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Abstract 

The face of illness has changed with progress in public health, immunizations, and antibiotic 

medication. Today, medical clinics are more likely to see patients with chronic illnesses, 

stress-related conditions, and complex bio-psycho-social conditions. This is a global trend, 

affecting patients worldwide, as Western lifestyle and diet have produced increases in 

chronic lifestyle-based disorders. Integrative medicine, which attends more fully to 

psychosocial dimensions of illness, appears to offer promise for today’s patient. One might 

expect hypnosis to assume a central place in integrative healthcare settings, because 

hypnosis is evidence-based, person-centered, and attuned to subjective and life-historical 

dimensions of the human being. However, hypnosis currently receives relatively little 

attention in integrative medicine circles, and hypnosis is underutilized in spite of the 

availability of many effective clinical protocols for a wide range of medical disorders. This 

article introduces emerging paradigms in integrative healthcare and suggests that the field 

of hypnosis must increase attention to these paradigms and improve educational 

preparation for hypnosis practitioners to function within these paradigms. 
  

http://creativecommons.org/licenses/by/4.0/
mailto:dmoss@saybrook.edu
mailto:dmoss@saybrook.edu
http://www.lidsen.com/journals/icm/icm-special-issues/Hypn-Neural-Mech-Clin-Pract


OBM Integrative and Complementary Medicine 2020; 5(1), doi:10.21926/obm.icm.2001007 

 

Page 2/17 

Keywords 

Clinical hypnosis; integrative medicine; paradigms; lifestyle medicine; interprofessionalism; 

competencies 

 

1. Background 

1.1 Changing Face of Illness 

The face of illness has changed [1, 2]. In 1900 physicians faced the scourge of acute conditions, 

which often killed quickly. Infectious diseases, bacterial parasites, and unhealed physical trauma 

all took a toll on human beings with heavy mortality rates for untreatable conditions. The impact 

of public health, immunization, and antibiotic medications have reduced the illnesses of the past 

to the margin in health care. Today’s primary care clinic rarely sees typhoid, cholera, smallpox, or 

polio. 

Instead, patients approach the clinic today with chronic illnesses, stress-related conditions, and 

in general complex bio-psycho-social conditions. Authorities in medicine have been calling for 

several decades for a more integrative approach to health, to address the contributions of the 

biological, psychological, and social dimensions to illness [3-5]. Hypertension, depression, anxiety, 

diabetes, fibromyalgia, chronic fatigue, and chronic pain are more common problems in the 21st 

century, each reflecting complex etiology, with life stress and lifestyle influencing both onset and 

progression [2].  

These problems are global, spreading rapidly into the developing world, with the influences of 

urbanization, Western diet and lifestyle, and an aging world population. The World Health 

Organization has highlighted the trend for non-communicable diseases, largely chronic conditions, 

to burden populations in developing nations, which now are forced to budget for healthcare 

systems to deal with the old problems of infectious diseases and bacterial parasites while 

simultaneously treating epidemic numbers of patients with lifestyle-related problems [6-8].  

Several authors have articulated a vision of integrative healthcare. Harold Koenig, a leader in 

the importance of religion and spirituality in health care, commented that:  

Patients want to be seen and treated as a whole person, not as diseases. A whole 

person is someone whose being has physical, emotional, and spiritual 

dimensions. Ignoring any of these aspects of humanity leaves the person 

incomplete and may even interfere with healing [9]. 

Andrew Weill, who founded the first fellowship for physicians in integrative medicine, defines 

integrative medicine as:  

…healing-oriented medicine that takes account of the whole person, including all 

aspects of lifestyle. It emphasizes the therapeutic relationship between 

practitioner and patient, is informed by evidence, and makes use of all 

appropriate therapies [10].  

Since 1946, the WHO has called for treating the whole person, defining health as “a state of 

complete physical, mental and social well-being and not merely the absence of disease or 

infirmity” [11]. 
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Integrative medicine has been promoted as a response to the global healthcare crisis, because 

it is focused broadly on psychosocial dimensions of illness, is person-centered, and emphasizes 

dietary, behavioral, and lifestyle change.  

1.2 The Place of Hypnosis in Integrative Healthcare 

One might expect a central role for hypnosis in integrative healthcare. Hypnosis draws on the 

inner resources of the person. It is delivered within the context of the patient-provider 

relationship. It has an extensive research base [12-15]. It addresses dimensions of the person-

with-illness beyond the bio-medical, including life-historical factors such as adverse childhood 

experiences [16].  

