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EXECUTIVE SUMMARY

This report was commissioned as a consequence of concerns expressed during
debate in the House of Assembly on the proposed deregulation of hypnosis in the
Psychological Practices Bill 2006.

The Minister for Health, the Hon John Hill MP, gave an undertaking to the
Parliament to provide a report examining the risk of harm from hypnosis and
whether a code of conduct could be introduced for both registered and
unregistered health practitioners, including lay hypnotherapists.

The report reviews:
 The scientific literature on the harms associated with hypnosis as well as

safety
 Professional as well as consumer protection issues in the practise of lay

hypnosis and hypnotherapy
 International and Australian laws on hypnosis
 Current approaches to Codes of Conduct and Practice as they apply to

hypnosis and the possibility of developing a code in South Australia.

The findings of this report are as follows:

1. There is some emerging and promising evidence regarding the benefits
and safety in the use of hypnosis as an adjunctive therapy.

2. Whilst there is poor scientific evidence of the safety and efficacy of
hypnosis and hypnotherapy as practised by lay hypnotherapists, the
evidence of a high risk of harm to the public does not appear sufficient to
warrant a prohibition on practise.

3. There are known harms that may occur from the practice of hypnosis but
they are not common and can be prevented or remedied if:
 the training and education curriculum for lay hypnotherapy properly

covers these issues
 there are national standards of competency for practise including

scope of practise
 there is an effective national voluntary self-regulation scheme

established by the hypnotherapy associations.

4. The use of stage hypnosis remains a controversial area of concern and
warrants separate consideration.

5. Whilst it may be possible to establish a code of conduct and practice for
both registered and unregistered health practitioners, including lay
hypnotherapists, in South Australia, it would be legislatively more difficult
than to achieve a code of conduct for unregistered practitioners.

6. The content of such a code can be modelled on the New Zealand or
proposed New South Wales codes. It should take into account codes
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already established for both registered and unregistered health
practitioners, including those of the professional hypnotherapy
associations in Australia and in other jurisdictions. The code of conduct
should require a practitioner to practise within their scope of practice and
refer clients who require more highly skilled therapeutic intervention to an
appropriately qualified practitioner.

7. The primary issue that needs to be considered in establishing a code of
conduct is the enabling legislative framework. The South Australian
Health and Community Services Complaints Act 2004 is the most
appropriate legislation for establishing this. Further consideration would
be required of the model for the code of conduct, the legislative framework
and the need to amend other relevant legislation where this is required in
consultation with the Health and Community Services Complaints
Commissioner, the registration Boards, the professional associations and
Parliamentary Counsel.

8. In considering this approach for the lay hypnotherapy profession, the
extension of such a scheme to all complementary and alternative
medicines’ (CAM) therapists would seem appropriate and would be
consistent with the approach adopted by other jurisdictions.

9. Mechanisms which address the establishment of greater collaboration
between the lay hypnotherapy profession and medical and psychological
hypnotherapy profession to advance research on national training
curriculum standards, standards of practice and research on the
effectiveness and safety of lay hypnotherapy should be developed. Such
mechanism could be considered through the Australian Health Ministers’
Conference, national training authorities and the higher education sector.
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I. Introduction
This report was commissioned as a consequence of concerns expressed during
debate in the House of Assembly on the proposed deregulation of hypnosis in the
Psychological Practices Bill 2006. The Minister for Health, the Hon John Hill MP,
gave an undertaking to the Parliament to provide a report examining the risk of
harm from hypnosis and whether a code of conduct could be introduced for both
registered and unregistered health practitioners, including lay hypnotherapists.

2. Background
2.1 Psychological Practices Act 1973
The current legislation, the Psychological Practices Act 1973; restricts the
“practice of hypnosis” to registered psychologists, medical practitioners,
individually approved dentists and prescribed persons. Section 4 of the Act
provides the definition of hypnosis i.e.:

4—Definitions

In this Act, unless the contrary intention appears—

hypnosis includes any activity or practice prescribed as being hypnosis
for the purposes of this Act;

To date, no other activity or practice has been prescribed as being hypnosis for
the purposes of the Act.

The legislation dealing with hypnosis is found at Part 4 – Hypnotism, Section 39 –
Practice of hypnosis. This section reads as follows:

39—Practice of hypnosis

(1) A person other than—

(a) a registered psychologist, in the ordinary course of his
psychological practice; or

(b) a legally qualified medical practitioner, in the ordinary course of
his medical practice; or

(c) a dentist as defined in the Dentists Act 1931, approved by the
Board, in the practice of dentistry as defined in that Act; or

(d) a prescribed person, under or in accordance with the conditions
specified in relation to him by the Board,

shall not engage in the practice of hypnosis.

Penalty: Five hundred dollars or three months' imprisonment.

(2) In this section a prescribed person means a person—

(a) who, during a period of not less than two years immediately
preceding the commencement of this Act, had, in the opinion of
the Board, derived his income principally from the practice of
hypnosis for therapeutic purposes; and

(b) who is approved by the Board as a person entitled to practise
hypnosis in accordance with such conditions as are specified by
the Board in relation to him.



5

Appendix 1 provides the numbers of lay hypnotherapists that have been
identified on the lay hypnotherapy association websites by State and Territory:

Compared with most other jurisdictions, the development of hypnosis and
hypnotherapy in South Australia as a lay therapist practice appears to have been
affected by the Psychological Practices Act 1973. There are now only four lay
hypnotherapists approved by the South Australian Psychological Board (SAPB)
practising in South Australia1. This figure is down from 6 hypnotherapists
approved in 2000/2001. These hypnotherapists will have been in practise since
1973 and are possibly close to retirement.

The provision in the legislation may have also resulted in the possibility that there
are many people using hypnosis under other names such as trance work,
relaxation, guided visual imagery or deep meditation, etc. either because it
reflects their area of professional education and training or, in some limited
cases, these titles may be used so that a practitioner is not considered to be
flouting the law. These persons would not come under the jurisdiction of the
SAPB should there be a complaint made against them.

2.2 National Competition Policy Agreement
In 1995, the Commonwealth and all state and territory governments signed the
Competition Principles Agreement. The Agreement stated that legislation should
not restrict competition unless it can be demonstrated that:

 The benefits of restriction to the community as a whole outweigh the costs;
and

 The objectives of the legislation can only be achieved by restricting
competition.

Under the National Competition Policy Agreement, all States and Territories were
required to review health practitioner legislation to apply the principles
underpinning the agreement.

The objective of any restriction in legislation dealing with competition is to ensure
that consumers are protected from the risk of harm.

2.3 National Competition Review Panel of the South Australian
Psychological Practices Act 1973

When reviewing the South Australian Psychological Practices Act 1973, the
National Competition Review Panel recommended the deletion of all references
to hypnosis, noting that people in a number of professions and disciplines may
wish to use hypnosis for fee or reward but have been restricted from doing so by
Part 4, section 39 of the current Act.

The rationale for this deletion included the definition of “hypnosis” in Part 4 which
had limited effect, allowing other providers to offer a related or identical service
provided that there was no reliance on the use of the term “hypnosis”. In
addition, the effectiveness of section 39 was questionable as it allowed any

1 South Australian Psychological Board Annual Report
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psychologist or medical practitioner to use hypnosis regardless of their specific
training in that field.

The SAPB has previously highlighted the potential difficulties that could be
associated with dealing with complaints regarding the use of hypnosis made
against medical practitioners and especially dentists who required the Board’s
approval in relation to the use of hypnosis. It advised that it would be
inappropriate for the Board to deal with complaints against health practitioners
who came under the jurisdiction of another Board. The practice of dentistry and
medicine should be considered to include hypnosis and hypnotherapy for dental
and medical care and treatment purposes and the statutory bodies responsible
for dentists and doctors should deal with any complaint made by a member of the
public against a dentist or medical practitioner, including those complaints related
to the use of hypnosis or hypnotherapy.

The National Competition Review Panel also noted that there was little evidence
of harm resulting from the practice of hypnosis or similar practices and, in
addition, there is a continuing difficulty in defining “hypnosis” and related terms
such as “hypnotherapy”. For these reasons, the Government has sought, in line
with similar legislation in other States and Territories, to delete reference to
hypnosis in the Bill.

2.4 AHMAC criteria and process for the regulation of
unregulated health occupations

In 1995, The Australian Health Ministers’ Advisory Council (AHMAC) established
a process for determining whether to regulate any currently unregulated health
profession. The purpose of occupational regulation is to protect the public
interest. The protection of the interests of health professions is not a purpose of
occupational regulation. A number of core criteria were set by AHMAC for
assessing whether a profession would be regulated by legislation. There are six
core criteria that are to be applied when examining the case for regulation of
unregulated health occupations. The criteria included:

1. Is it appropriate for Health Ministers to exercise responsibility for
regulating the occupation in question, or does the occupation more
appropriately fall within the domain of another Ministry?

2. Do the activities of the occupation pose a significant risk of harm to the
health and safety of the public?

3. Do existing regulatory or other mechanisms fail to address health and
safety issues?

4. Is regulation possible to implement for the occupation in question?
5. Is regulation practical to implement for the occupation in question?
6. Do the benefits to the public of regulation clearly outweigh the potential

negative impact of such regulation?

Statutory regulation is to be introduced only where:

1. It was supported by a majority of jurisdictions and
2. It could be demonstrated that an occupation’s practice presents a serious

risk to public health and safety which could be minimised by regulation.
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These criteria were reviewed and re-endorsed in March 2007.

2.5 AHMAC decision on hypnosis and hypnotherapy
In 1996, AHMAC determined that there was no need to regulate this industry on
the grounds that there was no demonstrable harm.

2.6 Psychological Practice Bill 2006
The Psychological Practice Bill 2006 seeks to remove the restriction on the
practice of hypnosis. The grounds for removing the restriction included:

 The practice of hypnosis and hypnotherapy did not warrant regulation
since the nature and severity of the risk to the client group, wider public or
practitioner based on the evidence provided did not pose a significant risk
of harm to the health and safety of the public

 People in a number of professions and disciplines may wish to use
hypnosis for fee or reward but have been restricted from doing so by Part
4, section 39 of the current Act

 There were difficulties in defining hypnosis and in identifying related
practices that could be defined as hypnosis under the Act. It was
therefore possible to provide a similar service using a different name

 The Act enabled certain practitioners such as medical practitioner and
psychologists to provide this service regardless of whether they were
qualified to do so.

3. Methodology
Underpinning this report is the concept of harm. The concept of harm is not
straightforward and it has required consideration from a number of perspectives.
This report has therefore adopted a number of methodologies to examine the
concept of harm arising from the use of hypnosis, namely:

1. Review of the current debates in the literature about the definition and
nature of hypnosis

2. Review of the scientific literature on the harms associated with hypnosis
as well as safety

3. Professional as well as consumer protection issues in the practise of lay
hypnosis and hypnotherapy

4. Review of international and Australian laws on hypnosis
5. Review of current approaches to Codes of Conduct and Practice as they

apply to hypnosis and the possibility of developing a code in South
Australia.

It is suggested that these areas need to be considered together in assessing the
level of risk of harms associated with the practise of hypnosis and in addition,
what actions may be required to reduce risks bearing in mind the AHMAC criteria
for the regulation of unregulated occupations and National Competition Policy
principles .
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4. Review of current debate
4.1 Nature of hypnosis
Understanding the nature of hypnosis is important for understanding the nature of
any harms associated with the practice of hypnosis and assessing how the risks
for any harm to occur might be prevented, for example, through appropriate
requirements for ethical conduct and practice.

4.2 Historical background to hypnosis
Hypnosis is a practice that is used in many cultures and has been identified as a
practice dating back to many of the earliest Eastern and Western civilisations.
Modern use dates back to Anton Mesmer in the Eighteenth Century. From time
to time since then, hypnosis has been the subject of significant controversy. It
has been widely studied resulting in significant advances in understanding and
knowledge with a growing body of evidence about the merits of its use for various
conditions. Nevertheless, there continues to be debate on the processes
underlying hypnosis in the medical, psychological and psychiatric literature.

Hypnosis has been professionalised in the twentieth century with the emergence
of analysis and teaching of techniques for inducing hypnosis. Three distinct
practices have emerged – one based on scientific/medical/psychological
research investigating hypnosis as a phenomena and its use for certain medical
conditions. Practitioners in this group usually include medical, dental and
psychological practitioners and researchers. Another stream of practice is based
on its use in a psychotherapeutic/counselling context. Practitioners in this area
may include regulated health practitioners such as psychologists and
psychiatrists and unregulated health practitioners such as social workers,
counsellors, psychotherapists and as well as those whose primary occupational
identity is as lay hypnotherapists. The third practice relates to the use of stage
hypnotism.

