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KBSTRACT

HYPNOTIC SUSCEPTIBILITY, WEIGHT LOSS, OBSESSIONALITY,

DEPRESSION AND ANXIETY: THEIR INTERRELATIONSHIPS

Jan -Carstoniu ~

The‘reiationship between hypnotic'susceptibili;y; obsessionality
ﬁnd cutcome of treatﬁqnt for;overweight’usiﬁg hypnosis was investi-
. . -

gated‘in736 sdbjects (7 men, 29 women). Multivariate analysis of
variance showed no significant effect of obsessionality (p = .350),
hypn;tizability (E.='690) or interaction effect (p = .756) éh welght,
skinfdld,depression and anxiety-chapges, nor were susceptibility and
obsessionq}ity ;clateﬂ (X2 = 1.6&, df = ;, P = .43). Significant
pred}ctb;émof ueighp“ana skinfold changes were found in step-wisp
mgltiple‘régression'analyses, among measures on the Leyton Obses-
sional Inventary, IPAT anxlety'questionnaire and.thc Stanford Clin—
i@hl Scale of_Hypnotic-Susceptibilityl Using discriminant aﬁalyses
it ‘was furtﬁer found that these pred};tors could sucqessfully'disf
tinguish those shoging large dec{eascs in wciﬁht (9 1bs. or more)

and/or skinfold (5 mm or more) from those who did not. n
! 4
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Since the time of Mesmer, hypnotism as a form of therapy
has been viewed'qlfernatively as a panacea and as quackery. Both

~

points of wview are now ‘considered unacceptableAand they reflected

‘more che.psychology of belief of their respective adherents than

anything else. That hypnosis has been Used successfully in clinical

settings has long Been established (for a review see Bowers, 1976).

What has become evident is that hypnosié is far less dependent on

the hypnotist's skills than on the chagacteristiéSuoE the person

-

beiﬂg hypnotized, but the ;elevance of this to performance in

therhp; is still uncle;r. The major question 3§ dne that 1s not
exclusive to‘tﬂa field of hypnotherapy but plagues the whole area

of clinical gsycbology;aﬂd related flelds: what are the predictors

of success in treatment? This question 1is obviously tied in with

the areas of assessment and ;utcbme re;earch. It has become apparent

that merely asking if a particular treatment works is not enough

(Kanfer & Saslow, 1969). Instead one must take into account thera-
- .
pist variables, patient variables, treatment modalities and of course,

.

the nature of the problem. Ideally if all these factors can be taken

into account and if there is.alrendy a substantiai~boay of ocltcome
L

research, then the prediction of success should be a relatively sim-

- ple task. Yet, with the use of hypnosis in treating both physical

and psychological ailments there is one patient variable which im-

mediately stands out as a possible predictor of success - hypnotic

susceptibility. This refers to how responsive an individual is to

hypnosis and intuitively it seems obvicus that the more hypnotizable

¢



a persen is, the greater will be his or her response -to treatment
via hypnosis. If this notion is to.be examined properl; however,
it is necessary first to review briefly the concept of hypnotiza-
bility.
It has been long established that individuals differ in

their ability to experieﬁce hypnosis (Faria, 1819, Hilgard, 1965).
"Hilgard (1965), for example, views the‘gyility as one analogous to
Such things as musical 'talent or intelligence Underlying this

point of view is the belief that hypnotizability is a relativeiy
stable'individual trait. The bulk of experimental data to date
strongly supports this idea (Perry, 1977) but there is some dis-
agreement (Diaﬁond, 1974, 1977). Be this as it may, studies‘have

shown repeatedly since Bernheinm {1889}, thhf in the general popula;
. . e
tion, %0 - 157 of people are highly susceptible, the same proportion
is relatively insusceptible and the remaiﬁingl20 - éOZ are of medium
susceptibility.to varying degrees. Further, it has béen found that
the various scales of susceptibility correlate highly with ench'
other and that they show a ﬁigh retest reliability (Hilgard,
Wetzenhoffer, Landes & Moore, 1961), thus lend?ng support to the
stability notion. Thé waytfhe scales actually work is by rating
samples of hypnotic behavior; high susceptibles are those people
who respond to suggestions of high item difficulty, namely post-
hypnotic supgestion. infortunately there is no largq body of

evidence available which shows that hypnosis helps only those who

are good subjects in a clinical setting. 1In fact, evidence showing



the existence of 3 relationship between Susceptibility and optcome
is sparse apd contradictory.

One of the firse reports of the relationship between sus-
ceptibility and Successful treatment was made by Asher (1956). He
differentiated patients affected by severe cases of warts covering
large parts of the body in terms of those achieving deep hypn051s
"lighte" hypnosis and "unhypnotized". Those classified as deep had
a higher complete cure rate (11 out of 17) than those rated light
(4 out of 8). Only 2 in the deep group showed no change, as com-
pared to 4 of the pacients in the light group.’ There were no cures
or improvement among the 8 patients rated as unh}pnotized Inter-
estingly enough he suggested to patients that the warts would dis-
appear on limlted areas of the body at a time. This in fact hap-
pened and warts disappeared only from those places which were.syg-
gested In a sense therefore,patients acted as their own controls,
though other investigators have been unable to reproduce this phe-
nemenon {Johnson & Barber, 1978; Supnan, Cotelieb, Hacketr & S{ilver-
berg, 1973).

Collison (19%5) also divided astpmatic patients into deep,
light, and unhypnotized groups and found that the effectivenee; of
hypnosis was directly related to the level of hypnesis achieved.

In this study, 44 Ppercent of pﬂtients rated as in deep hypnosis were
cured ﬂnd a furthcr 567 improved.l By contrast, 13 porcent of ludu

hypnosis patients were cured, and 4% percent improved. Nono of the

unhypnotized’ froup waq cured, although 6 percent Iimproved. Similarly,

o
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Black (1963) showed that those who suffered from allergies and were

able to achieve deep hypnosis were more able te inhibit allergic

skin responses under hypnosis than those achieving light hypnosis.
3

One of the major faults of these studies is that o
standard scale of hypnotic susceptibility was used. Ipstead the
experimenters all used their own criteri;n of hypnetic depth and
this obviously makes evaluating thé results more difficult. In
fact the concept éf hypnotic depth différs somewhat from that of
hypnotic susceptibility. The former refers to the subjective . ex-

perience of hypnosis during a particular session. There are no

established criteria in general use for rating this except for the

‘judgment of the hypnetist or the self-report of the subject.

Bowers (1977), however, defends the cbserved relationships, pointing

out,that trance depth in these studies was established on clinical
L]
grounds, indepéndently of treatment outcome.

-The effects of hypnosis on pain have been among the most

. dramatic of those reported; indeed pain has - been the most extensively v

studied of all clinical conditions to which hypnosis can be applied.

Andréychuck and Skriver (1975} found that high susceptibles among
migraine patients improved more than low susceptibles, regardless

of treatment method. In ;his study, however, hypnotic susceptl-
bility was évaluated'hsing Spiégel's (1&74) hypnotic induction pro-
file, an instrument which has Seen shown. to bear little re1§tionship
to the Stanford measures of Weltzenhoffer and Hilgard (1959, 1962;

~

Orne, Hilgard, Splegel, Splegel, Crawford, 'Evans, Ome & Stern,



Note 1). Most laboratory studies have shown that hypnosis works
best for pain reduction among good hypnotic subjects (Bowers, 1976).
This holds true for cold pressor pain (Hilgard & Morgan, 19}5),
dental pain (Gottfreidson, 1973), and ischemic pain {McGlashan,
Evans & Orne, 1969)}. In fact Hilgard and Morgan £1975) have speci—
fied that the relationship is a probabilistic one. In their study
677 of high susceptibles rgduced pain by 337 or more, as compared
to 177 among medium suscep;ibles and 137 of low susceptibles.

. The literature is by no means without contradictory
evidence however. 1In a study by Barber (1977) all 17 of his sdb-
jects 'achieved substantial analgesia to dental péin rcgardless of
suscepttbility. The study has been criticized however on several
grounds. Not only is this the first time in the literature that
1007 success rate has been reparted for hypnosis, but_in addition,

insufficient information on the methodology and data analysis was

presented to properly evaluate this finding. Further, it has been

pointed out that clinical pain and experimental pain differ (Gelfand,

1978). Since most pain sthdies have, to date, been conducted in the
laboratory one should be cautlous before generalizing from experi-
mental findings on susceptibility and pain rédugtion to the clinic.
While clinical and gxperimentél pain may differ, Butler (1955)
showed that susceptibility was important in reducingp paiﬂ among
terminal cancer patients treated by hypnosis. In a study by Melzack

and Perry (1975) it was the combination of hypnosis and alpha feed-
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back which proved most effective in helping chronic pain patients.
Mftivation was implicated as being an important factor since-three
of thévpdtients who were 1e$st.successful wdre workmen's compensa-
tion cases. This last fact would seem to 1ndic$te that suscepti- f‘
bility ma§ not be the only 1mportant factor in pain reduction. .
However, pain reducéion was measured by self report and the authors

L]

say that the-three patients in question

", ..showed resistance to

admitting being helped" (p. 466 cmphasis added). 1In other words
there is no way of detemmining the Qeracity,of these 3 patients"
reports. No susceptibility data was obtained, making the evalua-
tion éf thé role of hypnotizability doubly difficult. Notwithstand-
ing, ghe welght of the evidence to date suppgfts the notion that
hypnetizability is one of the major variables implicated in Pain
reduction.

In the light of these data it is somewhat surprising that
tﬁcre is a consensus of belief among c¢linical practitioners tﬁag
hypnotizability is not related to successful treatment in the clinic.
Again, however, the evidence 1s not substantial and is based alﬁost
entirely upon clinical observation. Fregd (1970, orig;nally pub-
lished in 1891) reperted that the success of his patients was often
unrelated to their hypnotic ability when he’ used hypnosis in treat-
ment. Weitzenhoffer (1953) also felt that hypnotic depth was not
necessa;y for successful outcome of treatment, as did Gill and

Bfenman (1959). Lazarug (1973) has indicated that attitudes toward

hypnosis and desire to be hypnotized are the most important factors



in treatment success. Furtheé, Sﬁeehan and Ormme (19683;-have
emphasized the therapist-patient relationship and:tﬂe.secondary
gain of symptoms as playing the most important roles in succéégful
‘therapeutic ocutcome where hypnosis is used. \

Some stuéies iNgland & %ield, 1970; Sp;egel, 1970, for
example) havg shown that hypnotic depth 1s not related to treatment
of smoking via hypndsis, but their depth.ratings were based on
clinical evaluation. More recently Perry and Mullen (1975) measured

. ~
their sgbjectST {ysceptibility using the diagnostic rating procedure
of Omne and O'Connell (1966) and treated cigarette smoking using
hypnotic téchnique. ’Tﬁe overall réte of succéss (measured as total
abstinence) was‘onl; 137 and was unrelated to hypnotizabiliéy. Re- .
lated stuQies by Gelfand (1978) agd Marcovitch (1978) have reported
similar findings among individuals trying to quit smoking. In-these
latter studies a motivation questionnaire'devised by the authoré’wasﬂ?
better able to predict succegs than hypnotic responsivity.