Hypnosis has been shown to facilitate habit change, including health-risk habits, with smoking 

cessation and smoking relapse prevention [17-20]. Hypnosis has been shown to prepare patients 

effectively for surgical procedures and other medical interventions, to a degree producing cost-

savings in overall care [21, 22]. Hypnosis also moderates the adverse effects of medical 

procedures such as radiation therapy for cancer patients [23]. Hypnosis facilitates pain 

management for a wide variety of pain types, including acute pain, chronic pain, and pain 

accompanying medical procedures [15, 24, 25]. Hypnosis and hypnotic language can also be 

utilized by hospital and clinic personnel, with significant improvements in patient satisfaction [26, 

27]. 

Early in the emergence of integrative medicine, [28] reviewed the relevance and credibility of 

hypnosis for inclusion in integrative medicine. He reported that NIH regards hypnosis as a 

complementary and alternative intervention. He reviewed outcome data on 17 medical 

applications of hypnosis, from allergy to urology, and concluded that “patients treated with 

hypnosis experienced substantial benefits for many different medical conditions” (2005, p. 511). 

Nevertheless, the current dialogue on integrative medicine gives only sporadic attention to 

hypnosis and hypnosis remains underutilized in healthcare. The National Center for 

Complementary and Integrative Healthcare, the successor to the National Center for 

Complementary and Alternative Medicine, does not mention hypnosis in its discussion of mind-

body practices, while chiropractic, acupuncture, yoga, and guided imagery are all mentioned [29]. 

Hypnosis is not listed among the 10 most commonly used complementary health approaches in 

national health statistics reporting [30], The American College of Physicians updated its 

recommendations for acute, sub-acute, and chronic low back pain in 2017, and called for non-

invasive alternative treatments to be attempted before surgery, and further recommended a 

variety of alternative therapies to be implemented before medication. The guidelines differed for 

acute low back pain, chronic low back pain, and radicular low back pain, and included 

acupuncture, massage, heat, yoga, EMG biofeedback, and mindfulness, but not hypnosis [31]. 

Similarly, Lake, a leader in the integrative mental health (IMH) movement, gives minimal attention 

to hypnosis as a modality for IMH, while emphasizing acupuncture, herbal and nutritional 

medicine, yoga, and meditation [32-34]. 

2. Emerging Paradigms of Integrative Medicine 

In the remainder of this paper I will provide an overview of several emerging paradigms in the 

field of integrative healthcare. I propose that for hypnosis to assume a significant role in 
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integrative healthcare, we must increase our attention to these paradigms, and improve 

educational preparation for hypnosis practitioners to function within these paradigms. Readers 

may also wish to consult [35] for a qualitative analysis of several definitions of integrative 

medicine and health.  

2.1 Integration within the Traditional Medical Hierarchy 

Under this paradigm, the physician remains the primary provider and will typically prescribe a 

biomedical regimen of medication, to be supplemented with complementary and behavioral 

interventions. Psychologists, nutritionists, exercise physiologists, acupuncturists, Reiki therapists, 

and other complementary practitioners will be included within the medical home or referral 

networks will be established between the medical home and the complementary providers. Those 

complementary therapy practitioners co-located within the medical home will often function as 

physician extenders, implementing physician-initiated treatment orders.  

This paradigm continues the traditional assumption that the primary intervention for a patient 

complaint is bio-medical, and the medical physician is the best arbiter of choice of treatment. The 

positive advantage of the hierarchical model is that the supervising physicians may better 

integrate an understanding of the evidence-base of available therapies, when developing the 

treatment plan for the patients’ disorders. 

The disadvantage of this paradigm is that for many chronic conditions and functional disorders, 

a complementary or behavioral intervention delivered early in onset of disorder may reverse or at 

least manage the disorder and hinder the progression to chronicity. Too often medical providers 

delay referral until the pharmaco-therapies and medical procedures have been implemented for 

months or years, by which time the patient’s condition often becomes more chronic and resistant 

to treatment of any kind. Biofeedback, hypnosis, or the Feldenkrais method, alone or in 

conjunction with lifestyle modifications, may often provide an effective intervention for emerging 

headache conditions, while the same therapies are challenged to address a “chronic daily 

headache,” of ten years’ duration, often exacerbated by a rebound patter of worsening head pain 

as blood levels of narcotic analgesics fade. Further, no one, including the physician, can reliably 

predict which complementary intervention might dramatically relieve the disorder.  