4.3 Defining what hypnosis is and how it occurs
Hypnosis is usually defined as an altered state of consciousness which is
characterised by increased responsiveness to suggestion. The hypnotic state is
attained by first relaxing the body, then shifting the client’s attention toward a
narrow range of objects or ideas as suggested by the hypnotist or
hypnotherapist. The procedure is used to access various levels of the mind to
effect positive changes in a person’s behaviour and to treat numerous health
conditions2.

An analogy which is often used to explain the hypnotic state is losing one’s self in
a book or a film so that one is oblivious to time. In this context, hypnosis is
considered a natural state. Children are said to be able to achieve hypnotic
states more easily than adults. Across the adult population, there is a continuum
of hypnotisability from very low to high. High hypnotisability is said to be found in
approximately 10 to 15 per cent of the adult population. Personal characteristics
or attributes associated with greater hypnotisability include creativeness,
suggestibility and greater trust of other people. However, some researchers

2 This is the definition generally used by the National Institute of Complementary and Alternative
Medicine, US National Institutes of Health.
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suggest that this is an inherent capacity simply possessed by some people and
that there are no other characteristics that can be associated with this capacity.
Furthermore, this capacity has been found to be even more stable than IQ
measures over time. Several scales have been developed to identify an
individual’s capacity to be hypnotised3.

Despite the usual definition that is used, there is currently no universally
accepted definition for hypnosis. The difference of opinion centres around three
elements: the hypnotic relationship; the hypnotic state and hypnotic suggestion
(Mott, 1992). A Past-President of the American Society of Clinical Hypnosis and
a Diplomat of the American Board of Psychological Hypnosis, Dr DC Hammond,
proposed that an appropriate ‘neutral’ definition for hypnosis would be that it is a
“procedure during which changes are suggested in sensations, perceptions,
thoughts, feelings, or behaviour” (1999). Hammond goes on to explain that he
believes hypnosis is a “multidimensional phenomenon (which) … varies from
person to person, and may involve physiological and state variables, and
contextual-interpersonal variables which may contribute to individual differences
in responsiveness and in the ability to experience hypnosis” (1999). There is
however an agreed view that hypnosis is a natural phenomenon and many
people slip into this state on an everyday basis.

The actual way that hypnosis works is still a subject of considerable and
continuing controversy. Broadly, there is a view that hypnosis does create some
changes in consciousness that can be demonstrated through the brain scans of
highly hypnotisable people who are hypnotised compared with those of people
who are not so highly hypnotisable. The changes identified by brain studies may
reflect brain processing of suggestions but some studies show that in highly
hypnotisable individuals, normal brain processing is overridden to interpret the
information as suggested. The alternate view is that those persons who are
already highly hypnotisable are also highly suggestible and therefore they are
more prepared to enter a hypnotised state in order to please the person
hypnotising them (the placebo effect).

4.4 Hypnosis as a mind-body therapy
Hypnosis is considered one of the mind-body complementary and alternative
medicines by the US National Center for Complementary and Alternative
Medicine (NCCAM) which is one of several national institutes of medicine
established by the US Congress. This institute, established in 1998, provides a
national focus on the funding of research in complementary and alternative
medicines and therapies to support the development of evidence-based
knowledge for the effectiveness and appropriate application of these therapies. It
notes that:

…mind-body therapies focus on the interactions between the brain, mind, body,
and behaviour, and on the powerful ways in which emotional, mental, social,
spiritual, and behavioural factors can directly affect health. Mind body therapies
usually regard, as fundamental, an approach that respects and enhances each
person's capacity for self-knowledge and self-care, and it emphasizes techniques
that are grounded in this approach.

3 Two of the most common scales used are the Stanford and Harvard scales.
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The NCCAM lists hypnosis as one of several mind-body therapies that also
include: biofeedback, deep breathing techniques, guided imagery, progressive
relaxation, qi gong, tai chi and yoga. It also includes the use of prayer for
healing, and according to some definitions, it includes other therapies such as
tapping, Eye Movement Desensitisation and Reprocessing (EMDR) and cognitive
behavioural therapies. These latter therapies are not considered CAM therapies.
They are generally regarded as mainstream adjunctive therapies usually used by
psychologists, although other professionals such as counsellors and psychiatrists
may undertake training and acquire skills in applying these therapeutic
techniques.

Meditation, yoga, relaxation and guided visual imagery are said to enable people
to reach a state similar to that achieved through hypnosis. This commonality
between these practices and hypnosis may create difficulties in regulating
hypnosis alone and excluding some of these other practices. It is unclear
whether the same neurophysiologic processes occur or whether there are
significant differences in achieving an altered state of consciousness. There
have been a number of comparative studies undertaken to assess the similarities
and differences in brain activity for meditation, hypnosis and other similar
practices with many studies indicating that there appear to be somewhat similar
effects though there can also be some differences. There may however be a
range of factors accounting for these differences such as the type of meditation
that might have been undertaken. Loizzo, nevertheless, indicates that:

Meditative and therapeutic techniques like mindfulness, free-association and
hypnosis share brain features like greater functional coherence, more lateral
cortical balance, better vertical integration of neural systems and conscious
regulation of unconscious processes.4

4.5 Techniques for hypnotic induction
Induction has been defined by Heap as any preliminary procedure that is
intended to enhance a person’s response to suggestion5. The current modern
approach to induction is based on evidence that factors such as expectation and
enhanced motivation make an important contribution to the increase in
suggestibility often observed when the context has been defined as “hypnosis” by
the administration of some kind of induction procedure. In this context, people
become very absorbed in the suggested ideas and images whilst retaining
awareness of their environment and responding appropriately. Techniques used
for hypnotic induction primarily deal with an appropriate context for the person
concerned and can either adopt traditional approaches using a process of guided
relaxation or an alternative approach consistent with the individual’s views of
hypnosis.

4 Loizzo, Joseph: Optimizing Learning & Quality Of Life Throughout The Lifespan: A Global
Framework For Research & Application, Annals of the New York Academy of Sciences., Annals
PrePrint, published online ahead of print September 28, 2007: 10.1196/annals.1393.006,
Copyright © 2007 by the New York Academy of Sciences p.8.

5
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4.6 The role of will
Most of the literature indicates that people cannot be forced to do something
against their will when hypnotised. However, there is a myth which has been
largely created through stage hypnotism that a hypnotist can get people to do
anything in a hypnotised state. The expert view is this is not the case and other
factors influence behaviour in this setting. However, to ensure that any fears or
myths about hypnosis are allayed, there is a generally accepted ethical
requirement that lay, medical and psychological practitioner hypnotherapy
service providers should advise clients that they will remain conscious of their
surroundings and that they cannot be made to do anything against their will.

4.7 Conditions where the use of hypnosis is considered to
have some benefit

There is some emerging and promising evidence that suggests hypnosis and
hypnotherapy may be a useful adjunctive therapy for a range of conditions.
Some examples include:

 The use of hypnosis as an adjunct for pain management and for promotion
of better recovery following major surgical procedures. The use of
hypnosis and self-hypnosis has been shown in small trials to provide
valuable support in reducing experiences for various types of pain such as
burns, cancer pain, pain in labour, among others, reducing level of pain
relief required and in some cases, reducing the time required to undertake
a range of invasive medical procedures that are often anxiety inducing6.

 The use of hypnosis as an adjunctive technique for the management of
chronic conditions such as asthma and irritable bowel syndrome7.

Whilst hypnosis has been used to lose weight, improve sleep, stop cigarette
smoking and many other conditions, most studies do not provide an adequate
basis for establishing efficacy or safety due to the inadequate research design,
lack of clear results and small size. In the US, Natural Standard in association
with the Faculty of the Harvard Medical School has produced a guideline on the
conditions for which hypnosis may be a useful adjunctive therapy, those
conditions for which further research is required and those for which there is no
proven use8.

6 A Cochrane Review by Smith et al (2007) suggests that: current available evidence shows that
hypnosis reduces the need for pharmacological pain relief, including epidural analgesia in labour;
maternal satisfaction with pain management in labour may be greater among women using
hypnosis and is associated with a decreased use of oxytocic augmentation and an increased
likelihood of spontaneous vaginal birth. There was no evidence of any adverse effects on the
mother or neonate. See
7 The Cochrane Review of the use of hypnosis in the management of irritable bowel syndrome
indicated that the studies provide some evidence that suggests that hypnotherapy might be
effective in treating IBS symptoms including abdominal pain. However the results of these
studies should be interpreted with caution due to poor study quality and small size.
Hypnotherapy was well tolerated and no serious side effects were reported in the studies. See
Webb AN, Kukuruzovic RH, Catto-Smith AG, Sawyer SM. Hypnotherapy for treatment of irritable
bowel syndrome. Cochrane Database of Systematic Reviews 2007, Issue 4. Art. No.: CD005110.
DOI: 10.1002/14651858.CD005110.pub2.
8 Natural Standard and Faculty of the Harvard Medical School: Hypnotherapy, Hypnosis at
http://www.intelihealth.com/IH/ihtIH?d=dmtContent&c=362157&p=~br,IHW|~st,8513|~r,WSIHW00
0|~b,*|
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The general advice from medical and psychological practitioners trained in
hypnotherapy is that patients should consult their primary health care provider
before using hypnotherapy for any use and it should not be the sole approach to
treating an illness or condition. If patients wish to use hypnosis or hypnotherapy
for a particular condition, the general injunction is that the person providing
hypnotherapy should be able to treat the condition without hypnosis. If a patient
wishes to consult a lay hypnotherapist, then they should choose one that has
been appropriately trained and accredited by the relevant professional
association.

5. Literature review on the harms of hypnosis and
hypnotherapy

5.1 Literature review methodology
A search of Medline and other data bases was conducted to identify studies,
published in English between 1990 and 2007, that examined risks or harms
associated with hypnosis using keywords such as: “hypnosis”; “risks”; “adverse
outcomes” and “harm”. This type of search produced a very small range of
studies that were either studies of individual cases in the main, usually in clinical
populations, or involved studies of student populations examining the extent of
adverse effects of hypnosis.

Reviews in the area of hypnosis undertaken by the Cochrane Collaboration
Database were examined as well as other research literature. In addition, there
was a search conducted for legal cases dealing with adverse outcomes of
hypnosis. Whilst there is significant material on the use of hypnosis for dealing
with repressed memories, of the legal cases that could be found, most dealt with
stage hypnosis.

Table 1 shows that this search identified a total of 47 articles, 7 of which were
discarded due to their lack of relevant information, and 4 that could not be
obtained. The final 36 articles consisted of 15 literature reviews, 14 case studies,
3 randomised case control trials, 2 observational trials, and 2 intervention trials.
All articles included in this report are from credible sources. The purpose of this
literature review is to document the potential harms associated with hypnosis
which may warrant regulation of the practice.
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Table 1: Literature Review on Potential Harms of Hypnosis

Potential Harm Type of article Number

Literature Reviews 5
Case Studies 5
Observational Trial 2
Intervention Study 1

General -

Randomised Control Trial 2

Literature Reviews 1
Case Studies 6
Observational Trial -
Intervention Study -

Mental -

Randomised Control Trial -

Literature Reviews 8
Case Studies 1
Observational Trial -
Intervention Study 1

Memory -

Randomised Control Trial 1

Literature Reviews 1
Case Studies 2
Observational Trial -
Intervention Study -

Sexual -

Randomised Control Trial -

Total: Articles with relevant information 36

Other - (no specific information) 7

Unattainable - (through DH Library and
PubMed)

4

TOTAL: Articles satisfying search criteria 47

The potential harms associated with hypnosis discussed in this literature review
range from mild sequelae, to outcomes that can be permanently disabling and
even life threatening (Stanley, 1994). Such unwanted effects are reported to be
transient yet common. In 1986, an Australian study discussed in Mott (1992)
identified that nearly 1 in 2 (43.5%) psychiatrists questioned for a study had
witnessed patients experience unusual effects associated with hypnosis. It has
also been recognised that the unwanted effects of hypnosis can be physiological
or psychological, with the most serious consequences generally associated with
clinical and stage hypnosis (Gruzelier, 2000).

5.2 General negative effects of hypnosis
A study undertaken to determine the effect of offering hypnotherapy to palliative
care outpatients in a hospice day care setting identified several negative
sequelae (Finlay, 1996). Over a 2½ year period, 256 patients experienced
hypnotherapy as a complementary treatment for a variety of ailments. Of the 52
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patients still able to report on their experience, nearly two thirds of these
participants indicated an improvement in coping with their illness. However,
there were also 3 participants (7%) who reported harmful or negative effects
associated with the experience, including a decrease in coping with their illness,
and emotional and physical disturbance (Finlay, 1996).