It appéars that ghe'issue is far from bging.seﬁtled.' In
soﬁe cases, factors related to patieng motivation and/or belief have
been given'the impértant causal roles in therapeutic outco%e. This

"peint of view is not far removed from therview of clinicians in
general® using other technlques for therapeutic change for a variety.

) of Problems.' For such investigators, hwtivatiqn is.without question

é prime factor. The other side places the treatment technique and

the patient's responsiveness to it (part of which may involve his

or her hypnotizability) in the forefront. IUnfortunately, the data



presehﬁed has not been very cleér since much of-it is baséd on
p;iniéhl impression or on studies which are often not directiy com-
parable. One éonclusion which may be drawn from all this is that e
the question ikself may not have been propérly agked. The reason

for this lies in clinicalrareas otﬂer than hypnosis. It has been

stressed that before proceeding with- therapy it is necessary to
.discover.not only all factorg which contribute to the maintenance of

.4 problem but to also.try apd determine.thé guiﬁabilitx.o}.a‘given

therapeutic technique for a particular problem (Kanfer & Saslow,

1969). This last peint is the. one that is relevant to this discus-

sion. It would appear ‘that hypnotic susceptibility may be impo}tant

for certain kinds of-problems but not.-in conditibns which, appear to
. - :

.

.be maintained by various social peinforcers. This point bears closer

e ‘

examination since it is related to notions surroundiné the 5uitability
of a particular treatment for a particular condition. The studies
which did-ﬁ_u; show relationships"fo'r susceptibility dealt with dif-
ferent prqblems than those which did. 1t is notable that most -of”

the clinicians who expressed negative opinions about the importance
of susceptibility were involved prim;rily with various psychotherapies
{e.g., Freud & Gill). One can distinguish betweeq smoking and obesity
on the one hand and asthma, warts and ci%nical pain on the other.

The first two are acquired fehaviora with considerable basis in the
social cnvironmcnt; the same could'not.bc said, glven the present

state of medical knowledge, for skin conditions, for asthma, and for

clinical pain. Motivation is probably a key factor in breaking the
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cigarette habit. A person who has no real desire to stop smoking will

hardly perform optiﬁally~in a greatment programmé. The role of mo-
tivation in wart removal is 1225 clear. In 'the case of c¢linical pain
it is lik;ly that patients suffering from it ;re already highly mo-
tivated toward ¥edgcing paiq. Given this optim;l motivation, high
hypnotiiability may act as an important abilit§ which these highly
ﬁotiVated individu;ls are able to utilize to reduce pain successfully.
The above 6onsfﬁerations point to the following: the use of
hypnosis in the clinic sometimes leads to therapedtic change and
sometimes it does nét, but it is difficult to cvaluate wﬁy because on-

ly in certain cases does hypnotizability appear to play a primary role.

This evaluation is made even more difficult by the lack of preper re-

"search attempting to relate hypnotizability to successful therapeutic

change. Instead, only a small amount.of data exists along with a
lérge amount of speculation and opinion. .

_In studies which show no relationship between suscepti-
bility to pypnosis and cutcome (e.g., Gelfand, 1978; Terry & Mullen,
1975) success may well be related to placebo effects, and/or patient
therapist réiationships (Lazarus, 1973; Sheechan & Orne, 1968). Un- .
fortunately it is just not known to what factors success may be
attributed. The conflicting reports on the role of susceptibility
in the clinical context suggest, as already stated, that hypnotic )
rcsponsiveness is a factor in only certain kinds o[‘problems. Thus

it becomes too simplistic to state that hypnotic susceptibility

does or does not play a role in therapeutic cutcome especlally given
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the dearth of research. It may do both. Furthermore the efficac;
- :
.of hypnosis as a treatment nee?s to be subjected to properly con-
trolled studies to get at the factors responsible for successful
change. Studies such as these are sadly lacking iﬁ the literature.
As its main pu;posé the prcsent.stud§ sought to cbtain
ﬁope information on the role of hypnotic'suscep;ibilicy in thera-
peutic outcome by examining its effect within'the contc;t éf a
weight loss programme. Hypnosis has been used to treat overweight
individuals (Stanton, 1975; Hanley, 1967; Wick, Sigman & Kline,
1971) but -these studies lacked adequate controls. There is as yet
no reason to suppose that hypnosis is any more or lecss effective
than other treatments. The literature is sparge and clinical
anecdote appears to be a major source of information. Various re-
views of thé’literature on weight loss show that mgst treatment

methods achieve similar low rates of success. ' Stunkard (1959} re-

ports success rates average 12 - 207 when a 201b weight loss is the

success criterion. More recently, repofts of studies using self-’

management techniques have shown success rates as-high as 807

(Stuart, 1967; Penick, Filion, TFox & Stunkard, 1971) but Hall (1973)

failed to find these techniques successfﬁl in achleving long-term
reduction.

The problem of overweight was chosen for 1nvostlg?tinn
in the present study because, like smoking, it Ia a complex dis-

order with motlivation and soclal environment playing important

roles in its cause and treatment. Specifically, it was hypothesized
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that the role of susceptibility in the treatment of overweight would
be small, similar to its reole in the treatment of smoking.

Anoth#r facter - obsessionality — which may be linked
with hypnotic susceptibility and hence treatment cutcome,was also
investigated. The reason for this stems directly from current i
thinking about the nature‘of hypnosis, and the attempts of labora-
tory studies to find correlftes of hypnotic susceptibility. Sev-
eral studies hﬁye indicated (ﬁowers, 1976; J. Hilgard, 1970;

Palmer & Field, 1968; Perry, 1973; Sutcliffe, ﬁerry, & Sheechan,
1970) that the iéck‘of good and effortless visual imagery and the
inability to become'éeeply absorbed in tasks such as reading novels
is associateé_uith poor hypnotic susceptiblility. Further, when

hypﬁotbzed, high and low susceptible individuals appear to differ

~

in ;he way in which they handle incoming informaticn in the form

—

-~

6% suggestion. On the basis of such information, Bowers (1977)
has argued that good subjects appear to be able to block out ir-
relevant stimuli quite easlily, whereas poor subjects appear to have
to.uork at it, and are unable to achieve the concentration necded
foé hypnosis.

Similar notions are expressed by Hilgard (1977). He pro-
proposcs that hypnosis is characterized by tﬁe suspension of certain

cognitive functions which monitor and pro%ide information teo other

r

cognitive systems about incoming informatlon, Thus people who

respond well to hypnosis are thought to be those who can suspend
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- '
voelition, and for such individuals, Sugpestions become the sole
stimuli to which they attend. Hilgard states further fhat poor

subjects have to consciously meniter all incomiqg‘T_bemation which,

\»'

in turn, prevents the temporary suspension of c&rtain\functions
e
_ The theorizing of Bowers (1977) and Hilgard (1977) ap-

nears.to relate well to various conceptualizations of obsessions
which have been defined as "thoughts. or ideas which nome into a ’
person's co;sciousness against his will" (Cooper, 1970, p. 49).

’ . ‘
Such ideation is usually unpleasant, if not abhorrent Obscsgional
personality is more difficult to define, but there is general agree-
ment on certain charncteristics of obsessive patients: vacillation,

uncertainty, and a preoccdpation with cleanliness and orderliness

to “the point of wasting a great deal of cime (Lewis, 1967; Sandler

& Hazhri 1960) . Obsessionals may be characterized also by, a great

need for control, and difficulty in relaxing;, It would seem reason-
able, therefore, that obsessive people wouid find it difficult to
suspend their volition ana achieve the relaxed concentration needed
for hypnosis. Since obsessional disorders are characterized by the
Intrusion of irrelevant and upsetting thoughts into conqciouqncss

it is possible ~that the suspension of certain cognitiva Processes,

as hypothesized by Hilgard (1977) weuld prove to be a difficult

task for such people.

[y

Thus a second major aim of the present study was to test
\ 1
in an indirect, and preliminary manner, recemt ideas about the

nature of hypnosis. This wag done by evaluating obsessiveness
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among clients seeking help for a welght loss‘program It was
thought that those who tended to be more obsessive would tend to
be poor hypnotic subjects, since they would find it difficult o
tolerate the perceived lack of control., The ' shutting out" of.
irrelevant incoming stimuli from consciousness, and the relaxed
concentration necessary for deep hypnosis would not be achieved
with the same ease as by those low 1in obsessionality

A third hypothesis investipated by the present study cen-
tered around the observation of Stanton (1975) that patients in 5

(Y

weight loss program, -in which hypnosis was used "remained cheerful
and good tenpered' during treatment (p. 97) and, found the process
of losing weight an €asy one. This report contrasts with that of
Stunkard (1976) that weight loss, at least in Jlarge aﬂounffinis
accompanied often by depression and anxiety. Accordingly, measures
of anxiety angd depression were obtained at the commencement of the
weiéht loss program, and again at the end of the propramme to de-
termine $FEther any changes occurred and 1f they relateq te hypno—
tizabiliey. - = -

Flnally, rescarch on the treatment of obesity has beon

criticized frequently for either lack of comparability oy fer

faiang to properly define what is. meant by overwelght. WQipht

4

alone is not always an indication of obesity, Or a tendency toward(::

it. What should concern the clinician ig the adiposlty of the pa-

tient (Seltzer & Mayer, 1965) Furthermere, a Program invelving

¥
exercise may achieve little change in weight, since a decrease in

-
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4

‘s
'body fat may correspond ﬁi;h an increase in

muscle bulk. Thus,

were obtained to test

-

measures of both weight change and body fat

¥
for this possibility., The triceps skinfold measure’ has been shown

to be a reliable measure of adiposity (Seltzer & Mayer, 1965) and

was used in the present study to supplement weighf change data.

3

14
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5 . Method

" L
Suﬁjéctsz -38 subjects recelived treatment for their welght
p?oblem'(31 female, 7 males). ' No age restrictlons were imposed on
$s who ranged in age from 18 to 62 years (mean = 27.8). On initial
contact all Ss wejg told thht only those whe were '"10 lbs overweight"
. ) would be accepﬁed into the weight loss programme. 1In fact none of
‘ the Sé were leé§ than‘lollbsﬁovefweight accordi&g to the Metropoli-
' tan Life Insurahée weightlfables. All Ss followed the program to
. completiog except fo; two who falled to return for the final post-
treatment session. Aside from a common interest in losing welght,
ég were a heterogeneous group with different occupation; and socio-
economic backgrounds.
Procedure. Posters were placed on notice-boards at Con~
cordia University (Sir George Williams Campus) and advertiéementsi
o placed 1in the student newspapers of McGill and Concordia univer-
sities (sée Appendix A). Initial contact was made by phone. Ss
were given an outline of what the programme entailed, that they

must be at least 10 lbs overwelght, not undergoing any ther form

of medical intervention, and that there was a $S.00 fee and 4

$40.09 deposit %efundable upon completion cf the ﬁrquamme.' They
were then sthédulea for a group meeting and asked to bring the
- mbney artd a signed statement from a physiclan as proef of-theif

. health and eligibility to be treated for weight loss.