2.2 Interprofessionalism: A New Communications Paradigm 

Many advocates of Integrated Care believe that it can be optimized with interprofessional 

teams working in a single setting [36]. Co-location within a single setting enhances communication 

and increases patient follow through on referrals to other disciplines. Diverse professionals work 

on a collaborative basis in a single pediatric, family practice, or specialty medicine setting. Decision 

making is carried out through communication across disciplines and engaging the patient 

integrally in the process. 

The World Health Organization advocates for interprofessionalism in health profession 

education and in clinical practice:  

The World Health Organization (WHO) and its partners recognize 

interprofessional collaboration in education and practice as an innovative 

strategy that will play an important role in mitigating the global health 

workforce crisis [37]. 
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There are challenges for the interprofessional model. This model challenges all healthcare 

providers to better communicate with one another and the patient. At a time when corporate 

medicine drives a reduction in minutes spent per patient encounter, interprofessionalism 

demands time for communication among professionals and with the patient. 

In addition, the evidence-base for many complementary and allied health interventions is weak 

and not sufficiently persuasive for medical personnel. This undermines the confidence of 

medically oriented professionals in giving full credibility to complementary modalities. The funding 

for large-scale multi-center trials for new medications comes from the profits of pharmaceutical 

sales, whereas in the complementary therapy domain, comparable funding sources are not 

available. Although publications of research, including some well-funded larger studies, have 

increased in recent years, overall the studies on hypnosis, acupuncture, and other complementary 

therapies tend to utilize much smaller samples and blinding is less feasible, when the patient’s 

awareness is part of the therapies’ pathways for action. Fortunately, the occasional dramatic 

improvement of medical patients with integrative care including complementary therapies can be 

persuasive for physicians, nurses, and other biomedically oriented members of the treatment 

team [1, 2].  

2.3 The Smörgåsbord Paradigm 

In effect, many integrative medicine programs operate on a “Smörgåsbord” principle. Patients 

are offered a variety of mainstream and complementary treatments, and patients select those 

that suit their preferences. Since much of the CAM delivery system is market driven and outside 

mainstream healthcare, patient preference is often the primary factor driving treatment selection.  

Patient preferences are a key element in all evidence-based care, but it is critical that current 

knowledge on the efficacy of the various options is communicated to the patient making the 

choices. Research suggests that finding reliable information on complementary and alternative 

treatments is challenging, patients are confused by conflicting research reports and claims, and 

patients may be most strongly influenced by testimonials from other patients [38]. Patients often 

would prefer to receive information about CAM from trusted sources, such as their physicians, yet 

physicians are often not equipped to provide such information [39].  

As a consequence, patient choices of complementary therapies may not be in synch with the 

evidence base on the therapies. Moves to integrate complementary therapies into mainstream 

medical institutions may moderate these effects of disinformation and lack of information, yet 

patient preference will remain an element in informed medical decision making. 

2.4 Epigenetics as a Paradigm for Integrative Medicine 

Bruce McEwen [16], a leader in contemporary stress theory, has promoted epigenetics as a 

paradigm for integrative medicine. Epigenetics studies how multiple variables influence the 

translational process determining which of the potential traits carried in an organism’s genetic 

code actually get expressed. Everything occurring during the organism’s life cycle can modify gene 

expression, to the benefit or the detriment of health. Stress, nutrition, drugs, and negative 

emotion can all adversely affect gene expression and health. Animal research indicates that 

epigenetic effects may carry over transgenerationally from the original organism, “either through 
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the germline or through reoccurring environmental conditions,” suggesting a long-term effect for 

early experiences [40].  

According to McEwen’s model, early life experiences shape the trajectory of health and 

disease, influencing epigenetics. Early intervention is critical to minimize the damage caused by 

adverse childhood experiences (ACEs) – including abuse, neglect, and poverty -- with their lifelong 

health consequences. This paradigm demands interventions long before the patient presents with 

symptoms. McEwen emphasizes that the “lived experiences” of the person are important, since 

the same objective event may take on divergent significance or meaning for those impacted by it. 

