, 12 individuals scored 

above the cutoff on the PHQ-9, 10 individuals scored above the cutoff on the MHC-SF, 

one individual was currently undergoing psychotherapy, two individuals scored above the 

cutoff on the PHQ-9 and were also in therapy, and one individual reported having been 

diagnosed with Borderline Personality Disorder and reported that she was currently 

receiving psychological treatment. Of the 40 individuals that were deemed to be eligible 

after screening, a total of 27 participants were enrolled in the study. 

Regarding study demographics (see Table 3.1), participants included 19 females 

(70%) and eight males (30%), with the majority of participants being 18 years of age and 

classified as freshmen (59%). In terms of race, 19 identified as Caucasian (70%), three 

Asian (11%), three African-American (11%), one identified with more than one race 

(4%), and one marked “unknown/other” (4%). Regarding ethnicity, three participants 

identified as Hispanic/Latino (11%).  
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Figure 3.1. Study flow chart. Note. PHQ-9 = Patient Health Questionnaire-9, MHC-SF = 
Mental Health Continuum-Short Form, BPD = Borderline Personality Disorder, and  
EHS = Elkins Hypnotizability Scale. 
 

 

 

 
 
 

 
 
 
 

 
 
 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 

66 individuals screened 

40 eligible 

27 enrolled, completed 
baseline measures 

24 completed five weeks of 
HRT-WB, endpoint measures, 

and EHS 

26 ineligible 
     12 PHQ-9 ≥ 10 
     10 MHC-SF > 60 
     2 PHQ-9 ≥ 10 & therapy 
     1 therapy 
     1 BPD & therapy 

8 no longer interested 
5 did not schedule baseline 

3 dropped-out 
     after visit 1  
     after visit 2 
     after visit 4 
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Table 3.1 

Descriptive Characteristics of Study Participants, N = 27 

Characteristics Sample Values 
Sex; n (%) 
   Female 
   Male 

 
19 (70.4%) 
8 (29.6%) 

Age (years) 
   Mean (SD) 
   Range 

 
18.6 (0.88) 
18-21 

Race; n (%) 
   Caucasian 
   African-American 
   Asian-American 
   More than one race 
   Unknown/Other 

 
19 (70.4%) 
3 (11.1%) 
3 (11.1%) 
1 (3.7%) 
1 (3.7%) 

Ethnicity; n (%) 
   Hispanic/Latino 

 
3 (11.1%) 

Classification; n (%) 
   Freshman 
   Sophomore 
   Junior 
   Senior 

 
16 (59.3%) 
8 (29.6%) 
2 (7.4%) 
1 (3.7%) 

 

Aim 1: HRT-WB Impact on Subjective Well-Being 
 

For the MHC-SF, three outliers were detected that were more than 1.5 box-

lengths from the edge of the box in a boxplot. However, inspection of their values did not 

reveal them to be extreme and they were kept in the analysis. The assumption of 

normality was not violated, as assessed by the Shapiro-Wilk’s test (p = .110), skewness 

(0.65, SE = .47), and kurtosis (0.37, SE = .92). A paired-samples t-test was performed to 

determine whether there were changes in subjective well-being from baseline to endpoint 

after a five-week hypnotherapeutic intervention. Results suggest that HRT-WB 

significantly improved participants’ subjective well-being as measured by the MHC-SF, 

with a statistically significant mean increase of 7.42 points, 95% CI [3.46, 11.38], t(23) = 
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3.87, p = .001. The magnitude of the improvement was g = 0.77, a medium effect. 

Although not a part of the original aims, descriptives were computed for the various 

levels of well-being for baseline and endpoint. Of the participants enrolled at the 

beginning of the study, 14 (52%) were categorized as experiencing moderate well-being 

and 13 (48%) were categorized as flourishing. By the end of the study, 7 (29%) and 17 

(71%) of the participants who completed the HRT-WB intervention were categorized as 

moderate and flourishing, respectively. Further evaluation of the MHC-SF categories 

from baseline to endpoint of those that completed HRT-WB (n = 24)  revealed that 2 

(8%) participants went from the flourishing to the moderate category, 15 (63%) 

maintained their category, and 7 (29%) went from the moderate to the flourishing 

category.  

The subscales of the MHC-SF, which include emotional well-being, social well-

being, and psychological well-being, were evaluated with paired-samples t-tests. 

Participants experienced an improvement in social well-being, with a statistically 

significant mean increase of 3.21 points, 95% CI [1.61, 4.81], t(23) = 4.15, p < .001,  g = 

0.83. Participants also experienced an improvement in psychological well-being, with a 

statistically significant increase of 3.33 points, 95% CI [1.03, 5.63], t(23) = 3.00, p = 

.006, g = 0.68. Regarding emotional well-being, participants did not experience a 

statistically significant change in scores from baseline to endpoint, M = 0.88, 95% CI [-

0.08, 1.83], t(23) = 1.89, p = .072, g = 0.32. Overall, the results support the hypothesis 

that HRT-WB significantly improves subjective well-being. Correcting for multiple 

hypothesis tests did not impact the statistical findings for the MHC-SF. 
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Aim 2: HRT-WB Impact on Hedonic Well-Being 
 

To specifically evaluate the hedonic component of subjective well-being, 

dependent t-tests were performed to determine whether there were improvements in life 

satisfaction, positive affect, and negative affect. The outliers detected in the Satisfaction 

with Life Scale and Positive Affect subscale of the PANAS were not extreme and were 

therefore kept in the analysis. There were no outliers for the Negative Affect subscale of 

the PANAS. While the differences between the baseline and endpoint scores for the 

SWLS and NA subscale were approximately normally distributed, the difference scores 

for the PA subscale were not normally distributed. Since the PA subscale did not meet 

assumptions of normality when assessed by the Shapiro-Wilk’s test (p = .004) and by 

skewness (1.65, SE = .47) and kurtosis (4.68, SE = .92), a logarithmic transformation was 

applied to the PA subscale data. Normality was reassessed on the transformed data and 

was found to be normally distributed as assessed by the Shapiro Wilk’s test (p = 0.221) 

and skewness of -.81 (SE = .47) and kurtosis of 1.33 (SE = .92). Test comparisons reveal 

that both the t-tests on the non-transformed and transformed data suggest that HRT-WB 

had a significant effect on positive affect from baseline to endpoint. As the test 

comparisons reached similar conclusions and the t-test is fairly robust to deviations of 

normality (Cohen, 1969; Boneau, 1960), the results using the original, non-transformed 

data will be reported below to preserve the original scaling.  

Participants reported improvements in life satisfaction post-intervention compared 

to pre-intervention, with a statistically significant mean increase of 3.58 points, 95% CI 

[2.03, 5.14], t(23) = 4.77, p < .001. Participants also reported improvements in positive 

affect post-intervention compared to pre-intervention, with a statistically significant mean 



45 
 

increase of 4.17 points, 95% CI [1.97, 6.36], t(23) = 3.92, p = .001. Regarding negative 

affect, participants reported decreases in negative affect post-intervention compared to 

pre-intervention, with a statistically significant mean decrease of -4.67 points, 95% CI [-

7.39, -1.94], t(23) = -3.54, p = .002. Given that all three components of hedonic well-

being were significantly improved from baseline to endpoint, the results support the 

hypotheses that HRT-WB increases life satisfaction (g = 0.87, large effect) and positive 

affect (g = 0.66, medium effect), and decrease negative affect (g = 0.86, large effect). 

Correcting for multiple hypothesis tests did not impact the statistical findings for hedonic 

well-being.  

 
Aim 3: HRT-WB Impact on Psychological Distress 

 
The third aim of this study was to investigate the impact of HRT-WB on 

symptoms of psychological distress, as measured by the PDP. For the total PDP score, 

there were no outliers in the data and the differences between the baseline and endpoint 

scores were approximately normally distributed. Compared to pre-intervention scores, 

psychological distress was significantly reduced at post-intervention, with a statistically 

significant reduction of -8.29 points, 95% CI [-13.08, -3.50], t(23) = -3.58, p = .002, g = 

0.74.  

Evaluating the subscales of the PDP showed anxiety (t(23) = -4.27, p < .001) and 

hopelessness (t(23) = -3.12, p = .005) were significantly improved with large (g = 0.90) 

and medium (g = 0.71) effects, respectively, but changes in depression (t(23) = -2.06, p = 

.051, g = 0.48) and anger (t(23) = -1.57, p = .131, g = 0.32) were not statistically 

significant in this study sample. Controlling for multiple hypothesis testing did not 
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impact the statistical results for psychological distress. To see a summary table of pre-

post comparisons for aims 1-3, please refer to Appendix C. 

 
Aim 4: HRT-WB Satisfaction and Adherence 

 
Of the 27 enrolled, 24 participants completed the entirety of the study (89% 

retention rate) and three participants were considered drop-outs (11% drop-out rate). Two 

participants responded they did not wish to continue the study due to time constraints and 

one participant did not respond to attempts to identify reason for drop-out. With respect 

to retention, the high rate of completion supports the hypothesis that the majority of 

participants would complete the HRT-WB intervention. While it is important to note that 

most of the students (26 out of 27) participated for research credits, the high retention rate 

suggests that HRT-WB is a pleasant and feasible intervention, with possibly a low drop-

out rate. 

Regarding participant satisfaction for the HRT-WB intervention, the descriptive 

statistics reported in Table 3.2 indicate that participants were highly satisfied with the 

study. The anchors of the satisfaction ratings were 0 (completely dissatisfied) and 10 

(completely satisfied). Evaluating the satisfaction ratings with one-sample t-tests, results 

suggest participants were satisfied with the number of sessions t(23) = 16.14, p < .001, 

ease of practice t(23) = 11.43, p < .001, and their overall experience with the HRT-WB 

intervention t(23) = 9.71, p < .001.   
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Table 3.2 

Intervention Satisfaction, n =24 

Satisfaction Measure Minimum Maximum Mean (SD) 
Overall Satisfaction 6 10 8.71 (1.37)* 
Number of Sessions 7 10 9.29 (1.00)* 
Ease of Practice 6 10 9.00 (1.29)* 

Note. Satisfaction ratings were on a scale of 0 (completely dissatisfied) to 10 (completely satisfied). 
       *p < .001 
 
 

Regarding adherence to home practice, the participants were encouraged to 

practice daily with the audio recordings. In addition, starting from week three, the 

participants were asked to also practice self-hypnosis without the audio recording. On 

average, participants practiced 4.8 to 7.2 times each week with the audio recording and 

6.72 to 8.5 times without the audio recording from weeks three to five. The frequency of 

practice denoted in Table 3.3 does not include the weekly in-person hypnotic inductions. 