The first meeting with the experimenter tock piace dl/:;;

)
1



“Applied Psycholbgy Centre (A!P.C.), Concordia University in groups

of not more than‘B at a time. During this session all Ss were in-
formed that the weight 1oss programme was a part of a research pro-
gramme but”’ the clinical nature of the project wa; emphasized In
particular, participants were told that their performance and well-
béiné waa of prrmary imPortanqe to ‘the investigatot. The evaluation
of the technique used was presented as the research goal, but its
importance was represented as being secondary. A short review of
research on obesity was given along with a brief talk on the nature
of hypnosis. 1In an effort_to ensure motivation on the part of par-
ticipants all were told that ﬁthe only way to lose weight is to

eat less and exercise more" and that tHe_hypnosis wogldn't help
urtless they wantad to lose the weight, They Qere teld further that
if they were not prepared to put in an&leffort themselveéfthen the
treatment would not;be effecrive. At this ;01nt they were given,
and tola to read, copies of the Canada Food Guide (Health and Wel-
fare, Canada} and a booklet entitled The Why's of Weight (Gencral

4

Foods). These sought to provide the nutritional information they

needed in order to lose weight while at the same time providing
them with a balanced diet. Any questions they had were answered,
after which Ss signed a contract (see Appendix B) and paid tho
fag-and deposit as a guarantee of their continuing participation
for'tha full duration of the programme. - '

All psychometric testing tock place at the end of the

first session. The Zung Self Rating Depression Scale (SDs) (Zung,

}
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1965) was administered to monitor depression. The SDS consists-of
20 self;report items covering the respondents’ experience of symp-
toms of depression. .Each item is scored on 2 four point scale.
Some evidence on the validity oé the SDS has been presented gy Zung
{1969), but there is no data on reiiability. Test scores correlate
with ratings by clinieians (r = .43 - +65) and can differentiate
between normal controls, depressive patients and other psychiatric
patieptst Changes in SDS séores Qave been sh;wn a%so to be rela;ed
to clinical changes in depression (Zung, 1965; Zung, Richards &
Short, 1965).
The Leyton Obsessional’lnventory (Cooper, 1970) was the
, .
test used to measure obseésionality. It was originally devised as
a research tool to quantify obsessionality as a perscnality trait
as well as a means of ;ﬁ;ﬁtifying obsessio;al symptdms. It consists
of four subscales: symptoms are quantified on the é scale, trait by
the T scale, the intensity of obsessional distress and amount of
intrusion of symptoms on daily activity are measured by the R and
Ilscales }espectively. A self-administered form of the Leyton, de-
vised by the author (Appendix C) was used- because of time I1imita-
tions: No reliability or validity data on the Leyton is yet in
e%istence, though it is used QUite exéensively In clinical practice.
The IPAT anxiety questionnaire was also admiﬁistcred.
"This test, designed to assess the level of gencr;l free floating

anxiety, consists of 40 items divided to yleld a'“cdvert".nnd

"overt" anxiety score. The test's research and theoretical back-
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grouﬁd is extensivé and it is in wide use both in the labo;atory
and the clinic. Reliability coefficients for the total score range
from ,80 - :53 depending on the sample béing tested. There is also
a claim for éhe test's internal validity (Cattel, 1963) wirth valj l
idity quotients ranging from .85 — .90. Cochen (1970) has reviewed
the substantial evidence for external valid%ty.

No more than two weeks following the first .session each
client was seen indiﬁidually in a therapy room at the A.P.C. Height
and weight were measured and recorded using a standard medical scale

made bi Teledo scales, Mnntréal, P.Q. Triceps skinfold measures

were taken using the procedure of Seltzer and Mayer (1965) using

;a John Bull skinfcld caliper manufactured by British Indicator§

Ltd. The Stanford Clinikal Scale of Hypnotic Susceptibilicy
(Hilgard & Hilgard, 1975) was administered following which hypnosis®
was again induced Qsing Hartland's (1971) technique which includes
"egolstrengthening" suggestions. Appended to the induction were

. - o
Sténton’s‘(1975) welght loss suggestgéné. A transeript qf thF en-
tire induction can be found in Appendix D. FEollowing terminatioﬁ
of hypnosis a short discussion of subjects' experience took place
and alllwere‘asked to rate themselves on general anxiety (see
Appendix E}. A cassette tape on wﬂich was recofded the entirer
session vérbatim was-éhen given to avery participant. He or
she was instructed to listen to the tape at least once a day
when privacy‘and freedom from disturbance was possible. .

Each tape was of approximately .30 minutes duratrion. Addressed,
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stamped cards were given to everyone with instructions to mail -
them to the A.P.C, éaéh week for the entire course of tréagment
(Appendix F).
- ht approximately the half-way mark of the programme the
sﬁBjects were telepheoned by the investigator and asked what progress
had been made up to that point. 'They were asked further whthe;‘anyl

problems had been encountered and were invited to comment on the

treatment. At the end of 9 weeks all subjects wgre-geén individually

- for about'15 minutes. Deposits were returned, and weight and skin-

fold vere measured. The subjects were again askéd to rate thgir
general state of anxiety, and the SDS was alsb re-administered.
Finally the SUBjECCS';EIE asked to.comment further on the programme.
Two specific questions were asked of all participants. ‘“what was

the role of the hypnosis, if any, in your effort to lose weight?".

and "how did this method combare to other welght -loss methods you've
tried?" ' All contact with the Ss, including group meétings, individual

hyprosis session, and the telephone conversations were conducted by

the author alone.



Results

Welght and ékinfold Change

k Mean weight loss for the entlre sample was 5.5 pounds and

showed no loss ogleg increase in weight and 6 who showed no

LY

r an increase in skinfold. Appendix G shows the amount by

Metropolitan Life weight tables, prior to treatment.

A further examination of the data showed that 18 subjetts
or 507 s oéed weight loss greater than or.equal to the mean over
the 9 week\period. Similar}y, 24 subjects or 66.6i showed a de-
crease in skinféld greater than or equal to the megn.'

/( Insert Table 1 about here

y)

Table 2 represents a summary of the weight loss and skin-

fold data. -
The two varlables of skinfold cﬁangeuand weipht loss were
. significantly cotrrelated (r ; 0.60, p < .001) b;t not as_highly as .
might be expected. The variénce of one of these variables accounts

for only 367 of the variance of the other.

20



Table 1

Descriptive Data

- -

* Variable Mean
SCSHS 3.1
IPAT

Covert anxiety ' 16.1
Overt anxiety 16.8
Total raw score 32.8
Stén score %.2
LEYTON -
S score 15.5 |
T scoré 7.7
R score \ - 11.0-
I score ‘ ~43.3
ZUNG _SDS’ _
Pre-treatment 36.2
Post—-treatment 33.0
. Pre minus post 3.2
SRA
Pre-treatment 5.6
Post-treatment 7
Prc minus pést . .9
WQigﬂt loss (poundf)" 2.5
2.7

lskintold loss (milimeters)

£ -

v

-chft triceps skinfold

7.7
5.8
12.1
2.2

6.4

3.8
7.4
9.2

2.0
1.8
2.0

2.4

31.0
24.0
47.0

8.0

31.0
17.0
31.0
39.0

33.0
24.0

. 23.0

7.0
6.0

8.0
50.0

10:5

21
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. Table 2
“summary of Results of Weight Loss Programme
WEI GHT : SKINFOLD
- Amount of No. of Subjects Amount cof No. of Subjects
3
-* Decrease e Decrease ' -
No change ’ - No change - c
or incredse 11 or increase 6
1-451 - 9 0.5 - 2.5 m 11
5 1b or'.more 1'8 ) .
9 1b or more 7 8 -* "2 mm or more 20
15 1b or more 5 - 5 mm or more 9
. by :
1 4
- 1
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Insert Table 2 about here

Hypnotic Susceptibility

Hilgard and Hilgard (1975) iﬁ presenting data on the SCSHS
divided hypnotic susceptibility into thre; catégories: high suscep-
‘tibility was defined as scores of 4-5, medium as scores of 2-3 and
low was defined as scores of 0-1. Table 3 compareé thé present ,
sample with Hilgard and Hilgard's original sample which was composed

o 3
of university undergraduate student volunteers.

-

Insert Table 3 about here

The distribution of hypnofizability contrasts notably with the
usual distribution of hypnotizability in the general population where
16—152 fall into the high susceptibility classification, 10-15% are
classified as relatively insusceptible and the rest as medium susceptible.

It can be seeﬁ, however, that the findings for the.present
sampie are in accord with the normative ‘data presented by'ﬁilgard

~%Fd Hilgard (1975) in finding a considerably higher proportion of
high susceptibles than is ordinarily the case. By contrast, the
percentaée of Insusceptibles for the present sample is less than
for the normative sample, ghbugh more 1iké what is usually found in

experimental samples., 1t is not clear whether these insusceptibility

data express something unique about a clinical sample of overweight.



24

-Table 3 .

SCSHS Scores of Present Sample Compared to

Hilgard and Hilgard (1975) Normative Sample

SCSHS (% in.each category)

N Mean 5.D. ' Low (0-1) Medium (2-3) High (4-5)
Present sam-
ple 36 3.11 1.30 14.07 44 .47 41.67
Hilgard &
Hilgard

(1975) 111 ‘2.75  1.56 26.0% 37.07 37.0%
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individuals, or whether they reflect certain properties of the SCSHS.

Depressicen, Anxiety and Obsessionality

Along with weiéht and skinfold measures there were two

other dependent variables- in the study: depression as weasured by
the Zung (1965) Self-rating Depression Scale (SDS) and a self-rated
measure of anxiety (SRA) devised by the author.

Tablé 4 compares the present sample scores on the 5DS with

-

the different groups reported by Zung (1965). The scores of the
4

Insert Table 4 about here

' —— J— —_—

presentlsample have been. converted to the SDS index (raw score x
1.25) for the purpose of this comparison. Of-the 36 subjects, 20
had SDS scores above £he upper limits of the normal controls of
Zung's study. The mean score and range of scores for this group
were c&léulated separately and included in the table. Zung
hgwever did not repdrt the size of his samples thus limiting the
deg;ee of combarison pessible. A£ the end of the programme only
5 of these 20 subjects had reduceé their SDS scores to within the
limins of Zung's normal contrels, and included those who gaiﬁcd and
iost welght. '

Norms provided with the IPAT show that the general”
'population has a mean raw score of 27.1 (s.d. ; 11.4). Th;%lis

S -
9lightly lower than the present sample's score (mcan = ]2.8;‘§.d. =

-

-



Table & -

+

Compariscn of Present Sample SDS Scoresl

to ZUHP'S {1965) Sample

" Mean * Range

Present sample

(pre-treatment) 45 30-71

Present Sample

(post-treatment) 41 22-58

High scorersz

(pre—treatment) . ‘ 53 45-71

High scorers

(post-treatment) 50" 45-58
ZUNG (1965):
Normal controls a3 25-43
Depressed inpatients 4 63-90
Depressed outpatients 64 50-78
Anxiety reaction . 53 40-68
Personality disorders . - 53 ' 42-68
Transient situational reaction 53 38-68

.

