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COURSE BOUNDARIES

                                                       HOUSE KEEPING

As with a client therapist relationship, we need to establish training boundaries.

 

Boundaries.

Lectures:

As these are lectures about change our response to life experiences, you will have questions and you will be able to relate to your own experiences, regarding the subjects being lectured.

Please make a note of your questions and your personal life experiences, memory joggers are all that will be required. What you want to discuss can be addressed at the end of that subject.

You will always be asked, ‘are we ok with this’ or ‘have we any questions?’

We will be unable to discuss everyone’s personal experience related to the subject being discussed.

Please accept this is a lecture and not a conversation, there is a syllabus to complete within a set time frame. If the lectures mean something to you personally, and you are affected by the subject, you can discuss this at lunch time or at the end of the day.

We can lose so much of the lecture through distraction.

 
Self-Care:

Self-care is required when practising, with the understanding we are often unaware of what might surface. If inadvertently you are affected by our work together, please let me know, if time we might address an issue with the intervention being demonstrated.

If you have a known issue which is currently difficult for you to handle, please save this issue for therapy.

Unfortunately, training is not a therapeutic environment, although we would be as caring as possible with each other.

 

Demonstrating Interventions & Techniques.

When interventions are demonstrated with a delegate it is important to remember there can only be one therapist at a time.

Interruptions will distract the therapist and the client, if we have questions there is always time allowed for this interaction, after the close of therapy. The above are considered to be a professional way of behaving in the practice, as we are training we are all expected to adhere to these guidelines.

 
All relationships require boundaries and respect, talking over people and interrupting are therapeutically considered acts of aggression.  

Please say if you find these boundaries unreasonable.

Being on this course means that we have all agreed to the following:

                                                                             Course Suitability Terms  

             http://www.hypnotherapysurrey.com/our-courses/course-suitability-terms/
COURSE BOUNDARIES

                                                       HOUSE KEEPING

Certificated Weekends 
Students are required to attend the complete weekend from starting time to finish time to receive a certificate. 

Supervision 
Governing bodies require registered therapists to be in supervision which is also part of our therapeutic training. Supervision sessions are required for the HPD & Diploma in Psychotherapy, typically although not exclusively addressed toward the end of the course in support of your HPD, fees are detailed in the Course Fees section. 

Applying For The Course 
Upon receipt of your booking form & deposit you will receive an informal invitation to discuss the course over coffee; after this discussion, you will receive formal confirmation of registration. If for any reason, you or we feel that the course is not for you, your deposit will be returned in full. If there is anything that you wish to discuss please contact us or. 

Delegate Behaviour 
The SCCP reserves the right to remove a participant from the course due to incompatibility; this has not happened in twenty years; however, we reserve the right. 

 
Aggressive behaviour shown toward tutors or students is not acceptable whether verbal physical or in the written form, including texts or emails. 

 
Failure to comply with the standards and practices that would be expected from a person holding a professional position will result in exclusion from the course without compensation.

Smoking

This is a non-smoking area:

This means
No smoking in the building

No smoking in the grounds

No smoking outside the gates.

Venues selling cigarettes are now bound by law not to display packaging or advertisements regarding this product; to do so might normalise what is currently considered to be an unhealthy behaviour.

This venue strongly requires us to refrain from smoking as the authorities do not want the venue to be associated with addictive behaviour.

The above boundaries are considered to be reasonable behaviour, reading through and understanding these boundaries is your responsibility.

Noncompliance, might mean exclusion from the course without financial compensation.

By attending this course, you are agreeing to abide by these boundaries.
What will you need to demonstrate regarding this weekend?

A) Briefly Discuss the defence mechanisms that our ego structure uses, that might protect us from feeling uncomfortable about ourselves.

B) Discuss your observations on the defence mechanisms that your mind has used to help you to feel better about yourself regarding this course, the assignments, the comments in your assignments and role plays. 

C) Please feel free to include any situation where your brain has automatically facilitated a defence mechanism.
D) Your client presents requesting assertiveness training, the therapist is to present a case history which demonstrates the therapist’s ability to work within this field of work.
1) Please discuss case your history, your assessment of your client, possible next steps for your client to take.
2) How has your opinion and therapeutic style of working changed after attending this weekend?

E) Assertive Behaviour
1) What did you notice that was assertive about your client?
2) What behavioural style was your client demonstrating?
3) Was there a change in response during or after your therapeutic appointment?

F) Regarding your client:

1) What impact has your client experienced in their life, that has been related to their behavioural style?
2) What recommendations might you suggest, for your client to experience a healthier life?
3) How did your opinion change after we discussed assertiveness?
As always, this home work is to be submitted to a satisfactory level, by your next Psychotherapy Diploma Course weekend.

ASSERTIVENESS TRAINING

In Assertiveness Training clients are taught appropriate and direct expression of on-going feelings, both positive and negative.

1. In vivo

2. In vitro

3. Hypno-behavioural

ASSERTIVENESS TRAINING (Continued)

Definitions of: 

a. Passive

b. Aggressive

c. Assertive   

ASSERTIVENESS TRAINING Cont’d

When we are assertive we:

Ask for what we want directly and openly.

We ask confidently without undue stress and at an appropriate time and manor.

We ensure that there is a win / win situation.

We do not:
Violate other people’s rights or expect to get what we want at the expense of others.

Freeze with anxiety.

Assertive behaviour can make others feel:

Positive: They sense that you will be pleased when they succeed.

Secure: They trust you because you let them know where they stand with you.

Co-operative: Others respond to your straightforward behaviour by trying to help you.

Respectful: Others reciprocate the respect they are shown for their needs and their rights.

Energetic: Others are able to use their energy constructively because there is no game playing.

The therapist needs to be aware at this point that the client’s relationships are based on their current behaviour and that there is usually a reaction within the client’s world when the client changes. This is not always in the client’s immediate interest?

When we are aggressive:

We try to get what we want in any way that works and usually by any means.

This often gives rise to bad feelings and can be destructive to relationships.

We can threaten, cajole, manipulate, use sarcasm, fight, intimidate or flirt.

We do not:

Respect that others have a right to have their needs met.

Look for situations where both might be able to have their needs met; the win – win situation.

Aggressive behaviour can make others feel.

Angry and threatened: Others resent being treated unfairly.

Frustrated: Others waste valuable energy defending themselves from our abusive ways.

Withdrawn: Others avoid us because when we are around they feel they must be ready to defend themselves.

Anxious and defensive: Others are unable to relax because they are preparing for the next attack.

Resentful: They resent the power we seem to have over them.

Hurt: Others are affected by our put downs, even when they know the comments are undeserved.

Humiliated: Others don’t enjoy being corrected or made to appear foolish in public.

Tired: They waste valuable energy preparing for what is about to be thrown at them.

 ASSERTIVENESS TRAINING Cont’d

When we are passive or unassertive:

We hope that we will get what we want whilst sitting on our feelings

We rely on others to guess what we want.

We spend a lot of our time resenting others and wanting to see people punished.

We do not take responsibility for our own actions.

We do not ask for what we want.

We do not express our feelings appropriately.

Usually we do not get what we want or receive what we are entitled to.

We do not upset anyone.

We do not get noticed.

Passive behaviour can make others feel.

Aggressive: Others may become tired and irritated with us when we give in time after time to their wishes.

Irritated: Others might wish that we would stand up for ourselves and make our own decisions.

Withdrawn: Others can avoid us because our negative attitude makes it difficult for others to maintain their own positive attitude, some may even become aggressive to compensate.

Superior: Others lose respect for us as a person because we are not willing to stand up for what we believe in. (too nice)
Tired: Others waste valuable energy dealing with their negative reactions to us.

                                                PASSIVE AGGRESSIVE 
History. The term "passive-aggressive" was first used by the U.S. military during World War II, when military psychiatrists noted the behaviour of soldiers who displayed passive resistance and reluctant compliance to orders.     
There are certain signs that help identify the passive-aggressive response. 

Ambiguity - Avoiding responsibility by claiming forgetfulness - Blaming others. (“If I am going to be treated like this.” comments) - Chronic lateness and forgetfulness - Complaining 

Does not express hostility or anger openly, 

e.g., expresses anger by leaving notes or making sarcastic remarks. - Fear of authority - Fear of competition - Fear of dependency - Fear of intimacy and or uses infidelity as a means to act out anger or to teach the other a lesson. - Fosters chaos - Intentional inefficiency - Making excuses - Losing things - Lying - Obstructionism - Procrastination - Resentment - Resists suggestions from others - Sarcasm - Stubbornness. Sullenness - Willful withholding of understanding and or withholding of self, going missing for periods of time.

Passive-aggressive refers to passive ways of obstructing or resisting following authoritative instructions in interpersonal or occupational situations. It can manifest itself as resentment, stubbornness, procrastination, sullenness, or repeated failure to accomplish requested tasks for which one is assumed to be explicitly responsible for. It is a defense mechanism and more often than not only partly conscious. For example, people who are passive-aggressive might take so long to get ready for a party they do not wish to attend that the party is nearly over by the time they arrive. Another form of passive-aggressive is leaving notes to avoid face-to-face discussion or confrontation.

Passive-aggressive personality disorder (also called negativistic personality disorder) is a personality disorder said to be marked by a pervasive pattern of negative attitudes and passivity, usually disavowed resistance in interpersonal or occupational situations

Merely being passive-aggressive isn't a disorder - sometimes it is perfectly rational behaviour which lets you dodge unpleasant chores while avoiding confrontation. It's only pathological if it's a habitual, crippling response reflecting a pervasively pessimistic attitude. When these symptoms are part of a person's personality disorder or personality style, repercussions are not usually immediate but instead accumulate over time as the individuals affected by the person come to recognise the disavowed aggression coming from that person. People with this personality style are often quite unconscious of their 
                                                        PASSIVE AGGRESSIVE 
impact on others, and thus may be genuinely dismayed when held to account for the inconvenience or discomfort caused by their passive-aggressiveness. 
In that context, there is a failure to see how they might have provoked a negative response, so they feel misunderstood, held to unreasonable standards, and/or put upon. 

Treatment of this disorder can be difficult: efforts to convince the client that their unconscious feelings are being expressed passively and that the passive expression of their feelings inspires other people's anger or disappointment with the client are often met with resistance.
Individuals with the disorder will frequently leave treatment claiming that it did no good. Since the effectiveness of various therapies has yet to be proven, these individuals may be correct. Passive aggressive disorder, is said to stem from a specific childhood stimulus (e.g. overbearing parental figures, or alcohol/drug addicted parents).
                                INTERPRETING & USING BODY LANGUAGE 
Aggressive body language alienates people. It suggests that the person is not comfortable with what she/he is saying, and raises doubts about the message being received.
The aggressive persons appearance is tense with a domineering posture, eye contact is staring with taut facial features, the hands may be tense and agitated and the voice strident
Passive body language fails to engage people. It suggests a lack of self- confidence. It weakens the message. Body posture is fawning and lacks presence.
Assertive body language makes people feel confident. It suggests an understanding of the situation and knowledge of what is wanted. It reinforces the message. The appearance is relaxed, with an upright posture, eye contact is direct, the face has a responsive expression, and the hands are relaxed with a confident voice. 
The assertive person asks for what they want, directly and openly with an appropriate manner. Internally the assertive individual feels confident without undue anxiety when asking for what they want.
Passive aggressive Annoyingly fawning or quiet, this individual gradually changes, often there is a changing of skin colouring and the breathing may change; facial features start to become taut. With some these changes may appear to be immediate however there has been an attempted suppression of feelings and as we know suppressed feelings eventually erupt inappropriately. 
                                                          Checklist
When being assertive we ask for what we want.
When being aggressive we try to get what we want.
When being passive we hope that we get what we want.
When being passive aggressive we hope that we get what we want, and when we don’t, we often have overwhelming feelings, and find a way of getting that person back in vivo or by fantasizing, these inflicted punishments are often indirect.
Relying on others to guess what we want is not a strategy for success, assertive people are open and direct without undue anxiety and do not threaten, cajole, manipulate, use sarcasm, fight or resort to flirting or manipulation.
They do not, violate other’s rights, believe they have a right to get what they want over others needs, freeze up when attempting to have their needs met. 

They do attempt to achieve a win / win situation knowing these arrangements enhance and maintain long term relationships. 
                               CONSEQUENCES OF BEHAVIOURAL STYLES

Passive

Others are likely to react aggressively when faced with passive behaviour; people may shun someone who gives in again and again to their wishes, certainly a lack of respect will develop.

People become irritated they wish the passive person would stand up for themselves and make their own decisions. People become withdrawn they avoid the passive person because the negative attitude makes it difficult for them to maintain their own positive attitude.

People lose respect for the passive person, because they are not willing to stand up for what they believe.

People waste valuable energy dealing with the passive persons negative reactions to them.

Assertive

Assertive behaviour can make others feel positive to you, others sense that you will be pleased if they succeed.

Others trust you because you let them know where they stand with you.

They become cooperative as they respond to your straight-forward positive behaviour by trying to help you.

They reciprocate the respect you show for their needs and rights, this nurtures respect for those involved.

All have more energy as others are able to use their energy constructively because there is no game playing.
Aggressive

Aggressive behaviour makes others feel angry and threatened, they resent the unfair tactics.

People waste valuable energy defending themselves from abusive ways, becoming frustrated.

People avoid the aggressive person because in the presence of an aggressive person, people feel they must be ready to defend themselves and so they withdraw.

People are unable to relax because they're preparing for the next attack, they become anxious and aggressive.

People resent the power that the aggressive person appears to have over them, they become resentful.

                               CONSEQUENCES OF BEHAVIOURAL STYLES Cont’d
Aggressive: People can't help being affected by the aggressors put-downs, even if they know the comments are undeserved, people feel hurt.

People don’t enjoy being corrected or made to appear foolish in public, they feel humiliated.

People waste valuable energy preparing for what the aggressor is going to throw at them next.
Passive: Often this subject is ignored, bullied or disregarded, can be adopted by aggressive people as a sense of power over might be gained. The subject often feels as if a child amongst adults that has no voice.

Passive aggressive consequences, others feel annoyed by time consuming disruptive behaviour often unconsciously initiated to disrupt, gain attention or manipulate to gain advantage. Subject is affected by others comments and response to passive aggressive behaviour. 

Aggression can be an overcompensation for the disempowerment of passivity, see passive aggressive.

Assertiveness. Often respected and liked, others can be who they are, allowed to develop and evolve. Others know where they stand, no time or emotion lost defending or attempting to accommodate manipulative behaviour.
The therapeutic intervention is explaining the differences in the behavioural stance and helping the client to see their own behaviour for what it is, not what they think it is.