As participants were asked to practice daily (i.e., seven times per week), the mean 

practice of 6.05 times per week reflects an 86% adherence rate for the home practice with 

the audio recording, with better compliance with the non-audio recording practice. On 

average, participants practiced slightly more without the audio recording (M = 7.45, SD = 

4.16) than with the audio recording (M = 6.05, SD = 2.73), t(195) = -2.85, p = .005. This 

difference is most likely due to the brief and flexible nature of the self-hypnosis without 

the audio recording as the practice sessions could be as short as three minutes, compared 

to approximately 20 minutes with the audio recording. 
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Table 3.3 

Home Practice 

Home Practice Minimum Maximum Mean (SD) n 
Week 1 
   With audio 

 
0 

 
19 

 
6.38 (3.42) 

 
26 

Week 2 
   With audio 

 
4 

 
20 

 
7.20 (2.97) 

 
25 

Week 3 
   With audio 
   Without audio 

 
1 
3 

 
7 
13 

 
4.80 (2.24) 
6.72 (2.57) 

 
25 
25 

Week 4 
   With audio 
   Without audio 

 
2 
2 

 
8 
35 

 
5.88 (1.42) 
8.50 (6.11) 

 
24 
24 

Week 5  
   With audio 
   Without audio 

 
2 
0 

 
21 
21 

 
6.00 (3.61) 
7.13 (3.80) 

 
24 
24 

Mean (SD) 
   With audio 
   Without audio 

 
1.80 
1.67 

 
15 
23 

 
6.05 (2.73) 
7.45 (4.16) 

 

 
 
 

Aim 5: Hypnotizability as a Potential Moderator 
 

As noted in procedures, hypnotizability was assessed post-intervention so that the 

findings could not influence the researcher and the participants’ hypnotherapeutic 

responses during the HRT-WB intervention. Therefore, for clarity, hypnotizability will be 

referred to as “post-hypnotizability” as appropriate when discussing results. Although the 

total EHS score was used in this analysis, those who completed the HRT-WB 

intervention (n = 24) scored within the following hypnotizability categories: two 

participants scored as low hypnotizables, 10 scored as medium hypnotizables, and 12 

scored as high hypnotizables; the sample included no very high hypnotizables. The 

average EHS score in this study was 7.13 (SD = 2.21).  
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To examine whether post-hypnotizability moderated the effects of baseline MHC-

SF scores on endpoint MHC-SF scores after the HRT-WB intervention, a simple 

moderation analysis was conducted (Model 1) using the PROCESS macro package 

(Hayes, 2018) for SPSS.  Data were checked for outliers and assumptions of regression, 

and all assumptions were met. To control for multicollinearity, the predictors, baseline 

MHC-SF score and EHS score, were mean-centered, and were entered as the independent 

variable and as the moderator, respectively. Endpoint MHC-SF score was entered as the 

dependent variable. The PROCESS package created an interaction term as the product of 

the mean-centered predictor variables. The overall model was significant F(3, 20) = 3.97, 

p = .023, R2 = .37, but the addition of the interaction was a non-significant change above 

the main effects, F(1, 20) = 2.64, p = .12, Δ R2 = .08. In this analysis, only baseline 

MHC-SF scores significantly and positively predicted endpoint MHC-SF scores, b = .40, 

t(20) = 2.59, p = .018. Therefore, post-hypnotizability, as measured by the EHS, was not 

found to moderate changes in subjective well-being in this study. 
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CHAPTER FOUR 
 

Discussion 
 
 

Because a hypnotherapy intervention to enhance well-being was specifically 

developed for this study, the fourth aim regarding the satisfaction and adherence of HRT-

WB will be discussed first. Based on the results of this study, rates were high for 

retention (89%), satisfaction, and adherence to home-practice. Taken together, the results 

of the fourth aim suggest that HRT-WB may be a feasible intervention for college 

students. However, these results should be interpreted with caution as the characteristics 

of the study sample may have unduly influenced the reported rates. For example, the 

majority of participants requested research credits and participants may have been 

motivated to complete the study to meet course requirements. This characteristic 

notwithstanding, participants appeared to be highly satisfied with the number of sessions, 

with the ease of home-practice, and with the intervention overall. Although not 

definitively verifiable, the rate of adherence to the recommendation of daily practice (i.e., 

seven times per week) with the audio recording was relatively high according to the 

practice logs; on average, participants practiced self-hypnosis with the audio recordings 

approximately six times a week. Moreover, compliance was slightly higher for the self-

hypnosis without the audio recording, with participants practicing self-hypnosis 

approximately seven times a week. Considering practice sessions without the audio 

recording could be as short as three minutes, compared to the 20 minutes typical of a 
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practice session with the audio recording, this difference in compliance is most likely due 

to the more brief and flexible nature of the practice without the audio recording. 

As compliance with homework has been empirically demonstrated to be a 

predictor of treatment success in cognitive-behavioral interventions (e.g., Rees, McEvoy, 

& Nathan, 2005, Mausbach, Moore, Roesch, Cardenas, & Patterson, 2010) and can often 

be a challenge, an intervention that reliably produces a high homework compliance rate 

would be particularly helpful. Although little research has been conducted on the 

correlation between homework compliance and treatment outcomes in hypnotherapy, the 

results of this study suggest that the home-practice of HRT-WB may be pleasant and 

positively reinforcing enough for individuals to complete it on a daily basis.  

One of the objectives of this study was to investigate the potential effect of a 

hypnotherapeutic intervention from a positive psychology approach on well-being. 

Regarding the first aim, which was to investigate the impact of HRT-WB on subjective 

well-being, the results support that HRT-WB may enhance overall well-being. Inspecting 

the subscales of the MHC-SF, the results suggest that HRT-WB may be particularly 

beneficial for social and psychological well-being, the two aspects of eudaemonic well-

being. Although changes in emotional well-being, which is characterized on the MHC-SF 

by feelings of happiness and interest in and satisfaction with life, were not statistically 

significant in this sample (p = .072), the effect size of g = 0.38 suggests that a significant 

effect might have been detected with a larger sample size.   

Furthermore, investigating the descriptive levels of well-being as defined by 

Keyes (2006a), 52% of the participants were categorized as experiencing moderate levels 

of well-being and 48% were categorized as experiencing high levels of well-being, or 
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flourishing, at baseline. No participants met the criteria for low levels of well-being, or 

languishing, though this absence may be attributable to the study’s selection criteria; the 

study screened out those who reported experiencing moderate to severe symptoms of 

depression, thus excluding individuals who are most likely to experience low levels of 

well-being. By the end of this study, 71% of the participants who completed the HRT-

WB intervention were categorized as experiencing high levels of well-being. The 

frequency of well-being categories at baseline are similar to the percentages reported by 

Keyes et al. (2012) for a college sample (N = 5689) with 51.8% categorized as 

flourishing, 44.6% moderate, and 3.6% languishing.  

The same study (Keyes et al., 2012), suggests that well-being in conjunction with 

psychological disorder screening predicts suicidal behavior and impairment of academic 

performance. The study found that students with the highest levels of well-being had the 

lowest levels of suicidal behaviors and lowest levels of academic impairment, while 

students with the lowest levels of well-being had the highest levels of suicidal behaviors 

and highest levels of academic impairment. This pattern was found in both samples of 

students who did, and did not, screen positive for a psychological disorder. Therefore, 

one of the clinical implications of HRT-WB may be its utility as a preventative 

intervention for the general student population or those with higher risk of suicidal 

behavior or poor academic performance (e.g., students experiencing low levels of well-

being).  

The second aim of the study was to evaluate HRT-WB’s impact on hedonic well-

being, which is commonly assessed through overall satisfaction with life and experiences 

of positive and negative emotions. Consistent with the hypotheses, HRT-WB had a 
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beneficial impact on life satisfaction, positive affect, and negative affect. Although the 

results of HRT-WB on hedonic well-being are not surprising, at first blush this seems to 

contradict the non-significant finding for the emotional well-being subscale on the MHC-

SF discussed above. Several factors may be at-play. The small number of items on the 

MHC-SF emotional well-being subscale (i.e., three items) and the wider sampling of both 

positive and negative emotions on the PANAS may be contributing to the discrepant 

results between the two measurements of hedonic well-being. Considering the positive 

effects of HRT-WB on eudaemonic and hedonic well-being, HRT-WB may potentially 

be a beneficial intervention for improving affect, personal functioning, and functioning 

within a community.   

The third aim of the study was to explore the impact of HRT-WB on 

psychological distress. Consistent with the hypothesis, participants reported a significant 

reduction in overall psychological distress from baseline to endpoint. Examining the 

subscales of the PDP, the largest impact appeared to be in the areas of anxiety and 

hopelessness. Although impact on the depression subscale was not statistically 

significant, the effect size of g = .48 suggests that the effect on depression may exist but 

that the study was underpowered. The same may be true for anger (g = .32). It is also 

possible that screening out individuals who were experiencing moderate to severe levels 

of depressive symptoms influenced the results. While the HRT-WB intervention was 

designed to primarily enhance subjective well-being, these findings suggest that HRT-

WB may not only have positive effects on well-being but may also improve symptoms of 

psychological distress, especially in the areas of anxiety and hopelessness, even in non-
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clinical samples. This is consistent with the body of research on PPIs (Sin & 

Lyubomirsky, 2009). 

The fifth aim of the study was to investigate whether improvements in subjective 

well-being were associated with hypnotizability, which was measured post-intervention 

in this study. Although it is well-supported that hypnotizability plays a role in treatment 

outcomes following a hypnotherapy intervention (e.g., Jensen et al., 2016; Milling, 

Shores, Coursen, Menario, & Farris, 2007; Elkins et al., 2011), the results of this study 

did not bear out that subjective well-being was moderated by hypnotizability. In other 

words, hypnotizability did not predict which individuals would benefit more or less from 

the HRT-WB intervention.  

A possible explanation for the non-significant result could be due to the timing of 

the hypnotizability assessment. Although it was decided that the EHS would be 

administered post-intervention to blind both participant and clinician from hypnotic 

ability and therefore limit any consequent response bias during the intervention, it is 

possible that the effect happened in the reverse—the HRT-WB intervention and 

outcomes influenced the hypnotizability measurement. In fact, the mean EHS score in 

this study was higher relative to EHS data for college students published in Kekecs, 

Bowers, Johnson, Kendrick, and Elkins (2016). Because the EHS was administered post-

intervention in this study, it is possible that participants’ experience of the five-week 

hypnotic intervention inflated the hypnotizability scores due to a combination of 

therapeutic alliance, a practice effect, and pressure to satisfy congruence between 

perceived benefit and hypnotizability, a context effect (e.g., “If I experienced an 

improvement in well-being, I must be highly hypnotizable.”). While it cannot be tested in 
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this study because no measurement of pre-intervention hypnotizability was made, extant 

research suggests that hypnotizability can indeed be increased through training and 

practice (Holroyd, 1996).  

With that said, the majority of participants experienced benefits following the 

five-week HRT-WB intervention irrespective of their level of hypnotizability. Moreover, 

according to a meta-analysis conducted by Montgomery, Schnur, and David (2011) the 

relationship between hypnotizability and hypnotic intervention outcomes in clinical 

settings is statistically significant but is relatively small and may not be critical in 

predicting treatment success, especially given the robust evidence that a majority of 

individuals benefit from hypnotic interventions regardless of their hypnotizability level 

(Schnur, Kafer, Marcus, & Montgomery, 2008). 

 
Limitations 

 
Despite the promise shown by the study results, these are preliminary results first 

and foremost. The current study has important limitations that should be taken into 

account when considering the findings and implications of this study. The identified 

limitations can be broadly grouped into four categories: (1) study design, (2) 

characteristics of the study sample, (3) role of the researcher, and (4) sample size. Given 

the lack of research on hypnotherapeutic interventions from a positive psychology 

approach, the current study was primarily exploratory, with the intention to lay the 

groundwork for future studies. 

Regarding study design, the current study employed a single-arm design and did 

not have a control group. Therefore, it is difficult to rule out the passage of time or non-

specific effects, such as clinician attention and participant expectancies, regarding the 
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changes observed in the study. Given this, the results of this study need to be interpreted 

cautiously and conservatively, with the understanding that the results are promising but 

further study comparing HRT-WB to an attention control group can help verify the 

results from this study. 

Another limitation of the study involved the characteristics of the study sample. 

The sample was predominantly Caucasian (70%), female (70%), college freshmen (59%), 

and students participating for research credit. Although the study results may serve as 

preliminary support in a college population, the relative homogeneity of this sample 

limits the generalizability of the results, and the potential effects of HRT-WB in more 

diverse populations is unknown. Additionally, the study sample did not include 

participants who met the criteria for the lowest levels of well-being, or languishing. 

Although the range for the MHC-SF for this sample was relatively wide, all participants 

were classified either in the moderate or high levels of well-being at baseline. Therefore, 

it is unknown whether the same positive results would have been found for those in the 

languishing category.  