Personal experiences, and the meaning the individual endows these experiences with, all enhance 

or inhibit the response to healthcare. Stress, allostatic load, and overload all can interact with 

genetic disposition toward bio-medical disorders. 

In McEwen’s model, physical exercise, social integration, and finding meaning in life can all 

optimize epigenesis and enhance the positive plasticity of the nervous system. Behavioral 

interventions, cognitive behavioral therapies, and mindfulness training can moderate the 

symptoms of chronic illness, enhance neurogenesis, and improve the regulation of mood and 

emotion, reducing negative epigenetic forces and enhancing positive epigenesis [16]. 

2.5 The Lifestyle Medicine Paradigm and the Health Coaching Paradigm 

I have grouped these overlapping paradigms together, because they complement one another 

so well. Lifestyle medicine has emerged as a new movement in healthcare, based on decades of 

research showing that lifestyle factors shape both the onset and progression of chronic illnesses 

and conditions. Health coaching is a discipline that has emerged, to assist human beings to make 

lifestyle choices, reducing health risk behaviors and enhancing salutogenic behaviors.  

2.5.1 Lifestyle Medicine 

Sagner, et al. [41], published a definition of lifestyle medicine endorsed by the American 

College of Lifestyle Medicine, the Australian Lifestyle Medicine Association, and the European 

Society of Lifestyle Medicine: 

Lifestyle medicine is a branch of evidence-based medicine in which 

comprehensive lifestyle changes (including nutrition, physical activity, stress 

management, social support and environmental exposures) are used to prevent, 

treat and reverse the progression of chronic diseases by addressing their 

underlying causes [41].  

Dean Ornish conducted many of the early studies that led to the integrative medicine 

movement. Ornish developed a multi-modal protocol including whole foods, plant-based 

(vegetarian) diet, smoking cessation, physical exercise, stress management, yoga, and meditation. 

Patients who completed this program showed measurable and clinically significant improvements 

in their cardiovascular condition. Patients with cardio-vascular illness attained reductions in 

triglycerides, cholesterol, blood pressure, and increases in myocardial perfusion [42-44]. Many 

patients in Ornish’s lifestyle medicine studies showed measurable opening of coronary artery 

blockages, through reversal of plaque formation. Following the Ornish program, cardiac patients 

with depressive illness also showed significant improvements in depressive mood [45]. 
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Sagner and colleagues described the essence of lifestyle medicine. Evidence has mounted for 

decades that nine lifestyle-related factors and lifestyle-induced dysfunctions account for 90% of 

cardiovascular illness: “smoking, excessive alcohol consumption, physical inactivity, poor diet, 

stress, hypertension, and poor blood lipids” [41]. The message is clear: Better health lies in the 

direction of correcting these nine factors. The frustration is that decades have passed, and the 

same correctable lifestyle variables continue to cause needless cardiovascular deaths [46]. 

Healthcare professionals know the behavioral changes needed to enhance health and prevent 

illness; patients do not make the changes. The huge published research on “medical non-

adherence” illustrates the magnitude of the problem. Patients frequently do not follow prescribed 

regimens of medication, as well as other physician recommendations. In chronic illness, 30-50 % of 

medications are not taken as prescribed and medication nonadherence is associated with 125,000 

deaths annually [47]. Non-adherence when physicians recommend behavioral and lifestyle change 

falls in similar ranges. According to one recent study, only from 35 to 63 % of patients make 

positive behavioral changes following physician recommendations, although those reporting more 

trust in the physician make more changes [48]. 

David Katz sums up the message of lifestyle medicine: 

We let this happen, every day. We aid it, and we abet it – every day. And all the 

while, we devise new drugs and devices, new stents and statins – and we learn 

CPR – to contend with diabetes that doesn’t need to happen fully 90 percent of 

the time or more, heart disease that doesn’t need to happen fully 80 percent of 

the time or more. We seem to accept that it’s a midlife right of passage: 

angioplasty, or CABG? Take a number – have a nice procedure – you can wait in 

the fast food restaurant – next! [46]  

2.5.2 Health and Wellness Coaching 

Health and wellness coaching is the emerging discipline that applies research-based knowledge 

and techniques to assist human beings to modify lifestyle, reduce health risk behaviors, and 

increase health-enhancing behaviors [49, 50]. Health and wellness coaching optimizes the human 

capacity to make change. Coaching is a natural partner with lifestyle medicine, since health 

coaches facilitate patients to make exactly the kinds of lifestyle changes demanded by lifestyle 

medicine.  