Please note the vast majority of clients believe that their behaviour is fine, they can not understand why others act the way that they do? 
Otherwise they would change!

Behavioural therapy may continue for some while, as the client discusses their day to day interactions.

                                                Consequences Behaviour
Relationship Consequences:

Passive

Passive aggressive

Aggressive consequences

Exercise

Assertiveness Training
To be achieved through role play, at intervals throughout the theory.

1) Understand your clients Behavioural Style?

2) How, when and where did your client learn to be this way?

3) How was your client’s original learning of their Behavioural style successful?

4) Does your client believe their Behavioural style to be successful today?

5) What is the impact of your client’s Behavioural style on their environment, 
contacts, family, colleges, friends, children.

6) If required, how will you help your client to change their behavioural style?

7) What would be the implications of change for your client and your client’s 
relationships?

8) Practise with your client, their new chosen behavioural style, until your client is comfortable with their new chosen approach.
                                                Consequences of Behaviour
                           Personal Health Through Internalisation And Projection

Projection

Blood pressure

Strokes

Cardiovascular damage

Ed

Cholesterol

Adrenal & Cortisol surge – see internalisation

                                                Consequences of Behaviour
                           Personal Health Through Internalisation And Projection

Constant Fight Or Flight Response

Suppression of Immune System

Depression

Exhaustion

Lack of interest

Erectile Dysfunction

IBS

Bruxism

Exhaustion

ME

Fibro Myalgia

OCD

Nail biting

Skin biting

Hair pulling

Safety

Checking 

Clean

                      The Behavioural Therapies and their Role in Hypnotherapy

To discuss the behavioural therapies and their role in hypnotherapy it is necessary to outline the theoretical model behind the therapeutic practice of behaviourism, namely the psychological paradigm of Behaviourism. The Behaviourist approach was founded by John B. Watson in the early twentieth century in reaction to ‘insight therapies’ such as psychoanalysis and psychologists who studied consciousness using the technique of introspection. Watson argued that psychology should be studied in a more scientific way by focusing on objective, observable, measurable behaviour (Nye, 1992). 
Behaviouristic approaches are deterministic which means that “people are driven by forces beyond their control” (Gross, 2010, p.20). B.F. Skinner (1971) who was heralded as Watson’s successor, claimed that humans do not have the luxury or burden of free will, being completely determined by the external environment. The focus is on learning and indeed Behaviourism is alternatively known as ‘Learning Theory’. Behaviourists such as Watson and Skinner, believed that learning occurred by association and repetition and that the primary method of learning occurred by a process of environmental conditioning (Gross, 2010). Watson and Skinner focused on two different but related forms of conditioning: classical conditioning and operant conditioning. It must be noted that we are not referring to intellectual responses but changes in emotional and physiological responses, behaving differently without thought. Considered to be, the authentic way of developing behaviour, via osmosis; learning through repetition to adapt to environmental stimulation.
Watson adopted the concept of classical (or respondent) conditioning derived from Ivan Pavlov’s work with dogs at the turn of the twentieth century (Gross, 2010). Pavlov discovered that dogs learned to associate the presentation of food (unconditioned stimulus) which automatically provoked salivation (unconditioned response) with the sound of a bell (neutral stimulus) which was rung shortly before the presentation of the food. After several repetitions of the pairing of bell and food the dog learned, or was conditioned, to salivate (now termed a conditioned response) to the sound of the bell (now a conditioned stimulus) alone (Nye, 1992). Just as conditioned responses could be learned, so, it was found, they could be extinguished by, for example, repeatedly presenting the conditioned stimulus (e.g. the bell) without the unconditioned stimulus (e.g. the food).

Pavlov and Watson saw learning as a passive process in which a response is elicited or triggered automatically as a result of manipulations in the environment, but later behaviourists thought the learner was more active, behaving in a more voluntary capacity and emitting behaviour. These behaviourists became interested in the way in which behaviour could be learned and shaped by manipulating its outcome (Gross, 2010). This second principal type of learning originated from the work of Edward Thorndike whose work began in the 1890s. Thorndike was interested in the effect of consequences on behaviour (Davison and Neale, 1994). He found that hungry cats could learn to free themselves from a Puzzle Box in order to eat fish left outside the box. Initially the learning occurred by trial and error but the errors decreased in frequency, until eventually the cats learned to immediately open the catch to escape from the cage. 
Thorndike noticed that when a reward immediately followed behaviour, then the learning of that behaviour is strengthened. He called this the Law of Effect (Hilgard et al, 1990). 

                                                           Cause & Effect

B. F. Skinner renamed the Law of Effect the ‘Principle of Reinforcement’ (Davison and Neale, 1994) in which: “Behaviour is shaped and maintained by its consequences” (Gross, 2010, p. 164). 

Then why do we have child & adult misbehaviour?

The conditioning process was termed ‘operant conditioning’. Skinner said that people, like animals, are controlled by external reinforces, either positive or negative. His model is sometimes described as the A-B-C model in which: an antecedent (A) represents the stimulus conditions, the environment or context or situation in which the behaviour occurs; the behaviour (B) that is emitted; and the consequences (C) – what happens as a result of the behaviour: either a form of reinforcement, positive or negative, or a form of punishment (Gross, 2010). 
Observations of C then, can lead us to understand the circumstances of A, in other words, observing people behaviour can help us to understand their experience of learning, or, their previous history and sometimes their earlier years of development.
Skinner employed a piece of apparatus known as the ‘Skinner Box’ in which a rat or pigeon could receive a reward or positive reinforcement in the form of food by pressing a lever or pecking a disk (Gross, 2010). It was found that the rat or pigeon learned to reproduce whatever behaviour resulted in positive reinforcement. Similarly, negative reinforcement was studied using a Shuttle Box, a cage divided into two compartments with a barrier between them. Each compartment could be electrified independently of the other. Before the electrified side was changed a warning, signal would be given, either a buzzer or light, and the animal could avoid the shock by jumping the barrier. It was found that by a process of classical conditioning the animal would first learn to fear the buzzer or light and then by a process of operant conditioning would learn to escape the fear by jumping the barrier to the ‘safe’ side. The behaviour of jumping the barrier was (negatively) (positively) reinforced because it enabled the animal to escape or avoid the fear. 
This demonstrates the two-process theory (Gray, 1975 cited in Gross, (2010) in which the two processes of classical and operant conditioning are intimately linked. A third form of consequence outlined by Skinner was that of punishment. Unlike positive and negative reinforcement which strengthens behaviour or makes it more probable, punishment weakens or suppresses behaviour and makes it less probable (Gross, 2010). Skinner showed how even complex behaviours could be shaped and modified by the process of operant conditioning. 

Classical and operant conditioning have been seen to be instrumental in the cause, maintenance and treatment of mental, emotional and behavioural disorders. For example, it was discovered that fears and phobias can be learned by a process of classical conditioning and maintained via a process of operant conditioning. 
Watson and Rayner (1920, cited in Gross, 2010) conditioned the fear of a rat into nine-month old Little Albert by repeatedly pairing the presentation of the rat with a loud noise produced by striking a steel bar with a hammer just behind Albert’s head. Initially Albert had no fear of the rat (neutral stimulus) but he did show a natural automatic fear response (unconditioned response) to the loud noise (unconditioned stimulus). After several pairings of the loud noise with the rat Albert was conditioned to respond fearfully (conditioned response) to the presentation of the rat alone (conditioned stimulus). 
                                                          Desensitisation

Four years later Mary Cover Jones (1924) reported the case of Little Peter who already had various animal phobias and trembled when shown a frog, rat or rabbit. Peter’s phobia was deconditioned by a rabbit in a cage being placed in front of Peter when he ate his lunch. After 40 presentations with the rabbit being brought increasingly closer, Peter ate his lunch stroking the rabbit. This was an example of counterconditioning whereby the fear of the rabbit was extinguished by being crowded out by the positive feelings associated with eating (Davison and Neale, 1994). 

Phobias are learned and maintained through the two processes of classical conditioning and operant conditioning via negative reinforcement. Once the neutral stimulus becomes associated with fear the subject seeks to avoid the fear by avoiding the stimulus. While the subject continues to avoid the stimulus, there is no opportunity for the fear response to be extinguished and it is therefore maintained (Gross, 2010). 

The Little Peter experiment was an early form of systematic desensitisation, a form of behaviour therapy based on classical conditioning for extinguishing fears and phobias, which was formalised by Joseph Wolpe (1958, cited in Davison and Neale, 1994). It is a form of counterconditioning in which the key feature is reciprocal inhibition: “if a response inhibitory of anxiety can be made to occur in the presence of anxiety-evoking stimuli it will weaken the bond between these stimuli and the anxiety” (Wolpe, 1969 cited in Gross, 2010, p734). Hence it is not possible to experience anxiety and relaxation at the same time. 
The strategy is to first teach the phobic patient to achieve deep muscle relaxation and how to respond quickly to suggestions to feel relaxed. Then a hierarchy of fears is constructed according to the fear rating from 0 to 100 where 0 equals no fear and 100 equals maximum possible fear. Finally, the conditioned stimulus, the feared object or situation, is paired with stimuli that elicit the learned relaxation response (Carlson, 1990). The ‘systematic’ element entails graded in vitro exposure with the client imagining the phobic object, starting with the least frightening situation at the bottom of the hierarchy of fears. If the client can remain relaxed while imagining this anxiety-provoking situation then they are instructed to move on to imagining the next level. If at any point the client indicates anxiety the therapist gives a pre-arranged signal for the client to relax. “The client is not permitted to feel severe anxiety at any time” (Carlson, 1990, p.610). If anxiety again drives out relaxation then the client is taken back to an earlier situation at a lower level of the hierarchy and works their way up again. Over successive sessions the client is increasingly able to tolerate more difficult scenes as they climb the hierarchy (Wolpe, 1958, cited in Davison and Neale, 1994). 
Wolpe found that when patients could tolerate stressful imagery there was a reduction in anxiety in real life situations (Davison and Neale, 1994). The process is normally undertaken with the client undergoing imaginary encounters with the feared object or situation but in some cases, there are in vivo (or ‘live’) encounters with the feared object after progress has been made in vitro. Wilson and O’Leary (1978, cited in Carlson, 1990) found that in vivo desensitisation is almost always more effective and long lasting than vicarious desensitisation. Wolpe also gave homework whereby patients should put themselves in progressively more frightening real-life situations, where they would encounter the feared object in order to move their adjustment from imagination to reality (Davison and Neale, 1994).

                                                        Hypno-behavioural

Behaviour therapy and behaviour modification can be used effectively in conjunction with               hypnotherapy, referred to as the ‘hypno-behavioural approach’. Systematic desensitisation, for example is successfully combined with hypnosis (Joseph, 1994). The client is gradually and progressively exposed to the fears on the hierarchy while in a trance, indicating their coping limits by ideomotor response whereupon relaxation can be deepened using such deepening techniques as the “Now”, the Ten-to-One Countdown, Vogt’s Fractionation method and Posthypnotic Induction. 

Extinction of phobias can also be achieved by two other behavioural procedures: implosion and flooding (Gross, 2010). Implosion requires the client to go straight to the imagination of the very worst fearful situation i.e. the one that would be at the top of the hierarchy of fears. The therapist helps the client to increase their anxiety by adding verbal description of the feared object or situation. The aim is to maintain the client’s level of anxiety at such a high level without the prospect of escape or avoidance so that the level of anxiety can only go down and eventually it implodes either due to exhaustion or stimulus satiation. 
The client learns not to fear his own anxiety attack and the fear and avoidance responses are extinguished (Carlson, 1990). Anxiety is necessary for implosion to be effective: Chambless, Foa, Graves and Goldstein (1979, cited in Carlson, 1990) found that subjects given an anxiety-reducing drug did not benefit from implosion therapy. This would suggest that it is probably counter-productive to attempt this technique with the client in a trance in which the client remained in a state of relaxation. 
Flooding is similar to implosion therapy in that it goes straight to the top of the fear hierarchy, but it involves an in vivo encounter with the feared object or situation. Unlike implosion, flooding does not require the client to be in a state of anxiety, and therefore it would be appropriate to pair the phobic object or situation with a state of relaxation whilst the client is in a trance, and again deepeners (as described above) could be used to optimise the depth of relaxation to extinguish the fear response. The risk, of course, is the possibility of re-traumatising the client.

Aversion therapy is another form of behaviour therapy based on classical conditioning although some say there are also elements of operant conditioning in that there is an element of punishment. It attempts to condition an unpleasant response to a stimulus with which the client is preoccupied: e.g. alcohol, cigarettes, fetishes etc. The object of preoccupation (CS) is paired with an aversive stimulus (UCS) e.g. electric shocks or emetic drugs to produce a fear or disgust or sickness so that the object of preoccupation comes to elicit the conditioned response (CR) e.g. fear, disgust or vomiting (Carlson, 1990). Aversion therapy can be used within a hypno-behavioural approach, pairing the visualisation of the object of preoccupation (e.g. chocolate) alongside an aversive stimulus (e.g. dog faeces) while the client is in a light trance. 
The relaxing of the ego structure inherent in hypnosis means that it is less likely to resist therapeutic change. The effects of hypnotic aversion therapy are likely to last for as long as the client avoids the conditioned stimulus but the aversive response is vulnerable to extinction if the client forces themselves to override it by re-establishing their involvement with the object of preoccupation.
                                                    Assertiveness Training

Massed practice eliminates a habit by continued repetition of the stimulus that elicits the unwanted behaviour until it exhausts itself. The effectiveness of the technique can be increased using a hypno-behavioural approach with the client in a trance imagining the trigger or stimulus repeatedly, and pairing that stimulus with relaxation to counteract anxiety.

The above hypno-behavioural techniques largely rely on the process of classical conditioning. Further techniques contain elements of operant conditioning. For example, new adaptive behaviour acquired by behaviour modification techniques can be positively reinforced by the process of future pacing or future orientation in time in which the client (either in or out of trance) imagines and experiences the future benefits of the new behaviour. Likewise, in vitro negative reinforcement and punishment can be effective in discouraging smoking in the form of future pacing exercises such as ‘Back up to the Coffin and Smell the Flowers’, in which the client is motivated to avoid the negative or punitive experience by refraining from smoking, and thus non-smoking behaviour is strengthened. 