In addition, because participants self-selected to participate in an experiment 

designed to “enhance well-being,” it is possible that the favorable results were influenced 

by the expectation that well-being would be improved. Current research suggests that 

when individuals self-selected PPIs, they were more likely to experience greater gains 

compared to individuals who did not self-select to participate in a PPI (Sin & 

Lyubomirsky, 2009). Similarly, it is also possible that the self-selection into a hypnosis 

experiment influenced the results. This effect would suggest that these results are 

particularly relevant to individuals who are more open to positive psychology and 
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hypnotherapeutic interventions. Both of these self-selection characteristics further 

highlight the importance of future studies employing an attention control group to help 

shed more light on these issues.  

Due to constraints in training personnel, the researcher (i.e., this author) served as 

the clinician and the hypnotizability assessor in this study. Given that the nature of this 

study is a dissertation, a requirement for obtaining a doctoral degree, and the researcher 

developed the HRT-WB intervention, one might argue that there is a bias in favor of the 

intervention and beneficial outcomes. However, the potential for researcher allegiance 

(Luborsky, Singer, & Luborksy, 1975)—where a belief in a favored intervention may 

bias results—is likely limited because there was no comparison group. Moreover, data 

was verified by a research assistant unaffiliated with the study. However, future studies 

with a comparison group should be mindful of the researcher allegiance bias.  

As clinicians typically believe in the helpfulness of the interventions they provide 

and desire beneficial outcomes for their clients, the researcher’s conscious or unconscious 

bias towards the intervention most likely mirrors realistic expectations found in clinical 

settings. Nevertheless, the potential for such bias should still be considered when 

interpreting these results. Perhaps more problematic is the issue of the researcher wearing 

multiple hats as the clinician and the EHS assessor, which may have introduced 

confounds. Future studies that explore the relationship between hypnotizability and 

outcomes should ensure that the intervention and hypnotizability assessment is 

administered by different individuals. Additionally, some researchers suggest measuring 

hypnotizability in a different experimental context than the hypnotic intervention, in 

order to control for context effects (Milling et al., 2007).  
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Finally, the study’s small sample size may have impacted the results in multiple 

ways. With a small sample size, only larger effects might be detected as significant. 

Conversely, smaller effects would not be detected, thus leading to false negatives, as may 

have been the case for several non-significant findings for the subscale analyses. It is also 

noted that small sample size reduces the likelihood that a statistically significant result 

reflects a true effect compared to studies with larger sample sizes and, thus, higher 

power. Larger studies would provide statistically more reliable results regarding the 

intervention outcomes.  

 
Future Directions 

 
 According to the National Center for Complementary and Integrative Health 

(NCCIH; National Center for Complementary and Integrative Health, 2017) framework 

for developing and testing mind-body interventions (see figure 4.1), this study has 

demonstrated a clinically meaningful signal, utilized a well-defined and standardized 

intervention, and assessed the feasibility and potential effect of HRT-WB in a small 

college sample. Applying the NCCIH framework, future research can take several 

directions. 
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Figure 4.1. Framework for developing and testing mind-body interventions. Reprinted 
from National Center for Complementary and Integrative Health website, 2017, 
Retrieved from https://nccih.nih.gov/grants/mindbody/framework. 

 
 

Given that the results of this pilot study provide preliminary evidence that HRT-

WB is a feasible and acceptable intervention with high rates of retention, adherence, and 

satisfaction, future studies should aim to replicate the results. In order to achieve this, it 

would be helpful to more fully develop, refine, and further standardize the intervention. 

In the present study, the researcher developed outlines for each of the five sessions along 

with standardized hypnotic scripts. Although this is a good start, the development of a 

more detailed intervention manual will further aid in the ability to reliably replicate 

independent research and deliver the intervention consistently to all participants. The 

intervention refinement can be done in an iterative process with further pilot testing.  

Researchers should aim to recruit more diverse samples to explore the effects of 

HRT-WB in different populations, such as non-students, different age groups, racial and 

ethnic minorities, individuals with various psychiatric and medical diagnoses, and 
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individuals categorized as having low levels of well-being. Conducting future studies 

with more diverse samples would help to establish the generalizability of HRT-WB to 

different populations.  

Future pilot and efficacy studies should carefully consider the limitations of the 

current study and improve the study design, recruit diverse samples, be mindful of the 

researchers’ roles and biases, and enroll a larger number of participants. To establish if 

HRT-WB offers benefit beyond time and the attention paid to participants, HRT-WB 

should be compared to an attention control group, with participants randomized into the 

groups. One such attention control group could utilize “sham hypnosis” as described by 

Kendrick, Koep, Johnson, Fisher, and Elkins (2012) to blind participants to the 

intervention in addition to controlling for time and attention. If results are significant for 

benefit relative to the attention control group, the next step would be to compare HRT-

WB to an active comparison group, such as established PPIs (e.g., the three-good-things 

exercise).  

Additional research could evaluate long-term effects of HRT-WB to determine 

the duration of benefits. Regarding outcomes, another direction for further study could be 

to expand the outcome measures. In this study, only subjective self-report outcomes were 

assessed. To fully explore other outcomes of HRT-WB, objective measures, such as 

income, physical health, grade point average, and even psychophysiology, could be 

measured longitudinally. In addition, there is a difference between the “experiencing” 

and “remembering” self, as popularized by Kahneman (2011). As this study used 

measurements that tapped into the remembering self by collecting retrospective 

judgements of well-being; it would be important to also measure how participants rate 
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their well-being in real-time, such as with the Experience Sampling Method (Larson & 

Csikzentmihalyi, 2014), where participants are alerted at random times throughout the 

day to complete a set of self-report measures asking about their current experience. If 

findings from future studies support the efficacy of HRT-WB, another line of inquiry 

might be to investigate the putative mechanisms and dose effects. What were the active 

ingredients of the intervention? Was it the hypnosis, the psychoeducational piece, a 

particular session, the home practice (with or without the audio recordings)? Future 

studies could help answer these questions and elucidate the mechanisms of change. 

If future studies establish efficacy in research settings, the next step would be to 

conduct effectiveness trials in order to assess deliverability and effect of HRT-WB in a 

clinical setting. Moreover, cost effectiveness could be evaluated. Finally, if HRT-WB 

was found to be efficacious and/or effective, researchers should study how best to 

disseminate and implement HRT-WB, especially if it is useful as a prophylactic 

intervention. Although future studies evaluating the effects of hypnotherapy from a 

positive psychology approach have substantial room to improve on this study, the results 

of this study are encouraging. 

 
Conclusion 

Despite the study’s limitations, the current findings provisionally support the 

feasibility and potential effect of hypnotic relaxation therapy for improving well-being 

and psychological distress in a non-clinical student population. Therefore, hypnotic 

interventions may be a feasible, acceptable, and highly satisfactory vehicle for utilizing a 

positive psychology approach. These findings, if replicated, could have important clinical 

implications. Based on previous research that higher subjective well-being may serve as a 
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protective factor against future depressive symptomatology, HRT-WB may be potentially 

helpful as a prophylactic intervention. Future studies with improved study design, diverse 

populations, and larger sample sizes will help shed light on the clinical applications of 

HRT-WB. Overall, the conclusions drawn from the results of this study are cautiously 

optimistic, accommodating a need for, and inviting, future studies to validate these 

findings. 
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APPENDIX A 
 

Consent Forms 

 
Screening Consent Form 

Introduction 
Please read this form carefully.  The purpose of this form is to provide you with 
important information about taking part in a screening process to determine eligibility for 
a research study.  Taking part in this screening process is up to you.  If you decide to take 
part in this screening process, we will ask you to electronically consent to participate. 
 
The individual in charge of this study is Hyeji Na. We will refer to this individual as the 
“researcher” throughout this form.  
 
Why is this screening process being done? 
The purpose of this screen is to determine eligibility for the research study Hypnotic 
Relaxation Therapy to Enhance Subjective Well-Being Among College Students: A Pilot 
Study, and consent is required because you will be asked to fill out some questionnaires. 
We are asking you to take part in this study because you are a Baylor undergraduate 
student. 
 
How long will I take part in this screening process? 
We expect that this screening process will take approximately 15 minutes, although 
actual speeds may vary.   
 
What will happen if I take part in this screening process?  
If you agree to take part in this screening process, we will ask you to complete some 
questions on the computer about your background and psychiatric history.  Then, you 
will complete a survey about your subjective well-being. 
 
What are the risks of taking part in this screening process? 
A risk of taking part in this study is the possibility of a loss of confidentiality. Loss of 
confidentiality includes having your personal information shared with someone who is 
not on the study team and was not supposed to see or know about your information. The 
researchers plan to protect your confidentiality. Their plans for keeping your information 
private are described later in this consent form. Confidentiality will be maintained to the 
degree permitted by the technology used. Your participation involves risks similar to a 
person’s everyday use of the Internet, which could include illegal interception of the data 
by another party.  
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Are there any benefits from being in this screening process? 
There may not be any direct benefit for you related to your participation in this screen. 
However, other possible benefits include: 

 Determination of eligibility and participation in the research study 
 Future benefits to you and others from the information learned in the screening 

process and research study 
 
What alternatives are available? 
You may choose not to take part in this screening process. You may close this window 
now to opt out. 
 
How Will You Keep My Study Records Confidential? 
We will keep the records of this study confidential by assigning a code to your 
information instead of identifying information, such as your name.  We will keep the 
information on a password-protected computer.  The file connecting identities and codes 
will be destroyed at the end of the study.  The results of this study may also be used for 
teaching, publications, or presentations at professional meetings.  
 
Study Participation and Early Withdrawal 
Taking part in this study is your choice.   You will not be offered or receive any special 
consideration if you take part in this screening process. You may choose not to be in the 
screening process or to stop being in the screen before it is over at any time.  This will not 
affect your class standing or your grades at Baylor University. If you decide to withdraw 
from this screen, the information that you have already provided will be kept 
confidential. You cannot withdraw information collected prior to your withdrawal.  
 
Will I get compensated for taking part in this screening process?   
There is no compensation for taking part in this screening process. However, if you are 
eligible for the study, you will be invited to participate in a study in which you can earn 
up to 4 credit hours for your participation. 
 
What will it cost me to take part in this research study? 
There are no costs to you for taking part in this screening process. 
 
What if I have any questions or concerns about this screening process? 
You can contact the principal researcher, Hyeji Na, or Dr. Gary Elkins with any concerns 
or questions about the research. The contact information is listed below:  Hyeji Na, 
Doctoral Student of Psychology, Department of Psychology & Neuroscience, Baylor 
University, Waco, TX  76798-7334; 254-296-9888; hyeji_na@baylor.edu. You also 
may contact the faculty advisor: Gary Elkins, Ph.D., ABPP, Department of 
Psychology & Neuroscience, Baylor University, Waco, TX  76798-7334; 254-296-
0643. 
 
If you want to speak with someone not directly involved in this research study, you may 
contact the Baylor University IRB through the Office of the Vice Provost for Research at 
254-710-1438. You can talk to them about:  
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 Your rights as a research subject  
 Your concerns about the research  
 A complaint about the research 

 
Statement of Consent  
I have read the information in this consent form including risks and possible benefits.  By 
clicking “I agree to participate in this study,” you acknowledge that you understand the 
possible risks and benefits and agree to participate in the study.  By closing this window, 
you may choose to opt out of participating in this study. 
 
__ I agree to participate in this study 
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Consent Form for Study Enrollment 
 
Introduction 
Please read this form carefully.  The purpose of this form is to provide you with 
important information about taking part in a research study.  If any of the statements or 
words in this form are unclear, please let us know. We would be happy to answer any 
questions. You have the right to discuss this study with another person who is not part of 
the research team before making your decision whether or not to be in the study.  
 
Taking part in this research study is up to you.  If you decide to take part in this research 
study, we will ask you to sign this form.  We will give you a copy of the signed form. 
 
The person in charge of this study is Hyeji Na, M.S., with faculty advisor Gary Elkins, 
Ph.D. We will refer to them as the “researchers” throughout this form.  
 