1Scores converted to SDS Index - raw score x 1.25

ZHigh scores include those members whose score on SDS was

greater than 43 (upper limit of Zung's mormal controls,
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12.1) but the gubjects.in this study were still within the limits
of what Caﬁtel calls an "average degree of anxiety" (Cattel,J19631
p. 10). ’

The SRA measure Qas meant to be a rough index of subjective
feelings of general anxiety. It was hoped the measure woula also
provide a quick and ‘easy method for moniforing changes [n‘suhjcctlvq
feelings of anxiety. The initial®SRaA correlated significantly with:
all of the pre~treatment IPAT scores but with.only two of the post-
treatment‘IPAT‘measures (Table 5). The differences between the
correlatién-between Pre-treatment SRA and IPAT may be a reflection

of the slight overall decrease in SRA scores of the sample (pre-

treatment mean = 5.6; post—treatment mean = 4.7, Table 1).

Insert Table 5 about here

- The present sample's scores on the Leyton Obsessional
Inventory are presented in Table 6 along with data on Cooper's
(1870) sample, Pat;ents were individuals hospitalized with diag~
noses QE obsessional neurosis and the rest of the sample was placed
into the "normal® or "house-proud" housewi fe categories prior to
the study on the basis of ratings made by Cooper and local health
authority visitors. "House-proud" housewives were women judged as
overly metic;fous and perfectio&istic in their approach to child-
raising and housework. The non-patients wére volunteer participants
in a related study from the london, England, boroughs of Leyton and

Leytonstone.



Table 5

Correlations of Initial and Final SRA Scores with

the Pre-treatment IPAT Anxiety Scores

Pre-treatment IPAT Scores Pre-treatment SRA Post-treatment SRA

Overt anxiety r= .43

p = .009 p = .283
‘Covert anxiety r = .50 r=.38

p = .003 p = .010

.

Total raw score r = .51, ‘r = .35

p = .002 p = .037
Sten score r = .48 r = .30

p = .004 Cop.= L0770
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Insert Table 6 about here

.

Subjects in the present sample appear to be most: com-
parable to.the "house- proud housewives of Cooper's sample. This
group was considered to be mildly obsessive, but by no means pa-
thologically so. Cooper (1970) reports that Leyton S and'T scores
" have been shown to be positively related to certain questions on
the Corneli Health Quéétionnaire’(nrodman et al., 1950) which was
related to clinical assessménts of neurosis, In the present study,‘
correlation coefficients were calculated between the different sub-
scales of the Leyton and of the IPAT Table 7 presents this data.

It can be seen that at least some questions on the two tests appear

te be tapping the same or similar psychological factors,

Insert Table 7 about here

The present sample’s IPAT scores were élightly higher than
}
the mean of the general population and had scores somewhat above those

of normal controls on both the Leyton “and SDS. These scores were
not high enough to place them in pathological categories. Whether

these scores are a:possible characteristic of the obese 1s difficult

to say since this kind of data is rarely‘reported in the literature.
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Table 6
Compafison of Present Sample's Scores on the
Leyton Inventory with Cooper's (1970) Sample
“' .
Symptom Trait Resistance Interference
Mean S.D. Mean 5.D. Mean S.D. Mean 5.D.
Present sample 15.5 6.4 7.7 3.8 11.0 7.4 . 9.3 9.2
Cooper {1970)
o Obsessional pa- .
tients 13.3 7.7 .~ 11.0 3.2 36.0 11.2 " 36.7 18.4
House-proud ‘
housewives 19.7 8.7 7.6 3.5 16.1 11.8 . 10.7 12.4

Normal women 1.4 6.7 5.1 3.5 7.3 6.1- 3.8 4.3

Normal men a7 5.6 .51 3.8 44 39 3.6 3.8

i
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Table 7

Correlation of Leyton Invgntory Scores and IPAT Scores

(only those correlations with p € .05 included)

LEYTON SCORES

IPAT Scores Symptom Trait Resistance Interferencel

. Overt anxlety - r = .38 - T = .51
p = .022 p = .002

Covert anxiety - — r = .43 r = .41
p = .010 p = .012

Total raw score - r = .39 r= .39 T = .49
p = .020 p = .019 p = .003
Sten score - r= .35 = .39 r = .49
p = .040 p = .021 p = .003



The Relationship of Hypnotic Susteptibility to Welight Loss

-The major question of this study concerned the role of
hypnotic Susceptibility in the ocutcome of treatment for bverweight.
There were four dependent variables in the'study: welght, left
triceps skinfold; depression (measured by the 5DS) and anxiety
(SRA). To test for the effect of hypnotizability on outcome, a
multivariate analysis of variance was performed using as the in-
dependent factor the three levels of SCSHS Previously categorized
as low (0-1), mediun (2 ~3), 4nd high (4~ ~5). The change scores
(pre—treatment — post-treatment) of tne‘dependent variables were
used in the analysis. Table 8 presents the results and shows that

hypnotic susceptibilit&ihad no effect on outcome at the-reqoired

(p < .05) level of significance.

Insert Table 8 about here

.

The chi gquare test was also utilized to determine ‘whether
susceptibility was specifically related-to welght loss alone or
skinfold alone. The previously defined categories of hypnotic sus-
ceptibility were used once more.

Finding suitable categories for welght loss presented
difficulties however, since there 1s little consistency in the
literature on determinating what'1s a meaningful amount of Veieht
loss or how one defines guccess Iin treatment. Thus one cannot

simply divide the sample—dnto successful or unsuccessful cases.
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Table 8
- ' . Results of Multivariate Analysis of Variance .
Hypothesis Error
. Independent Factor Effect F D.F. D.F. r
SCSHS (High = 4-5; .70C 8 60 .690

medium = 2-3;

low = 0-1)

Dependent Varlables:

welght éhange

skinfold change
SRA change
SDS change
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Consequently, it was decided to present fin s using more than one

cut-off point to establish group classifications‘for the chi square

analyses. This presentation sought to provide information which

would better account for individual differences_in weight loss. The
same argument,applies_in the case of skinfold changes. When amount
of wéight loss was divided into two categories, namely, losses
greater than Qr.eqUal to the mean of 5.5 pounds and losses'leéé-
than the mean,_thg results were not significant (Xz = 1.80, df :‘2,
p = .407).. Skinfold changes were also divided into two categorles
based on decreases equal to or greater than the mean of 2.7 mm and
decreases less than the mean. The results again Qére‘not signifi-
+ cant (Xz - 3,60, df = 2, p = .165).
Iﬁ a second analysis, a more stringent criterion of Qeight
loss was utilized in which subjects who lost at leastsa pound a week
_(9 1bs.) over the programme were Eomparcd with those who did not.
Cnce again.the ch; square test failed to show a significant rela-
tionsﬁib (X2 = ;pl&; df = 2, p > .Qﬁ)./-There were likewise no sig-
nificant findings when the sample was divided according to a more
stringent skinfold criterion'or a decrea;e of 5 mm, or more over
ghe p£ograﬁ (Xﬁ - 1.68, df = 2, p <.30).
' Although susceptibility aloné did not appear to be re-
la;ed to outcome a further analysis examined the posélbility tPat-
a combination of factors inéluding susceptibility might be a useful

predictor of treatment outcome. For this reascn a step-wise mul-

tipie tegreésion analysis was prformed; There were nine independegt



.
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variables includgﬂ in the analyses which a?é listed as follows:

H&pnbtic susceptibility - SCSHS score
Leyton sympton (S) score

Léyton trait (T) score -
Léyton resistance (R) score
Leyton inte}ference (I) score
IPAT overL ahxiety score

IPAT covert anxiety score

IPAT total raw score

—— o

IPAT sten Bhore.
Two regression equations were calculated id which all

. _ L ‘ ,
nine independent variables were .treated as x, values predicting a

-

‘ single Y value which was weight loss in the first analysis and

skinfold éhange in the second. An-alpha level of .05 was chosen :

"

to signify statistical significance so that the stgp at which the

-

inclusior of an additional variable caused alpha ho exceed the .05
level was taken as the cutoff polnt.” The results arc shown {n

‘Table 9. .

Inéert Table, about here

~

. %bur lndependgnt variables including hypnotizability pre-

dicted weight‘changé {p = .048) but the variance of these varlables

actounﬁs for only 26.92 of the varlance of the dependent variable.

Eive independént varlables predicted skinfold (p = .035), but again,

®
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. Table %
Results of Step-Wise Multiple Regression Analysis
(only those independent variables for which
» equation was significant at .05 level are included)
1 2 3, "2 '
X X r r” Change Overall F P
Weight Leyton .
change Score .138 .138 ' 5.45 .026
IPAT covert
! anxiety : ..208 .070 4.331 .021
IPAT stem -
score .241 .034 3.40 .030
5CsHS . 260 .020 . 2.72 .048
Skinfold IPAT
change sten score .074 .016 1.32 .281
IPAT raw .
score total .241 .167 " 3.38 .030
Leyton R )
score 274 .033 2.92 .037
Leyton 'I
- score .316 0462 2.78 .035
SCSHS .058 .058 2.11 .156

Y = dependent varlable in equation.

= 1ndependent variable (s) in equation.

~
]
I

. 13
3r2 = cumulative amount of variance of dependent variable accounted
" for by independent variables in equation.
= amount of variance of dependent variable accounted for by each

independent variable 1in ‘equation.

]
1
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the amount of variance of the dependent variable accounted for by
the independent variance was low (31. 67) . A

An examination of the scattergram (Fig. 1) for the weight
equation shows that all but cne of the subjects who‘lost S pounds
or more tend to be clustered in the vicinity of plus one standard
déviation from the regression line. The scattergram for the skin-
fold equation (Fig. 2) s%ows that all who reduced their skinfold
b& 5 mm or more are similarly clustered in the vicinity of plus

one standard deviation of the regression line.

Insert Figure, 1 and 2 about here

The above results, while reqﬁiring replication, suggest
that subjects who lost 9 pounds or more could be differentiated by
2 combinati;n of suséeptibility 5nd questionnaire variabLFS.
Similar findings'occurred when the skinfold criterion of therapeutic
- . - .
success was examined; ‘

) The data were evéluated furthcr by performing discriminant
analyses comparing tifse who 1ost ijounds or more with those who
did not. I additionm, those whq.reduced skinfold by 5 mm.or more
were similérly compared with ghosé who did no£ on the variables lo-

cated by the multiple aggression analyses. The results, summarized

in terms of chi squnre‘annlyses; are presented in Table 10.

Insert Table 10 about here

0y

-
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Figure 1

- I

Scattergram of Step-Wise Multiple Regression Analysis

using Weighf as the Dependent Variable
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Figure 11 . {

Scattergram of Step-Wise Multiple Regression Analysis

. Using Skinfeld as the Dependent Variable
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Table 10

iy

'A/ Discriminant Analysis Comparing Subjects Losing 9 or Mog?’fsg.
with Those Losing Less on Leyton § Scale IPAT Cover

Anxiety, IPAT Sten Sceore, and SCSHS

Predicted Group Membership

!