Assertiveness training, in which the client role-plays assertive behaviour (behavioural rehearsal) with the therapist, can be seen to include elements of operant conditioning in that the client experiences the reward (or positive reinforcement) of feeling better by asserting their needs appropriately and having them met. 
Hypno-drama offers a risk-free training ground for assertiveness work. Additionally, by a process of classical conditioning, the relaxation involved in the hypnotic element of hypno-drama counters any fears or anxieties that may have been associated with the new assertive behaviour. As a result, the new assertive behaviour is conditioned or learned.

Modelling by the therapist can play an important role in assertiveness training as it can in other forms of client learning. The theory of modelling is part of Social Learning Theory in which the emphasis is on observational learning: watching the behaviour of others, known as models, observing the consequences of the model ‘s behaviour, and imitating behaviour where the consequences are observed to be positive or favourable. It is suggested here that modelling can be effectively practised in vitro while the client is in a light trance, imagining a person, perhaps a person they admire, carrying out the desired behaviour and being rewarded for that behaviour. 

Within this version of Learning Theory Bandura noted the importance of cognitive variables as mediators between stimulus and response and between antecedents and behaviours and consequences and this was reflected in his re-naming of Social Learning Theory as Social Cognitive Theory (Bandura, 1973, 1974, cited in Gross, 2010). 
Eventually, as behaviourists began to accept the role of cognition in influencing behaviour, a new approach: Cognitive Behavioural Therapy (CBT) was conceived. This therapy uses behaviour modification techniques but also seeks to change the maladaptive beliefs that cause and maintain behaviour. It can be successfully combined with hypnosis in the same way that behavioural approaches have been, and is especially effective because in hypnosis the ego structure relaxes and lowers its resistance to adopting new adaptive cognitions.
                                                 SCCP Behavioural Model
No discussion of hypno-behavioural approaches would be complete without mention of the SCCP Behavioural Model. Through practice and repetition the client is classically conditioned to associate a state of deep muscle relaxation with self-hypnosis and a stress coping strategy which itself employs a cognitive thought-stopping and visualisation technique alongside a breathing strategy. Via operant conditioning the client further learns to identify the build-up of unhelpful thoughts or feelings (the antecedents); then apply the stress coping strategy (behaviour) and the outcome (or consequence) is an immediate and effective amelioration of the symptoms. 

Other therapeutic approaches often allied with hypnotherapy and used by hypnotherapists may be seen to contain behavioural features. The Neuro-Linguistic Programming techniques of Anchoring and Swish include elements of classical conditioning. In Anchoring, the anchor is paired with the sub modalities of the desired state and becomes the conditioned stimulus which, when fired, elicits the desired conditioned response. In the Swish technique, the trigger picture becomes the stimulus that automatically elicits the response of the desired outcome picture. Similarly, the Emotional Freedom Technique and other tapping therapies, aside from their direct effect on the body’s subtle energy system, must also owe some success to the repeated association between the tapping (stimulus) and sense of relief (response).
In conclusion, it is fair to say that Behaviourism pervades all therapeutic approaches intentionally or otherwise and that this includes hypnotherapy. Psychoanalysts observe the verbal behaviour in the descriptions of dreams and free associations of their clients; and they also believe that environmental factors in childhood are responsible for shaping behaviour. 
Gestalt therapists place much importance in observing the non-verbal behaviour of their clients (Nye, 1992). Even Carl Rogers’, Person-Centred Therapy, was shown to include an element of behaviour modification. Truax (1966 cited in Carlson, 1990) studied Carl Rogers’ responses to clients in recorded sessions and noted that Rogers selectively positively reinforced client statements of improving mental health with utterances such as “Mm” or “Uh-huh” or “Oh really” or “Tell me more” (Carlson, 1990, p608). Truax found that clients made more and more statements indicating progress. 
Apparently, Rogers stopped referring to his therapy as ’non-directive’ when he realised that he was unintentionally reinforcing positive statements (Carlson, 1990). It is likely that clients in hypnotherapy are similarly reinforced by the therapist’s utterances (operant conditioning: positive reinforcement); that some clients will be further motivated to benefit from therapy sessions expeditiously to avoid having to pay for more sessions than necessary (operant conditioning: negative reinforcement); and that in time the client is likely to come to associate the therapist’s voice with relaxation and to relax immediately upon hearing the therapist‘s voice (classical conditioning). Therefore, it would seem that behaviourism is integral to therapy as a whole. It is suggested that hypnosis facilitates learning, making it safer and easier and quicker; that the deep state of relaxation involved and potential for in vitro pairing of stimulus-response and association of antecedents-behaviour-consequences is helpful in processes such as deconditioning, counterconditioning, systematic desensitisation, flooding, aversion therapy, massed practice, behaviour modification, assertiveness training, modelling and cognitive-behavioural techniques.
THE NERVOUS SYSTEM – HOW WE LEARN 
The Nervous System may be divided into two principal divisions:

1. THE CENTRAL NERVOUS SYSTEM (CNS)

2. THE PERIPHERAL NERVOUS SYSTEM (PNS)

1. The Central Nervous System is the control centre for the entire system and consists of:

1. THE BRAIN

2. THE SPINAL CORD

All body sensations are transmitted to the Central Nervous System in order to be interpreted and acted on, without this function there is no physical experience; pain, pleasure or anxiety. All response reactions (like, muscular contraction or gland secretion) also originate in the Central Nervous System.
2.    The Peripheral Nervous System (PNS) is connecting the Brain and Spinal Cord with our internal organs, muscles, glands etc.
2. The Spinal Cord 
The spinal cord has two functions:

      FIRST – To pass sensory impulses information from the periphery to the brain and to

      conduct motor impulses from the brain to the periphery.

     SECOND – To provide REFLEX ACTIVITY.

DAMAGE TO THE SPINAL CORD WILL RESULT IN:

a) Weakness of the lower limbs or paralysis

b) Loss of sensitivity below the lesion

c) Loss of control over pelvic functions, i.e.

-urination

-defecation

d) Loss of libido, erection etc.

e) Muscle atrophy

PERIPHERAL NERVOUS SYSTEM

The PERIPHERAL NERVOUS SYSTEM provides the communication between the Brain and the Spinal Cord and the outside world, or with our internal organs (like the heart, stomach, glands, muscles etc.)

The PERIPHERAL NERVOUS SYSTEM consists of two parts:

          Afferent – ascending, up-going

          Efferent – descending, down coming
AFFERENT SYSTEM

Conveys information from receptors to the Central Nervous System.

The nerve cells are called Afferent (sensory) neurons and are the first cells to pick up incoming information.

EFFERENT SYSTEM

Conveys information from the Central Nervous System to muscles, glands, blood vessels etc; these nerve cells are called Efferent (motor) neurons.

The EFFERENT NERVOUS SYSTEM is subdivided into:

a) SOMATIC

b) AUTONOMIC

AUTONOMIC NERVOUS SYSTEM

The AUTONOMIC NERVOUS SYSTEM has two divisions:

a) SYMPATHETIC

b) PARASYMPATHETIC

These two divisions act opposite one another. The Sympathetic System stimulates certain activities while the Parasympathetic inhibits these functions.

PARASYMPATHETIC DIVISION

Is primarily concerned with relaxation; its main function is to restore and conserve body energy.

Under normal conditions the Parasympathetic system dominates over the Sympathetic. It is a REST-REPOSE SYSTEM.

SYMPATHETIC DIVISION

In contrast, the sympathetic is primarily concerned with spending energy. In stressful situations, the Sympathetic System DOMINATES over the Parasympathetic.   
The Sympathetic System is the first to react in a situation of DANGER; it initiates the ALARM REACTION of our organism. This reaction is known as a FIGHT-or-FLIGHT RESPONSE and it is designed to fight a danger by MOBILISING the body’s RESOURCES FOR IMMEDIATE PHYSICAL AND MENTAL ACTIVITY. In effect, the ALARM REACTION brings a tremendous amount of GLUCOSE and OXYGEN to the organs that are MOST ACTIVE in fighting the danger.

1. THE BRAIN becomes highly alert

2. THE HEART starts to pump furiously to supply increased demands to the muscles

3. THE SUGAR LEVEL in Blood rises to provide extra ENERGY

4. THE BREATHING RATE increases to provide more OXYGEN

5. SWEATING INCREASES to lower the body temperature

THE SKELETAL MUSCLES give an extraordinary high performance

When people are confronted with a STRESS condition or danger:

1. Their bodies become ALERT

2. They may perform feats of UNUSUAL STRENGTH

FEAR stimulates the Sympathetic System.

This response is primarily to help one to fight the danger or to deal with a situation when all the body’s resources need to be mobilised, but it is, nevertheless, a STRESS RESPONSE.

If the STRESS is great enough or continues for a long time, the body mechanisms may NOT be able to cope with that sort of pressure any longer and NEUROSIS may develop as a result. The body & mind will learn very quickly to reset if stress levels are held at an unsustainable level.
In general, the actions of the two systems are carefully integrated to maintain homeostasis.

HOMEOSTASIS
IS A PERMANENT, BALANCED STATE BETWEEN ALL THE SYSTEMS AND ORGANS OF OUR BODY, THIS BALANCE IS EXTREMELY IMPORTANT FOR OUR WELL BEING.
                                                                    Reset

Whilst we have looked at what happens to motivate our systems to avoid danger or achieve safety it would be remiss of us at this point not to include how the body prioritises its resources to be able to achieve physical feats of excellence.

In a state of FLIGHT or FIGHT it would be unrealistic for our species to able to access the resources of the PARASYMPATHETIC NERVOUS SYSTEM and why would we need to?

The brain then prioritises to be able to maximise the capacity to fight or run, whilst in this emergency state we would not need to:

Eat

Drink

Process food
Relax

Procreate

Conceive

Intellectualise

Sleep

In a stressed state, these functions are impaired or incapacitated dependent on the level of stress hormones experienced. Where stress levels are sustained or become regular experiences the body will reset, leaving the client with restricted functioning, the client has learned to be different. 

The client might present with the following:

Inability to concentrate, Insomnia, waking early, increased micturition rates, irregular bowel patterns, stomach pain, unable to relax and enjoy life, depression, erectile dysfunction, premature ejaculation, inability to conceive, reduced libido, low energy levels, overweight, irritability; many clients would self-medicate in an attempt to cope; these issues can be the pathology to addiction. 
In a highly stressed situation the above would not be considered priorities, and if these functions were shut down for long enough the body might hormonally reset, developing or learning a new way of being. Having maladapted to the environment the client often requires therapeutic or medicated support.
When the client suffers with anxiety or even anxiety disorders sometimes referred to as anxiety depression, homeostasis might only be achieved with medication, or therapeutic intervention. Whilst rest would be of value the client would need to start to think differently. Maintaining irrational thoughts would sustain the sympathetic nervous system dominance. 
Irrational thoughts? 

It is the personalisation of events that cause the stress, and not the event, what has happened has meant something very personal to the client. The activating event may understandably be of concern but the cause of stress is the personalisation of the event.         
SYMPATHOTONERS AND VAGOTONERS

(When the Sympathetic System is prevailing)

People can also be divided into two groups, according to predominance of one system over the other. Two major groups are recognised according to predominance of Sympathetic or Parasympathetic system and they are called Sympathotoners and Vagotoners. 

They have quite different physiological and personal characteristics: 

SYMPATHOTONERS      

Are rather pale with dry skin and cold extremities. They often have mild bulging of the eyes (what in medical terminology is called exophthalmus) with a peculiar shine in the eyes.

They have unstable body temperature

Tendency towards INCREASED heart rate (Tachycardia)

Increased respiratory rate – breathlessness

Tendency to high blood pressure

Constipation

As a type of personality Sympathotoners have the following characteristics:

          They have a REMARKABLE CAPACITY for work (ABLE-BODIES)

          They have Great Power of ENDURANCE (capable of working extremely long
          hours)

          They are, as a rule, very INTUITIVE, BUSINESS-LIKE,

          But, they are INTOLERANT to sun, heat, noise, bright light and caffeine.
Their sleep is not deep. It is superficial and restless, uneasy. And the subject himself is kind of restless, very lively, active, and even fussy. The MOOD is very OPTIMISTIC.

The other Group – the VAGOTONERS (when the Parasympathetic System is prevailing) is quite different:

          The skin is cold but moist

          There is INCREASED SWEATING and SALIVATION

They have tendency towards a SLOW Heart rate (Bradycardia) and IRREGULAR RESPIRATION they also have LOW BLOOD PRESSURE and because of this have a disposition to blackouts; with a possible tendency to weight gain

MAIN FUNCTIONS OF THE CENTRAL NERVOUS SYSTEM

The NERVOUS SYSTEM is the body’s CONTROL CENTRE and it serves three main functions:

1. SENSORY

2. INTEGRATIVE

3. MOTOR

The SENSORY FUNCTION is connected with Perception and Analysis of Sensory information, i.e. to SENSE the changes outside our body or inside our body through our sensory receptors: VISUAL, AUDITORY, OLFACTORY OR GUSTATORY (sense of smell and taste).

The INTEGRATIVE FUNCTION is the ANALYSIS of this Sensory Information. ALL BODY SENSATIONS MUST BE CONDUCTED TO THE BRAIN, to be analysed and INTERPRETED, i.e. to be RECOGNISED, if they are to be acted on. The Integrative Function is one of the major and most important functions of the Brain and is connected with the HIGHER CORTICAL FUNCTIONS, like: speech, thinking, writing etc.

Finally, the NERVOUS SYSTEM reacts to these changes or sensations by INITIATING CERTAIN ACTIONS. This constitutes the MOTOR FUNCTION of the brain. The function of the SENSORY SYSTEM is to keep the CNS aware of the EXTERNAL and INTERNAL environment. RESPONSE to this information is carried out through the motor system, which enables us to move about and to change our relationship to the world around us.
MOTOR CENTRES of the CEREBRAL CORTEX assume the MAJOR ROLE for controlling PRECISE, DISCREET MUSCULAR MOVEMENTS.
.                                                                  

Motor function is performed by:

a) Motor centres of cerebral cortex

b) Motor tracts (or pyramidal pathways)

c) Basal ganglia

d) Cerebellum

Damage to cortical centres of motor tracts (i.e. Pyramidal Pathways) causes PARALYSIS

This often happens as a result of:

1. TUMOURS of the BRAIN

2. STROKES or HAEMORRHAGES 
3. HEAD INJURIES

                                                        BASAL GANGLIA

[image: image6.png]Provides the necessary muscle tone by making body movements SMOOTH and COORDINATE, thus enabling us to perform subtle, smooth and differentiated movements, like operating machinery, painting etc.