The coach begins by inviting the patient into a collaborative “alliance for health.” The coach 

uses motivational interviewing to mobilize the patient’s own motivations and goals, assists 

patients to establish their own goals. Many authors within the coaching field emphasize self-

determination theory [51].  

Self-determination theory holds that the more autonomous a behavior is, the more personal 

commitment is mobilized [52]. Accordingly health and wellness coaches assess the patient’s 

current readiness for change, and proceed in a step-wise fashion, beginning with small self-

directed changes, and moving to more demanding changes only when the individual has 

experienced some initial successes with small steps [53].  
  

http://health.usnews.com/health-news/patient-advice/articles/2015/01/23/heart-bypass-surgery-what-women-should-know
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2.6 The Functional Medicine Paradigm 

Functional medicine is a widely used paradigm within the larger field of integrative medicine. 

Functional medicine brings together the healing powers of nutrition with laboratory assessment, 

to identify specific deficits in the body that can be addressed nutritionally. It is clear that 

nutritional advice does not produce the same effects in all patients, even to those with the same 

diagnosis. This is the principle of biochemical individuality. Interventions must take into account 

this individual’s history, biochemistry, genetic makeup, and nutritional deficiencies and 

sensitivities [54]. The goal is what is variously called “personalized medicine” or “precision 

medicine;” the treatment plan is unique for precisely this biochemically unique human being.  

Functional medicine practitioners utilize a variety of blood and stool tests to identify any 

mineral or nutritional deficiencies along with food allergies and insensitivities. The practitioner 

assesses the current state of the microbiome of this individual, the genetic material of all of the 

microbes that reside in the human body [55]. This allows nutritional recommendations to be 

personalized for the patient.  

Functional medicine includes attention to both nutrigenomics and nutrigenetics. Nutrigenomics 

investigates how nutrients can modify the regulation of gene expression. Diet-regulated genes 

play a role in the onset and progression of specific diseases. Emerging research has shown that 

nutrigenomics has potential for preventing, mitigating, or treating chronic disease, and certain 

cancers, through small but strategic dietary changes. 

Nutrigenetics investigates how genetic variation influences the interaction between nutrition 

and disease. Research on nutrigenetics offers further tools to create a more 

individualized/personalized medicine based on understanding an individual’s nutritional needs, 

health status, and genotype. In a large-scale study, those participants who had a genetic variant 

rs1885988 in the MT1F3 region showed greater weight loss from intensive lifestyle interventions 

than did those without this genetic variant [56]. The genetic evidence becomes a tool for 

supporting the choice of this intervention. 

In this area of nutrigenetics and nutrigenomics, the causal pathways are reciprocal: Genetic 

markers predict response to interventions, but interventions also blunt the effects of genetic 

markers. In the so-called “Pounds Lost investigation,” individuals carrying the A Obesity risk allele 

at FTO rs1558902 showed greater weight loss on a high protein diet [57]. In another study, those 

research participants who had a genetic marker at rs79903146 at TCF7L2, showed more frequent 

progression to diabetes. However, those participants with this marker who also received the 

intensive lifestyle intervention, showed lower frequency of developing diabetes [58]. 

There is also extensive research evidence for reciprocal interactions among life stress, the 

physiological stress response, digestive function, and the gut. Stress can cause or exacerbate 

digestive system symptoms, including heartburn, abdominal cramps, or loose stools. Keefer and 

Blanchard [59] estimated that 60% of patients with IBS have Generalized Anxiety Disorder, and 

20% have depression. The microbiome may cause or exacerbate anxiety and traumatic 

experiencing; conversely, use of a probiotic regulating the microbiome can reduce anxiety and 

depression [60].  

Stress influences food choices: Stress and depression are associated with less fresh fruit 

consumption as well as greater snack food intake, and the seeking of hyperpalatable foods [61]. 

Stress also induces metabolic changes that promote weight gain and body fat mass [61]. 