Actual Group High Losers Low Losers

Membership

High Losers 2 (25.07) 6 (75r02)

Low Losers 19 (67.97) 9 (32.1%)
’ 2

X = 5.44, p = .020

B/ Discrimiﬁant Analysis Comparing Subjects Decreasing Skinfold by
5 mm. or More with Those Who Did Not on SCSHS, IPAT Sten Score,

IPAT ‘Total Raw Score, Leyton R Scale, and Leyton I Scale

. . Predicted Group Membership

Actual Croup High Losers Low Losers
Membership
High Losers 2 .(22.27) -\\,‘,JV(77.72)
Low Losers 17 (63.0%) 7 (77.8%)
- ¢
2

X" = 4.00, p = .046
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Leyton S score, IPAT coﬁert anxiety 'score, IPAT sten
scﬁre and SCSHS, obtained prior to the weight loss programme, were
found to predict weight 'loss of 9 or more pounds for 69.47 of the

present sample. ' In addition SOSHS-.score, IPAT sten score, IPAT
1 .
} ’ )

Taw ‘score. total, Leyton R score'and Leyton I score were' found to

[ p—

-preq1ct'skinfold decreases of 5 mm. or more for 66.7% of the cases /

.in the sample.

Hypnotic Susceptibility ;nd Obsessionality

It was argued earlier that ébsessionality may be related
to hypnotic susceptibilitf. Spécifically it was hypotheéized'that
those scoring high on the Leyton inventory would score low on SCSHS.
It was found, however, that SCSHS did not correlate significantly

with any of the subscales ¢f the Leyton (Table 11).

Insert Table 11 about here

A chi square analysis was performed also to determine whether high
écores on the Leyton Scale (indicating a large amount of obsessibnal
symptoms) was related.to hypnotizability as measured by SCSHS. Two
levels of obsessionality were e¢mployed using the sample wean of 15.5
as the cut-off point. The results prbved to be Insignificant

(% = 1.64, df = 2, p = .43).

in a final effort to detect a possible relationship, multi-

variate analysis of variance was performed using -the 4 dependent



SCSHS

Table 11

Correlation of SCSHS and Leyton Inventory

"LEYTON INVENTORY

Score T Score ‘ R Score 1 Score
r = .002 r=-.101 @.71= .08 ~ r=-.022
) ! q&h.
p = .991 P = .556. p = .64l p = .B99
1
Ji .

44



45

variables of the'study. A 5 x 2 factorial design was utilized to
test for the effects of hypnotizability and obsessional symptoms

on the outcome as measured by the dependent variables which included
weight, skinfold, SDS, and. SRA. The three levels of hypnotic,sus- l
ceptibility and 2 levels of obsessiqnality were used as prgviously
defined. 1t is clear from the results.in Table 12 that neither
hypnotizability nor obsessionality had any effect ‘on the dependent

variables. As well, there was no significant interaction effect

of these two factors.

Insert Table 12 about here

Hypnotic Susceptibility, Depression and Anxiety

ft was thought possible that individuals who are more

highly Susceptible to hypnosis will show considerably greater reduc-
tions in' depression and anxiety when hypnosis-is used fo-treat their
presenting problem. To test for this, a chi Square analysis wa;
performed using the previously-defined categories of hypnotic sus=>
;eptibility and two categories'of SRA change score: those who de-
creased and those who showed no change or an increase. No signif-
icant ;elationship was found (X = 1.69, df = 2, P = .429). Com-
parable analyses were performed comparing ﬁhose subjects whoge .

SDS score decreased with those whose §DS score increased or remained

the same. Again, no significant relationship was found (X = .295,

=2, p=.862), All analyses indicate that hypnotizability wag
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Results of Multivariate Analysis of Variance

Error

D.F, P

Hypothesis
Independent effect VE D.F.
SCSHS J(High = 4-5
) medium = 2-3 -
N ‘ low = 0-1) 202" 8.00
Leyton Score "
N _ (High = 16 +
low = 0-15)  »1.16 4.00
Interaction:
SCSHS x .Leyton Score .629 8.00
1

n.s. = Not significant

Dependent Variables: weight change
skinfold change
SRA change
SDS change v

5450 .688 (n.s.

27.0  .350 (n.s.)

54.0 . .750 (n.s.)

A
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not related to changes in depression and anxiety, the otheF two
dependent measures of this study.

Two mere regression anal&ses,were ;erformed in the manner
described in the previous section using SDS and SRA scores as de-
pendent variabies. None of the independent variables predicted
SRA changes at the required (p <« .05) level of significance. IPAT
covert anxiecf‘scores however, predicted depressioe changes a;

measured by the SDS scale (§‘= 4.36, p = .044) but its varfance
. . R

accounted for only 11.3% of the variance of the depqueqs‘varfeble.

. i _ )
Subject Comments N ) < . )

Two questions were systematically dsked of each subject,

during the final session of the-pregramme:."now does this partlcular

method compare with other methods you may have used to lose welght?",
and, "What was the role of the: hypnosis tape, if any, in weight lossa"
The most striking common feature of the respoases was that all but 5
of "the parthipants spontaneouqu expressed‘positlve feellngs toward
the method, that they enjoyed it for the most part and found the use
of the tape relaxing. The 5 who expressed negeti;e feelings included
low, medium and high susceptibles but none of them Sshowed any weight
loss er skinfold change. spnother com;ent expressed by all subjects
who .used the tape fegulerly was that they sometimes‘felkxasleep while
listening‘to it even ﬁhough they had been advised not to,lboth by the
ievestigater and on the tape itself. The relaxation effect of the

tape was generally viewed as helpful in the subjects' efforts to

lose weight but it was not considered of prime importance. Descrip-

-

[y
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T

tions of the role of thé‘;ape in weight loéé'inciuded phrases such
as: "...helped my mqtiﬁation..., .. focussed attention on losiﬁg
weigh;.. ga;erméﬂégﬁﬁidedbe... made me feel good...". Often, sub-
jects wguldrhse more than one of the above phrases or similn; ones; \
Abdhg 1/3_of the participants mentioned'that the tape acted as a ;

" reinforcer for weight loss. It should be noted that subjects making

these responses came from all segments of the su%ceptibility rangc;

and these who showed little or neo change in weighc, skinfold,. as

~well as those who did show large changes in the desired direcfion..
Only 3 subjects directly attributed thedir weiélt loss to the tape
itself and 8 saild it played no role in weight loss. Of these B
only 2 had succeeéed in %osing any weight at all, but all 3 cate-
gories of'susceptibility were found }n this group.
' Cn the whole, mo;t participants compared thc’péogramme
favorably with other programmes. 1& subjécts spontnnéqusly re%orted
that this.progtamme'had made the welght loss Seem easier in compari-
'son to previous attempts to lose weight, and all of these subjects
were either of high or ﬁedium susceptibility. Phrases such as
M., made it easier....I didn't sweat it out.. no battle with my-
self..." were common among the 14 subjects. .
5 participants felt that more supervisibn, personal cen-
tact with the therapist or with a group of other people wfth the
same p;oblcm would have been btcfcrablc to the present prqgrammc.‘ .

4 people who did not lose weight admitted to "not trying" to lose

welght and 3 others who showed*ho welght loss said they hadn't

*
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listened to’ the tape at.all for 4 weeks auring the programme.

Overall, most subjects claimed to have used the tape

.
. |

almoeb everf day during the beginning of the 9 weeks bub this

tapered down to roughly 3 or 4 times per week by the half-way mark.

~

It appears that this particular approach to weight loss ,was favotably

received by most of the subjects. Hypnotic susceptibility ﬁowever,
did not seem to have any bearing on this favorable attitude to

hypnesis as ‘a weight loss method.
3
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Discussion

Hypnotic Susceptibility and Weight Loss

The main purpose of this study was to examine the role of
hyénotic susceptibility in the treatment of overweight ;ndividuals.'
By extension it was hoped that this would illuminate further the
role of hypnotizability in successful treatment outcome. On the
- whoie results indicated that hypnotic susceptib;l;ty aléne is noé
related to welght loss in a hypnotic treatment programme. The re-
sults of the multiyariate analysis of variance showed that hypnotic
suscepéibility had no s}gnificant effect on the dependent aeasures
of the study. .Similar findings were obtained when chi square
analyses were performed. ,Thus, it would apﬁear that the present
findings support the traditicnal belief among cliﬁicians that hyp-
notic responsiveness 'is unrelated to successful outcome of treatment.
It was atrgued earlier however that simply asking whether suscepti-
bility i; related to clinical outcome may be too simplistic In view
of the evidence supporting both positive and hegative answers to
this thstion: At this point, for example, it is fairly well es~
tablished that hypnotizability by itself appears Lo.pl;y litrle
‘role in Fhé succes;ful treatment .of cigarette smoking (Gelfand,
1978; Marcovitch, 1978; Per}y & Mulilen, 197;). The present study
appears te put the problem of u#erweight %n the same category as
smoking as far as the role of hyﬁnotizability in treatment outcome

is concerned.



51

.

1f these.findings are replicated, a further inroad will
have been made in determ;ning the kinds of problems for which high
susceptibility is a prime factor related to therapeutic change.
Both smoking and overeating (1eadiné'to obesity) are overt béhaviors
controlled and maintained in part, at least, by environmental and
social factors. . Furthermore, they have both-been proven to be dif-
ficult problems to treat by any means (fof example, see reviews in
Gelfand, 1978; Leon,kl976; Marcovitch, 1978; Stunkard,71975). One

important feature which distinguishes those problems for- which hyp-

_notizability has been shown to play a role (e.g., pain, warts and

3

asthma) and those for-&hich it does not (e.g., smoking and obesity)
is the greater part learning plays in the latter, Certainly, the
results of this study gupport the idea that makiné'a distinction
among differenF kinds of problem areas is meaningful, and that the
role of susceptibility in treatment is not the same in all- kinds
of clinical conditions.

The results of the step-wise multiple regression analysis
pointed to a combination of inventory measures in conjunctlon with
hypnotfc susceptibility as being able to predict weight loss or
skinfold decrease. The variance of the dependent variabies ac-
counted for by the varlance of the predicting variables, however,
was low. Nevertheless, the discriminant analysgslindicated that
participants who benefitted most from the program {(in terms of both
weight loss and skinfeld criteria) could be distinguished from those

who showed 1little appreciable change. Until these results are

- L}
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replicated, however theyﬂ‘hould ye treated wiﬁh_caution. “The fiﬁd—
ing is of interest, nevertheless.insofar ‘as it appears to implicate
both subject characteristics ayd hypnotic skill as potential pre-
dictors of'successful outcome.

In‘a review of outcomes of behavioral treatments of
obesity, Hall and Hail (1974) showed that no successful predictors
of Qeight loss had yet been found in terms of the following factors:
clinical intuition, MMPI, MPI, weight prior to treatment, general
anxiety, situation specific anxiety, PAS, EPQ,'l—E scale, body image
* measures, attitude measures and the TPAT 16 PF test. The studies
reviewed, however, were primafily of a univariate and bivariate
nature. It remains possible that a combination of facﬁors as de-
tected in the presené study by step-wise multiple regression
analysis may prove to be useful in %redicting which clients will
have the best chances of improving in a weight programme. Indeed,
a more recent study, thus far unreplicated; (Queﬁfshi, 1977), re—
ports that 10 factors on a scale devised by the author were able
to distingﬁish remediably and irremeéiably obese persons.