Why is this study being done? 
The purpose of this study is to investigate the effect of a hypnotherapy program to 
enhance subjective well-being. Hypnotherapy is a mind-body therapy that may be defined 
as a deeply relaxed state involving mental imagery. Hypnotherapy may help to enhance 
subjective well-being.  
 
We are asking you to take part in this study because you are a Baylor undergraduate 
student. 
 
About 30 subjects will take part in this research study at Baylor University. 
 
How long will I take part in this research study? 
We expect that you will be in this research study approximately for six weeks. During 
this time, we will ask you to make up to six (6) study visits to the Mind-Body Medicine 
Research Laboratory (MBMRL) at the Baylor University Tower, located at 801 
Washington Avenue, 2nd floor, Waco, Texas. You will also be encouraged to practice 
hypnosis at least once daily during the 6 weeks. This practice will take approximately 10 
to 20 minutes daily. 
 
What will happen if I take part in this research study?  
If you agree to take part in this study, we will ask you to sign the consent form before we 
do any study procedures.  
 
Study Visit 1 
The first study visit will take about 1 hour to complete.  At this visit, we will ask you to 
do the following procedures: 

 You will answer brief questionnaires on your level of life satisfaction, mental and 
emotional health, and other psychological factors. 

 You will then be administered a hypnotic induction for experiencing positive 
emotions.  
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 You will be provided with a CD or MP3 file with the hypnotic induction and 
encouraged to practice daily.  
 

Study Visits 2-5 
The second through fifth study visits will take about 45 minutes to complete.  At these 
visits, we will ask you to do the following procedures: 

 You will be administered a hypnotic induction related to experiencing strengths, 
acceptance, and growth (visit 2), mastery and autonomy (visit 3), positive 
relationships (visit 4), and meaning in life (visit 5).  

 You will be given instructions on how to practice hypnosis on your own during 
visit 3. 

 You will be provided with a CD or MP3 files with the corresponding hypnotic 
induction, and encouraged to practice daily. 

 
Study Visit 6 
The sixth study visit will take about 45 minutes to complete.  At this visit, we will ask 
you to do the following procedures: 

 You will answer brief questionnaires on your level of life satisfaction, mental and 
emotional health, and other psychological factors. 

 You will be interviewed about your experiences regarding the study.  
 You will then be administered the Elkins Hypnotizability Scale. 

 
What are the risks of taking part in this research study? 
Risk and discomfort, both physical and emotional, is rare with the types of hypnotic 
induction being used in this study. There is potential for discomfort or disappointment 
with hypnosis and interpersonal contact. If you are feeling uncomfortable, you may 
withdraw from the study at any time.  
 
You may be uncomfortable with some of the questions on the questionnaires and 
interviews.  You do not have to answer any questions that make you feel uncomfortable. 
If you are upset by any questions or need help following the research study, the Baylor 
University Counseling Center is an option for Baylor University students. Other 
individuals can be referred to the Baylor Psychology Clinic located on the 8th floor of 
801 Washington Ave. 
 
A risk of taking part in this study is the possibility of a loss of confidentiality. Loss of 
confidentiality includes having your personal information shared with someone who is 
not on the study team and was not supposed to see or know about your information. The 
researchers plan to protect your confidentiality. Their plans for keeping your information 
private are described later in this consent form. Confidentiality will be maintained to the 
degree permitted by the technology used. Your participation involves risks similar to a 
person’s everyday use of the Internet, which could include illegal interception of the data 
by another party. If you are concerned about your data security, please contact the 
researcher to schedule a time to complete a printed survey with the same questions. 
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Are there any benefits from being in this research study? 
You may or may not benefit from taking part in this study. Possible benefits include 
enhanced well-being. Others may benefit in the future from the information that is 
learned in this study. There are potential benefits to the field of clinical psychology as 
well as to the psychological research field. 
 
What alternatives are available? 
You may choose not to take part in this research study. 
 
Storing Study Information for Future Use 
We would like to store your study information for future research related to hypnosis and 
well-being. We will label all your study information with a code instead of your name.  
The key to the code connects your name to your study information. The researcher will 
keep the code on a password protected flash drive. 
 
Future use of study information is optional for this study. If you do not want your 
information to be used for future research, you can still be in the study. You will indicate 
your decision at the end of this form. 
 
How Will You Keep My Study Records Confidential? 
We will keep the records of this study confidential by de-identifying all of the data and 
storing all of the data on password protected computers, flash drives, or inside locked file 
cabinets. We will make every effort to keep your records confidential.  However, there 
are times when federal or state law requires the disclosure of your records. 
 
If, during your participation in this study, we have reason to believe that you are at risk 
for harming yourself or others, we are required to take the necessary actions.  This may 
include notifying your doctor, your therapist, or other individuals.  If this were to occur, 
we would not be able to assure confidentiality. 
The following people or groups may review your study records for purposes such as 
quality control or safety: 

 The researchers and any member of their research team 
 Authorized members of Baylor University who may need to see your information, 

such as administrative staff members from the Office of the Vice Provost for 
Research and members of the Institutional Review Board (a committee which is 
responsible for the ethical oversight of the study) 

 Federal and state agencies that oversee or review research (such as the HHS 
Office of Human Research Protection or the Food and Drug Administration) 

 
The results of this study may also be used for teaching, publications, or presentations at 
professional meetings. If your individual results are discussed, your identity will be 
protected by using a code number or pseudonym rather than your name or other 
identifying information. 
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Study Participation and Early Withdrawal 
Taking part in this study is your choice.  You are free not to take part or to withdraw at 
any time for any reason.  No matter what you decide, there will be no penalty or loss of 
benefit to which you are entitled.  If you decide to withdraw from this study, the 
information that you have already provided will be kept confidential. You cannot 
withdraw information collected prior to your withdrawal.  
 
You may choose not to be in the study or to stop being in the study before it is over at 
any time. This will not affect your class standing or your grades at Baylor University. 
You will not be offered or receive any special consideration if you take part in this 
research study. 
 
The researcher may take you out of this study without your permission. This may happen 
because: 

 The researcher thinks it is in your best interest 
 You can’t make the required study visit 
 Other administrative reasons 

 
Will I get paid for taking part in this research study?   
You will not be paid for taking part in this study. We will give you up to 4 research 
credits towards your coursework for taking part in this study.  
 
What will it cost me to take part in this research study? 
There are no costs to you for taking part in this research study. 
 
What if I have any questions or concerns about this research study? 
You can contact the principal researcher, Hyeji Na, or Dr. Gary Elkins with any concerns 
or questions about the research. The contact information is listed below:  Hyeji Na, 
Doctoral Student of Psychology, Department of Psychology & Neuroscience, Baylor 
University, Waco, TX  76798-7334; 254-296-0824; hyeji_na@baylor.edu. You also 
may contact the faculty advisor: Gary Elkins, Ph.D., ABPP, Department of 
Psychology & Neuroscience, Baylor University, Waco, TX  76798-7334. 
 
If you want to speak with someone not directly involved in this research study, you may 
contact the Baylor University IRB through the Office of the Vice Provost for Research at 
254-710-1438. You can talk to them about:  

 Your rights as a research subject  
 Your concerns about the research  
 A complaint about the research 

 
Indicate your decision for the below optional research discussed earlier in this form: 
 
Optional Consent for future research with study information: 
Do you agree to let us store your study information for future research related to hypnosis 
and well-being? 
______YES   ______NO  _______INITIALS 
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Future Contact 
We may like to contact you in the future either to follow-up to this study or to see if you 
are interested in other studies taking place at Baylor University.   
 
Do you agree to let us contact you in the future? 
 
______YES   ______NO  _______INITIALS 
 
Statement of Consent  
SIGNATURE OF SUBJECT: 
I have read the information in this consent form including risks and possible benefits.  I have 
been given the chance to ask questions.  My questions have been answered to my 
satisfaction, and I agree to participate in the study.   
 
 
______________________________________  __________________ 
Signature of Subject  Date 
 
 
 
______________________________________ 
Print Name 
 
Email (if course credit is desired)_____________________________________________ 
 
 
Signature of Person Obtaining Consent:  
I have explained the research to the subject and answered all his/her questions.  I will 
give a copy of the signed consent form to the subject. 
 
 
 
________________________________________  __________________ 
Signature of Person Obtaining Consent  Date  
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APPENDIX B 
 

HRT-WB Hypnotic Scripts 
 
 

Session 1: Savoring Positive Emotions 
 
Eye focus induction 
To begin your practice of hypnotic relaxation therapy, keep your eyelids open for a 
moment...now pick a point on the ceiling..and focus your attention on that point...As you 
concentrate, begin to feel more relaxed. Now, concentrate on that point so intensely that 
other things begin to fade into the background...Just let them fade into the 
background...Beginning the process of deep hypnotic relaxation now by just taking a 
deep breath of air...hold it for a moment...and as you breathe out, let all the tension go. 
 
Eye closure 
Good. As this occurs allow your eyelids to close and notice more and more a relaxed and 
heavy feeling. Allow them to feel heavy as the eyelids remain closed. 
 
Increased awareness of internal experiences 
As you move into the process of deepening this hypnotic relaxation, please now, take 
another deep breath of air...hold it for a moment...and as you release the air and breathe 
out, just letting all tension go, drifting into a deep state of relaxation. In fact, each time 
you breathe out, for this period of time, thinking the word “relax” silently to yourself...the 
mind and the body working together to achieve a deep state of comfort and relaxation. 
With each breath of air, let go of all tension, drift deeply relaxed. Every muscle, every 
fiber of your body, becoming more and more deeply relaxed. 
 
Wave of relaxation 
So that now, it’s possible to notice a wave of relaxation. A wave of relaxation that begins 
at the top of your head and spreads across your forehead, face, neck, and 
shoulders...every muscle and every fiber of your body, becoming more and more 
completely relaxed...More and more noticing a feeling of letting go, becoming so deeply 
relaxed. As you can hear my voice, your mind can take you into a deeper and deeper, 
more relaxed state. Within this state of deep hypnotic relaxation, able to notice feelings of 
comfort, calm feelings...Going as deeply relaxed as you need to be, so relaxed that there 
is no need for any effort...nothing you have to do, nothing that you have to try to do...just 
letting go more and more and drifting...drifting deeper and deeper relaxed...allowing 
every muscle and every fiber of your body to become limp and calm...calm and 
relaxed...relaxing deeper and deeper. This is a good feeling that can become more 
complete as the relaxation becomes deeper, so better the response to each suggestion that 
I will give you. 
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Setting the overall goal 
And finding that it is possible to have positive thoughts...positive feelings...and 
experience well-being...in whatever way comes to you. 
 
Fading of generalized reality orientation and relaxation suggestions 
Changes in sensations naturally occur as your drift into a deeply relaxed, deeply relaxed 
hypnotic state. From time to time, you may notice a floating feeling, drifting and floating, 
as if you were floating on a cloud...more and more relaxed. And as you hear my voice 
count the numbers from 10 to 1, with each number finding yourself drifting into an even 
deeper level of hypnotic relaxation…at times my voice may seem far away, or you may 
drift to other times and places where you have felt positive emotions, such as happiness 
or satisfaction. 
 