DAMAGE TO BASAL GANGLIA is the cause of serious disorders:

Lesion to one of the ganglia, called CORPUS STRIATUM, causes a 

DECREASE in muscle tone and results in:

UNCONTROLLABLE TREMORS and INVOLUNTARY MOVEMENTS of skeletal muscles

This disorder is called CHOREA MINOR in children or HUNTINGTON’S CHOREA in adults. 
Chorea in its mild form may be misdiagnosed at school and teachers often complain to the parents that the child does not behave himself, is restless, grimacing (making faces) etc. Contrary to this, a lesion to the Basal Ganglia, the PALLIDAR SYSTEM will lead to a different disorder, described by James Parkinson. In case of Parkinson’s disease the symptoms will be: EXPRESSIONLESS FACE, 

MASK-LIKE, SLOW DIMINISHED MOVEMENTS SLOW TO START WALKING, WITH RAPID SMALL STEPS, SOFT, RAPID, INDISTINCT SPEECH TREMOR AT REST, IN ONE OR BOTH HANDS MUSCULAR RIGIDITY, THIS CAUSES STIFFNESS AND FLEXED POSTURE
CEREBELLUM

The CEREBELLUM is the second largest portion of the brain (almost one-eighth of the brain’s mass) and occupies the posterior bottom aspects of the cranial cavity.

The Cerebellum is a MOTOR AREA of the brain concerned with certain SUBCONSCIOUS MOVEMENTS in the skeletal muscles. These movements are required for:

1. CO-ORDINATION. 2. MAINTENANCE OF POSTURE. 3. BALANCE

The Cerebellum is responsible for the body’s AWARENESS of the position of one part of the body in relation to the other. This is called PROPRIOCEPTION.

As a result of this function it is possible to determine WHICH muscles are required to contract next and with WHAT strength they must contract to continue moving in the desired direction. A well-functioning Cerebellum is essential for delicate movements, such as playing an instrument.

The Cerebellum also controls the postural muscles, which means that it maintains normal muscle tone, so that we can walk. The CEREBELLUM also maintains body EQUILIBRIUM.

There is some evidence that the Cerebellum may play a role in a person’s emotional development, modulating sensations of ANGER and PLEASURE.

Damage to the Cerebellum causes:

1. Disturbances of Gait
2.  Dizziness
ORGANISATION OF THE HIGHER CORTICAL FUNCTIONS

Is one of the MAJOR and MOST IMPORTANT functions of the BRAIN. These complex and highly developed functions are specific for humans ONLY (debatable) and include functions like:

1. SPEECH

2. LOGICAL THINKING

3. ABSTRACT THINKING

4. INTELLECTUAL AND PSYCHIC AREAS OF THE MIND

These INTEGRATIVE functions are connected mainly with the CORTEX of Cerebral Hemispheres. However, numerous experiments and clinical studies have shown that intellectual and psychic spheres of humans constitute a result of an integrative functioning, of not only the Cerebral Cortex, but also the sub-cortical structures. In the basis of these integrative functions is the REFLEX ACTIVITY of the NERVOUS SYSTEM.

REFLEXES

Reflexes are the fast responses to changes in the external or internal environment that allow the body to maintain HOMEOSTASIS. Reflexes are associated not only with contraction of skeletal muscles but also with body functions such as;

1. Heart rate

2. Respiration

3. Digestion

4. Urination

Reflexes can be simple when carried out on the level of the Spinal Cord and can be complex with the involvement of the brain and sub-cortical structures.

Example:    If you accidentally touch something hot you would immediately withdraw your hand. This is a REFLEX ACTION, a primitive response of the Central Nervous System to a sensation of pain. These kinds of Reflexes are carried out by the Spinal Cord alone and are called Spinal Reflexes. This reaction starts in receiving ends (skin receptors) of DENDRITES, and then transmitted along the AFFERENT NEURONS to the Spinal Cord, then passing from the SENSORY portion of the Spinal Cord to the MOTOR SECTION and transmitted down to the muscles along the EFFERENT NEURONE, causing its contraction.

REFLEXES

This is called simple reflex and the chain of transmission is called a reflex arc. In our everyday life there are a great number of acquired reflexes that involve higher levels, such as the Cerebral Cortex and Sub-cortical Structures. These reflexes are called conditioned reflexes because they were developed under CERTAIN CONDITIONS and are being MAINTAINED due to certain conditions.

THE THEORY OF CONDITIONED REFLEXES

A famous doctor and physiologist, Dr Pavlov, developed the theory of Conditioned Reflexes. According to Pavlovian theory, conditioned reflexes are formed by, experiencing an UN-CONDITIONED, INBORN REFLEXE, with a REPEATED COINCIDENCE of INDIFFERENT STIMULI. When the indifferent reflex is then experienced this triggers the now conditioned reflex, previously un-conditioned response.
For example:

If during several days switching on an electric bulb coincides with feeding, then in the future EVERY TIME the bulb is lit, it WILL be accompanied by salivation, regardless of whether there is food or not. The subjects will start to react to the lighting of the bulb as a SIGNAL for feeding. Pavlov showed that CONDITIONED REFLEXES are based on the principle of TEMPORARY CONNECTIONS. In the Cortex of the Brain, a contact is formed between the cells, receiving the Conditioned stimulus (i.e. light) and the cells receiving Unconditioned Stimulus, i.e. Food.

Another example: If you give a dog an injection of Morphine, it will cause vomiting, Breathlessness and Sleep. If after a few days you give this dog an injection with Pure Water, it will cause the SAME REACTION of vomiting, Breathlessness and Sleep. But, if the CONDITIONS are changed this particular conditioned link will disappear within a certain period of time. This PHENOMENON is called the fading, or dying away of the CONDITIONED REFLEX. This phenomenon of deliberately creating a conditioned reflex and then destroying it, is successfully used in medicine by psychotherapists, hypnotherapists and NLP practitioners.

INFLUENCE OF THE CENTRAL NERVOUS SYSTEM OVER INTERNAL ORGANS

This function of the Brain is especially important for Hypnotherapy. The Cerebral Cortex, which is the highest CONTROL CENTRE, is connected with the autonomic centres, located in the Thalamus and Hypothalamus. And, through these connections the brain regulates and directs the physiological processes in our organism. Major Control and Integration of the Autonomic Nervous System is exerted at the level of the Hypothalamus. The hypothalamus is the filter of sensory information. The hypothalamus is connected with both the Sympathetic and Parasympathetic divisions of the Autonomic Nervous System. 

MAIN FUNCTIONS CONTROLLED BY THE HYPOTHALAMUS

1. CONTROL OF AUTONOMIC NERVOUS SYSTEM:

a) Contraction of smooth muscles

b) Regulates contraction of Cardiac muscles

c) Controls the secretion of many glands

2. CONTROL OF ENDOCRINE FUNCTIONS

3. CONTROL OF WATER AND ELECTROLYTES EXCHANGE

4. HORMONAL CONTROL

a) Sexual functions

b) Pattern of behaviour.
IT IS THE CENTRE FOR THE MIND OVER BODY PHENOMENA
It has been established that the Cerebral Cortex interprets all strong emotions through the Hypothalamus, which in turn directs the impulses via the Autonomic Nervous System. This can result in a wide range of changes in body activities. For instance, when we panic the Hypothalamus will stimulate the heart to beat faster to provide extra oxygen to the muscles and enhance the potential of our organism.

5. THE HYPOTHALAMUS IS ASSOCIATED WITH FEELINGS OF RAGE AND 

AGGRESSION

6. IT CONTROLS NORMAL BODY TEMPERATURE

7. IT REGULATES FOOD INTAKE THROUGH TWO CENTRES

                  The HUNGER (FEEDING) CENTRE is stimulated by hunger sensations from an   

                  empty stomach. When sufficient food has been ingested, the SATIETY
                  CENTRE is stimulated and sends out impulses that inhibit the HUNGER     

                  CENTRE.

8. THE HYPOTHALAMUS ALSO REGULATES THE THIRST CENTRE, people can eat when they are actually hungry.
9. IT IS ONE OF THE CENTRES THAT MAINTAINS THE WAKING STATE AND 

SLEEP PATTERNS.
It has been shown by many scientists that according to our wish it is possible to:

a) CHANGE, INCREASE or SLOW DOWN the HEART RATE

b) ALTER THE RESPIRATION RATE

c) INCREASE or DIMINISH MOTILITY of STOMACH and INTESTINES

d) ELEVATE or LOWER THE BODY TEMPERATURE

e) INCREASE or REDUCE THE BLOOD PRESSURE

For example, Self-Hypnosis has been successfully practised on clients, suffering from MIGRAINE HEADACHES. Two phases are used:

1. Designed to help them to relax the entire body

2. To increase the blood flow in the hands  

Since migraine headaches are believed to involve a DISTENSION of blood vessels in the head, the shunting of blood from head to hands relieves the distension and thus pain. Once the subject learns how to vasodilate their blood vessels, the migraine headaches lessen.
This is just one example of a CONSCIOUS CONTROL of the BRAIN OVER THE BODY.
Another possibility of regulating the various physiological processes is through Conditioned Reflex.
Conditioned Reflexes are formed ONLY through the CORTEX and in conjunction with verbal (or visual) stimuli. Although more recent research would indicate that smells bypass the cognition, initiating immediate response.
Verbal suggestion that have been fixed in one’s mind in a form of a Conditioned Reflex can produce the desired effect and have been used successfully in the treatment of many Obsessive Compulsive and other Neurotic Disorders.

                             AUTOGENIC TRAINING TO REDUCE ADRENALINE

Autogenic training is used to achieve

1. Relaxation of muscles.

2. Self-suggestion directed towards various functions of our organism to reduce adrenaline flow and achieve a calm, controlled state.

There are three positions that the individual can choose for personal comfort while practising this training:

1. Coachman’s position – on a stool, head slightly bent forward, arms flexed at the elbows palms down.

2. Position sitting in an armchair.

3. Lying down on a couch with a pillow under the head.

Eyes must be closed.
The following exercises take twelve weeks to complete.

Relaxation and self-hypnosis must be done every time before the exercises are undertaken. The client is taught progressive relaxation in the first week & self-hypnosis in the second week before moving onto the direct suggestion of autonomic training.
1. First two weeks. Control to achieve a sense of heaviness in the hands; feeling calm and relaxed. 3-4 times a day   - 15 minutes at a time

The subject has to repeat 5-6 times the phrase:

“My hands are heavy, as heavy as lead, very, very heavy.”

          Followed by the phrase:

          I am completely calm.

          I am absolutely calm and relaxed”

After two weeks, if relaxation and heaviness of hands is achieved, stage 2 can commenced but stage 1 must be briefly worked through as preparation for stage two.

2. For the next two weeks. Work to achieve a sensation of warmth in the hands;

feeling calm and relaxed. Do step 1.   Repeat 5-6 times:

“My left hand is warm, my right hand is warm”

“I am completely calm.

I am absolutely calm and relaxed”

You must have achieved the relaxation, heaviness of hands and warmth in the hands, 

Then you can proceed to stage 3.   
                   AUTOGENIC TRAINING TO REDUCE ADRENALINE

3. For the next two weeks. Control over palpitations regulating the heart beat; feeling calm and relaxed. Do stages 1 and 2 briefly. Repeat 5-6 times:

        “My heart rate is regular and slow. My heart beats slowly and regularly

         I am completely calm.

         I am absolutely calm and relaxed”

When you have achieved relaxation and heaviness of the hands – warmth in the hands – steady heart beat you can move on to stage 4.

4. For the next two weeks. Control over breathing  - slowing it to calm – relaxed feeling.

Do stages 1, 2 and 3 briefly. Repeat 5-6 times:

“My breathing is slow and regular

 I am completely calm.

 I am absolutely calm and relaxed”

Having achieved relaxation and heaviness of the hands – warmth of the hands – steady heart beat gentle deep breathing you can proceed to stage 5.

5. Next two weeks. Warmth in the stomach area. Do stages 1, 2, 3 and 4 briefly.

Repeat 5-6 times:

“My solar plexus is warm, absolutely warm, very warm.

 My stomach area is warm.

 My epigastric area is warm.

 I am completely calm.

 I am absolutely calm and relaxed”

Having achieved relaxation and heaviness of the hands - warmth of the hands – steady heart beat – gentle deep breathing and warmth in the stomach area you can proceed to stage 6.

6. Next two weeks. Control over forehead – coolness and smoothness; feeling calm and relaxed.

Repeat 5-6-times:

“My forehead is pleasantly cool and feeling smooth.

I am completely calm.

I am absolutely calm and relaxed”

You should then achieve relaxation and heaviness of the hands – warmth of the hands – steady heart beat – gentle deep breathing – warmth in the stomach area - coolness and smoothness of the forehead.

                             AUTOGENIC TRAINING TO REDUCE ADRENALINE
7. Having achieved this we could then help the client feel the energy move in through their dominant arm and circulate their body.
You don’t need to know that your arm is heavy just be warm, feel that warmth flow through your body as an energy of relaxation.
8. Session let’s make some affirmations that can work for you.

Autogenic training has many uses although mainly changing the hormonal balance of the body affecting sexual response, fertility, headaches, reducing adrenalin flow etc:
                                           Original Autogenic Training 
Johannes Heinrich Schultz (20/06/1884 – 19/09/1970) a German psychiatrist and independent psychotherapist, who became world famous for the development of a system of self-hypnosis which he named autogenic training, (AT); Schultz developed this approach to counter anxiety and replace talking therapies. He noted that clients made a shift whilst training and practicing which allowed them to think differently, the state of relaxation allowed the client to think latterly and reduce resistance to change and or knowing? There was a natural resistance to this approach in the United States of America, Schultz was Swiss and had some connections with the Nazi party and unfortunately the Japanese took the approach up which did not help. A/T has been available on the NHS since the 1950’s but has since been removed from the lists of psychotherapeutic approaches.

The argument for AT is: 

Why do you have to talk to work psychologically why not feel.

It is all done with passive acceptance.

No achievement or control.

Body and mind working together.

Autogenic Training, Dr Kay Kermani, available on Amazon.

To be able to move in to a flow state.

In yoga, this is known as the dead pose.

Used at the Moresly, with CBT and progressive relaxation.

It allows different states of consciousness whilst passively observing body parts.

A moving mantra around the body.

Body check body scan, am I comfortable.

The trigger is the dominant arm.

“My right arm is heavy”

Dissociation of the EGO?

Phenomenological approach.

The client is requested to keep a diary for training and practise.

Anxious people are full of thought.