A similar result was obtained in a randomised case control study undertaken to
determine the effect of several procedures in minimising the occurrence of after-
effects of a hypnotic induction (Page, 1993). The study obtained results from a
control group of 340 students who experienced hypnosis without any minimising
procedures (group 1), an experimental group of 347 students who experienced
hypnosis with various minimising procedures (group 2), and an ad hoc group of
59 students who were asked to watch a video and attend a psychology lecture
(control group). When asked to indicate the after-effects of their experience,
approximately 14 to 19 % of participants in both group 1 and the experimental
group (group 2) experienced long term adverse outcomes, including headache,
mild nausea, confusion, depression, irritability and insomnia. This study also
identified that hypnosis produced more frequent sequelae than a non-hypnotic
classroom experience, with only 8 to 11% of the ad hoc group experiencing long
term negative outcomes (Page, 1993).

The literature concerning the potential harms of hypnosis have listed sequelae
that can be classified according to their association with mental health, memory,
or sexual abuse.

5.3 Harms specifically associated with mental health
The most frequently cited harms specifically associated with mental health are
listed in Table 2 below.

Table 2: Harms associated with mental health

Types of harms associate with mental
health

Studies

Abnormal body experience (for example head
floating)

Mott(1992); MacHovec (1999)

Accelerated transference or cathartic feelings;
that is projection of emotions onto therapist

Mott (1992); Barber (1998); Sapp (1996)

Age regression Gruzelier (2000); Lynn (2001)
Total amnesia of hypnotic event Crawford (1992); Barber (1998)
Anxiety Lynn (1996); Reeves (1998)
Chronic psychopathology; for example
behavioural disorder

Gruzelier (2000); Stanley (1994)

Cognitive disorientation or confusion Mott (1992); Barber (1998); Crawford (1992);
Page (1996); Tarazi (1990); Page (1993)

Condition progression; through lack of
appropriate treatment

Mott (1992); Finlay (1996)

Death or suicide Heap (2000); Mott (1992)
Dizziness Lynn (1996); Page (1993)
Drowsiness Mott (1992); Page (1993)
Headache Lynn (1996); Mott (1992); Page (1993)
Nausea Lynn (1996); Page (1993)
Panic attacks Lynn (1996); Reeves (1998)
Catatonic stupor Gruzelier (2000); MacHovec (1999); Reeves

(1998)
Prolonged trance state or difficulty in
awakening from hypnosis

Lynn (1996); Mott (1992)
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Of the articles reviewed in this report, six contained case reports of potential
harms of hypnosis that are associated with mental health (Cyna, 2003; Gravitz,
1999; Reeves, 1998; Sapp, 1996; Tarazi, 1990 and Wagstaff, 2000). Two case
studies that clearly highlight the potential harms of hypnosis are reports by Cyna9

and Reeves, Struve and Booker10.

Cyna (2003) presents the case of a woman who underwent hypnosis to alleviate
her pain during labour. Subsequent to the hypnosis and birth of her child, the
woman experienced an inappropriate compulsion to count. During her hypnotic
induction, it was suggested that if she counted her breaths during a contraction
she would become more relaxed with each count. Following the birth, the
woman reported feeling excessively tired and inadvertently counting to herself
every time the baby cried. She subsequently received a second round of
hypnosis cancelling all suggestions after which the woman reported some
immediate relief. Although her compulsion to count continued for several days, it
subsided considerably. This case shows how hypnosis can result in a
compromised mental capacity to control one’s own behaviour should a
suggestion not be properly cancelled.

Reeves, Struve and Booker (1998) report that there is a substantial body of
literature documenting a number of mild, moderate and severe side effects that
coincide with the use of hypnosis in persons with no prior history of similar
medical or mental symptoms. In support of this notion, the authors document the
case of a 32 year old male who attempted self hypnosis to relieve his anxiety and
hopelessness about living in a shelter. The result of this self hypnosis, achieved
by focusing intensely into the beam of his torch, was four days of catatonia. The
authors conclude that such a case demonstrates “yet another type of side effect
which may occur with hypnosis”, and that the risk of complications from hypnosis
is greatly increased when used by untrained individuals (Reeves, Struve and
Booker, 1998).

5.4 Harms associated with memory
Of the eleven articles reviewed in this report concerning the potential effects that
hypnosis can cause to memory, there were eight literature reviews (Brandon,
1998; Frischholz, 2001; Hammond, 1999; Lynn, 2004; Newman, 2001; Stocks,
1998; Thayer, 2006; Thomas, 2006), one case report (Pope, 1996), one
intervention trial (Holden, 1993) and one randomised control trial (Leavitt, 1997).

The most frequently cited harms specifically associated with memory occur when
hypnotherapy is coupled with Recovered Memory Therapy (RMT). These
specific harms include memory contamination or false memory production
(Frischholz, 2001; Newman, 2001; Thayer, 2006; Thomas, 2006; Pope, 1996;
Stocks, 1998; Barber, 1998), ‘adopted’ false memories that are indistinguishable
from recollections of actual events (Brandon, 1998 and Newman, 2001), and
psychological distress coupled with recovering memories (Holden, 1993 and
Gruzelier, 2000). Other negative sequelae associated with memory include
imagination inflation (Thayer, 2006), increased confidence in unreliable recalled

9 Dr Allan Cyna, Anaesthetic Unit of the Women’s and Children’s Hospital in Adelaide;
10 Dr Reeves of the University of Mississippi School of Medicine; Dr Struve; of Overton Brooks VA
Medical Centre and Dr Booker of LSU School of Medicine
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memories (Brandon, 1998), increased vulnerability to suggestion (Brandon,
1998), induction of false incest memories (Pope, 1996), memories that are more
likely to resemble hypnotists' prior conceptions (Newman, 2001), near death
experience which can be physiologically re-enacted when memory of a near
death experience is recovered (Holden, 1993) and social consequences
associated with false memories (Thayer, 2006). Holden’s study found that
people who have had near death experiences and have been taken back to
those experiences under hypnosis can physiologically re-experience the memory
as though it were reality. Therefore particular precautions need to be taken to
prevent that from occurring.

5.5 Harms associated with sexual abuse
The literature indicates that sexual assault during hypnosis is the predominant
cause for criminal cases involving hypnotherapists (Heap, 2000). Past legal
claims of sexual assault during hypnosis include physical injury, psychological
damage, and suicide (Heap, 2000). This literature review includes three articles
specifically relating to the harms associated with sexual abuse during hypnosis,
including a literature review by Farnill11 and two case studies by Heap12 and
Hoencamp13.

The two case studies specifically deal with sexual assault during hypnosis. Heap
provides a review of 6 cases where therapists were accused of sexually
assaulting their patients. The cases involve an obstetrician and a gynaecologist,
3 lay hypnotherapists and a certified hypnotherapist. Typically the abuse
involves vulnerable clients (women and children) who visit the therapist seeking
help for undesired conditions such as a smoking addiction or being overweight. It
is explained that the therapist manages to assault their clients without resistance
and that the perpetrators achieve this by either convincing the victims that
undertaking inappropriate sexual activities is part of the therapy, rendering the
clients incapable of stopping indecent assaults, or by minimising the client’s
awareness of what is being done to them. Heap however notes it is primarily the
social-psychological contextual processes and emotional dynamics that underlie
doctor-patient or client-therapist relations that allow many health practitioners
across all disciplines to sexually exploit their patients. He claims that “it is rarely
necessary to invoke some special property of hypnosis to account for the
behaviour and experience of the complainants”. Heap notes, however, that it is
important to be alert to aspects of the hypnotic context (i.e. the soothing and
relaxation of clients) and the attitudes and expectations of clients (such as not
knowing what to expect) that may create conditions for greater vulnerability.

A case study by Hoencamp (1990), details the experiences of 9 women who
were victims of sexual assault during hypnotherapy by the same lay (untrained
bogus) hypnotherapist. The victims of this man, who was eventually convicted
for his actions, ranged in age from a girl of 17 years to women in their mid-forties.
The article outlines relevant factors involved in sexual coercion i.e. explains that
the man performed sexual acts and hypnotic phenomena that are potentially

11

12 Heap, M: “Assessing Allegations of Sexual Assault during Hypnosis and Related Procedures”,
Australian Journal of Clinical and Experimental Hypnosis, Vol 34, No 1, 2006, pp41-54.
13 Hoencamp, E: “Sexual Abuse and the Abuse of Hypnosis in the Therapeutic Relationship”,
International Journal of Clinical and Experimental Hypnosis, Vol 38 (4), 1990, pp283-97.
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harmful including inappropriate touching, coitus, amnesia induction, post-hypnotic
suggestion, perceptual distortion, and non-volition (Hoencamp, 2000).

The negative sequelae that may be experienced as a result of such assault is
explained in the article by Farnill (2006). Farnill discusses the question of
whether clinicians should be allowed to have sexual relationships with former
clients or not and provides a review of the literature relating to the harms
associated with therapists’ sexual involvement with clients. The adverse
outcomes identified include the formation of a distinct clinical syndrome for the
patient which can result in: ambivalence; guilt; feelings of isolation and
emptiness; cognitive dysfunction (for example reduced concentration); flashbacks
and nightmare; inability to trust; sexual confusion; lability of mood; suppressed
rage and increased suicidal risk14. Another potentially harmful outcome is
premature termination of therapy in order to begin a sexual relationship (Farnill,
2000).

5.6 Causes of the negative effects associated with hypnosis
Hypnosis is associated with a wide range of negative sequelae, but one of the
key questions is whether these outcomes are actually caused by hypnosis itself
or are a result of other factors. When this question is considered in the literature,
it is asserted that the general public believe that the ‘deep trance’ of hypnosis is
the facilitating factor. However, it has been identified that such a notion is not
credible because non-hypnotised individuals and participants who have been
ceremonially “put into a trance” are indistinguishable in their response to orders
given by a presenter (Heap, 2000).

All literature included in this review asserts that the potential harms associated
with hypnosis are not due to hypnosis itself but to other mechanisms that are
coupled with the various characteristics of hypnosis, including the context of
hypnosis use, personal factors of the clients, characteristics of therapy or
treatment in general, the use of recovered memory therapy (RMT), the lack of
legislative controls, inadequate training, and those factors specifically related to
sexual abuse during hypnosis such as post hypnotic suggestions, doctor patient
dynamics, and emotional facilitators. Many of these mechanisms are found to be
evident.

Whilst experimental hypnosis has been found to yield very few severe negative
effects, both stage and clinical hypnosis have been associated with a wide
variety of effects, from those that are mild and transient in nature to those that
can be permanently debilitating. Crawford (1992) states that the difference
between the experimental hypnosis with the other two forms is that those
conducting this form of hypnosis reject those potential participants who are in
counselling or therapy and that experimental hypnosis is non-therapeutic, that is,
it does not involve any form of counselling or therapeutic relationship.

Hypnotherapy, like any other effective treatment, has the potential to produce
harm as well as healing (Barber, 1998). The harms associated with hypnosis can
occur in any psychotherapeutic relationship and it is argued that the facilitating
factor of such a relationship is the associated cognitive or personal involvement

14 These adverse effects are not necessarily due to hypnosis but to the effect of sexual assault.
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which may leave the client more vulnerable to suggestion and other potentially
harmful mechanisms (Mott, 2000 and Gruzelier, 2000).

Nevertheless, it is hypnosis used for entertainment purposes that has been
identified as the most risky context of hypnotic induction. In his article concerning
complications on the use of hypnosis, MacHovec (1999) states that the most
serious after-effects of hypnosis have often arisen as a consequence of stage
hypnotism. This higher incidence of negative effects associated with stage
hypnosis has been attributed to the lack of preventative procedures undertaken
by the stage hypnotists15. It is reported that stage hypnotists do not provide
accurate information, secure informed consent, monitor negative effects, give
permission to terminate at any time, terminate when it is necessary, provide post-
hypnotic counselling, screen out inappropriate candidates or ensure that
participants are fully dehypnotised (Lynn, 2000).

Another mechanism, to which the unwanted sequelae associated with hypnosis
has been attributed, is the personal characteristics of the clients. Individual
factors such as high hypnotisability, pre-existing psychopathology and a personal
desire to control the situation are all cited as sources of the potential harms of
hypnosis.

An observational study undertaken to determine the positive and negative
experiences accompanying stage hypnosis identified that there is a significant
correlation between those people who are moderately to highly hypnotisable and
the percentage of passed stage hypnosis suggestions (Crawford, 1992).