Deepening suggestions 
[Count each number as the participant exhales] 
 
Ten: Deeper and deeper relaxed...letting go of all the tension from your forehead, face, 
neck, and shoulders, letting all the tension go; and for this time, nothing bothers, nothing 
disturbs this calm, relaxed feeling. 
Nine: Deeper relaxed...your neck can go limp, your jaw can go slack, as all the tension 
drifts away. Drifting into a deeper and deeper, more relaxed state.  
Eight: Deeply calm. Perhaps noticing colors associated with positive emotions. Just 
observing...noticing. You may notice colors or shapes or even your favorite music...and 
letting that wave of relaxation spread across your arms and shoulders...arms become so 
deeply relaxed that they become limp and heavy. Allow all tension to drift away.  
Seven: Your upper back and lower back, relaxed and calm, filled with comfort. Perhaps 
so comfortable, so relaxed, that from time to time, you just don’t notice your fingers and 
arms at all...just the comfort.  
Six: Deeper and deeper relaxed...halfway there, twice as relaxed. All the tension drifts 
away...just letting it drift away and finding a feeling now of peace. More at peace within 
yourself, more at peace with everything and everyone around you, more and more every 
day...no matter what is going on around you, within yourself calmness, comfort, and 
positive feelings, feeling in control. And now, drift even deeper relaxed. 
Five: Deeper and even more calm. Your back, your chest, and stomach relax. Letting all 
the tension go now, and going even deeper within yourself to find more comfort, noticing 
images and feelings, memories of comfort and positive feelings. Drifting deeper and 
deeper relaxed with every breath of air. 
Four: Arms and legs and even your feet becoming so deeply relaxed as that wave of 
relaxation spreads down into your legs and feet, going into an even deeper level of 
hypnosis. And perhaps you may notice a feeling of heaviness as every muscle relaxes 
deeply...so pleasant that you just allow the relaxation to become more complete, and with 
this comes a feeling of control and comfort...drifting and floating...deeper and deeper 
relaxed. 
Three: Deeper and more calm and at ease.  
Two: Almost there...deeply relaxed, nothing bothers and nothing concerns. 
One: All the way there. Deeply, comfortable relaxed. 
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Mental imagery for experiencing happiness and positive emotions 
Now in a moment, I am going to ask you to notice some images in your mind...You can 
hear my voice with one part of your mind while another part of your mind goes to a 
pleasant place where you notice and experience every good thing there. Noticing and 
experiencing every good sensation and feeling. Images and scenes that allow you to 
experience even more positive emotions. Perhaps you can bring to mind a memory, 
where you felt happiness or other positive emotions, where you felt excited and 
interested in life and satisfied with your life. Take some time to notice and savor the 
memory...allow yourself to become absorbed in the pleasant emotions, the wonderful 
emotions. You might notice how effortless it was to feel positive. Enjoy the experience 
and become absorbed in it.  
 
Metaphor for well-being 
And you can now find yourself in a garden and you see a path in the garden. You can 
walk along the path...with each step drifting deeper and deeper relaxed...and along that 
path you can notice all the beautiful flowers and vibrant growth. The flowers, trees, and 
bushes all being nourished by the sun. It’s a warm and pleasant day with a cool, gentle 
breeze. And as you are in the garden, you can enjoy being in the garden. Noticing all the 
flowers and luscious plant life. And as you notice and savor your time in the garden, you 
can notice how pleasant you feel...notice all the positive thoughts and feelings you are 
experiencing. And just as you are appreciating this garden, you will appreciate the 
moments of your life...your positive thoughts...your positive feelings...your well-being. 
And just as the conditions of this garden are excellent, you notice the conditions of your 
life are excellent.  
 
Deepening and dissociation 
Now it is possible to enter an even deeper state of hypnosis...deeper and deeper 
relaxed...now letting all the tension go...And as you do, beginning to enter an even deeper 
level of hypnosis...now as this occurs, you may notice a change in sensations...this may 
be a floating sensation...a drifting sensation...and perhaps you are just less aware of your 
body...just floating in space. Your body floating in a feeling of comfort and 
contentment.  
 
Reinforcement 
And you have done very well today...and taking from this experience...hypnotic 
relaxation...whatever you need to achieve and continue to achieve the control...to enjoy 
and savor positive moments…you have done very well. 
 
Post-hypnotic suggestions 
And as you experience hypnotic relaxation, you will find that you are able to savor 
everyday moments, positive feelings, thoughts, and experiences, more and more 
everyday. Feelings of well-being will improve...quality of life will improve. As time 
passes, you will simply feel more interested in life, more satisfied with life. Any 
distress will become less and less. Each time you experience hypnotic relaxation, your 
feelings of well-being will improve... and you will be pleased as you savor positive 
emotions and feel happier.  
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Alerting 
In a few moments, you will be returning to conscious alertness. Returning to conscious 
alertness in your own time and at your own pace...in a way that just feels about right for 
you today. Feeling very good...normal...with good and normal sensations in every way as 
you return to full conscious alertness...returning to conscious alertness as I count from the 
numbers 4 to 1...now, 4...3...2...1. 
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Session 2: Strengths, Acceptance, and Growth 
 
Eye focus induction 
You can begin the process of hypnotic relaxation now. Begin by focusing your attention 
on a spot on the ceiling. As you concentrate, begin to feel more relaxed. Concentrate 
intensely so that other things begin to fade into the background. 
 
Eye closure 
Good. Now, just take a deep breath of air, hold it for just a moment. Now as you breathe 
out, let all of the tension out. As this occurs, allow your eyelids to close and as they close, 
noticing more and more a relaxed and heavy feeling.  
 
Increased awareness of internal experiences 
So now, take another deep breath of air, hold it for a moment; and as you release the air 
and breathe out, going into a very deep state of relaxation. Each time you breathe out, 
thinking the word “relax” silently to yourself. Let the mind and the body work together to 
achieve a deep state of comfort. Comfort and relaxation. And with each breath, let all the 
tensions go, drift deeply relaxed. Every muscle, and every fiber of your body, becoming 
deeply relaxed. 
 
Wave of relaxation 
Now, going on further. Noticing a wave of relaxation. A wave of relaxation that can 
begin at the top of your head and spread across your forehead, your face, your neck, and 
shoulders. As you concentrate as you allow this to occur, every muscle and every fiber of 
your body can become more and more completely relaxed. As you notice this wave of 
relaxation…more and more, noticing a feeling…a feeling of letting go. Letting go and 
drifting deeper and deeper relaxed. And while you can hear my voice, as a part of your 
mind goes deeper and deeper relaxed, so you will be able to notice feelings of 
comfort…calm comfort, secure comfort. Going so deeply relaxed that you just drift 
further and further. Your eyelids can feel heavy. Your arms can relax, and this can be a 
good feeling. As you notice a calmness, a feeling of being at peace as all your muscles 
relax. A good feeling that allows you to relax and drift deeper into a hypnotic state, deep 
hypnotic relaxation. And, as you become and remain more relaxed finding these feelings 
of comfort and with it, a feeling of being safe and secure, a peaceful feeling, calm and 
secure. Feeling so calm that nothing bothers or interferes with this feeling of comfort.  
 
Setting the overall goal 
Drifting to a place where you feel safe and secure, a place within your own experience 
where you become so deeply relaxed that you are able to respond to each suggestion just 
as you would like to, everything you need to feel and experience self-acceptance and 
experience a moment of growth, as you allow that wave of relaxation to become more 
complete. Spreading from the top of your head all the way to your feet. And finding that 
it is possible to have positive thoughts…positive feelings…and experience well-
being…in whatever way comes to you.  
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Fading of generalized reality orientation and relaxation suggestions 
Changes in sensations will naturally occur within such a deeply relaxed state. From time 
to time, you may notice a floating feeling, drifting and floating, as if you were floating on 
a cloud, more and more relaxed. As you hear my voice count the numbers from 10 to 1, 
with each number, finding yourself drifting into an even deeper level of hypnotic 
relaxation. Now, as you can hear my voice, with a part of your mind and with another 
part of your mind drifting deeper relaxed. 
 
Deepening suggestions 
[Count each number as the participant exhales] 
 
Ten: Deeper and deeper relaxed. Letting all tension go now, from your forehead, your 
face, your neck, and shoulders. All tension begins to drift away and for this time, nothing 
bothers; nothing disturbs this calm feeling. A feeling of being safe and calm and letting 
go of all tension, letting go of all stress, drifting to a deeply relaxed state. 
Nine: Even deeper relaxed now. Your neck can go completely limp; your jaw can go 
slack as all the tension drifts away. 
Eight: Drifting into an even deeper state of hypnotic relaxation now…so that you can 
notice images and feelings of acceptance and growth, just noticing, just observing, in 
whatever way comes to you. And certainly you could experience a deeper sense of 
relaxation by allowing that wave of relaxation now to spread into your arms, your 
shoulders. Arms become so deeply relaxed that they become limp and heavy. All the 
tension drifts away, draining out through your arms. Down into the hands, all the tension 
flowing out through the fingertips, so that all that remains is the heaviness, the feeling of 
letting go, the relaxation, the acceptance, the calmness. 
Seven: Your upper back and lower back become relaxed and calm, filled with comfort. 
Perhaps, so comfortable and relaxed that from time to time, you just don’t need to notice 
your arms and hands, just the comfort, relaxed comfort. All that matters now is the 
comfort that becomes more and more complete with every breath of air. Calm and 
comfortable.  
Six: Deeper and deeper relaxed, halfway there. Twice as relaxed. All of the tension can 
drift away. You’re finding a feeling of peace, more peace within yourself, more 
acceptance. More and more every day. No matter what is happening around you, a 
feeling of calmness and peace within you. And as you drift deeper into a deeper 
hypnotic relaxed state, more and more noticing the feelings of acceptance and growth. 
Five: Deeper and even more calm. Back and chest, back and stomach relax. Letting all 
the tension go, and going deeper and deeper within yourself to find even more comfort.  
Four: Arms, legs, and feet become so deeply relaxed, as that wave of relaxation spreads 
down into your legs and to your feet. A wave of relaxation. The legs and the feet begin to 
feel heavy and relaxed, as you go into an even deeper hypnotic state. The deeper the 
relaxation, the better the response. And perhaps you can notice how relaxed and heavy 
your arms and legs have become. So pleasant, that you just allow the relaxation to 
become more complete. And with this comes a feeling of control and comfort. Drift and 
float, deeper relaxed. 
Three: Deeper and more calm and at ease. 
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Two: Almost there. Deeply relaxed, nothing bothers, nothing concerns within this deep 
state of hypnotic relaxation. 
One: All the way there. Deeply, comfortably relaxed. 
 
Mental imagery for experiencing strengths, acceptance, and growth 
In a moment, more images can come into your mind. You can hear my voice with one 
part of your mind and with another part of your mind, going to a pleasant place; a 
memory where you felt like you made an important contribution, in whatever way that 
means to you. It could have been this week, last year, or even further back. Now while 
you’re there, notice and experience every good thing that is there. Perhaps you notice the 
environment, the surroundings, the sounds, or the colors. Perhaps you notice if you are 
alone or with other people. And maybe if other people are there, you can notice them 
smiling and their positive feelings towards you and your contribution. Now perhaps it’s 
okay to notice yourself. Taking some time now to recognize what strengths of yours 
helped you in your contribution. Maybe it was [individualize strengths to 
participant’s discussion…examples: creativity, compassion, dedication]. Experience 
and be attentive to the sensations and feelings from that time you made an important 
contribution. Maybe you notice feeling strong or proud of yourself. Savor the 
memory…become absorbed in the pleasant emotions. Now experience the feelings of 
self-acceptance that comes from liking yourself. Enjoy the experience and become 
absorbed in it. Noticing that you like most parts of your personality, your strengths, and 
that you like yourself beyond just this moment. The you who made a contribution to 
society is the same you experiencing the memory. And you can feel content and secure 
in that wisdom.  
 
And now perhaps it is okay to go to a memory where you experienced growth. Maybe 
it’s the same memory where you felt like you made an important contribution or 
perhaps it’s another experience. Notice and experience how you felt, the feeling of 
growing and learning, the feeling of overcoming a challenge, and becoming a better 
person. Now, taking some time to appreciate the strengths that helped you to experience 
personal growth. Savor those feelings…become absorbed in the pleasant emotions. 
Now, notice your feelings of self-acceptance and notice that you like yourself, even 
beyond just that moment. The you who experienced growth is the same you experiencing 
the memory. And you can feel content and secure in that wisdom.  
 