                                         Original Autogenic Training 
When we are relaxed there is little thought.

Anxious people will have multiple intrusive thoughts.

The goal is to focus on your body.

When we are full of thought this will not happen.

     Existential approach, who am I, what am I thinking.

We are tracking the energy moving around the body.

It is ok if your mind goes off somewhere else because that’s what minds do.

It is your choice if you get on that train or not; this can be related to stress, performance, attempting to please or in deed learning to relax but we are making the client aware that by being stressed they are demonstrating choice.

The body holds trauma; this a term used by EMDR practitioners especially when working with PTSD, it has been my experience, a client crushed and trapped in a car whilst watching the flames on the outside of the car? Whilst working with this woman the physical pain came back into the body. How do we know if that is not the mind remembering the pain? 

There are times when this trauma might be experienced through the client’s modalities:

There was a loud noise in the room.

Smells.

Light.

Dimorphically (occurring in two distinct forms) experienced.

Need to keep a feelings diary.

The energy discharge will be modality driven.

We do not use as heavy as lead within this approach. 

                                                   Work Related Stress
The Whitehall studies

http://unhealthywork.org/classic-studies/the-whitehall-study/

The Whitehall study examined mortality rates over 10 years among male British Civil Servants aged 20-64. The study was an attempt to avoid some of the problems created by the use of general social class groupings, e.g., the heterogeneity of occupations within a single class leaves room for differing interpretations. The Whitehall study concentrates on one “industry” in which there is little heterogeneity within occupational grades and clear social divisions between grades (Marmot, Kogevinas and Elston, 1987).
(Heterogeneity is a word that signifies diversity. A classroom consisting of people from lots of different backgrounds would be considered having the quality of heterogeneity.)
An inverse association between grade (level) of employment and mortality from Cardiovascular Health Disease, CHD,  and a range of other causes was observed (78). Men in the lowest grade (others = messengers, doorkeepers, etc.) had a three-fold higher mortality rate than men in the highest grade (administrators) (Marmot, Shipley and Rose, 1984).

Grade is also associated with other specific causes of death, whether or not the causes were related to smoking (Marmot, Kogevinas and Elston, 1987). While low status was associated with obesity, smoking, less leisure time physical activity, more baseline illness, higher blood pressure, and shorter height (78), controlling for all of these risk factors accounted for no more than 40% of the grade difference in CHD mortality (Marmot, Shipley and Rose, 1984; Marmot, Kogevinas and Elston, 1987). After controlling for standard risk factors, the lowest grade still had a relative risk of 2.1 for CHD mortality compared to the highest grade (Marmot, 1994).

One possible explanation of the remaining grade differences in CHD mortality is grade differences in job control and job support (Marmot, Kogevinas and Elston, 1987). In addition, blood pressure at work was associated with “job stress”, including “lack of skill utilization”, “tension”, and “lack of clarity” in tasks. The rise in blood pressure from the lowest to the highest job stress score was much larger among low grade men than among upper grade men. Blood pressure at home, on the other hand, was not related to job stress level (78).

Thus, a second longitudinal study of British Civil Servants (Whitehall II) was initiated to investigate occupational and other social influences on health and disease (Marmot, 1994). The final sample was 6900 men and 3414 women aged 35-55 in the London offices of 20 civil service departments (Marmot et al., 1991). Employment grade was strongly associated with work control and varied work (measures of decision latitude) as well as fast pace (a measure of job demands) (Marmot et al., 1991; Marmot, 1994). Lack of control on the job is related to long spells of absence (> 6 days) (Marmot, 1994).

In addition, there was no decrease in the difference in prevalence of ischemia depending upon employment category over the 20 years separating Whitehall I and Whitehall II (Marmot et al., 1991). Plasma cholesterol concentrations did not differ by job category, and the small inverse association between job status and blood pressure in men was reduced from that seen in the Whitehall I study. There was a significant inverse relation between BMI and job status, but, especially in men, the differences were small. The risk factor that differed most between employment categories was smoking. Moderate or vigorous exercise was less common among subjects in lower status jobs (Marmot et al., 1991)
Please see page~ http://www.hypnotherapysurrey.com/hypnotherapy-clinic/stress-anxiety-hypnotherapy/ ~ for the effects of stress
                                                   Work Related Stress

Position

Style of Management

Personal Responsibility

Autonomy

Supported by ape research
                                                         Parenting Style

The Social Implications of the Whitehall Studies
Rearing Children

Choice (permissive)

Dictatorial (authoritarian)  

                                                   The Pathology of Stress
Plaque build-up in the veins and arteries (Cholesterol) 
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Your body’s response to stress is supposed to protect you. But, if it is constant, it can harm you. The hormone cortisol is released in response to stress. Studies suggest that the high levels of cortisol from long-term stress can increase blood cholesterol, triglycerides, and blood pressure. These are common risk factors for heart disease. This makes the blood stickier and increases the risk of stroke. 

In addition, people who have a lot of stress may smoke or choose other unhealthy ways to deal with stress.

This stress can also cause changes that promote the build-up of plaque deposits in the arteries. Even minor stress can trigger heart problems like myocardial ischemia. This is a condition in which the heart doesn't get enough blood or oxygen. And, long-term stress can affect how the blood clots. 
Atherosclerosis is a potentially serious condition where arteries become clogged by fatty substances known as plaques or atheroma.
The plaques cause affected arteries to harden and narrow, which can be dangerous as restricted blood flow can damage organs and stop them functioning properly. If a plaque ruptures, it can cause a blood clot. This can block the blood supply to the heart, triggering a heart attack, or it can block the blood supply to the brain, triggering a stroke. 

Cardiovascular disease (CVD) Atherosclerosis is a major risk factor for many conditions involving the flow of blood. 
Collectively, these conditions are known as cardiovascular disease (CVD). Examples include:

· peripheral arterial disease – where the blood supply to your legs is blocked, causing muscle pain 

· coronary heart disease – the coronary arteries (the main arteries that supply your heart) become clogged with plaques 

· stroke – where the blood supply to your brain is interrupted 

· heart attack – where the blood supply to your heart is blocked 

http://www.nhs.uk/conditions/Atherosclerosis/Pages/Introduction.aspx
                                 What are telomeres and telomerase?
     To better understand telomeres and telomerase, let's first review some basic principles of biology and genetics. The human body is an organism formed by adding many organ systems together. Those organ systems are made of individual organs. Each organ contains tissues designed for specific functions like absorption and secretion. Tissues are made of cells that have joined together to perform those special functions. Each cell is then made of smaller components called organelles, one of which is called the nucleus. The nucleus contains structures called chromosomes that are actually "packages" of all the genetic information that is passed from parents to their children. The genetic information, or "genes", are really just a series of bases called Adenine (A), Guanine (G), Cytosine (C), and Thymine (T). These base pairs make up our cellular alphabet and create the sequences, or instructions needed to form our bodies. In order to grow and age, our bodies must duplicate their cells. This process is called mitosis. Mitosis is a process that allows one "parent" cell to divide into two new "daughter" cells. During mitosis, cells make copies of their genetic material. Half of the genetic material goes to each new daughter cell. To make sure that information is successfully passed from one generation to the next, each chromosome has a special protective cap called a telomere located at the end of its "arms". Telomeres are controlled by the presence of the enzyme telomerase. Now that we have covered some basics, let's explore telomeres, telomerase, and their importance to you! (view animation)
     A telomere is a repeating DNA sequence (for example, TTAGGG) at the end of the body's chromosomes. The telomere can reach a length of 15,000 base pairs. Telomeres function by preventing chromosomes from losing base pair sequences at their ends. They also stop chromosomes from fusing to each other. However, each time a cell divides, some of the telomere is lost (usually 25-200 base pairs per division). When the telomere becomes too short, the chromosome reaches a "critical length" and can no longer replicate. This means that a cell becomes "old" and dies by a process called apoptosis. Telomere activity is controlled by two mechanisms: erosion and addition. Erosion, as mentioned, occurs each time a cell divides. Addition is determined by the activity of telomerase. (view animation) 
     Telomerase, also called telomere terminal transferase, is an enzyme made of protein and RNA subunits that elongates chromosomes by adding TTAGGG sequences to the end of existing chromosomes. Telomerase is found in fetal tissues, adult germ cells, and also tumor cells. Telomerase activity is regulated during development and has a very low, almost undetectable activity in somatic (body) cells. Because these somatic cells do not regularly use telomerase, they age. The result of aging cells is an aging body. If telomerase is activated in a cell, the cell will continue to grow and divide. This "immortal cell" theory is important in two areas of research: aging and cancer.
     Cellular aging, or senescence, is the process by which a cell becomes old and dies. It is due to the shortening of chromosomal telomeres to the point that the chromosome reaches a critical length. Cellular aging is analogous to a wind up clock. If the clock stays wound, a cell becomes immortal and constantly produces new cells. If the clock winds down, the cell stops producing new cells and dies. Our cells are constantly aging. Being able to make the body's cells live forever certainly creates some exciting possibilities. Telomerase research could therefore yield important discoveries related to the aging process. 
     Cancer cells are a type of malignant cell. The malignant cells multiply until they form a tumour that grows uncontrollably. Telomerase has been detected in human cancer cells and is found to be 10-20 times more active than in normal body cells. This provides a selective growth advantage to many types of tumours. If telomerase activity was to be turned off, then telomeres in cancer cells would shorten, just like they do in normal body cells. This would prevent the cancer cells from dividing uncontrollably in their early stages of development. In the event that a tumour has already thoroughly developed, it may be removed and anti-telomerase therapy could be administered to prevent relapse. In essence, preventing telomerase from performing its function would change cancer cells from "immortal" to "mortal".
Knowing what we have just learned about telomeres and telomerase, it can be said that scientists are on the verge of discovering many of telomerase's secrets. In the future, their research in the area of telomerase could uncover valuable information to combat aging, fight cancer, and even improve the quality of medical treatment in other areas such as skin grafts for burn victims, bone marrow transplants, and heart disease. Who knows how far this could go? 
                              Are Telomeres The Key To Aging And Cancer?

Inside the nucleus of a cell, our genes are arranged along twisted, double-stranded molecules of DNA called chromosomes. At the ends of the chromosomes are stretches of DNA called telomeres, which protect our genetic data, make it possible for cells to divide, and hold some secrets to how we age and get cancer. Telomeres have been compared with the plastic tips on shoelaces, because they keep chromosome ends from fraying and sticking to each other, which would destroy or scramble an organism's genetic information.

Yet, each time a cell divides, the telomeres get shorter. When they get too short, the cell can no longer divide; it becomes inactive or "senescent" or it dies. This shortening process is associated with aging, cancer, and a higher risk of death. So telomeres also have been compared with a bomb fuse.
Stress can shorten telomeres
Children in orphanages have chromosome changes that could affect future health.
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Children who spent their early years in state-run Romanian orphanages have shorter telomeres than children who grew up in foster care, according to a study published today in Molecular Psychiatry1. Telomeres are buffer regions of non-coding DNA at the ends of chromosomes that prevent the loss of protein-coding DNA when cells divide. Telomeres get slightly shorter each time a chromosome replicates during cell division, but stress can also cause them to shorten. Shorter telomeres are associated with a raft of diseases in adults from diabetes to dementia.

The study is part of the Bucharest Early Intervention Project, a programme started in 2000 by US researchers who aimed to compare the health and development of Romanian children brought up in the stressful environment of an orphanage with those in foster families, where they receive more individual attention and a better quality of care.

When the study began, state orphanages were still common in Romania, and a foster care system was established specifically for this project. The study focused on 136 orphanage children aged between 6 and 30 months, half of whom were randomly assigned to foster families. The other half remained in orphanages.

The researchers obtained DNA samples from the children when they were between 6 and 10 years old, and measured the length of their telomeres. They found that the longer the children had spent in the orphanage in early childhood - before the age of four and half - the shorter their telomeres. "It shows that being in institutional care affects children right down to the molecular level," says clinical psychiatrist Stacy Drury of Tulane University in New Orleans, Louisiana, one of the lead authors on the study. 
                                          Stress and the Immune System
The immune system is a collection of billions of cells that travel through the bloodstream.  They move in and out of tissues and organs, defending the body against foreign bodies (antigens), such as bacteria, viruses and cancerous cells.

There are two types of lymphocytes:

B cells- produce antibodies which are released into the fluid surrounding the body’s cells to destroy the invading viruses and bacteria.

T cells (see picture opposite) - if the invader gets inside a cell, these (T cells) lock on to the infected cell, multiply and destroy it.

lymphocytes and phagocytes.

When we’re stressed, the immune system’s ability to fight off antigens is reduced. That is why we are more susceptible to infections.

The stress hormone corticosteroid can suppress the effectiveness of the immune system (e.g. lowers the number of lymphocytes). 

Stress can also have an indirect effect on the immune system as a person may use unhealthy behavioural coping strategies to reduce their stress, such as drinking and smoking. 

Stress is linked to: headaches; infectious illness (e.g. ‘flu); cardiovascular disease; diabetes, asthma and gastric ulcers.

Stress and Illness, stress responses have an effect on digestive system. During stress digestion is inhibited. After stress digestive activity increases. This may affect the health of digestive system and cause ulcers.  Adrenaline released during a stress response may also cause ulcers; allowing gut bacteria to propagate causing weight increase around the midriff.
In the early 1980s, psychologist Janice Kiecolt-Glaser, PhD, and immunologist Ronald Glaser, PhD, of the Ohio State University College of Medicine, were intrigued by animal studies that linked stress and infection. From 1982 through 1992, these pioneer researchers studied medical students. Among other things, they found that the students' immunity went down every year under the simple stress of the three-day exam period. Test takers had fewer natural killer cells, which fight tumors and viral infections. They almost stopped producing immunity-boosting gamma interferon and infection-fighting T-cells responded only weakly to test-tube stimulation.

Those findings opened the floodgates of research. By 2004, Suzanne Segerstrom, PhD, of the University of Kentucky, and Gregory Miller, PhD, of the University of British Columbia, had nearly 300 studies on stress and health to review. Their meta-analysis discerned intriguing patterns. Lab studies that stressed people for a few minutes found a burst of one type of "first responder" activity mixed with other signs of weakening. For stress of any significant duration - from a few days to a few months or years, as happens in real life - all aspects of immunity went downhill. Thus long-term or chronic stress, through too much wear and tear, can ravage the immune system

                                                     DEPRESSION
How stress can cause depression
Studies with rats and humans reveal how chronic stress can result in a depression.