The role of a person’s desire for control in the negative outcome of hypnosis such
as ‘inability to awaken’ is outlined in the case study described by Gravitz (1999).
Gravitz reported that a 36 year old woman, who was referred by her neurologist
for hypnosis to aid the management of pain, proved to be a good hypnosis
subject. This woman, however, did not respond to the hypnotic suggestion to
awaken and remained in the same trance depth. After several further attempts to
alert the patient, the hypnotist, realising that there must be a valid reason for her
inability or unwillingness to comply, asked how she felt. The woman replied that
she felt “great” but was afraid to open her eyes. In order to simultaneously
address the therapeutic goal of the appointment, the patient’s resistance and
failure to become alert and her inner need for security and assurance, the
hypnotist told the woman that she was safe, that her pain was gone and need not
return and that she would be shown how to achieve self hypnosis. As a result of
this intervention, the woman returned to her normal responsive state.

Another report demonstrating the heightened risk of specific personal qualities
explains that characteristics such as psychosis, dissociative identity disorders
and post-traumatic stress disorder may increase the likelihood of negative after-
effects (Sapp, 1996). Three case studies are described where such negative
sequelae occurred including: a patient who showed symptoms of schizoaffective
psychosis after being treated with hypnosis for bulimia; a patient attending

15 These preventative procedures are an essential component of training in hypnosis and even
the most skilful people may not fully dehypnotise a person or cancel suggestions. Well-trained
hypnotherapists are trained to be alert to this possibility and act to fully dehypnotise or cancel any
suggestions.
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hypnotherapy to manage a fear of flying who was subsequently diagnosed with a
personality disorder and a man who was being treated with hypnosis for
spasmodic torticollis who subsequently began to have homosexual cognition and
show overt homosexuality.

As mentioned previously, there is a substantial body of literature documenting a
number of mild, moderate and severe side effects that coincide with the use of
recovered memory therapy (RMT). Pope (1996) indicates that the use of RMT in
hypnotherapy is not a rare event and for the most part it is used to help clients
recall early abuse. The effects of the combination of hypnosis and RMT have
been examined in controlled experiments since 1932 and it has been
demonstrated that hypnotised subjects have a greater increase in number of
memories reported, both accurate and confabulated, than the non-hypnotised
(Newmann, 2001). A literature review by Brandon (1998) concerning recovered
memory therapy of childhood sexual abuse explains that, stereotypically, a
patient who presents with a variety of psychological symptoms but with no history
of having been abused may be explicitly informed that the symptoms are due to
forgotten sexual abuse and be actively encouraged to remember the abuse. The
use of RMT through hypnosis is deemed dangerous by a majority in the reviewed
literature for the following reasons: memory is vulnerable to suggestion,
implanted false stories can be ‘adopted’ and subsequently remembered as
actually experienced events and memories recovered in RMT are
indistinguishable from recollections of actual events (Frischholz, 2001; Newman,
2001; Thayer, 2006; Thomas, 2006; Pope, 1996; Stocks, 1998; and Barber,
1998). Pope and Hudson, Associate Professors of Psychiatry at Harvard Medical
School, present the case history of a father who successfully sued two therapists
and a hospital for allegedly implanting false memories of childhood sexual abuse
in his daughter, who was receiving recovered memory therapy for bulimia (Pope,
1996). Pope and Hudson conclude that although it is quite reasonable to
consider an unproven therapeutic technique in an attempt to relieve human
suffering, the potential risk of the technique (in this case the possible induction of
false incest memories) must be weighed carefully against the technique’s
expected benefits.

A report by Stanley states that the adverse effects associated with hypnosis may
be due to a lack of legislative controls, especially in terms of its use by therapists
lacking adequate training in hypnosis, lay hypnotists, and stage hypnotists
(Stanley, 1994). The risk of complications from hypnosis has been shown to
greatly increase when used by untrained individuals (Reeves, 1998). This
heightened risk has been attributed to the misapplication of hypnotic techniques
and a failure to adequately prepare the participant. Unexpected outcomes
associated with lay hypnotism have included abnormal body experiences such as
the sensation of a floating head experienced by a woman who was instructed
under hypnosis to imagine her head was floating away from her neck but was not
properly instructed to return to her normal state (MacHovec, 1999), inappropriate
counting as experienced by a woman who received hypnosis to manage pain
during childbirth but did not receive proper cancellation (Cyna, 2003), and
catatonia experienced by a man who attempted self-hypnosis but was unable to
be aroused for 4 days (Reeves, 1998).
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According to Heap (2006), the risk of sexual assault during hypnosis, noted as
the main reason for criminal cases involving hypnotherapists, is not a mechanism
of hypnosis itself but is due to the social, psychological and emotional processes
associated with doctor-patient dynamics and the nature of help-seeking. Some
facilitating characteristics of the doctor-patient relationship which have been
identified as potentially dangerous include the obedience required from the
patient which can lead to inhibition of normal coping mechanisms and
unwavering trust, the belief on the patient’s behalf that the therapist’s behaviour
will, at all times, be consistent with their professional undertakings, the
expectation of “losing control” or being controlled during hypnosis and the unclear
ideas about what to expect; what is a legitimate request or otherwise (Heap,
2006).

The nature of help-seeking is associated with several emotional facilitating
factors, for example psychological susceptibility or desperation for relief. These
characteristics may increase the patient’s vulnerability to the demands of a
therapist (Heap 2006). The article by Hoencamp (1990) contains the statements
of 9 women who were sexually assaulted by the same lay therapist. These
statements clearly show the way in which the patients can become victims to
actions that they would normally try to prevent. For example, most victims stated
that they thought the therapists’ actions were “normal” or “part of the therapy”.
Meanwhile, one of the cases stated that she “just let it happen, (she) did not feel
like she could nor had the power to say “no” … she felt as if (she) was
paralysed”. This last statement is attributable to the myth commonly held by the
public, that hypnotherapy paralyses a person therefore enabling assault to occur
without obstruction by the patient (Hoencamp, 1990).

Nevertheless, such a notion has been examined and it has been identified that
hypnosis cannot put a person into a state of powerlessness (Hoencamp, 1990).
Based on this examination, Hoencamp concludes that for sexual abuse to occur,
there has to be a change from a ‘personal’ to a ‘therapeutic’ relationship which
demands power and authority from the therapist and obedience from the patient,
and that this is the only way in which there will be an increased vulnerability to
the experiences of hypnosis.

5.7 Literature review recommendations for dealing with
hypnosis
The results of a randomised case control study undertaken by Page (1993)
indicate that there are several ways in which to minimise the risk of negative after
effects associated with hypnosis in general. Page recommends that
hypnotherapists should:

 dispel myths about hypnosis
 inform subjects that no psychological treatment will be undertaken
 omit all references to after effects in standard susceptibility scales
 avoid subjects with obvious psychopathology
 be ready to intervene when complications arise
 instruct patients to report any complications and provide follow up

treatment if required.
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These recommendations form the basis of public information provided on
websites by hypnotherapy associations and providers from both registered health
practitioner backgrounds and lay hypnotherapy.

Other recommendations on the use of hypnosis refer to the use of recovered
memory therapy (RMT), stage hypnosis, inadequate training in the management
of hypnotic clients and the lack of legislative controls. The majority of literature
concerning the use of RMT argues that, due to the risks associated with such a
practice outweighing the benefits, serious consideration needs to be given to
avoiding the use of this technique (Stocks, 1998). While it has been reported that
extant research has failed to document any therapeutic benefit for revisiting early
memories or traumatic events (Thayer, 2006), there has been strong support for
the notion that RMT does not reliably recover valid memories (Stocks, 1998).
Thayer (2006) argues that due to the fact that false memories can have
devastating consequences for individuals and families, therapists who chose to
use RMT should make every effort to evaluate the role of suggestion,
suggestibility, and imagination inflation in their treatment (Thayer, 2006).

A similar feeling of prohibition is evident in the literature concerning the use of
hypnosis for entertainment purposes. It is reported that this practice is
unjustifiable and should be discontinued as there are not enough safeguards
(Gruzelier, 2000 and Mott, 1992). Meanwhile, Crawford, who undertook an
observational trial to identify the negative experiences associated with stage
hypnosis, does not recommend the prohibition of such a practice. Nevertheless,
he does state that in order to reduce the risks there should be appropriate
guidelines established. Some of the guidelines proposed include screening out
participants who are in therapy or counselling, correcting misperceptions about
hypnosis, avoiding embarrassing or upsetting suggestions, providing de-hypnosis
instructions to those who do not remain in hypnosis, terminating fully the hypnotic
experience, removing all amnesia suggestions and reviewing the events at the
end of the hypnotic experience, and remaining available after the session to
answer questions and help with after effects (Crawford, 1992).

Finally, there is a concern expressed in the literature about the lack of legislative
controls for the practice of hypnosis. It is argued that the adverse effects
associated with hypnosis are significant enough to warrant the establishment of
appropriate legislation, in particular with regards to training and professional and
ethical standards (Stanley, 1998 and MacHovec, 1999). Furthermore, it is also
asserted that informed consent is important and ethically necessary for any form
of hypnosis (Lynn, 2000).

This review has identified that there is a broad range of negative outcomes
associated with hypnosis. However, it has been identified that when hypnosis is
practiced by qualified clinicians and researchers, it is not a dangerous procedure
(Lynn, 1996). Hence, further research is necessary, especially concerning the
identification of factors that can reliably predict negative effects as well as the
mechanisms of hypnosis itself (Frischholz, 2001 and Page, 1996). In addition, it
is argued by some clinicians that there is also a need to govern hypnosis with
legislative controls, particularly in relation to training and the context in which it is
being used. By understanding how the associated harms occur during hypnosis,
and ensuring there are legislative controls for the use of this therapeutic
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technique, those undertaking the practice can be more effective in reducing the
unnecessary occurrence of harms and ensuring that those submitting themselves
to the procedure experience the benefits.

5.8 Considerations regarding the literature review
The literature review has examined a wide range of possible harms associated
with the use of hypnosis. Considering its controversial history and potentially
questionable use as a valid therapeutic technique, the use of RMT16 clearly
requires careful assessment and skilful therapeutic management by an
experienced clinical hypnotherapist. In relation to professional misconduct
involving abuse of position and power, in particular, to sexually exploit a client,
this is a serious crime experienced across many registered and unregistered
health practitioners, there are some significant problems associated with
examining the issue of harm in the use of hypnosis. The statement from the
National Center for Complementary and Alternative Medicines’ report on the use
of complementary and alternative medicine in the Unites States is relevant here,
that is:

While some scientific evidence exists regarding some CAM therapies, for most
there are key questions that are yet to be answered through well-designed
scientific studies – questions such as whether these therapies are safe and
whether they work for the diseases or medical conditions for which they are
used.17

The approach used in the literature review was to identify those studies where
specific harms were identified associated with the use of hypnosis. Of these
studies, only one of the three randomised control studies examined harm
associated with the use of hypnosis across a relatively normal population
whereas the majority involved literature reviews (15) followed by case studies
(14) with 2 observational trials, 2 randomised control trials and 2 intervention
studies. Limited sample sizes and lack of adequately defined research
methodology and quantitative methods for assessing the level of seriousness to
be attributed to the range of adverse effects experienced pose some difficulty in
assessing harms identified in the literature. There is good evidence that experts
do use a continuum and have identified the extent of prevalence that could be
expected across the continuum. For example, the Mayo Clinic notes that
adverse reactions such as headache, dizziness and nausea may occur but are
uncommon. An international hypnosis expert, David Spiegel noted in interview
that hypnosis is safer that any prescribed medication. Occasionally people may
get upset because the hypnotic state may be associated with some traumatic
episode that has happened earlier in life but, if that happens, a therapist can help
the client deal with it. Generally, he considers it is a safe state to enter, many

16 The Psychotherapy and Counselling Federation of Australia (PACFA) has established a
standard for practice in this area of work i.e.: Guidelines for Working with Recovered Memory
which is based on those of the Australian and British psychological and psychiatric societies at
http://www.pacfa.org.au/pacfa_research.html.
17 National Center for Complementary and Alternative Medicines, National Institutes of Health:
The Use of Complementary and Alternative Medicine in the United States p.1 at
http://nccam.nih.gov/news/camsurvey_fs1.htm
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people have done so spontaneously and the hypnotist is merely showing a
person what it is and how to use it.18

It is therefore suggested that further evidence is required before any conclusions
can be made about the extent of harms associated with the use of hypnosis,
without underestimating the importance of the effects that have been cited in the
literature.