OBM Integrative and Complementary Medicine 2020; 5(1), doi:10.21926/obm.icm.2001007 

 

Page 9/17 

Inflammation-enhancing diets can increase depressive symptoms and pro-inflammatory responses 

to stressors. Stress enhances maladaptive metabolic responses to unhealthy meals. For example, 

total triglycerol (TG) and low-density-lipoprotein-TG areas were 50% or more higher during stress 

than under control conditions [62]. Accordingly, a comprehensive functional medicine plan should 

include mind-body elements, such as relaxation training or hypnosis, to counter the effects of 

stress on digestion, food choice, and metabolism.  

In summary, functional medicine has drawn on the full powers of current science and 

laboratory testing to personalize the treatment plan for the individual patient. Practitioners guide 

patients to eliminate some foods, increase others, and in many cases the practitioners also 

prescribe nutritional or mineral supplements to address conditions identified in the laboratory. 

The research in this domain remains weak and inconsistent, yet most functional medicine 

clinicians report that many of their patients have shown dramatic improvements, enough to 

inspire further research on functional medicine. 

2.7 The Competencies Paradigm 

Education in the health sciences today is moving toward a competency-based approach, which 

parallels evidence-based approached to practice. In integrative medicine, we showed above that 

the interprofessionalism paradigm emphasizes practitioners learning better communication skills, 

developing an understanding and acceptance for both the patient’s perspective and the 

viewpoints of both mainstream and complementary healthcare disciplines. Accordingly, 

competencies for integrative medicine training will include communication skills and sensitivity to 

divergent professional cultures. Research on core competencies for integrated and integrative 

care has focused on integration of medical and “behavioral health” services. For example, Miller 

and colleagues concluded that: 

Competence as a licensed behavioral health provider working in primary care 

refers to the knowledge, skills, and attitudes—and their interconnectedness—

that allow an individual to perform the tasks and roles in that setting [63]. 

At least two organizations have identified competencies that support integration of professions 

in one setting. 

The Colorado Consensus Conference took place in November 2015, and identified eight 

competencies to support highly integrated practices, where behavioral health professionals are 

onsite and integrated into the care team. The following are the headings for the eight 

competencies; further detail on each competency is available in the conference report [60]: 

– Identify and assess behavioral health needs as part of a primary care team.  

– Engage and activate patients in their care. 

– Work as a primary care team member to create and implement care plans 

that address behavioral health factors.  

– Help observe and improve care team function and relationships.  

– Communicate effectively with other providers, staff, and patients.  

– Provide efficient and effective care delivery that meets the needs of the 

population of the primary care setting.  

– Provide culturally responsive, whole-person and family-oriented care. 
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– Understand, value, and adapt to the diverse professional cultures of an 

integrated care team. 

Another organization produced a similar set of competencies. The Annapolis Coalition on the 

Behavioral Health Workforce is a non-profit organization focused on strengthening the 

recruitment, retention, training, and performance of the behavioral health workforce. This group, 

in collaboration with SAMSHA, published a report on “core competencies for integrated primary 

and behavioral healthcare” [64]. 

The development of core competencies provides a paradigm and a training framework for 

developing a new healthcare workforce, comprised of professionals who are better prepared to 

interact across disciplinary boundaries, engage the patient in health care decisions, listen 

empathically to colleagues and patients, and produce true and more seamless integration of 

mainstream and complementary health modalities in one setting. 

2.8 The Eco-Systems Paradigm for Health and Healthcare 

Sagner et al. [41] suggested that our environment can be morbidogenic or salutogenic. The 

WHO is promoting attention to scientifically measurable variables in the environment, the 

“physical, chemical and biological determinants of health external to a person” [65]. The human 

being is always embedded in an eco-system or environment, and that environment can 

contribute to illness or health. This is reminiscent of the words of Ralph Waldo Emerson, who 

wrote in his essay Nature that “In the woods, I feel that nothing can befall me ... which nature 

cannot repair” [66].  

There are a number of eco-systems models for health at this time, but I will take the example of 

“forest medicine” and “forest bathing.” One of the stimuli for global lifestyle-based illness is rapid 

urbanization and estrangement from nature. Forest medicine emerged in Japan to address this 

estrangement from nature and has become a global movement. Forest medicine and other forms 

of nature therapy prescribe immersion – “forest bathing” – in natural environments as a form of 

therapy. Organized programs provide transport for urban dwellers to protected forest 

environments and these individuals are immersed in the forest for periods of several days. 