Stress over a prolonged period can result in the hippocampus shrinking, and can also lead to the development of a depression.  It is well known that chronic stress can provoke a depression. Through studies with rats and humans, researchers have now discovered a possible explanation for the phenomenon.

The rat studies showed that stress reduces the brain’s innate ability to keep itself healthy. As a result, the hippocampus – a vital part of the brain – shrinks, impacting negatively on both our short-term memory function and our learning abilities. 

“This gives us a good model for explaining why depression is so widespread in our modern, stressed society,” says Ove Wiborg, an associate professor at the Department of Clinical Medicine, Centre for Psychiatric Research, at Aarhus University Hospital, who led the study.

Unpredictability is stressful

The researchers were allowed to use rats in their research because they could document that rats react to stress in the same way as humans.
A large number of the animals actually develop a depression-like condition when they are subjected to stressful situations over extended periods.

The researchers tested whether this was the case by exposing the rats to dramatic changes in their environments over a period of eight weeks.

We now regard the reduction in the formation of new cells as an important cause of depression. The hippocampus shrinks in connection with chronic depression. A healthy brain is able to rebuild healthy brain tissue using a process called neurogenesis. The smaller hippocampus in depressed rats appears to be caused by reduced neurogenesis.

Ove Wiborg

These dramatic changes included:

· Suddenly filling the rats’ cages with water, so the rats had difficulty in maintaining their foothold.

· After a long period in the water, the cages were emptied and tipped through 45 degrees, so it was again difficult for the rats to maintain their foothold and not slide to the end of the cage.

· The cage was then tipped back to normal, but the soft lighting in the laboratory was replaced by harsh light from a stroboscope, which prevented the rats from orientating themselves in their cages.

“Rats are normally good at adapting to new living conditions, but not in this case,” says Wiborg. “The stress factors were changed in a way that was completely lacking in transparency for the rats, completely unpredictably, and that was something many of the animals had difficulties dealing with.”
                                                          DEPRESSION
Rats showed depression symptoms

After the study, many of the rats showed the same symptoms of depression as humans:

· Inability to feel joy

· Poorer sleep patterns

· Lower pain threshold

· Poorer learning ability

· Reduced working memory

The researchers concluded that stress can trigger a depression-like condition in rats.

Then the researchers studied the rats’ brain tissue to find traces of physical changes in the brain caused by stress. They used a chemical process that stains young fresh cells, enabling them to count the number of new cells in the rats’ brains after the stress studies.

Comparing the brains of stressed rats and healthy rats, the researchers found that the stressed rats produced fewer new brain cells – 20 percent fewer than the healthy rats.

Facts

When people suffering with depression are treated with antidepressant medicine, which increases the amount of serotonin in their brain, they are more likely to suffer relapses if the medication is discontinued.

By giving them a drink that sharply reduces their serotonin level, researchers have been able to provoke a negative change in their mood – thus showing that depression is related to the level of serotonin in the brain.

The area worst affected was the dentate gyrus, an important part of the hippocampus, which is associated with short-term memory and other functions.

“We now regard the reduction in the formation of new cells as an important cause of depression,” says Wiborg. “The hippocampus shrinks in connection with chronic depression. A healthy brain is able to rebuild healthy brain tissue using a process called neurogenesis. The smaller hippocampus in depressed rats appears to be caused by reduced neurogenesis.”

Genes and environment play a role

Wiborg and his colleagues have yet to find out why some people get stressed and then depressed, while others are less affected by what happens around them. With the answer to this question, we might be able to give preventive treatment.

This subject is being studied by other Danish groups, including one at Cimbi – the Centre for Integrated Molecular Brain Imaging at the Copenhagen University Hospital’s Neurobiology Research Unit.

The Cimbi group’s studies show that people who through their family connections are susceptible to developing depression and who at the same time are easily stressed have a strongly increased risk of being hit by depression.
                                                      DEPRESSION
“Depression doesn’t have just one cause – it seems to arise as a consequence of several different factors, one of which is stress,” says Vibe Frøkjær, a PhD and doctor of medicine affiliated with Cimbi. “Adverse combinations of genetics, stress, disturbances during the early development of the brain, and the brain’s uptake of serotonin appear to enhance one another.”

Sensitive serotonin system

Facts

Depression is a common disease. At least 15 percent of people will develop a depression during their lifetime. Twice as many women as men get depressions.

Frøkjær and her colleagues have also studied whether there is a connection between the serotonin system and a special personality trait called neuroticism. (Neuroticism is a fundamental personality trait in the study of psychology characterised by anxiety, fear, moodiness, worry, envy, frustration, jealousy, and loneliness. Individuals who score high on neuroticism are more likely than the average to experience such feelings as anxiety, anger, envy, guilt, and depressed mood. They respond more poorly to stressors, are more likely to interpret ordinary situations as threatening, and minor frustrations as hopelessly difficult. They are often self-conscious and shy, and they may have trouble controlling urges and delaying gratification. Neuroticism is a prospective risk factor for most "common mental disorders", such as depression, phobia, panic disorder, other anxiety disorders, and substance use disorder—symptoms that traditionally have been called neuroses.) 

The Cimbi study, which was based on brain scans of 83 healthy people, whose personality was also tested, showed that people with high neuroticism scores had a more sensitive serotonin system.

In a follow-up study that compared healthy twins who had a high risk of developing a depression with healthy twins who had a low risk of developing a depression, the researchers also found this connection between neuroticism and the serotonin system; they could also show that the connection was stronger in the high-risk group.

Therapy against stress

“Being easily stressed and having a familial susceptibility towards depression, which gives an imbalance in the serotonin system and thus a greater risk of developing a depression, may be an added disadvantage,” says Frøkjær. “But as soon as we know who actually gets a depression we will be able to talk about this risk.” 

People who are easily stressed can probably benefit from cognitive therapy, where a psychologist works with the person’s thought processes.

“Stress is a reflex that is closely connected with the individual patient’s personality,” says Frøkjær. “But it may be possible for patients to change their ways through therapy, analysis and training, so they learn some tricks for dealing with the stress.”

http://sciencenordic.com/how-stress-can-cause-depression
                                                    Stress Kills Brain Cells

What happens in your body? 

Putting energy into digesting your lunch, optimising your immune system or ensuring you are fertile all become rather unimportant in life-threatening situations. All these non-essential body functions cease and you divert all energy to your muscles and brain. 

Your heart beats faster, your blood pressure increases and you breathe faster pumping maximum oxygen and energy-rich blood to your muscles. Your liver releases more sugar into your blood ready for action.  

In evolutionary terms, this is a remarkable system that has helped our species survive. 
Perceiving threats?

Encounters with lions, muggers in dark alleys or the loss of a loved one are fairly universal in eliciting the stress response. 
Most other situations are subjective. Life-events, exams or types of work can be hugely stressful to one person yet easier to cope with by others. 
As with many forms of perception, scientists don’t know the actual neural mechanisms that allow you to combine your prior experience with information coming in through your senses, and produce your brains judgement that a situation is dangerous.
There are three main parts of you that control your stress response – your hypothalamus and your pituitary (both in your brain), and your adrenal glands by your kidneys. 
Your brain’s remarkable hypothalamus also sends signals to your pituitary gland at the bottom of your brain, telling it to release factors that within a few minutes have travelled through your blood stream and stimulated your adrenal cortex to produce a stress hormone, cortisol
	
	


Cortisol is very important in your stress response - keeping your blood sugar and blood pressure up to help you escape from danger. 
Cortisol levels in people under prolonged stress 
Long-term effects of stress

Your body’s stress response is perfect in the short-term, but damaging if it goes on for weeks or years. Raised levels of cortisol for prolonged periods can damp down your immune system and decrease the number of brain cells so impairing your memory. It can also affect your blood pressure and the fats in your blood making it is therefore more likely you will have a heart attack or stroke.

So, does stress kill brain cells? 
The answer seems to be yes. Stress causes the release of a hormone called cortisol. Giving rats daily injections of corticosterone (rat cortisol) for several weeks kills certain brain cells. Stressing the rats each day for the same amount of time has an identical effect. 
                                                  Stress Kills Brain Cells            

Cortisol has been shown to damage and kill cells in the hippocampus (the brain area responsible for your episodic memory) and there is robust evidence that chronic stress excites brain cells to death.
The cortisol released in stress, travels into the brain and binds to the receptors inside many neurons (in the cytoplasm). Through a cascade of reactions, this causes neurons to admit more calcium through channels in their membrane. 
In the short-term cortisol presumably helps the brain to cope with the life-threatening situation. However, if neurons become over-loaded with calcium they fire too frequently and die – they are literally excited to death. 
Stress and depression

It's quite clear that chronic stress is related to depression. 

A common feature of depression is an excess release of cortisol into the blood. Some neuroscientists and psychiatrists are now suggesting that the major changes in serotonin and other neurotransmitters seen in depression are not the cause of depression, but secondary to changes in the stress response.
Growing new brain cells

Contrary to traditional ideas, the adult brain does make new neurons, but only in very restricted areas. For example, the hippocampus of an adult rat makes between 5000-10 000 new neurons each day. 

Joe Herbert’s lab in Cambridge has showed that cortisol dramatically decreases the rate new brain cells are made. So perhaps some of the adverse effects of stress are related to fewer brain cells being created in the hippocampus. 

Along the same lines, anti-depressant drugs that increase serotonin (eg SSRI’s including Prozac) boost the rate new neurons are made. Perhaps depression or recovery from it may be related to the formation of new neurons. 

 

                                                       Sexual Response
Stress can be good or bad.  Sexual arousal itself is a form of good stress that the body resolves through orgasm.  Bad stress is most often from external sources that divert your energy from sex to resolving the stress.  While you are focused on resolving the stress, your brain pushes sexual stimuli away from your consciousness so you can concentrate on the problem at hand.  When the stress is resolved, your brain will then let you pay attention to sexually intriguing things and activities Erectile dysfunction (ED), also called impotence, occurs when a man is unable to achieve or maintain an erection. This often prevents the man from having full sexual function. Many body systems are involved in male sexual arousal—the brain, nervous system, blood vessels, muscles, hormones, and emotions are all key to proper function. A problem in any part of the body can cause ED. In fact, many chronic diseases, such as heart disease, are first diagnosed after a man discusses his symptoms of erectile dysfunction with his doctor.
                                      What Causes Erectile Dysfunction?

Several health and psychological conditions can cause or contribute to ED. These causes include:

· partially- or fully-blocked blood vessels

· nerve damage

· high cholesterol

· high blood pressure

· heart disease

· obesity

· diabetes

· low testosterone

· metabolic syndrome (Metabolic syndrome is the medical term for a combination of diabetes, high blood pressure and obesity. It puts you at greater risk of heart disease, stroke and other conditions affecting blood vessels)
· prostate cancer or enlarged prostate

· damage to pelvic area

· depression  

Lifestyle issues that can contribute to ED include:

· prescription medications

· illicit drugs

· tobacco use

· excessive alcohol consumption

· sedentary lifestyle
                Can Stress and Anxiety Cause Erectile Dysfunction?

Stress, anxiety, and erectile dysfunction are closely connected. Stress and anxiety can cause ED. Plus, men facing increased stress or anxiety may also have increased blood pressure and cholesterol. Both of these conditions increase a man’s risk for ED. It’s important to understand that stress is the body’s response to life’s issues. Stress and anxiety can cause harm to your body. ED is just one of the many ways the damage manifests itself. Unfortunately, it’s a vicious cycle: ED can cause a man further stress and anxiety, which can cause additional ED issues.
                                     What Causes Stress and Anxiety?

Each person stresses about different things. Financial concerns may keep you up at night, but relationship problems may worry a friend. All stress affects the body negatively.

The following are different life stressors that may cause anxiety, which can lead to ED:

· job problems, loss, or stress

· relationship problems and conflicts

· illness or loss of a loved one

· fear of aging

· changes in health

· financial burdens
                      Stress and Anxiety Affect More than Sexual Performance

Fears of experiencing ED may encourage the client to become hesitant to engage in sexual activity, or they may discourage from being intimate. This anxiety may eventually cause relationship problems with a loved one. You may find yourself becoming distant from your partner. You might feel less inclined to participate in sexual activity. You may also be hesitant to open up about your ED problems with your partner, which can cause additional stress and anxiety. Treatment can help end this cycle.
                         Ease Stress to End Erectile Dysfunction

If your client suspect’s stress and anxiety are contributing to your ED, you can attempt to Identify major stressors in your client’s life and ways they can manage these. Plan ways to prevent worrying and stressing, and develop a plan to eliminate the stressors altogether.
                                  Other Treatments for Erectile Dysfunction
ED is often a symptom and not a condition itself. If the client’s doctor can diagnose what is causing the ED, he or she can treat it. Treating the cause should ease the ED.

The most common treatments for ED include:

· prescription medicine

· injections

· penis suppository

· testosterone replacement

· penis pump (vacuum erection device)

· penile implant

· blood vessel surgery

Lifestyle treatments include:

· sexual anxiety counselling
· psychological counselling
· reaching and maintaining a healthy weight

· stopping tobacco use

· reducing alcohol use
                                         Sexual Response As A Health Indicator

Feelings of sexual excitement that lead to an erection start in the brain. But conditions such as depression and anxiety can interfere with that process. In fact, a major sign of depression is withdrawal from things that once brought pleasure. 

Stress about jobs, money, and other concerns contribute to ED. Alcohol and drug abuse are both common causes of ED among young men. Additionally, relationship problems and poor communication with a partner can cause sexual dysfunction in both men and women.
In response to a stressor, most organisms have an automatic reaction that engages the mechanisms necessary for mobilization. This response, automatically activated as a defense against any threat, is designed to provide the energy resources necessary for survival and to shut down all unnecessary functions, such as digestive and reproductive functions. Consequently, in order for an organism to engage in sexual activity, the stress response would need to be inactive.

Cortisol release from the adrenal cortex is a key component of the stress response. Although there are a series of autonomic and endocrine responses that occur when an organism is faced with a stressor, cortisol has become commonly known as “the stress hormone.” Cortisol’s role in the endocrine system is metabolic, and it is released both after eating and in response to stressful situations. As part of the stress response, cortisol acts on various metabolic pathways to provide energy where it is needed in the body during a stressful fight or flight situation. Although increased cortisol release is not the only marker of the stress response, measuring cortisol response is a simple way to make a reasonable judgment about whether or not an organism is experiencing a stress response. This is particularly useful in sexual arousal studies because cortisol is only active in specific instances, whereas, for example, the sympathetic nervous system is activated in a variety of situations including both sexual arousal and during stress.