The second problem is that this literature review examines research that primarily
highlights harms associated with the practice of hypnosis. The standard
methodology in rating research and research findings, exemplified by Cochrane
Collaboration Database, uses a system to rate research findings on a particular
topic to establish whether a general finding of validity of efficacy can be attributed
to the research issue. The rating system rates the type of research and therefore
the level of evidence for efficacy. For example, randomised control trials are
regarded as being the highest standard of research with observational,
intervention and case studies being rated lower. Often, analysis of the
methodology used in a randomised control study and other studies is also
required to ascertain whether the findings are based on good research practices
or whether there are flaws in the methodology. A high standard review of this
kind for this report has not been possible and instead, whilst the research has
been categorised along these lines, the literature has been assessed primarily on
the content of findings.

There is an alternate body of research that examines the merit or lack of merit of
the use of hypnosis for a range of conditions that has been subject to meta-
review by the Cochrane Collaboration Database and others. These studies have
primarily focused on whether the body of research findings available at the time
sufficiently validate the beneficial use of hypnosis for conditions such as pain
management, smoking cessation, among others. Some of these studies
examine the efficacy, ease and relative safety of using hypnosis but they do not
necessarily examine negative outcomes that may have been experienced by
participants as a result of the use of hypnosis19.

The broad conclusions of studies using hypnosis for chronic pain management,
acute procedural pain management or irritable bowel syndrome, among others,
are that it is a relatively effective and safe adjunctive therapy providing great
benefit such as reducing use of analgesia for those patients with chronic
conditions or improving a patient’s capacity to manage irritable bowel conditions.
In summary, this research emphasises efficacy and safety with little or no
reference to any adverse effects, though it may be the case that some patients
will experience some usually minor and occasionally, more serious adverse
effects.

18 David Spiegel in interview on the Health Report: Australian Broadcasting Commission: Radio
National: “Hypnosis Researchers at Stanford University in California used brain scans when
people were under hypnosis and came up with some interesting findings.” Broadcast Monday 6
May 2002, Norman Swan

19 In fact, Cyna’s case study of the woman who could not stop counting emerged out of a trial of
the use of hypnosis for childbirth at the Women’s and Children’s Hospital.
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It is suggested that the use of hypnosis within these research studies
demonstrates a high level of safety especially when it is considered that there are
often a higher number of patients enrolled in these studies to demonstrate
effectiveness of the use of hypnosis as an adjunctive therapy for particular
conditions or procedures. Indeed, the broad message emerging from some of
this evidence is that hypnosis and hypnotherapy could benefit many patients and
it could also improve mainstream health services provision if it was used for
conditions or procedures where there is good evidence of efficacy and safety.

Another problem is that hypnosis and hypnotherapy is widely practised by people
trained in hypnosis and hypnotherapy (as well as those who may not be so well
trained). This professional industry is largely unregulated in a majority of English-
speaking countries. Prevalence of the use in surveys indicates that a significant
number of people access hypnosis and hypnotherapy services from lay
hypnotherapists, though there are no studies on efficacy, safety or client
satisfaction.

5.9 International research into hypnosis - as a CAM and as a
mainstream therapy

One of the difficulties in dealing with hypnosis is that it is treated as a discrete
area in medicine and psychology and it also falls under the umbrella of
complementary and alternative therapies (CAMs). Both fields produce research
into hypnosis. Under CAMs, it may be treated as part of the general group of
mind-body therapies.

There has been a significant expansion in research on CAM therapies over the
last fifteen years because of a range of factors:

 The demonstrated high level of public use of these therapies
 Extent of out of pocket expenditure spent on CAMs
 Increasing formal recognition of the role of integrative medicine that

includes CAM therapies as adjunct therapies where there is a proven
benefit

 Increasing recognition that appropriate methodologies are required for
properly assessing the benefit or otherwise of CAM therapies due to the
reasonable criticisms of the possible placebo effects of CAM therapies

 The need to have appropriate evidence for ensuring public health and
safety in the use of CAMS.

The United States has perhaps the most advanced infrastructure for providing
quality information on the effectiveness of specific CAMs therapies. In 1998, the
US Congress legislated to establish the National Center for Complementary and
Alternative Medicines NCCAM). This Centre is a part of the National Institutes of
Medicine infrastructure that is somewhat equivalent to the Australian National
Health and Medical Research Council (NH&MRC). It has a mission to fund the
investigation of all forms of complementary and alternative therapies with an
ambitious research program that has grown significantly from the original Office
of Alternative Medicines (OAM) program established in 1991.
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NCCAM has provided funding for a number of studies that examine whether non-
pharmacologic analgesia in the form of self-hypnotic relaxation during invasive
medical procedures can significantly reduce patients' pain, anxiety, drug use, and
number of complications20. The long-term goal of a number of studies is to
determine whether self-hypnotic relaxation therapy can be a safe and practical
method for reducing cognitive and physiological distress associated with invasive
procedures. Many of the studies focus on self-hypnosis, that is, the individual
being trained to achieve a hypnotic state by themselves following one or two
sessions with a hypnotherapist, and examine the cost-benefit of this approach to
the costs involved with conventional approaches.

The high prevalence in use of CAMS, including hypnotherapy, in the community
and the extent of out of pocket expenditures and reimbursements by private
health insurance funds, in the UK and also in Australia, has also resulted in a
greater focus on undertaking research on the effectiveness of CAMs as well as
integrating CAMs in conventional medical and psychological treatments.

6. Legislation related to hypnosis and hypnotherapy
6.1 International jurisdictions
Internationally and within Australia, very few jurisdictions regulate the use of
hypnosis and hypnotherapy.

For the few jurisdictions that do regulate, there are different models of regulation.
The table at Appendix 2 sets out the forms of regulation that exist specifically in
relation to hypnosis and hypnotherapy in other jurisdictions. It should be noted
that there is a very small number of states in the United States that regulate the
use of hypnosis for forensic investigative purposes.21 In the main, following
findings of studies on the use of complementary and alternative therapies in the
US22, there appears to be an emerging trend to amend legislation where it can
create technical violations of the law so that citizens can access CAMs therapies
provided there is no holding out that the unregulated health practitioner can
perform diagnostic or prescribed services.

The extent to which hypnosis and hypnotherapy remains unregulated could be
considered as indicative of the low level of harm associated with this practice.
Where regulation exists, it generally aims to provide consumer protection in
relation to those few individuals who abuse their position of trust with clients.

20 In an article published in 2004 in the Medical Journal of Australia, Chesney and Strauss noted
that the capacity of the brain and mind to affect health is a CAM domain that is receiving more
attention at NCCAM with surveys indicating that about one in five adults use at least one mind–
body therapy.
21 For example, Texas has specific laws relating to the use of forensic hypnosis. It is the only
state in the USA which mandates, by statute, minimum training standards, testing, and
certification of police officers who use investigative hypnosis. The UK has a guidance on its use
in policing and judicial environments.
22 Eisenberg, DM; Kessler, RC; Foster, C; Norlock, FE; Calkins, DR & Delbanco, TL:
“Unconventional Medicine in the United States – Prevalence, Costs and Patterns of Use”, The
New England Journal of Medicine, Vol 328: 246-252, Jan 1993, No 4 at
http://content.nejm.org/cgi/content/full/328/4/246/T2
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6.2 Australian jurisdictions
Legislation related to the use of hypnosis and hypnotherapy in Australia was
primarily driven by concerns about the inappropriate use of hypnosis by
Scientology adherents. In South Australia, this intended purpose had been
widened, as a consequence of the specific provision that was drafted following
the 1973 Select Committee Report on the proposed Psychological Practices Bill
197223, to limit the approval of lay hypnotherapists by the Board to those
practitioners who had derived their principal income from this practice in the two
years prior to the Act being proclaimed. Victoria’s restrictions on the practice of
hypnosis which arose from similar concerns were sunsetted, effectively
deregulating this practice.

6.3 Regulation of unregistered health practitioners
Consideration of the regulation of hypnosis and hypnotherapy providers has
generally been undertaken within a broader focus on complementary and
alternative therapists or other unregistered health practitioners such as
counsellors and psychotherapists24. Schemes for regulation range from
voluntary self-regulation, negative licensing schemes where there is some level
of voluntary self-regulation required, to limited licensing schemes also involving
voluntary self-regulation requirements or statutory registration and regulation.

Like other international jurisdictions, consideration in Australia about legislation or
other forms of regulation generally deal with CAMs rather than with hypnotherapy
specifically. Two initiatives in this area are outlined below:

Victoria
 An options paper was released by the Department of Human Services

recommending that the use of complementary health therapies by
registered health practitioners be regulated by codes and guidelines
rather than by legislation.

 It also commissioned research by Psychotherapy and Counselling
Federation of Australia (PACFA) into best-practice models for self-
regulation for other currently unregistered professions. PACFA
released its discussion paper in 2004. The final report was submitted
by PACFA in June 2007 and released on the Victorian Department of
Human Services website in December 2007.

New South Wales
 New South Wales has amended various Acts to allow for a Code of

Conduct to be established and to empower the Health Complaints
Commission to investigate complaints and make orders against CAM
therapist. This approach is discussed below.

Within the medical/psychological field, there have been recent considerations to
opening up the professions that should be allowed to practice hypnosis and
hypnotherapy to some other specified health practitioners such as social workers.

23 Parliament of South Australia Hansard, House of Assembly, p.2280.
24 For example, the 2002 Trans Tasman Conference of Psychologists Boards discussed the issue
of unregistered psychotherapists and counsellors but there was no action as a result of these
discussions. These two professions are not registered in any Australian jurisdiction.
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The UK House of Lords Science and Technology Committee, sixth report on
complementary and alternative medicine divided therapies into three separate
groups.

 Group One embraces what may be called the principal disciplines, two
of which, Osteopathy and Chiropractic, are already regulated in their
professional activity and education by Acts of Parliament. The others are
Acupuncture, Herbal Medicine and Homeopathy. Their evidence
indicated that each of these therapies claims to have an individual
diagnostic approach and that these therapies are seen as the 'Big 5' by
most of the CAM world.

 Group Two contains therapies which are most often used to
complement conventional medicine and do not purport to embrace
diagnostic skills. It includes Aromatherapy, Alexander Technique, Body
Work therapies, including Massage, Counselling, Stress therapy,
Hypnotherapy, Reflexology and probably Shiatsu, Meditation and
Healing.

 Group Three embraces those other disciplines which purport to offer
diagnostic information as well as treatment and which, in general, favour
a philosophical approach and are indifferent to the scientific principles of
conventional medicine, and through which various and disparate
frameworks of disease causation and its management are proposed.
These therapies are split into two sub-groups:

 Group 3a includes long-established and traditional systems of
healthcare such as Ayurvedic medicine and Traditional Chinese
Medicine. Some regulation is seen to be required for this
category.

 Group 3b covers other alternative disciplines which lack any
credible evidence base such as Crystal therapy, Iridology,
Radionics, Dowsing and Kinesiology.

These groupings were designed, in part, to indicate whether some form of
regulation was required based on the scope of the CAM regarding diagnostic and
treatment services provided. Following this report, the UK Government agreed
that hypnotherapy would be subject to voluntary self-regulation.

There has been a growing demand for alternative therapy and a growing number
of National Health Service (NHS) practices now prepared to offer many forms of
alternative therapy as part of their primary care health improvement programmes,
the National Health Service Trusts Association (NHSTA) has established a
website based NHS directory which provides a list of CAM therapists. The NHS
notes that the GP is the obvious point of referral for patients who wish to access
an appropriately trained and motivated practitioner. The NHS Directory provides
dedicated listing of all practitioners, who by a process of self-selection have put
themselves forward to work either directly in NHS practices or from their own
practice on a referral basis.

One of the major issues identified is the establishment of an effective self-
regulatory system for all CAM therapies including hypnotherapy and how this
would be properly implemented. The various legislative and voluntary self-
regulatory models in all jurisdictions each have elements that could be
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considered in the design of a code of conduct with appropriate overarching
legislation to give proper effect to the code.

7. Risks of harm by lay hypnotherapists
7.1 The use of hypnotherapy services by the public
There is no specific data on the use of hypnotherapy services in Australia by the
public. The Australian Bureau of Statistics National Health Survey 2004-05
collected data on consultation with health professionals in the two week period of
the survey25. For Australia, the weighted estimates based on the survey findings
for the various health practitioners identified are provided in table 3 below:

Table 3: National Health Survey: Comparison of health practitioner consultations

Professional consultation Number (`000)
Doctor consultation

 General practitioner
 Specialist

TOTAL

3896.8
1056.0
4487.6

Dental consultation 1158.9
Consultation with Other Health Professionals

 Chemist
 Chiropractor
 Nurse
 Physiotherapist / hydrotherapist
 Other1

TOTAL

765.5
432.6
243.8
436.1
1095.0
2648.5

Notes: Consultations in the two weeks prior to interview. Data excludes consultations in/at hospitals or day clinics

but covers all persons aged 2 years and over.