In Japan, the Shinrin-Yoku movement began in the 1980’s and has gained a widespread 

following. Shinrin-yoku literally translates as taking in the forest atmosphere or “bathing” in the 

forest. Researchers in both Japan and South Korea have promoted forest exposure for 

preventative health and wellness and also as a treatment for chronic illness. One of the leading 

researchers in this area, Yoshifumi Miyazaki, summarized much of the Japanese research in this 

area in a 2014 article. He reported that time spent in forest environments in 35 different forests in 

Japan was shown to produce a 12.4 % decrease in cortisol levels, a 7.0 % decrease in sympathetic 

nervous activation, and a 5.8 % decrease in heart rate. He claimed a 55% increase in 

parasympathetic activation, indicating substantial physiological relaxation, and a dramatic 

increase in immune function that persisted for one month after the forest exposure [67]. A study 

by Li [68] measured natural killer cell activity in 12 research participants, who were exposed to a 

forest environment for a weekend. The study reported significant increases in natural killer cell 

activity in the study participants, lasting a month. Another study, reported by Bing Bing et al. [69], 

utilized a randomized control design and immersed the experimental group in a forest 

environment while the control subjects remained in the city. The forest immersion group showed 
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decreased levels of pro-inflammatory cytokines and stress hormones and decreases in negative 

mood as measured on the POMS.  

The forest medicine movement has gained support in Europe, and research is beginning there 

as well. There is now a Europe-based International Congress on the Forest and its Potential for 

Health, scheduled annually, and promoting both research and clinical applications of forest 

medicine (https://www.selvans.ong/congress2019/?lang=en). Much of the research on the health 

effects of forest immersion consists of small studies, some of less rigorous design [70]. 

Nevertheless, with the shared consensus that stressful urban environments are a factor 

undermining health, initiatives to integrate environmental factors into health are welcome. 

3. The Significance of the Integrative Medicine Paradigms for the Hypnosis Profession 

Hypnosis deserves a place in integrative healthcare. As summarized above, it is evidence-based, 

person-centered, effective in modifying habits and lifestyle, and includes a variety of protocols 

with well-documented efficacy for medical disorders, and effective applications for pain 

management, surgery preparation, obstetrics, oncology, and many other areas. 

Reviewing the paradigms for integrative medicine included above, I propose the following 

guidelines for professional education in hypnosis, and for health professionals wishing to increase 

their role in integrative care: 

1. Medical hierarchy paradigm. Because the hierarchical paradigm prevails in many settings, 

it is important for hypnosis practitioners to become more informed about the hierarchy, the 

players, and their expectations. This includes everything from the expectation of communication 

back to the referring doctor to medical record keeping. In addition, hierarchical models require 

that each hypnosis practitioner understand his/her expected role within that organizational 

structure and take the steps to optimize that role. For example, psychologists often can achieve at 

least affiliate status in most North American medical settings, placing them in a peer status with 

medical and nursing providers. For many complementary therapists, the challenge is more 

daunting. Forging personal relationships with medical providers, frequent communication about 

patient progress, and providing medical education for the clinic professionals can all serve to 

overcome prejudices and barriers.  

2. Interprofessionalism paradigm. In those progressive settings where interprofessionalism is 

cultivated, it becomes important to cultivate effective communication skills and habits, for 

optimizing the communication across disciplinary and specialty lines. In addition, it is critical that 

hypnotic professionals NOT continue to think as solo practitioners when operating in an 

integrative setting. The patient’s long-term wellbeing will be improved most effectively with a 

collaborative involvement of several disciplines in a coordinated care plan. Hypnosis may also be 

provided by multiple specialties, and the well trained and certified practitioner can multiply her or 

his impact by training nurses, EMTs, and others whose scope of practice allows the use of 

hypnosis.  

3. Smorgasbord paradigm. In settings where the patients seem to be selecting 

complementary therapies from a smorgasbord, the challenge for hypnosis is patient education 

and marketing. Any brochures or videos presenting treatment options for patients should be 

reviewed, so that hypnosis is presented accurately but also attractively. Can the practitioner or a 

https://www.selvans.ong/congress2019/?lang=en
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health educator convey a good grasp of the potential value of hypnosis in patient orientations, in a 

fashion that corrects misconceptions and awakens hope? 