Three studies examining cortisol response during sexual arousal and orgasm provided evidence that the stress response is inactive during the sexual response in women. Heiman et al. examined women’s endocrine responses to erotic stimuli by having an experimental group watch two 18-minute erotic films separated by 80 minutes, and a control group to watch a non-sexual documentary for 18 minutes followed by an erotic film 80 minutes later. Blood was sampled continuously throughout the films. Both groups showed a non-significant decline in cortisol over the course of the study.

Exton et al. noted similar results in 10 women who watched a film series consisting of a 20-minute documentary, a 20-minute erotic film, and a second 20-minute documentary. Ten minutes into the erotic film, participants were instructed to masturbate until orgasm. Continuous blood samples revealed a significant decline in cortisol across the 60 minutes. As a control condition, the same women watched a 60-minute documentary film on a different day. Cortisol response during the control condition paralleled that of the experimental condition, suggesting that cortisol is not affected by sexual stimuli. Using a similar paradigm but measuring only arousal, Exton and colleagues showed a significant decline in cortisol from the beginning of the study throughout the entire 60 minutes in both the experimental and control conditions. Together, the findings from these studies suggest cortisol either decreases or does not change in response to sexual arousal or orgasm.
                                              Can Stress Affect Conception
Stress can interfere with getting pregnant but it's not straightforward. And having a hard time conceiving can be a real stress in itself.  People may tell you to just relax and wait for it to happen. Although this can be exasperating, there is a grain of truth in it. 

Stress can affect the part of your brain (the hypothalamus) that regulates your hormones. The hypothalamus is the gland in the brain that controls the hormones required to release your eggs. This gland also regulates your partner's testosterone levels. 

If stress takes a toll on your body, then it could mean you ovulate later than usual in your menstrual cycle, or not at all. This condition is called stress-induced anovulation. 

Your body is probably used to every-day stresses, so your cycle is unlikely to be affected by these. Of course, everyone reacts to stress in different ways. A traumatic event can throw your cycle off and interfere with conceiving. Or it could be a change of routine, such as a business trip, that delays your ovulation. 

If stressed, cervical mucus may indicate that something's not right. Rather than an increased cervical wetness to the approach of ovulation, patches of wetness interspersed with dry days may be experienced. It's as if the body is trying to ovulate but the stress continues to delay it. 

The good news is that stress-induced delays to ovulation should not stop conception providing the client is not continually stressed. That is, providing the client having sex every two to three days throughout her cycle. Stress can make us feel less interested in making love, so it’s a good idea to work out what is stressing your client. 

Suggest changes to life style to encourage relaxation. Eating healthily, hypnotherapy, exercising and yoga or meditation can all help to reduce stress. Possibly bonding time away with the partner might help the couple conceive. 

http://www.babycentre.co.uk/x561002/can-stress-affect-my-chances-of-getting-pregnant#ixzz3b9RnC9ja
                                                    Stress and Fertility
In today’s modern, fast paced society, it is easy for people to become stressed. In fact, one would almost think that being stressed is the “in” thing, and if you aren’t stressed it must mean there is something wrong with you! Realistically however, stress is not a good thing for our bodies in general, and has a very real impact on fertility. 
                                 Can Stress Have an Effect on Your Fertility?

Believe it or not, our bodies are equipped to prevent conception from occurring during times of extreme stress. The presence of adrenalin, the hormone that is released by our bodies during stressful times, signals to our body that conditions are not ideal for conception. Adrenaline inhibits us from utilising the hormone progesterone, which is essential for fertility. It also causes the pituitary gland to release higher levels of prolactin, which also causes infertility to occur. 

                                               How Stress Impacts Fertility
Recent research tells us that stress boosts levels of stress hormones such as cortisol, which inhibits the body’s main sex hormones GnRH (gonadotropin releasing hormone) and subsequently suppresses ovulation, sexual activity and sperm count.
GnRH is responsible for the release of Luteinising hormones and follicle-stimulating hormones by the pituitary, the suppression of testosterone, estrogens, and sexual behaviour.

Chronic stress may cause lack of libido as well as a decrease in general fertility. This has become such a common issue that they have created a name for it Stress Induced Reproductive Dysfunction.

These facts are very important to consider when trying to conceive with no results. It also shows that stress relief should be a part of every couple’s conception plan even if they are going through IVF.

Trying to carry a pregnancy to term during stressful times places the foetus at risk. The body knows this, which is why it creates an environment that is basically inhospitable to conception. Generally, a stressed person is an unhealthy person. Women with stress are generally overly tired, filled with nervous tension and may not be living a healthy style; not eating properly or worse. 

                                                   Reducing Stress for Fertility

If conception is difficult, stress may very well be a factor. If fertility tests have confirmed there is no medical reason for infertility, it is time to evaluate life and determine how much stress the client has. Of course, the client might not require evaluation. The client might be aware they are stressed. In that case, it is time to start defeating that stress to help with  fertility. 

Other research indicates that stress may have an impact on other aspects of fertility beyond ovulation, including problems with fertilisation and implantation in the uterus. One study from the University of California San Diego found that the most stressed women undergoing IVF had less success every step of the way (fewer eggs retrieved and fewer eggs successfully implanted) compared to women who were not as tense. 
Another study from Israeli researchers tested whether helping women de-stress while undergoing IVF could impact the success rate. They found that women who were entertained by a clown after they received the treatment (laughter is a known stress-soother) were more likely to conceive than those who were not
SUBJECTIVE UNIT OF DISTURBANCE (SUDS)

1. Aetiology

2. Think of the worst anxiety you have ever experienced, or can imagine ever experiencing, and assign this the number 100

3.    Now think of the state of being absolutely calm and call this zero

THE CONSTRUCTION OF HIERARCHIES

1. An anxiety hierarchy is a list of stimuli on a theme, ranked according to the amount of anxiety they evoke. The stimulus evoking the greatest anxiety is usually placed at the top of the list.

2. The hierarchies are constructed from:

a) Interviewing the client.

b) Client’s history

c) Prepared questionnaire

d) Therapist’s intuitions  

SYSTEMATIC DE-SENSITISATION

(Behavioural Psychologist Approach)

1. Aetiology
A physiological state inhibitory of anxiety is induced by means of muscle relaxation, and the client is then exposed to a weak anxiety arousing for a few seconds. If the exposure is repeated several times the stimulus progressively loses its ability to evoke anxiety. Then successively ‘stronger’ stimuli are introduced and similarly treated.

2. The four separate sets of operation
a) Training in deep muscle relaxation

b) The establishment of the use of a scale of subjective anxiety

c) The construction of anxiety hierarchies

d) Counter-posing relaxation and anxiety-evoking stimuli from the prepared hierarchies

                                            DE-SENSITISATION PROCEDURE

1. Preparation
The therapist ensures that a comprehensive hierarchical ‘scale’ of client’s anxieties has been constructed.

2. Relaxation
 `…I am now going to help you to relax…`

(Here the behavioural therapist asks the client to relax via a ‘muscle relaxation’ technique he/she has been trained in previous sessions) In this relaxed state the client is asked to imagine certain scenes…each time the scene is clear in the clients mind…the client will indicate this by raising their left/right index finger about one inch. (Please note that this is not an I.M.R.)
3. Control
In the relaxed state the client is asked how much anxiety he/she feels right now on the SUDS scale, when the lowest anxiety scene is presented. If it is zero or close to it, the next scene is presented.

4. Scene presentation

The client is told that a number of scenes will be described and that each time the image is clearly formed the index finger will lift. 

The therapist then proceeds as follows:

…I would like you now to close your eyes and relax…and I would like you to imagine that…

The least anxiety-provoking scene is presented, i.e. one close to zero, from the prepared hierarchies. After the finger has been lifted for between 5-10 seconds, the client is then asked to stop the scene…and asked what number this scene represents on their SUDS scale …?

If the client were to open their eyes they would be asked to close them before proceeding with the next scene.

A higher anxiety value scene would not be presented unless the previous scene represents zero or close to it on the clients SUDS scale, the same scene is presented as many times as is necessary. With the client in a relaxed state to start with until the scene can be experienced with the client remaining relaxed all the way through the scene presentation. Several sessions may be required to eliminate all anxiety on the clients SUDS scale.

HYPNO-DESENSITISATION

Construct your hierarchical ‘scale’ (SUDS)
It is important to obtain as thorough a case history as possible. A simple Subjective Unit of Disturbance (SUDS) scale should be constructed by a combination of interviewing the client, interpreting the client’s history, prepared questionnaires and, most important of all the therapist’s intuitions. It is not always possible to do all of the above. If, for instance, a client has a fear of flying, and he or she is due to travel the next day, the therapist’s intuitions should become the single most important factor in the construction of the SUDS scale.

1. Induce trance 

2. Early learning set/aid to deepening

‘…Ever since the day you were born…you have learned…and experienced something…every moment of your life…and all of those experiences…have been stored away…on the back of your mind so to speak…in the form of mental images…engrams they are called…every second of your life…imprinted on your brain cells…rather like data on a computer…only much superior…and…I would like you to know that…there is a very special…unique part of you…your inner mind…your unconscious mind…that has full access to all those mental images…

…In a few seconds’ time…you will hear me count down from ten to one…and with each descending number…between ten and one…you are going to become one tenth more relaxed…ten percent deeper relaxed…with each descending number…each descending number…will help you to go one tenth deeper…into your own wonderful…hypnotic state of relaxation…your own light trance state…that in any event…will become deeper and deeper…as we go on…

…And if…while I am counting…you may experience a slight…though very pleasant…physical sensation…as if you were drifting…drifting down…into your own inner world…into the part of yourself…that remembers everything…everything that you have ever experienced…and…as you begin to pay more and more attention to… your inner realities…so you are becoming ever deeply relaxed…so you are going ever deeper into your own trance…of long…long forgotten…delightful memories of the past…which may come your way…inner feelings of comfort and ease…long…long forgotten inner feelings…of safety and security too…so ready…

“…Ten…nine…and deeper and deeper…eight…seven…six…drifting down…ever deeper relaxed…five…four…three…and deeper and deeper still…two…one…and all the way down relaxed…

…Remaining deeply relaxed…you may soon find that your mind begins to wander…and it doesn’t matter where you drift…where you go…my voice will go with you…will travel along with you…my voice can even assume the identity of someone else…someone you know…someone you can relate to…so that you will continue to…respond to me on an unconscious level…no matter where you are…

EARLY LEARNING SET (Continued)

…And in a few moments in time…you will hear me say the word…NOWwww…and whenever you hear me say the word…NOWwww…all the unnecessary nervous tension is going out of your body…and your body…will continue to sink down…more and more limp…relaxed…and comfortable too…in fact…your body is going to feel…so pleasantly comfortable…there will be times when…you will not even be aware of your body…won’t be aware of your body at all…so ready…I would like you to…NOWwww…allow every muscle in your body to relax…a very pleasant…slightly warm tingling sensation…may very soon…begin to spread…from your chest…and shoulders…and out over your whole body…and I would like you to…NOWwww…let this wonderful feeling…go all the way down…through your body…down to your fingertips…and down to your toes…

(Take a very deep breath before saying the word  “…NOWwww…” Use a deep tone of voice, slowly and quietly, concentrating on the out-breath rather than the voice itself.       

…and NOWwww…as you continue to drift…I want you to know that…one of the nicest things about hypnosis…is that in your own trance state…you can do anything you want…like in a pleasant dream…you can go anywhere you like…drift away…any place…any situation you desire…and you can experience progressively…any kind of pleasant sensations you wish…they all…belong to you…you can even…GO BACK IN TIME…back in time to a pleasant memory…DRIFT BACK…to something charming you haven’t thought of in a long…long while…so that once again you can…ENJOY THAT EXPERIENCE…with all the feelings you had back then…
3. Install I.M.R.
a) The ‘Yes’ Finger

a) The ‘No’ Finger

       “…And I would like you to know…that I am speaking to your unconscious mind…that deep…unconscious part of your mind…that knows everything about you…the real you…and…in a few moments time…I would like your unconscious mind…to take control of the first finger of your right hand…the index finger…and communicate with me…by signalling YES…making a small movement…a small unconscious movement…by moving the right index finger of your hand…and you notice that…the finger is wanting to lift…you may notice a tremor…a slight twitch…as the finger is becoming…lighter and lighter all the time…and it’s lifting…lifting…lifting higher and higher…lifting…lifting…etc.,     

CONTINUE TO GIVE SUGGESTIONS FOR FINGER MOVEMENT. AFTER THE FINGER HAS LIFTED, CONTINUE WITH THE FOLLOWING:

…you can let the finger go down now…and the finger remains under the control of your  unconscious mind…throughout this session…and whenever I ask you a question…to which the answer is YES…a definite YES…your unconscious mind will signal this to me…by  lifting the first finger of your right hand…

INSTALLING I.M.R (Continued)

…And…in a few moments time…I would like your unconscious mind…to take control of the 

first finger of your left hand…the index finger…and communicate with me…by signalling NO…making a small movement…a small unconscious movement…by moving the index  finger of your left hand…and you notice that…the finger is wanting to lift…you may notice a tremor…a slight twitch…as the finger is becoming…lighter and lighter all the time…and it’s  lifting…lifting…lifting higher and higher…lifting…lifting…lifting…etc.,

…You can let the finger go down now…and the finger remains under the control of your unconscious mind…throughout this session…and…whenever I ask you a question…to which the answer is NO…a definite NO…your unconscious mind will signal this to me…by lifting the first finger of your left hand…’

5. Scene presentation should now begin with the lowest anxiety value on the SUDS scale.
…And…NOWwww…I am going to ask you to imagine certain scenes…each time the scene is clear in your mind…you will indicate this to me…by lifting your Yes finger…I will then ask you how you feel…if you feel comfortable…safe and secure…and at ease…and if the answer is YES…your unconscious mind will signal this to me…by lifting the first finger of your right hand…and if the answer is NO…your left index finger will lift…I may then ask you to imagine the same scene… several times until …your unconscious mind….is comfortable with this scene…so ready…I would like you to…NOWwww…imagine that you are discussing the possibility…only the possibility…of taking your holiday abroad…a journey that you know involves flying…

If you get a YES signal, proceed to the next low value scene on the hierarchical scale.

If you have a NO signal, you must re-present the same scene: that’s fine…let the finger go down…and…NOWwww…

If still NO…you are feeling calm and relaxed…and…NOWwww…

Or…you are feeling safe and secure…comfortable…and…NOWwww…

You may vary your suggestions for feelings of comfort, relaxation, safety and security, etc.,

(With NOWwww…) for as long as it takes to get a YES signal. If you get a persistent NO, present a lower anxiety value scene and start again.