1. Other health professional includes Aboriginal health worker, accredited counsellor, acupuncturist,

alcohol/drug worker, audiologist, chiropodist / podiatrist, dietician, herbalist, hypnotherapist, naturopath,

osteopath, occupational therapist, optician/optometrist, psychologist, social worker, speech therapist and

traditional healer.

The list of “other” health professionals includes both regulated and unregulated
health practitioners including hypnotherapists.

A South Australian survey which involved a representative population survey
conducted in 2004 with longitudinal comparison to similar 1993 and 2000 surveys
examining use of CAM therapies indicated that:

 CAMs were used by 52.2% of the population
 CAM therapists had been visited by 26.5% of the population and there had

been a steady increase in the use of CAM therapists since the previous
two surveys

 The main increase in the use of CAM therapists was in the “other”
category for which there is no specific data on type of therapist visited.26

A survey undertaken in 2002 by the US National Centre for Complementary and
Alternative Medicines, National Institute of Medicines27 reported that, in the last

25 Australian Bureau of Statistics, National Health Survey 2004-05 cat. No 4362.0 Table 35.
Consultation with Health Professionals (a), Weighted estimates – Australia – 2004-05 at
http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4362.02004-05?OpenDocument
26 MacLennan, AH; Myers, SP and Taylor, AW: The continuing use of complementary and
alternative medicine in South Australia: costs and beliefs in 2004 MJA 2006; 184 (1): 27-31
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twelve months of the survey, 62% of adults used some form of CAM therapy if
prayer for health reasons is included, and, if excluded, 36% used CAM therapies.
Of this group, 17% were likely to use mind-body therapies, including hypnosis.
Most people used CAM therapy as a complement rather than an alternative to
conventional medicine. Frequency and age-adjusted percents of adults who
have ever used CAMs, showed that 3.733 million people had used hypnosis at
some time (or 1.8% of all CAMs used) and 505,000 people had used hypnosis in
the last 12 months (or 0.2% of all CAMs used). CAM therapies were suggested
by conventional medical professions in 21.1% of cases28.

The report did not indicate if hypnosis was provided by a mainstream health
practitioner or by a lay hypnotherapist. These figures on the use of hypnotherapy
suggest a limited use by the public of hypnosis29 and, on the basis of this level of
use, it can be inferred that there is a very low risk of harm. As a consequence of
this and a previous study, at least two US legislatures, have concluded that most
CAMs, including hypnosis and hypnotherapy, have a low level of risk of harm.

Additional studies both in Australia and in the UK point to the high use of CAMs
by the public as well as significant referral to CAM providers, including
hypnotherapists, by General Practitioners and other health service providers. In
the UK, about one in 10 people is reported to use a CAM therapy30. A 1999
survey asked respondents whether they had visited a practitioner of one of eight
named CAM therapies in the last twelve months31. Results showed that 13.6% of
respondents had visited a practitioner in the preceding 12 months. It was
estimated that the NHS paid for an estimated 10% of the visits to practitioners but
the authors estimated that £450 million worth of out-of-pocket expenditure was
used on six of the principal therapies (excluding aromatherapy and reflexology)
during the preceding year. The US and South Australian studies also report
similar, high expenditures for CAMS.

Many of these studies also identify the extent to which the public uses CAM
therapies but do not inform their medical practitioner or specialist about the use
of such therapies. This issue is of some great concern given that some specific
therapies, particularly herbal and Traditional Chinese Medicines, may have a

27 Barnes, P; Powell-Griner, E; McFann, K; Nahin, R.: Complementary and alternative medicine
use among adults: United States, 2002. Advance Data 2004; (343): 1-19.
28 Barnes, PM & Powell-Griner, E: “Complementary and Alternative Medicine Use among Adults:
United States, 2002”, Advance Data, Us Department of Health and Human Services Centers for
Disease Control and Prevention, National Center for Health Statistics.
29 If a similar usage rate was to be applied from the US data to the Australian data, noting that the
data sets involved different survey periods and therefore cannot be compared, the figure for use
of hypnotherapy services use in the last 12 months (0.2%) would equal 5,297 consultations in a
two week period or 137,222 consultations nationally in a 12 month period. If the 1.8% figure is
used, 47,673 services would have been provided in the two week period which would equate to
1,239,498 services per annum.
30 The named therapies were acupuncture, chiropractic, homeopathy, medical herbalism,
hypnotherapy, osteopathy, aromatherapy and reflexology.
31 Thomas, K.J., Nicholl, J.P. & Coleman, P. 'Use of and Expenditure on Complementary
Medicine in England - A Population-Based Survey'. Complementary Therapies in Medicine cited
in The United Kingdom Parliament: House of Lords Select Committee on Science and
Technology: Sixth Report, 21 November 2000, at
http://www.publications.parliament.uk/pa/ld199900/ldselect/ldsctech/123/12302.htm
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significant effect on treatments prescribed by conventional health practitioners or
may be contra-indicated, for example, the use of hypnotherapy where a person
may have a mental health condition.

7.2 Complaints against hypnotherapists in South Australia
In the time since the legislation was enacted thirty-three years ago, there have
been 43 complaints made about hypnosis or against a hypnotherapist to the
South Australian Psychological Board. Four of these complaints related to stage
hypnotism and six to advertising. Since 2000-2001, the South Australian
Psychological Board (SAPB) has dealt with 11 complaints that involved:

 Rejection of an application by an applicant to register due to several
serious breaches of the code of ethical conduct and practice with 4
separate complainants.

 A case of misconduct where the SAPB had no jurisdiction since the
person was no longer approved.

 Complaints regarding unapproved persons describing themselves as
hypnotherapists – Since 1 July 2000 there were 5 such complaints.

 In 2002-2003, one complaint about the treatment and methods used by a
hypnotherapist.

In October 2007 the Board's attention was drawn to a stage hypnosis
performance to be given by Peter Powers on 27 October 2007. A number of
psychologists requested that the Board take action against Mr Powers on the
basis that the performance was a breach of the Act. This matter was considered
by the Board at its November meeting and it was resolved that no action be taken
against Mr Powers, given the unsuccessful prosecution of Martin St James in the
in 1986.

7.3 The lay hypnotherapy profession
The history of the development of lay hypnotherapy and formation of the lay
hypnotherapy professional associations has followed a very different path from
that of the uptake and use of hypnosis and hypnotherapy in the fields of
psychology, medicine and psychiatry. It should be noted that lay hypnotherapy
has existed as a separate profession since the late 1940s/early 1950s. A
number of state-based professional associations were formed and most continue
to exist today as separate organisations. The majority of these associations are
working towards achieving a national council with a single national registration
and accreditation scheme.

Much of the training in lay hypnotherapy is based on the work of eminent medical
and other hypnotherapists such as Milton Erickson and Michael Yapko. Many lay
hypnotherapy practitioners have undertaken significant training in hypnosis and
hypnotherapy often with extensive additional training in other areas such as
psychotherapy or counselling. Although they have undertaken training in other
areas, their identity as a profession is a key issue and emphasis is given by most
practitioners to this aspect of their practice.

The medical profession has had a long-standing association with the practice of
hypnotherapy since 1886 resulting in medical, psychological and dental
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hypnotherapy as a separate professional field. A number of these registered
health practitioners have taken up hypnosis as alternative therapy within the
mainstream practice. Over the last thirty-five years, this practice still remains an
alternative adjunctive therapy within mainstream health services even though
there is evidence of the value of mainstreaming in particular health service areas.
Psychologists are most likely to be the largest group to obtain training and
provide hypnotherapy services in the community.

Whilst a number of registered medical, dental and psychology practitioners may
be members of lay hypnotherapy associations, most are members of the
Australian Society for Hypnosis (ASH). Under the Society’s Code of Ethics,
Guideline 5, members of ASH are required to not support or act in a manner that
could reasonably be interpreted as actively supporting the practice of hypnosis by
lay individuals. Section 5a defines a lay individual as one who does not meet the
criteria for membership of the ASH, that is, he or she is not a medical practitioner,
dentist, or psychologist legally entitled to practise in these professions. Further,
under subsection 5b, a member of ASH is prohibited from giving courses
involving the teaching of hypnotic techniques to lay individuals. Lectures
informing lay individuals about hypnosis are permitted providing they do not
include demonstrations or didactic material involving induction of hypnosis.

Some health professionals have sought to increase wider professional
understanding of the merit of using hypnosis and hypnotherapy as an adjunctive
therapy for many conditions in mainstream clinical practice. It has been reported
that in other States, some medical practitioners collaborate with lay clinical
hypnotherapists to support improved access to hypnosis for the management of
specific conditions32.

With the growth in psychology and research in the field of hypnosis undertaken
by persons qualified in psychology or medicine, a divide exists in this industry. A
number of issues therefore need to be examined when considering the matter of
the risks of the practice of hypnosis and hypnotherapy by lay hypnotherapists.
These matters include:

 The practice including scope of practice standards for lay hypnotherapy
 The quality and standards of training and education
 The capacity of hypnotherapy professional associations to effectively self-

regulate
 The effectiveness of codes of ethical conduct and practice and complaints

procedures and whether these should be voluntary or regulated.

In most States in Australia (with the exception of South Australia) and elsewhere
in the UK and US, at present, anybody can set up in practice as a
hypnotherapist, without undergoing any formal training. In order to minimise this
risk to the public, a single national scheme is required for accreditation of
education and training organisations and the accreditation and listing of lay
hypnotherapists.

32 The AHA has conducted training sessions for lay hypnotherapists in the management of
Irritable Bowel Syndrome in association with specialist gastroenterologists in order to improve
access to this adjunctive therapy to people suffering from this syndrome.
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7.4 Practice standards in lay hypnotherapy
One of the difficulties in ascertaining risk is the long-standing division in the
practice of hypnosis and hypnotherapy between lay hypnotherapists and those
whose primary training is in psychology, medicine or dentistry. There is a gap in
public knowledge about the training, education, standards and scope of practice
and standards of professional conduct that apply within the lay hypnotherapy
profession.

There are some significant differences in the practices of medical and dental
hypnotherapists, psychologist hypnotherapists and lay hypnotherapists. For
example, medical hypnotherapy often involves the use of hypnosis for
undertaking surgical operations without anaesthesia or managing pain
associated with childbirth. It can also be used at a lower level such as managing
pain associated with specific chronic conditions. Clinical hypnotherapy is a
specific form of hypnotherapy that may involve psychotherapeutic interventions
and is usually undertaken by psychologists or psychiatrists although many lay
hypnotherapists have extensive training, knowledge and experience in this field
of practice. There are therefore significant boundary issues between these
various hypnotherapy practitioners in relation to scope of practice.

The lay hypnotherapy profession considers this a significant issue since most
have undertaken reasonably extensive training and aim to provide a good and
honest service. The possibility of bogus hypnotherapists providing services to
the community is equally a major concern for this group.

One way to achieve greater clarity on scope of practice is through voluntary self-
regulation or other form of regulation so that the public can be assured that
therapists have been properly trained and accredited. In addition, there is a need
to ensure that hypnotherapists meet the same standards as conventional health
services providers and that they must be clear, honest and realistic about the
contributions hypnotherapy can make to people’s health and wellbeing. There
have been significant changes in the field of hypnotherapy and it would be
valuable to see greater collaboration between the conventional medicine and
psychology and hypnotherapy professional organisations to promote access to
useful and proven therapies in this area.

The usual mechanism for establishing practice standards is through education
and training and continuing education to maintain standards of practice in line
with emerging knowledge in the field. Codes of professional conduct usually
refer to education and continuing education standards as well as a professional
obligation for practitioners to practise within their scope of formal knowledge,
accreditation and experience.

Lay hypnotherapists also usually deal with a broader population group of clients
who often self-refer. In many cases however, referrals may be made by other
health professionals who are aware of the benefits of hypnosis for specific issues
or conditions and consider their patients may benefit from this form of adjunctive
therapy.

Where clients self-refer, lay hypnotherapists usually undertake an assessment
prior to providing the service. As part of this assessment, many lay
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hypnotherapists seek the consent of their client to obtain general advice from the
client’s general medical practitioner about the client to prevent any inadvertent
harm especially where there may be a serious underlying mental health condition
that has not been disclosed by the client during the hypnotherapist’s initial
assessment.