Metaphor for well-being 
And now you can leave your memory and you can find yourself near a beautiful lake or 
in the woods or wherever else you might find trees. And before your eyes, you can see a 
tree growing, right before your eyes. You know that the sunlight has been nourishing it, 
you know that past rains have watered it, you know that the rich soil has provided 
nutrients. You can watch it grow, grow into the large oak tree, with large, strong 
branches. And you notice the tree’s contributions…the branches provide shelter and 
homes to birds, it provides shade to passersby, and the tree provides even more beauty to 
the wonderful landscape. Just as that tree is growing, you can appreciate that you have 
grown, and are continuing to grow. Those strong branches are like your strengths and 
your contributions. And just as you are appreciating this excellent, beautiful tree, you 
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notice that you like yourself and appreciate the moments of your life…your positive 
thoughts…your positive feelings…your well-being.  
 
Reinforcement 
And you have done very well today…and taking from this experience…hypnotic 
relaxation…whatever you need to achieve and continue to achieve more self-acceptance 
and appreciation of your strengths and growth…you have done very well. 
 
Post-hypnotic suggestions 
So that with the practice of hypnotic relaxation, you will find more and more that you are 
able to recognize and use your strengths every day. Feelings of well-being will improve 
and quality of life will improve. You may seek out experiences that will challenge you 
to grow as a person and you will be better able to recognize when you do experience 
growth. You will find that you are able to savor everyday moments and positive 
feelings and experiences, more and more every day. As time passes, you will simply feel 
more interested in and satisfied with life. Any distress will become less and less. Each 
time you experience hypnotic relaxation, your feelings of well-being will improve. 
 
Alerting 
In a few moments, it is possible to begin returning to conscious alertness. Returning to 
conscious alertness in your own time and your own pace, in a way that just feels about 
right for you today…feeling very good…normal…with good and normal sensations in 
very way as you return to full conscious alertness…returning to conscious alertness as I 
count from the numbers 4 to 1…now, 4…3…2…1. 
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Session 3: Self-Hypnosis, Mastery, and Autonomy 
 
First induction 
Now, we will begin the process of learning self-hypnosis. There are ten steps, and in the 
first hypnotic relaxation induction, I will guide you through all ten steps. Begin by first 
finding a comfortable place to sit or lie down. 
 
Step one: Roll your eyes upward, and focus on a spot. Focus completely on that spot, so 
completely that other things begin to fade into the background, and just let them fade into 
the background more and more. As you notice that this begins to occur… 
 
Going on to step two: Take a deep breath of air, hold it for just a moment, and as you 
exhale, allow your eyelids to close. As your eyelids remain closed, begin to drift into a 
very calm and deeply relaxed state, letting all tension go, drifting deeper and deeper 
relaxed. Your forehead, your face, your neck, your arms, your shoulders, your back, your 
stomach, your legs and feet, deeply and deeply relaxed. 
 
Step three: Now focus on your breathing. With each breath of air that you breathe out, 
think the word, “Relax,” and allow your body to become more relaxed. The mind and the 
body working together for a common purpose: to create feelings of relaxation and 
comfort. Just notice your breathing, every breath of air can take you deeper and deeper 
relaxed. Notice the gentleness of the air as you breathe in, and the feeling of letting go 
and drifting deeper and deeper relaxed each time you breathe out. Thinking the word, 
“Relax” can serve as a cue to drift into a very deep state of hypnotic relaxation.  
 
Step four: Now, notice a wave of relaxation that spreads from the top of your head, across 
your face, like a gentle breeze, a gentle refreshing breeze, bringing relaxation across your 
face, your forehead, and this wave of relaxation can spread, so that your neck begins to 
go limp and relaxed, your shoulders can slump, your arms, back, chest, and stomach 
relax; legs and feet, every muscle, every fiber of your body, more and more completely 
relaxed. 
 
Step five: And now, with one part of your mind going to another place, a place where you 
are safe and feel secure, calm, and at ease, a place where you find feelings of mastery 
and autonomy [or whatever other goals you have] and that place can be your own 
personal, individualized mental imagery where you feel alive and in control, that place 
may be in the mountains, or you may be sitting near a beautiful lake, or walking on a path 
in a garden with beautiful flowers, or a personal memory; notice the details. You might 
imagine with every step you take, the positive emotions, the interest in life, the 
satisfaction with yourself grows stronger and stronger. With each step, your sense of 
mastery grows, you find that you are good at managing the responsibilities of daily life, 
more determined. With each step, your sense of autonomy grows, and you feel more 
and more confident to think and express your ideas and opinions.  
 
Step six: Now, as you are there, deepen this hypnotic relaxation. Going even deeper 
relaxed, and hypnotic relaxation can be experienced in many different ways. There is of 
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course a physical relaxation and certainly drifting into a deeper level of physical 
relaxation, as every muscle and every fiber of your body becomes completely limp, calm, 
and relaxed. And there is also emotional relaxation, and now becoming more emotional 
relaxed, calm, feeling more at peace, more at ease, mentally calm and physically relaxed. 
Relaxed within your thoughts, your feelings, in every way drifting deeper and deeper 
relaxed, and notice the comfort of being in a very pleasant place. 
 
Step seven: And as you are there, in that pleasant place, so relaxed, you may notice a 
floating feeling, you may notice tingly sensations, less aware of your body, nothing 
bothers, nothing disturbs, just drifting deeper relaxed, so calm and at peace, calm and at 
peace. 
 
Step eight: Allow this comfort and positivity to continue. In some way, becoming more 
relaxed, feeling more in control, a sense of well-being, of calmness. 
 
Step nine: Now go a little deeper relaxed, deepen the hypnotic relaxation even more. Any 
tension that has remained can be released now. Head, neck, arms, back, and chest relax; 
stomach, legs, and feet relax, completely relaxed. In the matter of well-being, like a 
warm, golden light filling you up, and as it does, releasing every worry and every tension 
now. In a few moments… 
 
Able to go onto step ten to return to conscious alertness, and so, step ten: Now, gently 
and easily, returning to conscious alertness, in your own time, in your own pace, in a way 
that pleases you, as I count the numbers from four to one. Four…three…two…and one.  
 
Returning to full conscious alertness. Now, remain where you are lying down or sitting, 
as we will go through a second hypnotic induction for learning self-hypnosis. This time, I 
will give you prompts for all ten steps, but the prompts will be much briefer this time so 
that you’re learning to practice self-hypnosis on your own, within your own abilities.  
 
Second induction 
Step one: Roll your eyes upward and focus on a spot. Good. 
 
Step two: Now, take a deep breath of air, and as you exhale, allow your eyelids to close.  
 
Step three: As your eyelids close, now focus on your breathing. With each breath of air 
that you breathe out, think the word, “Relax.” Notice your breathing, and allow your 
body to become more relaxed, as the mind and the body work together for a common 
purpose: creating feelings of relaxation and comfort. 
 
Step four: Now, notice a wave of relaxation that spreads from the top of your head down 
to your feet, a wave of relaxation across your forehead, neck, shoulders, arms, back, 
chest, stomach, legs, and feet. Every muscle and every fiber of your body more and more 
completely relaxed. 
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Step five: And now, with one part of your mind going to another place, a place where you 
are safe and feel secure, calm, and at ease. Going to that place now, where you find 
yourself in nature and have feelings of comfort, wherever that might be. With each step 
you take in this place, your positive emotions, sense of mastery and autonomy, and 
well-being grows stronger and stronger.  
 
Step six: Now, as you are there…deepen this hypnotic relaxation…going even deeper 
relaxed. Not only deeply relaxed physically but also emotionally relaxed, calm, more at 
peace, and more at ease. Mentally calm and relaxed, relaxed within your thoughts and 
feelings and physically deeply relaxed and comfortable. 
 
Step seven: And as you are there, in that pleasant place in nature, so relaxed that you may 
notice a floating feeling, a tingly sensation, or a numbness…less aware of your 
body…nothing bothers and nothing disturbs. 
 
Step eight: And allow this comfort and feelings of wellness to continue, in some way 
remaining more relaxed and at ease, feeling more in control of your feelings and 
allowing a feeling of well-being to continue… 
 
Step nine: Now, go even a little deeper relaxed … feeling completely relaxed and 
comfortable… Releasing every worry and every tension… With every practice of 
hypnosis, it becomes quicker and easier to achieve this complete relaxation and feeling of 
well-being… and every day, feeling less stressed, less tension, more relaxation, and more 
well-being…   
 
Step ten: And now gently and easily returning to conscious alertness, in your own time 
and your own pace, in a way that pleases you. 
 
Post-hypnotic suggestions 
You have now completed the process of learning self-hypnosis. It may be helpful to you 
to review this audio recording and practice with it several times until you feel that you are 
able to enter a deep state of hypnotic relaxation on your own. The process of learning 
self-hypnosis is learned through practice and with practice, you can learn to enter a very 
deeply relaxed state of hypnotic relaxation and find feelings of comfort, safety, and 
well-being in as few as three, four, or five minutes. This practice of self-hypnosis and 
learning this brief technique can give you even more control so that wherever you are, 
and whenever you need to achieve a deeply relaxed hypnotic state and to feel sense of 
well-being, you will be able to do it in a time and place that is appropriate and just right 
for you, even if you only have a few moments, a few minutes to practice it.  
 
You will find that you have everything you need within yourself to manage the 
responsibilities of your daily life. You will find and maintain confidence to express your 
own ideas and opinions. You are learning to take control…you will enhance your 
experience of well-being more and more by continuing your use of hypnotic 
relaxation…every day or when you want to reinforce savoring positive emotions and 
well-being…  
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Session 4: Positive Relationships 
 
Eye focus induction 
Begin by focusing your attention on a spot on the ceiling. As you concentrate, begin to 
feel more relaxed. Concentrate intently, so that other things begin to fade into the 
background. Now, just take a deep breath of air and hold it for a moment, and as you 
breathe out, let all the tension go. Allow your body to relax…good. 
 
Eye closure 
Now, take another deep breath of air and as you breathe out, allow your eyelids to close 
normally, naturally, comfortably. As your eyelids close, noticing more and more a 
relaxed and heavy feeling.  
 
Increased awareness of internal experiences 
With every breath of air, drifting into a very deep state of relaxation, and as you go 
deeper relaxed, drifting into a deeper level of hypnotic relaxation, a hypnotic state where 
nothing bothers or concerns, as the mind and the body work together to achieve a deep 
state of comfort and relaxation. For this time, with each breath that you breathe out, 
thinking the word, “Relax” silently to yourself, and finding that the mind and the body 
respond to this word: relax. For this time, letting go of all tension and drift, so deeply 
relaxed, drifting into a very deep state of hypnotic relaxation so that every muscle and 
every fiber of your body becomes deeply relaxed….For this time, there is nothing that 
you have to do, nothing that you have to try to do, just allowing and noticing comfort and 
calmness as you drift into a deep state of hypnotic relaxation, able to respond to each 
suggestion just as you would like to, and finding comfort, finding deeper and deeper 
relaxation. 
 
Wave of relaxation 
Noticing now a wave of relaxation that begins at the top of your head and spreads across 
your forehead, face, neck, and shoulders…it spreads over your like a gentle breeze on a 
beautiful summer day, bringing relaxation and comfort. Every muscle and every fiber of 
your body becoming more and more completely relaxed…more and more noticing a 
feeling of letting go and becoming so deeply relaxed such that, while you can hear my 
voice, your mind can take you deeper and deeper into a relaxed and comfortable state. 
 
Setting the overall goal 
Drifting to a place within your own experience where you become so deeply relaxed that 
you are able to respond to each suggestion just as you would like to, everything you need 
to experience the feeling of having positive relationships. And finding that it is possible 
to have positive thoughts...positive feelings...and experience well-being...in whatever 
way comes to you. 
 