6. ‘Ego-strengthening’ suggestions
Some form of ‘ego-strengthening’ suggestions should always be given before bringing the session to a close, whether the desensitisation process has been completed or not.

And…before I wake you…I would like you to know that…as each day goes by…you are 

going to become…a little more mentally calm…a little more clear in your mind…each day… which means that…you are going to be able to…think more clearly…see things more clearly…so that nothing…and no one…will ever be able to worry you…or upset you in quite  the same way…your mind becomes…more and more clear…crystal clear…allowing you to 

feel…physically more relaxed too…not only in your body…but you will feel more relaxed…

about yourself…about the world around you…and as the days…and weeks…and months go 

by…and you become…ever more calm and clear in your mind…ever more relaxed in your  body…it will be perfectly natural…that you are going to be able to cope better…with 

AWAKENING THE CLIENT

anything and anybody…and any situation you have to handle in your daily life…because you are coping more calmly…more relaxedly…and more confidently too…more confidently… because…you will have greater self-control…greater control over the way you think…

greater control over the way you feel…and greater control over the way you do things…the

way you behave…every day…you are going to experience…a greater feeling of 

well-being…a greater feeling of safety and security too…than you have experienced in a  long…long while…altogether…you will feel as if a weight…a burden has been lifted of you…allowing you to live your life…in a way that will be so much more satisfying…

7. Awaken the subject
…In a few moments I am going to wake you…I am going to count from 1 to 10…and with each number…you come a little more awake…at the count of 8…you will open your eyes…and by the count of ten…you will be fully wide awake…every part of you…. will be back here with me… in this room…. and you will be fully wide awake…. at the count of ten….and you will awaken with a feeling of well-being…all over…feeling of well-being…feeling better than you have felt in a long while…So…as I count from 1 to 10…so you come back…more and more awake with each number…and at the count of 8…you will open your eyes…and by the count of ten…you will be fully wide awake…with every part of you back here with me in the present…So…ready…one…two…three…waking up…four…five…six…waking up…seven…eight…OPEN YOUR EYES…NINE…TEN…WIDE AWAKE…WIDE AWAKE…WIDE AWAKE…’   

8. Clarify Progress

Progress needs to be clarified at this point, enabling the client to fully understand what point of desensitisation has been reached, and if necessary what needs to be addressed at the next meeting.

At the next meeting the therapist adopts the same procedure with the client, however, the appointment would not just start where the last session finished; but the therapist would need to drop back one position on the hierarchal scale to ensure continuity.

9. Post Hypnotic Suggestion Induction.
It can be seen from this procedure that where the hierarchal scale is extensive it might be wise to induce a post hypnotic suggestion induction. This would allow the client to spend much more time being desensitised, as the procedure of hypnosis, deepening and inducing I.M.R’s may take forty to fifty minutes each session.

NEUROSIS

NEUROTIC DISORDERS

NEUROSES – are a group of functional Nervous or Psychiatric disorders, which include personality changes along with visceral dysfunctions.

MECHANISMS

1. “THE MECHANISM OF ELIMINATION (EXCLUSION) OF MOTIVES”

In the processes of our mental activity INTENTIONS play a leading role.

INTENTIONS predetermine the DIRECTION and READINESS towards certain activity, the AIM and the PURPOSE of our actions.

Normally, among these INTENTIONS there are always the prominent ones, which dominate over the others and EXCLUDE all those MOTIVES, which DO NOT CORRESPOND TO THE DESIRES of the person at this particular moment of his life. In neurotic personality MORE THAN ONE INTENTION is being formed and the “MECHANISM OF EXCLUSION OF MOTIVES” fails to work and the person cannot determine to WHICH ONE of these INTENTIONS he should give the PRIORITY?

2.                                PSYCHOLOGICAL DEFENCE 

Analysis of the structure of NEUROSES has shown that the “NEUROTIC REACTION” is a kind of “PSYCHOLOGICAL DEFENCE” of the organism.

“PSYCHOLOGICAL DEFENCE” – is a Self-Regulating Mechanism between the “SUBJECT” and the “WORLD” and is responsible for SPONTANEOUS ELIMINATION OF PSYCHOLOGICAL TRAUMA.

AETIOLOGY

1. PSYCHOLOGICAL TRAUMA received in early childhood can become an etiological factor in the development of NEUROSIS.

2. STIMULI OF NEUTRAL NATURE some indifferent stimuli may act as pathogenic if they accidentally coincide in time with certain changes in the organism.

3. CONFLICT OF FAILED EXPECTATIONS – when there is a discrepancy, disagreement between the EXPECTATIONS of the person and the objective REALITY.

4. CONFLICT OF CONTRADICTIONS – when the person is torn by contradicting feelings concerning his principles. When a person is forced to make a decision against his conscience.

5. DROP OF TENSION – when the DANGER is over, the DEFENCE MECHANISMS stop to protect our Nervous System and this can result in the development of a rather paradoxical reaction, known as the “DISCHARGE” NEUROSIS or the Relaxation Neurosis.

AETIOLOGY (Continued)
6. THE “FRUSTRATION THEORY”

According to this theory, Neurosis develops as a result of Disturbances of HOMEOSTASIS, due to weakening of the DEFENCE MECHANISMS of our organism.

 There are THREE LEVELS of DEFENCE on our organism:

a) CELLULAR i.e. IMMUNOLOGICAL LEVEL

b) AUTONOMIC REGULATION

c) CORTICAL or NEURO-PSYCHOLOGICAL LEVEL.
Weakening of the functions of HYPOTHALAMUS will lead to development of Neurotic reactions with various visceral symptoms.
7. LIFE – is one of the MOST COMMON CAUSES of Neurosis.

In any case, at least TWO factors MUST be present in order for NEUROSIS to develop:

a) A SPECIFIC TYPE OF PERSONALITY 

vulnerable, touchy, sensitive

b) HIGH MEANING OF PSYCHOGENIC TRAUMA

Not every psychogenic factor can become a cause of Neurosis, but only the one, that will touch deeply into this particular individual. (Achilles heel)

ANXIETY DISORDERS
ANXIETY is a universal experience that has an important protective function in the face of danger. Contrary to popular belief anxiety does not always arise out of dangerous or difficult situations.

ANXIETY ACTUALLY ARISES OUT OF A PERSON’S THOUGHTS.

The experience of flying, 200 passengers, the same cabin crew, departure and arrival time, the same aircraft and flight; and yet everyone’s experience of that flight is different which might range from sleep to panic attack.

The process is known in CBT terms as the ABC model of ANXIETY – when the situation – A –(activating event) gives rise to the thought – B –(belief or perception) which in turn causes the ANXIETY – C –(consequences or feelings which then control the behaviour)

This ABC sequence can escalate by virtue of a feedback loop, when the feeling of the anxiety itself becomes the stimulus for a further catastrophic thought. The new catastrophic thought makes the person feel even more anxious, which prompts more thoughts of danger and so on.

CLINICAL FEATURES

These are divided into two groups:

SYMPTOMS OF ANXIETY DISORDERS

                PSYCHOLOGICAL                                                    SOMATIC
                Apprehension
Tremor

                 Fears of impending disaster
Sweating

                 Irritability
Palpitations

                 Depersonalisation
Chest pain

                Hopelessness
Breathlessness

                Self-distrust
Headache

                Intimidation
Dizziness

                Lack of confidence
Diarrhoea

                Alarmism
Frequency of micturition

                Poor concentration
Initial insomnia

PANIC DISORDERS – are frequently a part of ANXIETY NEUROSIS.

They consist of recurrent attacks of SEVERE ANXIETY, which are SUDDEN and UNPREDICTABLE.

Although they are not related to particular situations, they may lead to secondary Agoraphobic or Claustrophobic symptoms.

Panic disorders have a prevalence of less than 1% in women, these figures have increased considerably since this was written and are now considered to be around the 5% mark; whilst it is believed to be considerably less in men. Again this has changed; it is now believed that as many men suffer from these symptoms as women. Little is known about their aetiology; psychiatrists have been concerned with the treatment not the pathology. Some psychiatrists regard it as a variant of depressive illness.
CLINICAL FEATURES

The key feature is a sudden attack of INTENSE ANXIETY.

Physical symptoms are prominent, especially:

· PALPITATIONS

· CHEST PAIN and

· BREATHLESSNESS

The client often fears he is about TO DIE! The attack lasts from a few minutes to as long as two hours. In between attacks the client is free of anxiety although secondary avoidance behaviour may be prominent.

ANXIETY DISORDERS

Anybody can become affected by ANXIETY or develop ANXIETY NEUROSIS, but more susceptible types of personality are those, who have:

· STRONG DESIRES, POWERFUL DRIVES

· ARE PASSIONATE

· HIGH EMOTIONAL INTENSITY

And who are NOT ABLE TO FULFIL THESE DESIRES ADEQUATELY (personal perception).

These are usually people with:

· GREAT SENSE OF RESPONSIBILITY

· STRONG SENSE OF DUTY

· VERY DILIGENT, ASSIDUOUS

· TERRIBLY ACCURATE AND PRECISE

· SOMETIMES DOGMATIC

· NOT VERY FLEXIBLE, WHEN FACED WITH REALITY

· VERY VULNERABLE AND IMPRESSIONABLE, SENSITIVE

· AFRAID TO SHOW THEIR FEELINGS

Psychotherapy, Hypnotherapy are the leading methods of treatment with neurotic clients.

Symptoms like insomnia, easily fatigued, blurred vision and difficulty making decisions – are all aspects of an anxiety state.

3. PREPARATORY WORK

INTRODUCTION OF A NEW REGIME (must be realistic) AIMED TO:

· Normalise the Sleep

· Regulate Eating Habits

PREPARATORY WORK (Continued)
· Ensure Proper Rest after Work and during week-ends

· Introduce Regular Walks in the Park

· NOT TO OVERWORK and REST AS MUCH AS POSSIBLE

· RECOMMENDATION TO AVOID EVERYTHING CONNECTED WITH CONFLICTING SITUATIONS

All these steps are directed towards softening of the GENERAL NEUROTIC SYMPTOMS and will make the client more susceptible to hypnotic suggestion.

Before the therapist and client can work together to MODIFY NEGATIVE THOUGHTS, the therapist must first present a RATIONALE for treatment by demonstrating the relationship between thinking, feeling and behaviour.

4. APPLICATION OF SPECIAL HYPNOTHERAPEUTIC TECHNIQUES

                                                  NATURE OF SUGGESTIONS
· PROGRESSIVE RELAXATION

· REMOVE THE FEAR OF INSOMNIA

· REMOVE THE PATHOLOGICAL FIXATION ON HIS DISEASE

· CHANGE HIS ATTITUDE TOWARDS PATHOGENIC SITUATION

· TEACH SELF HYPNOSIS AND AUTOGENIC TRAINING
· BEHAVIOURAL MODEL
· INDUCE CERTAINTY IN POSITIVE RESULTS

· SUBSTITUTE NEGATIVE THOUGHTS BY MORE REALISTIC AND POSITIVE THOUGHTS
If the client develops signs of anxiety while in the consulting room use the Distraction technique – ask the client to describe out loud the contents of the room…
Paradoxically use symptom display and start work?
          NEUROTIC DISORDERS – GENERAL PRINCIPLES OF MANAGEMENT

1. IDENTIFY THE LEADING LINK

The syndrome, the cause of the psychogenic situation

2. ANALYSE

The internal connection between the events, that happened in client’s life

3. DIFFERENTIATE

The main symptoms of neurosis and explain their character to the client 

4. DESTROY

Adjust the client’s misunderstandings of their disease and possibly its pathology. Explain that it is their imagination that is causing all these fears, anxiety, anguish, uneasiness and depression

5. CONTRIBUTE

To the changing of their perception of the pathogenic situation, and ESTABLISH the formation of new personality lines, connected with positive emotional attitude towards the most important and significant sides of their life. Solution focused therapy would be ideal.
NEUROTIC DISORDERS – GENERAL PRINCIPLES OF MANAGEMENT (Continued)

6. SYSTEMATICALLY

Carry on training and education / awareness of emotions

7. ORIENT

The client towards getting involved in full working activities

MANAGEMENT OF ANXIETY DISORDERS

1. OBTAIN AS MUCH INFORMATION AS POSSIBLE ABOUT:

-The illness, the symptoms it produced etc.

-The cause of the illness

         -How his / hers personality and behaviour changed

2. REASSURANCE AND RELAXATION:

Provide the client with information about the nature of the ANXIETY, such as:

-Description of the symptoms of anxiety

-Lack of relationship between anxiety and insanity

-Those autonomic changes that occur in anxiety (racing heart, sweating, dizziness etc.) are NOT DANGEROUS. 

This is called AN IMMEDIATE SYMPTOM MANAGEMENT STRATEGY and is extremely helpful in situations like this.

BEHAVIOURAL THERAPY is used very widely in the treatment of all NEUROSES, including ANXIETY and PHOBIAS.

However, the primary role in the treatment of Anxiety States and Fears belongs to Hypnotherapy.

CONDITIONS THAT APPEAR TO MIMIC ANXIETY DISORDERS (and Vice Versa)

1. Depression

2.      Seasonal Affective Disorder (SAD)

AVERSION THERAPY

Aversion Therapy consists of administering an aversive stimulus to inhibit an unwanted (emotional) response, thereby diminishing its habit strength.

1. In vivo

2. In vitro

3. Hypno-behavioural      

FLOODING

In flooding the situation most dreaded by the client is presented in intense forms without benefit of associated relaxation or relief; experience of anxiety in the absence of any real aversive consequences leads to a collapse of the symptoms.

1. In vivo

2. In vitro

3. Hypno-behavioural

Contraindications
MASSED PRACTICE

Massed practice eliminates a habit by continued repetition of the stimulus that triggers the habit, or repetition of the habit (behaviour) itself; with periods of rest when the therapist may relax the client.

1. In vivo

2. In vitro

3.        Hypno-behavioural
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Stress is a normal part of life. Stress can come from physical causes like not getting enough sleep or having an illness. Another cause for stress can be emotional, worrying about not having enough money or the death of a loved one. Stress can also come from less dramatic causes like everyday obligations and pressures that make you feel that you are not in control.
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The shortened telomeres found in Romanian orphans could lead to health problems later in life. 





A long-term study of children from Romanian orphanages suggests that the effects of childhood stress could be visible in their DNA as they grow up.
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