In NSW and other States and Territories, there is evidence of varying and
broader attitudes to lay hypnotherapists by psychologists and medical
practitioners compared to those in South Australia. Two Western Australian
surveys undertaken with general practitioners, obstetricians and midwives reveal
that many of these practitioners will refer clients to CAM therapists including
hypnotherapists. A number of medical practitioners may refer clients to lay
hypnotherapists where they think their patient may benefit from this form of
adjunctive therapy.

Where referrals are made, lay hypnotherapists, in turn, also provide reports to the
client’s medical practitioner on the progress and efficacy of hypnotherapeutic
intervention for the client. Some medical specialists work with lay
hypnotherapists to train other hypnotherapists in the use of hypnotherapy for the
management of certain conditions such as Irritable Bowel Syndrome to enable
greater access to this form of therapy as an adjunctive treatment for clients with
this condition.

7.5 Education and training in hypnosis and hypnotherapy
Hypnosis and hypnotherapy is a counselling / helping / caring service. Many
people are attracted to hypnotherapy as a profession for a variety of reasons.
Many of them simply wish to help people, have come from helping professional
backgrounds and decide to take up hypnotherapy as a career in its own right.
Social workers, counsellors, nurses and other health professionals who are
currently excluded from providing hypnotherapy services in South Australia often
wish to enhance their capacity to assist patients or clients33. Most
hypnotherapists work as private practitioners and this aspect is likely to appeal to
many people wanting to enter the profession.

High quality, accredited training of practitioners in hypnotherapy is vital for
ensuring that the public are protected from incompetent and dangerous
practitioners. Training for lay hypnotherapists is provided by a number of
privately based training colleges. There are possibly 17 or more colleges
providing this service in Australia34. Since there is no prohibition on undertaking
training as a consequence of Part 4 of the Psychological Practices Act 1973,
there may be three providers providing training in South Australia. The South
Australian Psychological Board has requested training providers advise potential
and current students of the prohibitions applying to the practice of hypnosis.

33 There have been a number of personal communications with people in South Australia who are
health practitioners who have expressed their interest in hypnotherapy to improve their capacity
to assist clients or patients or who already have undertaken this training and wish to be able to
apply their knowledge and skills in hypnosis.
34 See Appendix 4 for list of training and education providers in Australia. It should be noted that
from time to time, courses may be offered in Australia (including South Australia) by interstate
and overseas training providers.
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Hypnotherapy courses in Australia appear to vary in their content, depth and
duration. There also appears to be variation in the standards of the various
training institutions. Some training courses have been accredited through the
Vocational Education and Training Accreditation Board of NSW. No training
institutions have established affiliation or articulation with the higher education
sector although this may exist for hypnotherapy training for specified registered
health practitioners through the Australian Society for Hypnosis. It is also
possible to obtain qualifications overseas. Formal accreditation processes for
approving training courses and recognising training and qualifications are
required through a recognised peak accreditation council or similar body. As yet,
no such recognised body exists in Australia.

A small number of training bodies have affiliated professional associations that
credential those people trained by the training institution. This is a common
practice in the CAM therapy training sector. This close relationship between
training and accrediting associations does however raise questions about
standards for screening of members, independence in standards and
accreditation of education, minimum length of training for eligibility for
membership and common standards for continuing professional education
especially where there is a financial relationship between the educational
institution and the professional association. In highlighting this issue, the relative
competence of different practitioners and the decision of people to set up practice
as a hypnotherapist after undertaking limited training does raise issues of
standards of practice and expected competencies.

The UK House of Lords report noted that there was consensus across CAM and
conventional medical bodies that have responsibility for training standards and
the validation of training should lie with the appropriate CAM professional
regulatory body and that those therapies furthest down the path towards
achieving a single professional regulatory body are those with the most
developed educational structures. This view is equally relevant to the lay
hypnotherapy profession in Australia.

Since however, most training providers are private organisations, it is difficult to
ascertain the precise curriculum for hypnosis and hypnotherapy and whether it
covers the literature on the harms, how scope of practice is defined and whether
the strategies required to identify and remedy any adverse outcomes of hypnosis
are covered. There is therefore a case to be made for having a more publicly
accountable process for the development of curriculum in this area and that the
lay hypnotherapy profession also seeks advice and input from medically and
psychologically trained hypnotherapists and researchers.

Training for hypnotherapy often involves significant and sometimes upfront costs.
There should therefore be some measures established to ensure that potential
students have their expectations met about the standards of training and
education regarding their qualifications and competency to practice.

It can be quite difficult for the average person to understand the nature of the
qualifications a person has in this field and to identify how competent the person
is to practice. There are no equivalent independent university-based training
providers in hypnotherapy that can provide public assurance of the quality and
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standard of training and the competence of persons who have qualified to
practice as a result of this training nor, as previously mentioned, is there a
separate, independent body that oversees and ensures quality of training and
education and the accreditation of hypnotherapists.

Whilst Australia still does not have an authoritative body or Council that provides
standards for training and competence, a number of associations are working
together to establish a single authority that will provide educational standards for
accrediting education and training standards. Most of the peak professional
bodies and associations have established their own standards for recognition and
certification of hypnotherapists as well as recognition of education institutions
providing education and training.

7.6 International perspective on training
In the United Kingdom, US and New Zealand, training is mostly provided by
independent providers. In the United States, there is no universally accepted
standard or licensing for the training of hypnotherapists. There is wide variation
in training and provision of credentials that is, recognition of the course as
meeting an appropriate standard. Certification can be granted by a number of
associations, each with different requirements.

In the UK, the work examining CAM therapies has provided perhaps greater
incentive for establishing better structures for recognised certification,
accreditation and education standards. The British Accreditation Council for
Further and Higher Education (BAC) is the national accrediting body for all further
and higher educational institutions. Together with the Open and Distance
Learning Quality Council, these bodies provide public guarantee of standards in
independent institutions for further and higher education. These bodies can
oversee standards and approve courses in hypnotherapy. It is not known if all
hypnotherapy training providers are required to or do conform to these standards.
Training providers also meet other standards such as those of the National
Occupational Standards in Hypnotherapy which form the basis for all recognised
and accredited training courses in hypnotherapy.

Lay hypnotherapy courses can be recognised for other health professionals such
as nurses and social workers by local health and social services authorities as
well as national bodies such as the Royal College of Nursing as an approved
professional course. This type of external recognition may also assist in
promoting better standards in training and education.

The United Kingdom Confederation of Hypnotherapy Organisations Ltd (UKCHO)
has established a National Register of Hypnotherapists which will mean there is
one register for certification of all hypnotherapists. The establishment of a
national register provides improved opportunity to the public to identify a certified
hypnotherapist and prevent bogus hypnotherapists setting up practice.
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7.7 Professional associations and training / accreditation /
professional compliance requirements for membership
eligibility for Australian professional associations

In Australia, there are a number of professional bodies representing hypnosis or
hypnotherapy services providers. These bodies include hypnotherapy
associations, peak complementary and alternative medicines association and
counselling/psychotherapy associations. Their education standards and
accreditation arrangements vary and some associations may be affiliated with
particular training providers. It should be noted that this situation is no different to
that operating in the UK and the US. The exception is New Zealand which has
established a national charter allowing all CAM therapists to be listed and
certif ied through a single national association that has representative separate
boards for each professional grouping.

One or two associations represent the interests of member hypnotherapists who
can include medical, psychological or dental practitioners as well as lay
practitioners. There are also professional associations that only admit medical,
psychological or dental practitioners trained in hypnosis.

In Australia, each association provides their own register of qualified and
accredited hypnotherapists. The majority of these associations have similar
codes of professional practice and conduct and complaints mechanisms
established as part of their constitution and organisational structure. The
difficulty however from a consumer perspective is identifying the relevant
association to which a complaint should be made, the limited public
accountability mechanisms for investigating complaints and the limited powers
available to an association if a hypnotherapist is found to have acted
unprofessionally or unethically.

Appendix 3 identifies the majority of the associations that may be associated with
hypnotherapy and the qualifications considered essential for membership. There
may also be provision for associate or other types of membership for students or
persons who have not yet achieved the full educational requirements for full
registration as a member:

Lay hypnotherapists can be members of any of the associations listed in
Appendix 3 with the exception of APS, ASH and SASH. Whilst medical
practitioners, psychologists, and dentists can be members of any of these
associations, they cannot belong to any other body if they are members of ASH
or SASH.

All the associations listed in Appendix 3 have established Codes of Professional
Conduct and Ethics and the majority of lay hypnotherapy associations have
established internal complaints mechanisms. The effectiveness of these
complaint mechanisms cannot be ascertained since they do not necessarily have
the same standards for public accountability and transparency that apply to most
of the registered health practitioners through registration and oversight by
statutory Boards or through a co-regulatory mechanism such as that which exists
in NZ.
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7.8 Private health insurance benefits
There are a number of private health insurance companies that recognise
hypnotherapy services by lay hypnotherapists as a service for patient
reimbursement.

Whilst no conclusions can be drawn about the risks and benefits of hypnotherapy
from eligibility of hypnotherapists for private health insurance benefits, it is
suggested that hypnotherapy as a CAM may be recognised by these insurers
due to the popularity of CAMs with the community and, in addition, it provides an
incentive to members of the public to either join or retain their membership with
private health insurance funds.

7.9 Professional indemnity Insurance
Another mechanism for identifying the extent of safety that is attributed to an area
of professional practice is access to professional indemnity insurance. Under the
Codes of Conduct and Ethics of most professional associations, members are
expected to hold professional indemnity insurance. The AHA has advised that
professional indemnity insurance continues to be made available by insurers and
the premium is low compared with many other professions since in the opinion of
the insurers, the industry has had a history of low risk. It should be noted that
members of the public may either be reluctant to lay a complaint or not know how
to do so and therefore this professional indemnity insurance premium status
cannot be regarded as a good measure of safety. Many association codes of
conduct however require the provision of information to consumers about how to
make a complaint should the need arise.

7.10 Work towards voluntary self-regulation among
professional hypnotherapy associations

Work has been undertaken by many of the peak hypnotherapy professional
associations to achieve Voluntary Self-regulation (VSR) for the hypnotherapy
profession. The Australian Hypnotherapy Association (AHA) reports that the
Commonwealth Department of Health and Aging has actively encouraged the
AHA and other associations to continue to work together to promote the
establishment of a single authoritative council that enables standards setting,
uniform accreditation of training and education and registration of accredited
therapists. These professional associations have established a Working Group
for Hypnotherapy Self-Regulation (WGFHSR). The WGFHSR purpose is to
explore ways in which the industry may progress towards voluntary self-
regulation. At the same time, the Council of Clinical Hypnotherapists Australia
indicates that this body has been established as the national peak body for the
profession.

In addition, the Psychotherapy and Counselling Federation of Australia (PACFA)
has been undertaking work on developing a model for best practice self-
regulation for psychotherapy and counselling in Australia. This work initially
commissioned in 2004 by the Victorian Department of Human Services has
promoted significant consultation across the psychotherapy and counselling
professional associations, Health Complaints Commissioners and jurisdictional
Departments of Health, among others in Australia. PACFA is established as a
national peak body with approximately 41 member associations. However, not
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all unregulated professional associations are members of PACFA. At least two
hypnotherapy associations have joined PACFA: the Australian Hypnotherapists’
Association and Association of Solution Oriented Counsellors and
Hypnotherapists of Australia (ASOCHA) .

The key recommendations from this report are for a voluntary self-regulatory
scheme which would see PACFA, based on the significant work it has already
undertaken, cover member associations by:

 Setting standards of training and practice
 Maintaining a register of practitioners
 Managing a rigorous, non-adversarial complaints handling and appeals

process for registrants
 Supporting good complaints handling processes among the member

associations for members not on the register.

PACFA’s work to achieve a national voluntary self-regulatory scheme will
however require support and commitment from the unregulated professional
associations and possibly some form of recognition by state jurisdictions.

7.11 Training and education and recognition of hypnotherapy
qualifications of other registered health practitioners

Many lay hypnotherapists have made comment on the training that is undertaken
by psychologists and medical practitioners offered by the Australian Society for
Hypnosis which only permits training for psychologists, medical practitioners and
dentists i.e. a 50 hour curriculum in comparison to the lengthier training
requirements to achieve qualification as a lay hypnotherapist. It needs to be
noted that the training of these health practitioners is based on an extensive
undergraduate and, in the case of psychology, post-graduate training. This
education and training covers most of the core curriculum areas for
hypnotherapy. A simple comparison on this basis is therefore inappropriate.

8. Interstate and International Jurisdictional Examples
of Codes of Conduct

8.1 United States (US)
Codes of conduct have been established on a voluntary self-regulation basis by
the lay professional hypnotherapy associations, and practitioners are expected to
comply with them to provide for effective self-regulation and standards of
practice. The effectiveness of these codes cannot be assessed since the
professional associations do not disclose proceedings against a practitioner who
has breached the code.