4. Lifestyle medicine paradigm. In accordance with the lifestyle medicine model, the 

challenge for hypnosis practitioners is to educate both peers and patients about the value of 

hypnosis for facilitating behavior change. Further, the lifestyle medicine paradigm suggests that 

hypnosis in the office can be supplemented by simultaneous patient-directed behavioral and 

lifestyle changes. For example, research shows that hypnosis can greatly moderate symptoms of 

irritable bowel syndrome [71], yet corresponding dietary changes can also facilitate long term 

digestive health [72]. The hypnosis practitioner can coordinate care with functional medicine 

physicians, dieticians, exercise physiologists, and complementary medicine therapists to develop a 

comprehensive treatment program. Lifestyle changes accompanying hypnotic treatment will also 

support patient wellbeing long after hypnosis sessions cease. 

5. Health and wellness coaching paradigm. Health and wellness coaches specialize in 

facilitating active patient engagement in treatment, autonomous goal setting, and effective 

behavior change. Health and wellness coaches are welcomed by at least one major hypnosis 

organization in North America today (the Society for Clinical and Experimental Hypnosis) and can 

learn hypnotic techniques that can be used in service of lifestyle change to assist patient’s self-

directed change. Their primary model remains collaborative health-enhancing goal setting [50], 

but hypnotic and self-hypnotic techniques can be introduced to assist the patient in overcoming 

obstacles and achieving goals. 

6. Functional medicine paradigm. Understanding the functional medicine paradigm primarily 

challenges the hypnosis practitioner toward cross-disciplinary coordination of care. As mentioned, 

high stress levels can adversely food choices, digestion, and metabolism. Accordingly, dietary 

integrated with hypnotically-assisted stress reduction may more effectively treat many disorders. 

In McGrady and Moss [2], we included a case history of a female patient with lupus systemic 

erythematosus, who benefitted greatly from a coordinated program of integrative care including 

both hypnosis and functional medicine. The functional medicine interventions appeared at the 

time to have the greatest impact, to the extent that the patient’s antinuclear antibodies 

normalized and her lupus symptoms were significantly reduced. The patient coped with occasional 

“flare” in her lupus symptoms by a combination of nutritional interventions, paced breathing, self-

hypnosis, and self-soothing imagery. 

7. Competencies paradigm. Competency-based education is applicable in hypnosis training 

and education. Appropriate competencies include mastery of clinical hypnosis intervention skills, 

and also the communication, cultural sensitivity, and related competencies described above. 

8. Eco-systems paradigm. Hypnosis practitioners frequently focus on the inner world, utilizing 

hypnotic experiences to reverse the impact of external stress, resolve emotional conflicts, abreact 

emotion-laden memories, and enhance patient resilience and coping. Yet the question remains, 

whether the patient is returning to a toxic “morbidogenic” environment, toxic in the sense of 

physico-chemical hazards or emotionally destructive interactions. The eco-systems approach is a 

timely reminder to pay attention to the patient’s inner and outer world, seek strategies to reduce 

exposure to harmful surroundings and increase patient time spent in salutogenic and supportive 

surroundings. 

9. A word about research. The research on hypnotic interventions is encouraging but not 

conclusive. Hypnosis research is not supported by pharmaceutical profits; many hypnosis 
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researchers conduct pilot studies lacking controls or controlled studies with small samples. Moving 

into the evidence-based world of integrative medicine, improvements in research design, 

collaborative studies among several sites to increase sample size, preregistration of protocols, and 

other steps to enhance the credibility of hypnosis research are priorities. A Task Force to Establish 

Efficacy Standards in Hypnosis Research is currently underway, supported by the boards of the 

International Society of Hypnosis, Division 30 of the American Psychological Association, the 

Society of Clinical and Experimental Hypnosis, the American Society of Clinical Hypnosis, the 

National Pediatric Hypnosis Training Institute, and the Milton Erickson Foundation. Researchers 

from six countries have been meeting since February 2019 to address efficacy research 

standards [73]. 

4. Conclusion 

In summary, if hypnosis professionals desire a place at the ever-growing table of integrative 

healthcare, it is time to rethink hypnosis practice. Those who are already conditioned by years of 

solo practice may benefit by arranging to consult and spend time in the closest integrative setting. 

Fortunately, many early career professionals are already growing up professionally in integrative 

settings, and interprofessional collaboration and communication may be their native tongue. 
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