Fading of generalized reality orientation and relaxation suggestions 
Feeling so calm that at times my voice may seem far away, or you may notice a change in 
sensation, as if you were floating, or it may be a heavy sensation, just whatever you 
notice that allows you to go into a deeper level of relaxation, letting go of all tension, 
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letting go of all stress, a good feeling as you drift deeper and deeper…and as you 
become, and as you remain more relaxed, finding feelings of comfort, in whatever way it 
comes to you, real comfort. A part of your mind remembers comfort, feeling safe and 
secure, a peaceful feeling…calm and secure, as you drift into a deeper level of hypnotic 
relaxation, feeling so calm that nothing bothers, nothing interferes with this feeling of 
comfort. From time to time, you may notice changes in sensation: calmness, heaviness, 
lightness…just whatever you notice can help you drift deeper. 
 
Deepening suggestions 
And as you hear my voice count the numbers from ten to one, with each number finding 
that it’s possible to drift into an even deeper level of hypnotic relaxation. As you can hear 
my voice with a part of your mind, with another part of your mind going to a place where 
you feel safe and secure, becoming so deeply relaxed that it’s possible to experience 
everything that you need to experience, as that wave of relaxation spreads from the top of 
your head to your feet, spreading over you like a gentle breeze on a warm sunny day.  
 
[Count each number as the participant exhales] 
 
Ten: Deeper and deeper relaxed...letting go of all the tension from your forehead, face, 
neck, and shoulders. Letting all the tension go so that nothing bothers or disturbs this 
calm, relaxed feeling. 
Nine: Deeper relaxed...your neck can go limp, your jaw can go slack, as all the tension 
drifts away. Becoming so deeply relaxed that you can notice more and more feelings 
associated with calmness and well-being. Memories of well-being and calmness can 
begin to come to you as your mind can drift and remember a time when you felt so 
content and calm. Within your own experience, going back within your memories to a 
time when you felt loved, feeling calm, relaxed, and secure. Your own personal mental 
imagery of a time when you can remember satisfaction and calmness in such a place 
and time, and you may notice sounds, remembering sounds like laughter, or the sounds 
of happy conversation. You may remember touches, like that of a warm embrace. And 
letting that wave of relaxation spread across your arms and shoulders. Arms become so 
deeply relaxed that they become limp and heavy, as all the tension drifts away, draining 
out through your arms and hands and out your fingertips.  
Eight: Deeper and deeper relaxed.  
Seven: Allowing the relaxation to move gently over your body.  
Six: Your upper back and lower back, relaxed and calm. Filled with comfort, just so 
comfortable and calm, that all tension drifts away, and you might take another 
comfortable breath of air, deep breath of air, and as you breathe out, drifting more and 
more calm and comfortably. 
Five: Deeper and deeper relaxed. Halfway there, twice as relaxed. All the tension drifts 
away, and finding a feeling of peace, more at peace within yourself, more and more 
every day. No matter what is going on around you and now noticing satisfaction and 
comfort. 
Four: Drifting even more deeply, back and chest, stomach relaxing. Letting all the tension 
go now and going deeper and deeper within yourself to find comfort. 
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Three: Arms, legs, and feet becoming so deeply relaxed that the wave of relaxation 
spreads down into your legs and into your feet, and with it, a heavy, relaxed feeling, and 
going into an even deeper level of hypnotic relaxation. And perhaps you can notice how 
relaxed and heavy your arms and legs have become. So pleasant that you just allow the 
feelings of relaxation to become more complete. And with this comes feelings of control 
and comfort, drifting deeper and deeper relaxed.  
Two: Almost there...deeply relaxed, nothing bothers and nothing concerns…deeper and 
more calm and at ease. Drifting into the deepest level of hypnotic relaxation. 
One: All the way there. Deeply, comfortable relaxed. 
 
Mental imagery for experiencing positive relationships 
And finding now as you can hear my voice with a part of your mind, with another part of 
your mind, going to that pleasant, peaceful place, where you find even more relaxation 
and comfort. You may find that you are on a beautiful beach with your loved ones or 
friends, where you can watch the waves come in on the sandy beach. You may notice the 
gentle breeze in the air, the warm sunshine caressing your shoulders. Wherever you go, 
whatever you experience, your own personal preference, including mental imagery of 
being in a particular place, with those that you have a warm, trusting positive 
relationship, hearing particular sounds, and feelings of comfort and belonging. And as 
you are enjoying being with others on the beach, you can become attuned to the feelings 
that people are basically good…and that you belong to a community. You can savor the 
positive emotions related to having warm and trusting relationships. And with each step 
that you take on the sandy beach, your appreciation for the relationships in your life 
grows and you feel connection and belonging. 
 
Deepening and dissociation 
Now it is possible to enter an even deeper state of hypnosis...deeper and deeper 
relaxed...now letting all the tension go...And as you do, beginning to enter an even deeper 
level of hypnosis...now as this occurs, you may notice a change in sensations...this may 
be a floating sensation...a drifting sensation...and perhaps you are just less aware of your 
body...just floating in space. Your body floating in a feeling of comfort.  
 
Reinforcement 
And you have done very well today...and taking from this experience...hypnotic 
relaxation...whatever you need to nurture and continue to nurture positive meaningful 
relationships...you have done very well. 
 
Post-hypnotic suggestions 
And as you experience hypnotic relaxation, you will find that you are able to see the 
good in people and accept others, more and more everyday. Feelings of well-being will 
improve…quality of life will improve. As time passes, you are able to savor everyday 
moments, positive feelings, and experiences, more and more everyday. You will simply 
feel more interested in and satisfied with life. Any distress will become less and less. 
Each time you experience hypnotic relaxation, your feelings of well-being will 
improve…you will be pleased with your warm and trusting relationships as you feel 
that you belong to a community.  
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Alerting 
In a few moments, you will be returning to conscious alertness. Returning to conscious 
alertness in your own time and at your own pace...in a way that just feels about right for 
you today. Feeling very good...normal...with good and normal sensations in every way as 
you return to full conscious alertness...returning to conscious alertness as I count from the 
numbers 4 to 1...now, 4...3...2...1. 
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Session 5: Meaning in Life 
 
Eye focus induction 
To begin your practice of hypnotic relaxation, keep your eyelids open for just a 
moment…and pick a point on the ceiling…Focus your attention on that point…As you 
concentrate, begin to feel more relaxed. Now, concentrate on that point, so intensely that 
other things begin to fade into the background. Just let them fade into the background. 
Beginning the process of deep hypnotic relaxation now by taking a deep breath of air, and 
as you breathe out, let all the tension go. 
 
Eye closure 
Good. As this occurs, allow your eyelids to close. As the eyelids close, notice more of a 
relaxed feeling. Allow the eyelids to close all the way now, and allow them to feel heavy 
as they close. 
 
Increased awareness of internal experiences 
As you move into the process of deepening this hypnotic relaxation, now, please take 
another deep breath of air, and as you release the air and breathe out, just letting all 
tension go, drifting into a very deep state of relaxation. In fact, each time you breathe out, 
thinking the word, “Relax” silently to yourself for just a few breaths of air. As you think 
this word “relax,” the mind and the body work together to achieve a deep state of comfort 
and relaxation. With each breath of air, let go of all tension, drift deeply relaxed. Every 
muscle, every fiber of your body, becoming so deeply relaxed. 
 
Wave of relaxation 
Now, a wave of relaxation. Just allow a drifting, relaxing, floating feeling to develop; 
letting all the tension flow out of your muscles. For the most calm and relaxed feelings, 
there is nothing that you have to do. Any worries or concerns can be set aside. The most 
important thing is noticing calmness, calm relaxation; and you may notice a wave of 
relaxation spreading from the top of your head down to your feet. Noticing that relaxed 
feeling; gently and easily as I describe it. Feeling that wave of relaxation spread from the 
top of your head across your forehead. Allow the muscles of your forehead to unwind and 
relax like a rubber band that has been twisted and knotted tight; and then as you exhale, 
the band is allowed to unwind letting all the tension go out as it unwinds, loose and 
relaxed. Let that wave of relaxation now spread across your face and neck. Allow the 
muscles of your face to smooth out and let the tension go from your jaw. Allow your 
teeth to become slightly parted as your jaw hangs like a hinge; and your neck becoming 
limp and relaxed. And as your neck goes limp, allow your head to rest. Just drifting 
deeper and deeper relaxed. Allowing your body to be supported completely, as you 
become as limp as a rag doll. Allowing that wave of relaxation now to spread across your 
shoulders, down across your back and down into your arms, down into your hands. And 
that wave of relaxation spreads across your shoulders and lower back. Notice the 
relaxation as it spreads across your back. Noticing the comfort, feeling calmness. Every 
muscle, every fiber of your body, comfortably relaxed. Allowing that soothing comfort to 
spread across your chest; and as you take another deep breath and exhale, that relaxation 
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spreads into your stomach, comforting, calm, relaxed. Allow the muscles of your stomach 
to relax, as your legs become very, very heavy. 
 
Setting the overall goal 
Drifting to a place within your own experience where you become so deeply relaxed that 
you are able to respond to each suggestion just as you would like to, everything you need 
to find meaning and fulfillment. And finding that it is possible to have positive 
thoughts...positive feelings...and experience well-being...in whatever way comes to you. 
 
Fading of generalized reality orientation and relaxation suggestions 
Feeling so calm that at times my voice may seem far away, or you may notice a change in 
sensation, as if you were floating, or it may be a heavy sensation, just whatever you 
notice that allows you to go into a deeper level of relaxation, letting go of all tension, 
letting go of all stress, a good feeling as you drift deeper and deeper…and as you 
become, and as you remain more relaxed, finding feelings of comfort, in whatever way it 
comes to you, real comfort. A part of your mind remembers comfort, feeling safe and 
secure, a peaceful feeling…calm and secure, as you drift into a deeper level of hypnotic 
relaxation, feeling so calm that nothing bothers, nothing interferes with this feeling of 
comfort. From time to time, you may notice changes in sensation: calmness, heaviness, 
lightness…just whatever you notice can help you drift deeper. 
 
Deepening suggestions 
And as you hear my voice count the numbers from ten to one, with each number finding 
that it’s possible to drift into an even deeper level of hypnotic relaxation. As you can hear 
my voice with a part of your mind, with another part of your mind going to a place where 
you feel safe and secure, becoming so deeply relaxed that it’s possible to experience 
everything that you need to experience, as that wave of relaxation spreads from the top of 
your head to your feet, spreading over you like a gentle breeze on a warm sunny day.  
 
[Count each number as the participant exhales] 
 
Ten: Deeper and deeper relaxed...letting go of all the tension from your forehead, face, 
neck, and shoulders. Letting all the tension go so that nothing bothers or disturbs this 
calm, relaxed feeling. 
Nine: Deeper relaxed...your neck can go limp, your jaw can go slack, as all the tension 
drifts away. Becoming so deeply relaxed that you can notice more and more feelings 
associated with calmness and well-being. Memories of well-being and calmness can 
begin to come to you as your mind can drift and remember a time when you felt so 
satisfied and calm. Your own personal mental imagery of a time when you can 
remember satisfaction and calmness in such a place and time, and you may notice 
sounds, remembering sounds like the sound of a gentle breeze, or the sound of an ocean 
as the waves come in on the shore. Letting that wave of relaxation spread across your 
arms and shoulders. Arms become so deeply relaxed that they become limp and heavy, as 
all the tension drifts away, draining out through your arms and hands and out your 
fingertips.  
Eight: Deeper and deeper relaxed.  
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Seven: Allowing the relaxation to move gently over your body.  
Six: Your upper back and lower back, relaxed and calm. Filled with comfort, just so 
comfortable and calm, that all tension drifts away, and you might take another 
comfortable breath of air, deep breath of air, and as you breathe out, drifting more and 
more calm and comfortably. 
Five: Deeper and deeper relaxed. Halfway there, twice as relaxed. All the tension drifts 
away, and finding a feeling of peace, more at peace within yourself, more and more 
every day. No matter what is going on around you and now noticing satisfaction and 
comfort. 
Four: Drifting even more deeply, back and chest, stomach relaxing. Letting all the tension 
go now and going deeper and deeper within yourself to find comfort. 
Three: Arms, legs, and feet becoming so deeply relaxed that the wave of relaxation 
spreads down into your legs and into your feet, and with it, a heavy, relaxed feeling, and 
going into an even deeper level of hypnotic relaxation. And perhaps you can notice how 
relaxed and heavy your arms and legs have become. So pleasant that you just allow the 
feelings of relaxation to become more complete. And with this comes feelings of control 
and comfort, drifting deeper and deeper relaxed.  
Two: Almost there...deeply relaxed, nothing bothers and nothing concerns…deeper and 
more calm and at ease. Drifting into the deepest level of hypnotic relaxation. 
One: All the way there. Deeply, comfortable relaxed. 
 