5ti11 unclear is what factors wefe the essential ones to
which weight loss can be attributed. ~ Since susceptibility in It-
self shows little felationship to treatment outcome, it'must be
assumed that the hypnotic suggestions to lose welght per se, were
ﬁot the main therapeutic ingredients. Iﬂstead the causes of change
may reside in factors such as subject motivation, placebo effgct

or believed-in efficacy of the treatment.
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The percentage of high susceptibles in this study cor-
responds to Hilgard and Hilgard's (1975) sample but is high in com-
pParison to what has usually been found in the generél population.
The reason for this discrepancy is not clear.' Hilgard and Hilgard's
sample as well as the present sample were self-selected and possib1§
drawn to both studies because hypnosis was involved. It may well‘
be that, high and medium susceptibles will tend to be attracted more
te this kind of study and thus be overrepresented.

It is of further interest that Thorne, Rasmus and Fisher
(1976) reported that a sample of 258 female undergfaduateé, at least
20 pounds overweight,volunteering for a weight loss programme had
significantly higher scores on the Harvard Group Scale of Hypnotic
Susceptibility (Shof & Orne, 1962} than 8 other experimental gfoups.
The authors argued that this may be a }eature of the obese but con-
ceded also that the difference could have resulted from the demand
characteristics apd self-selection involved in the programme.

At present there is not yet encugh data to answer ques-
tions raised here about the level of susceptibility of different
clinical g;oups.

The factors mentioned earlier such as belief in the
efficacy of hypnosis (Lazarus, 1973), the therapist-patient re1;7
“tionship (Sheehan & Orne, 1968) along with patient motivation and
the simple fact of therapeutic intervention may zll be important
in weight loss treatments in general and for'hypnotherapy in

particular. It may well turn out that no one factor is responsible
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for therapeutic change in the treatment of ovetweight especially
given the complexity cof the problem and difficulties encountered

by all investigators in the field.

Hypnotic Susceptibility and Obsessionality

-

The other main question which this study set ocut to answer

was whether hypnétizability was related to obsessionality.' It was
proposed that obsessionals would be less hypnotizable than normals
and Fhat'high scores on the Leyton would predict low scores onrthe
scsis. The results did not show this at all. Necne of the Leyton
subscales correlated significantly with hypnotizability (Table 11)
nor did a chi square aﬁalysis prove fruitful in revealing a rela-
tionship. It will be recalled that the reason for seeking such a
relationship was developed from Hilgard's (1977} and Bowers' (1977)
cognitiﬁe interpretation of hypnotic phenomena. If a negative cor-
relation between susceptibility and obsessionality had been found
it was reasoned that this would indirectly support these interpre-
tations.

There are alternate explanatibns for why this support
failed to materialize which does not endanger the original hypothe-=
gis. It was previously mentioned that the sample was drawn from a '
non-clinical population. The mean scoTes of the present sample ‘j?
were well below the scores of obsessive patients In Cooper's (1970)
study, so that the relative péucity of highly obsessive ‘individuals

in this present study may have been the major reason for not finding

v
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a relationship. Alternatively, the Leyton Inventory itseif may not
be the best tool for tapping obsessionality. No validity or re-
liability data on this test exists; and further, nolnorms beside
those reperted by Cooper have been reported. In addition, the
Leyton may fall into the category of personality inventory which has
been criticized by Mischel (1968) on the basis of situation versug
trait theories of personality., This criticism has been used as an
explanation for why attempts to find‘personality correlates of
hypnotizability have generally failed to achieve consistent find—
ings (Bovers, 1976) .’ |
Finally, it should be emphasized that even if obsession-
ality and hypnotizability are not related this does not threaten

Hilgard's dissociative theory hypnosis. There is simply not

enough data available to ke a judgement.

Hypnotic SuSceptibility, Depression and Anxie ety

The question .of possible relationships between suscepti—
bility and/or depression and anxiety was raised eariier when

Stanton's (1975) findings concerning freedom from depression and

‘irritability among those succesafully treated for obesity vig hyp-

ndkls, was discussed No such relationships were found nor were

changes in anxlety predicted by the independent factorg in the study,

The IPAT covert anxiety measure was found to predict $Ds changes but
the meaningfulness of this 1s unclear. Depression and anxiety are

often common features of mneurosis and the finding may simply be a
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‘reflection of thisl It is possible, thouég; that depression and/or
anxiety changes accompanying wéight loss m;§\pot be cémparable to
changes occurriné in the treatment'gf depressi;é\or anxfety dis-
orders. Thus, a relationship ma; e;ist but only be apparent in a
clinical population undergoing treatment.

It is~equally difficult to evaluate Stanton's (1975) re-
port. A&mittedly, many of the subjects in this study reparted
positive subjective changes and reduced their SDé and SRA scores
as well. The reductions were not that iarge however, and it is
questionable how psychologically meaningful small changes in these
measures are since neither scale has been adequately tested for re-

liability. The findingé in this investigation and Stanton's may

in fact have resulted from demand chdracteristics in both studies.

Concluding Remarks

The results of the present study suggest that hypnpticr
suggestions alone do not appear to be a direct caise of welght loss
yet the losses of weight obtained by someeof the partieipants is
more than respectable when coﬁp;red with other treatments. The
treatment offered was actually a combined approach to welght loss
in that nutritiqn, proper eating habits, explanaticns about envi-~
ronmental.stimuli which maintain overeating and the importance of
exercise were all stressed.  Even though this study was not de-'
signed to compare treatment methods, the findings suggegt that

properly controlled experiments be done to evaluate the kind of

o~
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approach used here. This becomes more important when one con-
siders the increasing public popularity of hypnotherapy as a welght
loss techniqpe and the relatively small amount of success with sin-
gle téchnique treatmgnts.

Generally, high-drop-out rates are common for weight loss

studies. Hall and Hall (1974), for instance, review 19 studies of

which 8 had no drop-outs and the mean rate of attrition for the

remainder was 27.37. The studies with no drop-outs all involved a

- substantial amount of therapist—client interaction. This study

was also highly successful in maintaining ;he original sample size
despite the extremely small amount of contact between the investiga-
tor and the subjeaLs. The weight;loss contrac;‘and tﬂe $40.00 de-
posit were incluaed for the specific reason of preventing attrition,
It has'already beén noted that one problem encoyntered
in ghis study was the difficulty in establishing criteria for Ysuc—
cessful" weight losé. The literature on oﬁesity is plagued by in-
consistency and lack of comparability. This is partially due to
great individual differences which occur in weight loss. Suitable
measures, such as percént body fat, are seidom if ever used as cri-

teria for determining how much a person is overweight by. If a

person loses 10 pounds using a certain technique but is still ‘sub-

stantially overweight, the question of success must rest on whether

this person continues to lose weight or at least maintain the loss.

This has not been the case in most studies. It has been suggested

(Jeffrey, 1977) that the target of obesity studies should resolve

) -
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around eating behavior and exercise rathef tha&;ﬁeight loss (ot
skinfold decrease), since these behaviors are the key to obesity.
-The qu;stions conqefning how mich overweight a person is or how
much is a meaningéul weipght loss would then become less crucial.

To summarize, 1t was found that hypnotic susceptibility
did not appear to be related to weight, skinfold, depression or
anxiety_changes in a weight loss p;ogramme using hypnotherapy. Cef—
tain predictors, for weigﬁt loss a;d skinfold change were found among
the inveptofy variables used in the study which were able to dis—'
tinguish those subjects who showed relatively large decreases in
weight and skinfold from the remaining pa;ticipants. No .relation-
_sﬁip between hypnotizability and obsessionality wﬁé found but this
may have -been a résult of the inadequacy of the Leyton Obsessional
Inventory as a suitable instrument. This is the first study in-
vestigating these particular questions and replication is required
in-order to évaluate the findings further. Nevertheless, a larger
inroad has been made into the little researched are; of hypnotic

suscebtibility a?d treatment outcome.
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Reference Note
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Appendix A

SUBJECT RECRUITMENT ADVERTISEMENT

OVER-
WEIGHT?

il you are seriously Inter-
ested in losing weight and
willing to invest some time
and effort, we can help. For .
information about. weight . .
i loss programme involving
| hyprosis call:

1

+ Jan Carstoniu
Dept. ol Psycholegy
Concordia University
879-8023 or 879-4146




Appendix B

WEIGHT LOSS CONTRACT

I, the undersigned agree to participate in a weight loss
programme for 12 weeks commencing today. As a guarantee of my
continuing participation, I have glven Jan Carstoniu the sum of
$40.00 which will be returned to me at the end of the prog;amme.
I agree to forfeit this money if I fail to fulfill the following
requirements:

1. That I show up to the two (2) scheduled meet—

ings. -
2, That I send in, by mail, once a week, a card

showing a record of my daily weight and fre-
quency of using a cassette tape.

I understand clearly the above conditions.

Date

69

Sipned

Witness
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Appendix C

Self-administered Version ef Leyton Inventory ’
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NAME : DATE:

INSTRUCTIONS:
_ _Please CHECK appropriately the answer YES or NO to each question.
. Please answer all questions and answers as spontaneously as possible

without thinking too much about each.

YES 7 NO

| =
|

1. .Are you often inwardly compelled to
do certain things even though your
reason tells you it is not necessary?

2. Do unpleasant or frightening .
thoughts or words ever going over
in your mind? )

*3. Do you ever have persistent
imaginings that your children

or husband or significant others
might be having an accident or
that something might have hap-
pened to them?

*4,  Have you ever been troubled by ' ‘
certain thoughts or ideas of
harming yourself or persons
in your family - thoughts
which come and go without any
particular reason? ’

5. Do you often have to check things
several times? ot

*6. Do you ever have to check gas or
water taps ov light switches
after you have already turned

them of£7?

*7, Do you ever have to go back and
check doors, cupboards, or win-
dows to make sure that they are
really shut?




LEYTON INVENTORY

*i0.

*11.

12,

16.

*17.

Do you hate dirt and dirty things?

Do you ever feel that if something
has been used, touched or knocked

by someone else it is in some
way spoiled for you?

Do’ you dislike brdshing against’
people or being touched in any
way? .
Do you feel that even a slight
contact with bodily secretions
(such as sweat, saliva, urine,

etc.) is unpleasant or dangerous,

or liable to contaminate your

clothes?

Do you worry if you go through
a day without having your
bowels open?

Are you ever worried by the
thoughts of pins, needles, or
bits of hair that might have
left lying about?

Do you worry about household
things that might chip or
splinter if they were to be
knocked or broken?

Does the sight of knives,
hammers, hatchets or other pos-
5ibly dangerous things in your
home ever upset you or make you
feel nervous?

Do you tend to worry a bit about

personal cleanliness or tidiness?

Are you fussy about keeping your
hands clean?

YES

e

]

72



*x18.

*19,

*20.
*2],
22
*23,
24,
%25,
26.

*27.

28.

Do you ever ask te have clothes
washed or cleaned (or do it your-
self) that are not obvicusly
dirty, in order to keep them
extra clean and fresh?

Do you take care that the
clothes you are wearing are
always clean and neat, what-
ever you are doing?

Do you like to put your per-
sonal belongings in set
places or patterns?

Do you teke great care in
hanging and folding your
clothes at night?

Are you strict about the
house always being kept
very clean and tidy?

Do you dislike having a. room
untidy or not quite clearn for
evenrr a short time

Do you sometimes get angry
that children spoil your
nice clean and tidy rooms?

. [ v
Do you like furnitue or or-
naments to be in Exactly,the
same place always?

A

Do your easy chalrs have
cushions which you like to
keep exactly in position?

L
If you notice any bits or specks on
the floor or furniture to you have
to remove them:at once before you
are due to clean around?

Do you often do any dusting

of cleaning at home without being
asked to do so (or when it isn't
necessary)?

YES

I

73
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29.

*30.

*31.

32.

*33.

*34.

*35.

36.

*37.

38.

*39,

Do you ever have to clean or wash
things over again several times
lust- to make sure they are really
clean?

De you have to keep to strict
timetables or routines for doing
ordinary things?

"Do you have to keep a certain

order for undressing and dress-
ing, or wahing dand bathing?

Do you get a bit upset, if you
cannot do your work at set times
or in a certain order?

Do you ever have to do things

over agaln a certain number of

times-before they seem quite right?

Do you ever have to count things
several times or go through num-
bers in your general wmind?

De you ever get behind with: the
work, because you have to do
something over again several
times?

Are you a person who often has a
guilty consclence over quite
ordinary things?

Are you the sort of person who
has to pay a great deal of
attention to detalls?

Are ycu ever oveér-conscientious
or very strict with yourself?

Do you ever waste time by doing
a thing more thoroughly than is
really necessary just to see it
really finished?

' YES

-

=

&

Ll



*40. Even when you have done something
N - carefully, do you often feel that
it is somehow not quite right or
complete _
"*41. Do you feel unsettled or puilty if you
haven't been able to do something
exactly as you would like?

42, Do you always fail to explain
things properly, in spite of -
' having planned beforehand exactly
what to say?
% —
®43, Do you have difficulty in making
up your mind?

*44, Do you have to turn things over
and over in 'your mind for a_long
time before being able to decide
about what to do?

*45. Do you ask yourself questions or
have doubts about a lot of things
you do? -

*46. Are there any particular things
that you try to keep away from
or that you avoid doing, because
you know that you would be upset
by them? .

*47. Do you find it difficult to
throw things away?

*48. Do you keep rather a lot of empty
boxes, paper bags, old nevwspapers,
or tins in case they come in useful
one day?

49, Does your stock of goap, deter-
gents, or cleaning materials ever
v get large because you find yourself
" buying more than you actually use?

50. Do" you regard éleanlineSS'as a
virtue in itsel¥?

| =
fr—



51,

54.
55
56.
57,
" 58.
59.
60.
61.

62. ,

63.

YES

Do you get more pleasure from saving .
money than from spending it?

Are you more careful with money
than most people you know?

the_

ney you spend every day?

Bo yod.usually look on the gloomy
side of things?

Do people often-get on your
nerves and make you irritable?

When you feel critical of someone,
do you usually say what you are
thinking? )

Do you get angry or irritable

-if yeople-don't do things care-

fully or correctly?,

Do you try to aveid changes in your
house or work or In the way you

do things?

Do you try to avoid changing

_ydur mind once you have made a

decision about something?

Are you. a person who likes to
stick to principles and decisions
whatever the opposition or dif-
ficulties?

Do you pride yourself on think-
ing things over very carefully
before making a decision? _ *

Do you think thar regular daily
bowel movements afe important
for your health?
Do you often get scared that -~

you might be developing -some seriaus
sort of 1illness or cancer?

Do‘}gx keep regular accounts of . 

"

[t

76
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64.
5.

e >

64.

6_7'.

_.5 /68 -

- everything in time?

*69.

Are you very systemétic and

_methodical in your daily life?

Do you like to get things doné
exactly éxactly right, down to
the smallesgﬁdétail?

\ -

‘Do you think it is important to

follow rules and regulations
exactly?
Do you like to have set times

or orders for doing your work?

" Are.you ever late because you

just can't seem to get through
8 1g

I1f you have to catch a train or
keep ad important appointment,

do you have to plan out how to

do it beforehand in great detail?

L

77
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Now, please go back to the beginning of the test after reading

these instructions.

Detatch the two sheets-headed by R and I. Start with the R

sheet. You will find a series of lettered statements. TFor each df

the original question-that you answered YES to and which were also

marked with an asterisk choose the appropriate statement and. put its

letter in the line beside the questien in the column warked R.

For example, suppqse you answered YES to question 10 which is
marked by an asterisk and you chcose the statement marked B, you will

put a B as shown below:

10. Do’ you dislike brushiné against people or being touched in
any way? ‘ ) ’ -

JYES - NO R I

—, - B
{

This means that for you the dislike of bru§hing against people is

just a habit. You don't really jthink -about it.
1 - . . . -

. " Then you have gone through all the,gueétions, start again
W

using thevi.qheet and do the same thing. If none of the statement

rd

seem appropriate choose the best. one anyway.
. A R *

S



A)

B)

c)

D)

E)

Sensible

Habit

Not necessary

Try to stop

Try very hard to

SCOE.

19

R .

\

This is quite a sensible and reasonable

thing for me to do.

This is just a habit - I do it auto-

. matically without really thinking about

ie.

I often rea{}ze that this is not really
necessary, but I don’t bother to try

and stop it.

a

I know that this 1is not necessary and

I try to stop.

This upsets me a great deal and I

try hard to stop it.

et = T



A)

B)

c)

D)

80

1

No Interference: This does_not interfere with other

activities.

Interference a little: This interferes a little with

.other activities OR wastes a’

little of my time.

Interferes moderately: This interferes with other or

wastes some of my time.

Interferés a great deal: This stops me doing a lot of

things and wastes & lot of time

‘\\\gvery day.
'S
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; 1 Induction Transcript

i First of all, make yourself comfortable in tﬁe chair —
and then, look at the dot on the wall. Just begin staring.at }t.
In ,the meantime, I am going to give you séme simplé instructions‘
which will help you to experience hypnosis. You'll find éh@t you
can quickly learn to follow these instructions and to experience the <2
\\g\ things .I describe to'you.‘ With practice en subsequent days you will

N find tﬁat you can experilence these things with greater ﬁividnesé,
. with greater intensity' than you do at first.

As you stare at the dot on the wall, you may find that oc-

casionally your gaze may wander. And that your vision may even blur.

If this happens, simply refocus your eyes and continue staring evenly

at the dot on the wall. " .
- -i—.__.-.k

Now take a deep breath in, and Wold it: Hold it until it

1 starts to feel uncomfortable and tﬁ%n, when 1t starts to feel uncom-

fortable, just let it out slowly. (Long pg:fe) u find that you

are starting to experience a comfortable feeling; -- a feelings of

well:being begins to develop as you continue to rest in the chair.
Just lookinp at the dot on the wall, listening to my voice. low take

another deep breath in and hold it -

: <
Notice the feeling of tigQtness 23d tension in your chest

and zpdomen -- and then, as it starts to feel uncomfortable just as

—r
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you did before, let it out very slowly (long pause).

Notice that with breathing But —-— with letting the tensiﬁn
out of your luﬁgs -— you become even more aware of a feeling of com-
fort and well-being settling over you.

Just sink deeper into the chair, and focus your attention
closely on feelings of relaxation in various parts of your body --
in your head and your neck, in your arms and in your legs, in your
chest and in your back. And Just breathe freely and evenly and deep-
ly —- freely, even and deeply, not too quickly, not too slowly. Just
at a comfortable rate for you to notice that relaxation increases
gradually as you breathe out.

You may even be aware of the walls of your chest growing
looser -~ just rest there for a moment experiencing the éensation.
Continue‘relaxin;.your chest so that feelirgs of warmth and comfort
radiate to your back and your shoulders and your neck and your arms

and your legs.

You're probably starting to notice‘cert'ain changes in éhe p

dot on the wall -- changes that occur from staring at it for so long.
Sometimes the dot on the wall looks like its moving up and down, or
from left to right. Sometimes it may not look like a coloured dot
on the wali, but a small hole in the wall. At other times it might
seem like a coloured patch Just a few inches in front of the wall.
You may sec some of these things or even all of these thinps. What-

ever you see, just contidue staring at the dot; contigfue listening

to my voice. Continue to be come more deeply relaxed, more deeply

0 . -
.
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relaxed. )

And as you watch the dot on the wall, your eyelids become
heavier and heavier and your eyes are becoming tired from staring.
Your eyelids start to feel very tired and heavy, as you sit there
breathing freely and evenly and deeply -- bfeathing in, breathing
out freely, evenly, deeply. The eyelilds are becoming so heavy, so
tired that soon they will.just close of their own accord, as 1f
they were coated with a lead paste; as ff there were magnetic fields
in the eyelashes drawing the eyelashes togetﬁer.

Concentrate'now, even more closelv on feelings of relaxation
and comfort in various parts of your body. First of all, gﬁink of
relaxation in the muscles of your left arm -- the hand, the fingers
of the left hand ... the left forearm ... the left upper arm ...
the lefé shoulder. Think of relaxation in each of these areas and
as you think of the relaxation, the muscles become progressively
moré relaxed.-

Then ... relax tge yuscles of your right arm ... the right
hand, the fingers of the right hand, the right forearm, the right
UpPper arm, and the right shoulder,

And then ;.. relax the muscles of your neck ... your chest
-+» Youraback. Relax each of\ghggg muscle groups ..., the neck -
the chest e tye back. And as yoﬁ relax these muscles, your facial

muscles will also relax and loosen of their own accorid. Then relax

the stomach muscles by doing this: -+« tighten your stomach muscles
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- maiéﬂyoﬁr”abdomenhhgyd‘... and then, let the tension out ... no-
T

tice the feeling of well-being éggziggaggﬁﬁfth‘relaxing‘yoar stomach

\—__
-+« like a gentle massaging action all over your stomach and even up
to your chest.

Then relax the muscles of yéur legs ... the right leg ...
the right foot ... try to feel it in the toes of your tight foot ...
and then the right calf «+. the fight thigh.

Then the left leg ... left foot ... the toes o} your left
foot .:. the left cglf ... and the ieft thigh.

Just thinking about relaxation in these areas causes the
muscles to become more relaxed and you may- even feel an interesting
thing MTappens. That the feelings of relaxation you-feel in each of
these areas of the body start to spread and irradiate so that they
may seem to join up like parts of a jigsaw puzzle and you feel a deep
~feeling of overall relaxation. Of contentment and of well—beigg per—
meating the whole of your body.

And your eyes will probably have closed now from concentra-
ting so carefully on the dot on the wall, but, 1f they haven't, just’
close them gently now of your own accord and take a deep breath in
and hold it and then, when it starts to féel uncomfortable just as
you've done hefore ... Just let it out slowly.

With your eyes closed, you are ready to expoficnce hypnosis -
to experience it.morg profoundlf - but you.will find an interesting

thing is happening. That no matter how deeply relaxed you ever feel,

no matter how deeply in hypnosis you ever feel, your mind is always
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clear. You're always aware of my voice and cf what I am saying te ypu.
You are completely aware of everything that 15 happening around vou
even though you are deeply relaxed -- deeply in hyprosis.

. You can now go even deeper into hypnosis. Say to yourselgl--
just by thinking it -- "Now I am going deeper and-deeper.“ Think
it to yourself. And imagine yourself standing a£ the top of an es-
calator. Visudlize the scene of the escdlgtor -- of the steps moving
down -- and picture the moving hand rail.