Mental imagery for experiencing well-being 
And finding now as you can hear my voice with a part of your mind, with another part of 
your mind, going to that pleasant, peaceful place, where you find even more relaxation 
and comfort. Perhaps you find yourself on a mountain or in the woods or another place 
that you can experience a sense of well-being and be aware of your thoughts and 
feelings. Perhaps as you are climbing a mountain or hiking through the woods, you take a 
break and sit by a nice, flowing stream. There, you can consider how overall society is 
becoming a better place for people, for yourself and others. As you ponder and take in 
the beautiful scenery, you notice the coherence of society…how our society works 
makes sense to you. And as you enjoy the natural beauty around you, you feel that in 
most ways your life is close to ideal.   
 
Metaphor for well-being and meaning 
And now, you can continue on your trek on the mountain or through the woods. As you 
traverse on, you know within yourself that there is purpose and direction in your steps. 
Each step you have taken is precious and meaningful because it has gotten you to where 
you are now. And each step will continue to take you on your journey. You can now 
notice the positive feelings related to having or seeking a purpose in life…perhaps 
noticing enthusiasm or feelings of inspiration. You are active in constructing your 
meaning in life, just as you are active in deciding what paths to take on your journey.  
 
Deepening and dissociation 
Now it is possible to enter an even deeper state of hypnosis...deeper and deeper 
relaxed...now letting all the tension go...And as you do, beginning to enter an even deeper 
level of hypnosis...now as this occurs, you may notice a change in sensations...this may 
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be a floating sensation...a drifting sensation...and perhaps you are just less aware of your 
body...just floating in space. Your body floating in a feeling of comfort.  
 
Reinforcement 
And you have done very well today...and taking from this experience...hypnotic 
relaxation...whatever you need to achieve and continue to achieve the sense of meaning 
in your life...you have done very well. 
 
Post-hypnotic suggestions 
And as you experience hypnotic relaxation, you will find that you are able to see that our 
society is becoming a better place for yourself and others, and that the way our society 
works makes sense to you. Feelings of well-being will improve…quality of life will 
improve. As times passes, you will be able to become more and more aware of what is 
meaningful in your life. You will become more and more aware of when your pursuits 
are aligned with what is meaningful for you. Each time you experience hypnotic 
relaxation, your feelings of well-being will improve.  
 
Alerting 
In a few moments, it is possible to begin returning to conscious alertness. Returning to 
conscious alertness in your own time and your own pace, in a way that feel about right 
for you today…Feeling very good, relaxed, and rested with good sensations in every way 
as you return to full conscious alertness…and everyday…a greater sense of well-
being…now returning to conscious alertness as I count from the numbers 4 to 1…now 
4…3…2…1. 
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APPENDIX C 
 

Summary Table of Paired-Samples t-tests 
 
 

Table C.1 

Pre-intervention and Post-intervention Comparisons for Outcome Measures, n = 24 

Measure 

Pre-
intervention 
Mean (SD) 

Post-
intervention 
Mean (SD) 

Pre-post 
Difference 
Mean (SD) 

Significant 
with FDR-

BH 
Correction?a 

Hedge’s 
g 

MHC-SF    
   Emotional 
   Social  
   Psychological 

46.46 (10.07) 
11.25 (1.87) 
14.75 (4.19) 
20.46 (5.48) 

53.88 (8.79) 
12.13 (2.61) 
17.96 (3.39) 
23.79 (4.08) 

 7.42 (9.38)* 
 0.88 (2.27) 
3.21 (3.79)** 
 3.33 (5.45)* 

Yes 
No 
Yes 
Yes 

0.77 
0.38 
0.83 
0.68 

SWLS 25.08 (4.47) 28.67 (3.57)  3.58 (3.68)** Yes 0.87 
PANAS-PA 
PANAS-NA 

33.75 (6.76) 
20.88 (6.33) 

37.92 (5.57) 
16.21 (4.17) 

 4.17 (5.21)* 
-4.67 (6.46)* 

Yes 
Yes 

0.66 
0.86 

PDP 
   Depression 
   Hopelessness 
   Anxiety 
   Anger 

37.21 (12.48) 
9.08 (3.84) 
8.13 (2.94) 

12.88 (4.98) 
7.13 (2.51) 

28.92 (9.20) 
  7.25 (3.69) 
6.33 (1.88) 
8.92 (3.54) 
6.42 (1.77) 

-8.29 (11.34)* 
-1.83 (4.36) 
-1.79 (2.81)* 
-3.96 (4.54)** 
-0.71 (2.22) 

Yes 
No 
Yes 
Yes 
No 

0.74 
0.48 
0.71 
0.90 
0.32 

Note. MHC-SF = Mental Health Continuum-Short Form, SWLS = Satisfaction with Life Scale, PANAS = 
Positive Affect and Negative Affect Schedule, and PDP = Psychological Distress Profile. 
*p < .01, **p < .001 
a The FDR-BH critical value for these 12 tests is p = .0375. 
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APPENDIX D 
 

Scales in the Public Domain 
 

Demographics Questionnaire 
 

1. Gender 

☐  Female  ☐ Male 

2. Age  _____________ 
 

3. Are you Hispanic or Latino? 
☐ Yes  ☐ No 
 

4.  Race (“X” ONLY ONE with which you MOST CLOSELY identify):  
☐ White/Caucasian 
☐ Black/African-American 
☐ Asian 
☐ American Indian/Alaska Native 
☐ Native Hawaiian/Other Pacific Islander 
☐ More than one race 
☐ Unknown/Other 
 

5. Education (“X” current year in school) 
☐ Freshman 
☐ Sophomore 
☐ Junior 
☐ Senior 
☐ Graduate student 
 

6. Major _________________________________ 
 

7. Have you ever been diagnosed with these conditions?  
☐ Borderline Personality Disorder 
☐ Psychotic Disorder (e.g., schizophrenia)  
 

8. Are you currently participating in any psychological treatment?  

☐  Yes  ☐ No 
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Mental Health Continuum-Short Form 
 
Please answer the following questions about how you have been feeling during the 
past month. Place a check mark in the box that best represents how often you have 
experienced or felt the following: 
 
During the past month, how 
often did you feel… 

Never Once 
or 

twice 

About 
once a 
week 

About 2 
or 3 

times a 
week 

Almost 
every 
day 

Every 
day 

1. happy 
 

      

2. interested in life 
 

      

3. satisfied with life 
 

      

4. that you had something 
important to contribute to society 

      

5. that you belonged to a 
community (like a social group, or 
your neighborhood) 

      

6. that our society is a good place, 
or is becoming a better place, for 
all people 

      

7. that people are basically good 
 

      

8. that the way our society works 
makes sense to you 

      

9. that you liked most parts of your 
personality 

      

10. good at managing the 
responsibilities of your daily life 

      

11. that you had warm and trusting 
relationships with others 

      

12. that you had experiences that 
challenged you to grow and 
become a better person 

      

13. confident to think or express 
your own ideas and opinions 

      

14. that your life has a sense of 
direction or meaning to it 
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Satisfaction with Life Scale 
 
Instructions: Below are five statements that you may agree or disagree with. Using 
the 1-7 scale below, indicate your agreement with each item by placing the 
appropriate number on the line preceding that item. Please be open and honest in 
your responding.  
 

 7 – Strongly agree 
 6 – Agree 
 5 – Slightly agree 
 4 – Neither agree nor disagree 
 3 – Slightly disagree 
 2 – Disagree 
 1 – Strongly disagree 

 
____ In most ways my life is close to my ideal. 
 
____ The conditions of my life are excellent. 
 
____ I am satisfied with my life. 
 
____ So far I have gotten the important things I want in life. 
 
____ If I could live my life over, I would change almost nothing. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



95 
 

Positive and Negative Affect Schedule 
 
This scale consists of a number of words that describe different feelings and emotions. 
Read each item and then list the number from the scale below next to each word. 
Indicate to what extent you have felt this way over the past week. 

 
1 2 3 4 5 

Very slightly or 
not at all 

A little Moderately Quite a bit Extremely 

  
 
_____ 1. Interested 
 
_____ 2. Distressed 
 
_____ 3. Excited  
 
_____ 4. Upset 
 
_____ 5. Strong 
 
_____ 6. Guilty 
 
_____ 7. Scared 
 
_____ 8. Hostile 
 
_____ 9. Enthusiastic 
 
_____ 10. Proud 
 

 
_____ 11. Irritable 
 
_____ 12. Alert 
 
_____ 13. Ashamed 
 
_____ 14. Inspired 
 
_____ 15. Nervous 
 
_____ 16. Determined 
 
_____ 17. Attentive 
 
_____ 18. Jittery 
 
_____ 19. Active 
 
_____ 20. Afraid 
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Elkins Hypnotizability Scale 
 

(Springer Publishing. Scoring Page Included Here With Permission) 
 

EHS SCORING SUMMARY 
 
Name: _________________     Age: _____________________ 
Examiner: ________________   Date: _____________________ 
 
1.  Subjective Heaviness    Yes _____    No_____ 
2.  Arm Immobilization    Yes _____    No_____ 
3.  Subjective Lightness    Yes _____    No_____ 
4.  Arm Levitation     Yes _____    No_____ 
5.  Elbow Lift      Yes _____    No_____ 
6.  Imagery      Yes _____    No_____ 
7.  Dissociation     Yes _____    No_____ 
8.  Faint Rose Smell     Yes _____    No_____ 
9.  Distinct Rose Smell    Yes _____    No_____ 
10. Vague Hallucination    Yes _____    No_____ 
11. Clear Hallucination    Yes _____    No_____ 
12. Recalls One or Less Items    Yes _____    No_____ 
 
TOTAL SCALE SCORE                                     ______ 
 

0 – 1 Very Low 
2 – 3 Low 
4 – 8 Middle 
9 – 10 High 
11 – 12 Very High 
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Home Practice Log 
 

How often have you practiced self-hypnosis with or without the audio recording 
provided to you per day? (write down the number of times practiced for each day in the 
boxes.) 

 

For week ______ 

 

 
With 
audio 
recording 

Without 
audio 
recording 

Day 1 
 

  

Day 2 
 

  

Day 3 
 

  

Day 4 
 

  

Day 5 
 

  

Day 6 
 

  

Day 7 
 

  

Total  
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Satisfaction with the Intervention 
 

Please circle the number that best describes your level of satisfaction with the 

intervention. 

 
1. How satisfied were you with the overall intervention you received? 
 

0 1 2 3 4 5 6 7 8 9 10 
   Completely                        Completely                  
   Dissatisfied                           Satisfied 
 

2. How satisfied were you with the number of sessions you received? 

0 1 2 3 4 5 6 7 8 9 10 
   Completely                        Completely                  
   Dissatisfied                           Satisfied 
 

3. How do you rate this hypnotherapy program overall in regard to ease of use? 

0 1 2 3 4 5 6 7 8 9 10 
   Completely                        Completely                  
   Dissatisfied                           Satisfied 
 

1. What was your overall impression with this intervention? 
  
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 

2. What did you like about the intervention?  
 
__________________________________________________________________ 
 
__________________________________________________________________ 
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__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 

3. What did you not like about the intervention?  
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
 

4. If withdrawing from the program, what is your reason for withdrawing?  
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
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