Count backwards sloLly from ten to zero, imagining, as you’ )

count that you are stepping onto the first step of the escalator and

standing

th your hands on the railing while the steps move down
carryiig vou deeper and deeper into hypnosis. You can plan it so
thgt you reach zero juét as you reach the bottom and step off the

escalator. It will take you about 1 minute.

. {Pause 66 seconds)

You have now become so deeply relaxed -- so deeply in hyp-
nosis ;— that your ﬁind has become so sensitive -- gé receptive to
‘what I say —— that. everything I say to you -- will sink so deeply
into the furthermost recesses of your‘mind -~ and will make so deep
and lasting an impreésion there.

And because these things will remain -- firmly embedded in

.

the deepest parts of your mind —-- after you have left here —-- when
you are no longer in this ﬁopm ~- they will continue tc exercise the
samée profound impression -- just as strongly -- just as surely --
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just as powerfully -~ whén you are back at home -- or anywhere else
you happen to be -- as when you are actually here in this room,
listening to my voice.

As a result of this deep relaxation -- this deep hypnosis --
you are going to feel physically stronger and fitter and healthier in
every way. You will feel more alert —- mare wide aware ~- more ener-
getic. You will become much less easlly tired -- much less easily
fatigued ——~ much less easily discourageé.

Every day you‘will become so deeply interested in whatever
you are doing —— in whatever ls géing on around you -- that your mind.
will become completely distracted away from everything else -- you
will no longer think nearly so much about yourself -- you will become
much less consglous of yourself ~- much less concerned with vourself
and with your own feelings. ,

Every day your nerves will become stronger‘and steadier --
your mind calmer and clearer -- more compesed -- more placid -- mo;e
tranquil. You will find that it takes a lot for things to worry you --
that it takes a lot for things to upset you even slightly.

You'll be able to think more clearly -- you'll be able to

concentrate more easily -- you'll be able to give up your whole un-

divided attention to whatever you are doing -- to the complete ex-

‘clugion of everything else. As a result you will find it ecasler te

remember things than you do now -- you will be able to sce things In

their truc perspective -- without magnifying them -- without ever

&
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allowing them to get out of propertionm..

Every day you-will become and you will remain emotionally
more calm —- much more settled —- much less easily disturbed. Every
day you will become -~ and you will remain -- more and more completely
relaxed —— much less tense each day —- both mentally and physically
-- wherever you are -- at home -- or anywh?re else you happen to be.

As you become -- and as you remain -- more relaxed and less

fl

tense each day -- so -- yoﬁ will develop much more confidence in
. .
yourself.
More confidence in your ability to do -- not only what you
have to do each day —- but more confidence inqyour ability to do

whatever you ought to do -~ without feeling that you might fail --

without feeling uneasy.

Because of this -- every day —— you Vill feel more and more
independent -- more able to stand up on your own 2 feet ~- more- able

to hold your own -=- no matter how difficult or trying things may be.

Every day -- you will feel a greater feeling of personal

hd .

well-being -- a grgater feeling of personal serenity -- than you

L

have felt for a long, long time.

And because all these things will begin to happen -- more
and mere rapldly -- more and more powerfully = more and more com-
\
pletely -- every timé you hear my voice on this tape -- cvery time \
you praccisé these hypnosis exercises by yourself -> you will feel

much happier -- much more contented -- much mere optimistic in

every way. _
. .

JPE TR
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. You will, consequently, be much more able te rely upon and
depend uﬁoa j—.yourself -—- your own efforts —- your own judgements —-
your own opinions. You will feel —- much less need to have to rely
upen -- or to depend upon ~- other people.

And now Jjust rest there enjoying the feeling of warﬁth and
comfort &nd relaxation that have been developing during this hypnosis
session. Think particuiarly about these sensations I've described

to you that you find especially pleasant.

TWO MINUTES OF SILENCE

- n e o



R

o i

89

~ROW I WANT YOU.TO HAVE A CLEAR MENTAL IMAGE OF YOURSELF STAﬁDING ON

A SET OF 'SCALES - AND THE SCALE REGISTERING THE WEIGHT YOU WISH TO
BE. SEE THIS VERY .. VERY CLEARLY .. FOR THIS IS THE WEIGHT YOU
WILL BE. SEE YOURSELF LOOKING THE WAY YOU WOULD LJKE TO LOOK'WITH
THE WEIGHT OFF THOSE PARTS OF THE BODY: YOU VANT THE WEIGHT TO BE
OFF. SEE THIS VERY .. VERY VIVIDLY AND SUMMON THIS IMAGE INTO YOUR
MIND MANY TIMES DURING THE.DAY: PARTICULARLY JUST AFTER WAKING IN
THE MORNING AND BEFORE GOING TO SLEEF AT NIGHT. ALSO HAVE IT "IVIDLY
IN YOUR MIND BEFORE EATING MEALS. - AND THIS IS THE WAY YOU WILL LOOK
AND THIS IS THE WEIGHT YOU WILL BE. AS YOU BELIEVE THTS ... SO IT
WILL HAPPEN. | '

WHEN YOU HAVE ATTAINED THIS WEIGHT ... YOU WILL BE ABLE TO
MAINTAIN IT... YOU WILL FIND YOURSELF EATING JUST ENOUGH TO MAINTAIN
YOUR WELGHT A{;;HE QEIG&T.YOU WOULD LIKE TO BE... UNTIL YOU DO AT-
TAIN THIS WEIGHT YOU WILL FIND YOU WILL UAVE LFSS AND LESS DESIRE
TO EAT BETWEEN MEALS. 1IN FACT ... VERY ... VERY SOON... YOU WILL'
HAVE NO DESIRE TO EAT BETWEEN MEALS ... YOU SIMPLY WILL NOT WANT TO.
ALSO YOU WILL FIND THAT YOU WILL BE CONTENT WITH SMALLER MEALS.

THERE WILL BE NO SENSE OF UNHAPPINESS OR DISSATISFACTION: SMALLER

N .

MEALS WILL BE QUITE SATISFACTORY TO‘YOU ++ AND YOU WILL HAVE NO

. . . b . .
DESIRE TO EAT LARGER MEALS. AND YOU WILL HAVE LESS-..- AND LESS ..
DESIRE FOR HIGH CALORIE .. RICH .. ‘UNHEALTHY FOODS.

DAY BY'DAY .. YOUR DESIRE FOR SUCH FOOD ILL BECOME LESS AND

LESS .. UNTIL VERY VERY SOON .. YOU WILL HAVE NO DESIRE AT ALL FOR

-

RICH .. HIGH CALORIE .. UNHEALTHY FOODS. . INSTEAD — DAY BY DAY ...

— ) .

et T
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YOU WILL DESIRE LOW CALORIE .. BEALTHY FOODS ... AND THESE WILL -RE-
PLACE THE HIGH CALbRIEfFOODS .. THE RICH FOODS ... YOU HAVE EATEN E 4

IN THE PAST.. . . : ' _ oo

YOU WISH TG BE YOU.WILL FIND YOURSELF;GROWING STRONGER AND STﬁbNGER..

HEALTHIER AND HEALTHIER. YOUR RESISTANCE TO ILLNESS AND DISEASE
. WILL INCREASE.. DAY BY DAY. WITH LESS WEIGHT YOU WILL FEEL BETTER
AND BETTER.. AND YOUR HEALTH WILL BECOME BETTER AND BEITER.

REMEMBER TOO: .. THAT YOUR OWN SUGGESTIONS WILL BECOME. JUST .AS o

AS YOU LOSE WEIGHT :AND APPROACH CLOSER AND CLOSER THE- WEIGHT - - Fiand

'EFFECTIVE AS THE SUGGESTIONS E AM GIVING YOU ON THIS TAPE.. . -

L] - . ) . ) v i
Ir a moment you will be able to wake up. All vou have to .- ' C
. . - ’ s 2 - .
do” is say to yourself "Now I am going to wake up" and then.count .
' from 1 - 3. You will wake hp feeling refreshed and buoyant,?as

A ¢ &
though you have been in a deep and dreamless sleep. You will have Co

»

a feeling of vigor, of vitality —- vigor -- vitality.

']

. When }ou are practising these hyp;osisvexeréises by yourééif

.. C. it is very irfportant that qu always_waké yourself up‘ét the end, ‘ “‘- :

7 ' ‘ rather than ju.st going off to sleep. You ;t'ill find that you get o . ‘
- ‘ better'results this way. Now, just rest‘lhere for about one minute T

and then after .1 ﬁinute.say to yourselﬁ "Now I am going to waké up' - " .

and then ééu;t from one to three. |

IO k : . ‘. .
o And remember to do these exercf?es in. your ‘own time and to

s

»

', -practise them regularly. '

4

ONE MINUTE OF SILENCE .

N 7 .
And now that the minute is up - say to yourself "Now I am

m

going to wake up' and count from'l to 3.

. -
" } : . . PR
E ) - - . -
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Appendix E '

Self Rating of Anxicty .

v

Each subject was asked the same question: "How anxious

do vou think vou are in gencral ‘and in comparison to others on a

scale of 1-10 where 1 is no anxiety, nervousness or tension and 10,
' ' o
is the largest amount of anxiety, tension or nervousness a person

. .

could possibly feel?"

r .
..
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Subject Data Card

Apbendix F

.
i
. "
* Lan
T
el g
ant o nday
thor ronss
*
T I
o b e T rd
‘:Il“‘ ey
!
.

pvel

ta



Appendix G

Hei'ght, Initial Weight, Pounds Overweight
and Weight Loss for Each Subject

Subject Height Initial Weight 1Pounds Weight loss
NO. Teet Inches (1bs) Qverweight (1bs
1 5 2 176 10 7
2 5 4 214 79 . -3
3 5 6.5 154 11 increase 4
4 5 3.5 194 © 63 23
5 5 1.5 123 10 9
6 5 6.5 153 1Q increase 2
7 5 3.5 - 1459 a 19 increase
8 5 5.5 149 . 10 0o
g 5 3 161 31 9
10 5 5 149 10 increase 9
11 5 5.5 184 45 5
12 5 3.5 147 17 increase 1
13 5 2.5 142.5 16.5 3.5
14 S 4 146 11 fncrease 1
15 5 6 160 17 2 '
16 5 6.5 217 74 . 8
17 5 9.5 194 34 . increase &
18 5 1 156.5 35.5 5.5 -
19 3 6 159 16 1
20 5 9 200 L0 5
21 5 2. 173 54 8
22 5 7.5 157 10 increase 11
23 5 2 139 13 9
24 5 10 220 55 _ 17
25 5 3 129.5 10.5 4.5
26 5 6 146 15 3
27 5 6.5 173 T30 increase 2
28 5 6.5 148.5 17.5 6.5
29 5 1.5 151 31 0
30 5 10.5 207 : 42 37
31 5 6.5 192 ) 31
32 5 5.5 © 157 18 5
33 5 4 220 ) 85 19
34 5 4.5 197 67 4
35 5 2.5 126 10 2
36 5 5.5 159 20 8

l’[‘his fipure is based on standard weight table printed in The Whys of ‘.Jéight.