The code has also been designed to ensure that practitioners do not hold out as
providing services in areas prescribed by laws in some States in relation to
medical or other procedures. It also includes a requirement to advise clients that
they should either see a medical or other regulated health practitioner for any
medical or other condition requiring the advice of a specific health practitioner.
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8.2 New Zealand
The NZ Health Practitioners Competence Assurance Act 2003 regulates and
requires the registration of prescribed health practitioners. Under this Act,
guidelines have been established regarding the performance of restricted
activities by unregistered practitioners. Approval is also required by a treating
registered practitioner in some instances.

For example, one specific area identified is performing a psychosocial
intervention with an expectation of treating a serious mental illness, without the
approval of a registered health practitioner. This wording recognises the broad
range of care provided to those with mental illness but requires where there is a
serious illness, a registered practitioner must at least endorse the care regime
that may be offered by an unregistered practitioner35.

A co-regulatory scheme for unregistered health practitioners has been
established in New Zealand under the Health and Disability Commissioner Act
1994. The purpose of the NZ Act is "to promote and protect the rights of health
consumers and disability services consumers, and, in particular, to secure the
fair, simple, speedy, and efficient resolution of complaints relating to
infringements of those rights" (s 6). This objective is achieved through the
implementation of a Code of Rights, the establishment of a complaints process to
ensure enforcement of those rights, and the ongoing education of providers and
consumers. The Code of Health and Disability Services Consumers' Rights
became law on 1 July 1996 as a regulation under the Act36.

The Code confers a number of rights on all consumers of health and disability
services in New Zealand and places corresponding obligations on providers of
those services. Application of the Code is very wide and extends to any person
or organisation providing, or holding themselves out as providing, a health
service to the public or a section of the public, whether that service is paid for or
not. The Code therefore covers all registered health professionals, such as
doctors, nurses, etc, and in addition brings a level of accountability to CAM
providers including hypnotherapists.

The obligation under the Code is to take "reasonable actions in the
circumstances to give effect to the rights, and comply with the duties" in the
Code. The onus is on providers to show that such action has been taken. The
Code does not override other legislation and nothing in the Code requires
providers to act in breach of a duty or obligation imposed by any statute or
prevents a provider doing an act authorised by another statute.
The providers must voluntarily provide consumers with all the information that a
reasonable person, in that consumer’s circumstances, would expect to receive or
need to receive. This includes an assessment of the expected risks, side effects,
benefits and costs of each option, and information about the safety and efficacy
of the proposed therapy.

35 See http://www.moh.govt.nz/moh.nsf/indexmh/hpca-restricted-guidelines
36 See http://www.newhealth.govt.nz/maccah/legislation.htm#code_consumer_rights
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In situations where a practitioner wishes to offer a treatment they believe to be
effective, even though its efficacy is not yet proven according to scientific or
evidenced-based principles, the provision of information is crucial. The Code
therefore provides that unregistered health professionals have a duty to disclose
any lack of scientific evidence for a proposed procedure and give specific
reasons for recommending it. The provider is required to provide honest,
accurate and complete answers to questions and they are required to give a
choice of options so that consumers do not feel pressured into receiving
something they are not happy about.

The Code also required that consumers be given sufficient time to consider the
information received before consenting to treatment. Appropriate practice in
relation to this requirement is considered to include the client being provided with
written information to take away to consider at home. Providers also have a
responsibility to provide a written summary of the information if the consumer
requests it.

Providers of CAMs are not required by statute to be registered under the Health
Practitioners Competence Assurance Act 2003. However, 42 different groups of
practitioners involved in natural health care in New Zealand are represented by
the New Zealand Charter of Health Practitioners Inc. Members include
practitioners of chiropractic, osteopathy, herbal medicine, meditation,
acupuncture, homeopathy, Ayurvedic medicine, hypnotherapy, traditional
Chinese medicine and Māori medicine.

The Charter was formed “to uphold the welfare and health concerns of the health
consumer” by accrediting practitioners whose qualifications and practice meet an
agreed professional standard. The Charter acts as a registration body that
registers individual practitioners, approves Colleges (that teach providers) and
accredits a variety of courses. Providers who are registered with the Charter are
required to maintain their standards of practice, and need to gain a specified
number of credits annually through participating in continuing education
programmes to retain their registration. Chartered practitioner members in New
Zealand are bound by a Common Code of Ethics and are subject to executive
by-laws which deal with personal and professional conduct.

New Zealand appears to have developed a more effective national voluntary self-
regulation system for CAM practitioners, through its single Charter body providing
a single point for registration which in turn is supported by overarching legislative
protection of consumers through the Health and Disability Commissioner Act
1994 providing a formal independent complaints mechanism and further
protections against any health service provider who may not be competent to
practice.

The NZ Health and Disability Commissioner Act 1994 provides for investigation
of possible breaches by a health service provider of the Code by the
Commissioner, referral of a breach to the Director of Proceedings where
proceedings may be placed before the Human Rights Review Tribunal or other
court.
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8.3 New South Wales
In November 2006 the NSW Parliament passed the Health Legislation
Amendment (Unregistered Health Practitioners) Act 2006. That Act made
amendments to the Public Health Act 1991, the Health Care Complaints Act
1993, and the various health professional registration Acts. This reflects a wider
approach to capture any unregistered health practitioner regardless of specific
area of practice to provide some level of protection to the public.

Among other things, the amendments to the Public Health Act inserted section
10AM into the Act which provides for the development of a code, or codes, of
conduct for unregistered health practitioners.

The provisions of Part 2 of the Public Health Act, as amended by the Health
Legislation Amendment (Unregistered Health Practitioners) Act 2006, apply to all
persons who provide health services, whether registered or not. However an
unregistered person who breaches the provisions of Part 2 of the Public Health
Act and is convicted of that breach may currently continue to provide health
services without restriction. This matter has been included in the code of conduct
so that relevant breaches may be dealt with by the Health Care Complaints
Commission. Where the practitioner represents a substantial risk to the health of
members of the public, the practitioner can either be banned from practice or
have conditions placed on his or her practice.

The amendments to the Health Care Complaints Act provide for the Health Care
Complaints Commission to investigate a complaint where an unregistered
practitioner is said to have breached the code of conduct and if satisfied that the
complaint has been substantiated and the practitioner represents a substantial
risk to the health of members of the public, an order can be made to either ban
the person from practice or place conditions on his or her practice (a prohibition
order). The powers of the Health Care Complaints Commission with respect to
unregistered practitioners are, however, limited in the absence of a code of
conduct.

The amendments to the Public Health Act and the Health Care Complaints Act
are designed to provide a basis for the effective enforcement of standards of
conduct and practice by unregistered health practitioners. The code of conduct
ensures that the Commission has a set of standards against which to objectively
assess the conduct of practitioners and those practitioners are aware of those
standards.

The Regulatory Impact Statement on the Code acknowledges that the
overwhelming majority of unregistered health practitioners practise in a
competent, honest, ethical and accountable manner. The draft code of conduct
has been prepared as a broad document with generic principles that apply to all
unregistered health practitioners. It empowers the Health Care Complaints
Commission to take action to protect the community from those unregistered
practitioners who fall short of the standards of practice expected by their peers
and the community and enable determinations to be made regarding professional
misconduct or other unprofessional practice.

The proposed application of the NSW Code deals with the following elements:
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 The definition of an unregistered health practitioner which refers to any
person who provides a health service and who is not registered under a
health professional registration Act in NSW. The code of conduct will also
apply to a registered health practitioner who provides health care
treatment that is unrelated to their registration.

 The titles of unregistered health practitioners covered by the provisions.

 The basis for making a complaint to the Health Care Complaints
Commission is a breach of the code of conduct.

 The powers of the Health Care Complaints Commission to investigate a
complaint and make specific orders should a complaint be substantiated.

 If a person is found to represent a substantial risk to public health and
safety, an order can be made to either ban the person from practice or
place conditions on his or her practice (a prohibition order). The
Commission can also issue a prohibition order if the person has been
convicted of an offence under other Acts such as the Public Health Act or
the Fair Trading Act.37

The NSW legislation also incorporates further protections to prohibit deregistered
or unregistered health practitioners who have been found to be seriously or
dangerously incompetent from practising in other health practice areas38.

8.4 Possibility of developing a Code of Conduct
This report deals with the possibility of developing a Code of Conduct. In
examining the New Zealand and New South Wales models, two approaches are
identified – the first which covers all health practitioners and the second deals
with a code of conduct for unregistered health practitioners.

It should be noted however that the New Zealand model is based on national
legislation with a single overarching health practitioner registration Act for
registered health practitioners. This aspect of the New Zealand model enables it
to have streamlined legislative arrangements. This is not the case for South
Australia where there are nine separate health practitioner registration Acts.
Each of the health practitioner registration Boards are required to develop their
own codes of conduct. The proposed NSW code of conduct for unregistered
health practitioners includes provisions that are already incorporated in this
State’s health practitioner registration Acts.

Given this legislative context, it would appear more practical in the first instance
to use the New South Wales model as a basis for a South Australian approach
i.e. developing a code of conduct for unregistered health practitioners. Some
aspects of the New Zealand model could still be incorporated to provide a
common code of conduct applying to all health practitioners but further

37 NSW Health: Unregistered health Practitioners Code of Conduct: Impact Assessment
Statement 3 January 2008 at www.health.nsw.gov.au/pubs/2008/unreg_practise_impct.html
38 See Appendix 1V which lists the items in the NSW Code of
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consideration would be required on how this might be achieved legislatively and
what the implications might be for the operation of other health practitioner
registration Acts.

An important issue that needs to be considered in establishing a code of conduct
is the enabling legislative framework to make such a code effective for
unregistered health practitioners. This enabling legislation could be established
under the South Australian Health and Community Services Complaints Act 2004
as is the case for NSW and NZ.

Under Part 3 of the South Australian Health and Community Complaints
Commission Act 2004, the Commissioner is required to develop a Charter of
Patient Rights. Section 22 outlines the contents of the Charter. The Charter can
provide grounds for making a complaint. The Act also provides the grounds on
which a complaint can be made under Section 25. These grounds imply certain
patient or client rights in receiving services and duties or responsibilities of
service providers in the provision of services. S. 25 (1) (k) also specifies that a
health service provider acting in a manner that is inconsistent with the Charter
can provide grounds for a complaint.

A similar section to that of the Charter and to section 25 (1) (K) could be added to
the Act to include a Code thereby enabling the Commissioner to examine not
only breaches of the Charter but also breaches of the Code.

In developing a Code of Conduct, further consideration would be required of the
necessary changes to the current health practitioner registration Acts and the
Health and Community Services Complaints Commission Act 2004, as well as
and the articulation between these Acts. In considering the enabling legislation,
consideration of appropriate powers of investigation and proceedings for the
Health and Community Services Complaints Commissioner as well as possible
powers to prohibit registered and unregulated health practitioners from continuing
to work under another title, should they either be deregistered or prohibited from
continuing to practice, may also be required. Such changes to the powers of the
Commissioner would be significant and would require additional, appropriate
resources to meet these requirements.

In summary, given the legislative framework for health practitioner registration
Acts in South Australia, the New South Wales model for the establishment of a
code of conduct for unregistered health practitioners provides a more practical
legislative model for South Australia although some elements of the New Zealand
model should be considered. Should this approach be adopted, discussion and
formal consultation would be required with the Health and Community Services
Complaints Commissioner, the registration Boards, the professional associations
and Parliamentary Counsel.

The Social Development Committee of the Parliament is also investigating and
will report on the issue of bogus, unregistered and deregistered health
practitioners in South Australia and in particular:

a) their prevalence in South Australia
b) the practices they use, and associated health and safety risks
c) the risks of exploitation of sick and vulnerable people
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d) the measures, regulatory or otherwise that can be taken to better protect
the public, and

e) any other related matter.

Given the wider terms of reference for the Social Development Committee, the
Parliament may wish to refer this report to the Social Development Committee to
be considered as part of its investigation and report.

9. Conclusions
The following conclusions are made on the basis of this report:

1. There is some emerging and promising evidence regarding the benefits
and safety in the use of hypnosis as an adjunctive therapy.

2. Whilst there is poor scientific evidence of the safety and efficacy of
hypnosis and hypnotherapy as practised by lay hypnotherapists, the
evidence of a high risk of harm to the public does not appear sufficient to
warrant a prohibition on practise.

3. There are known harms that may occur from the practice of hypnosis but
they are not common and can be prevented or remedied if:
 the training and education curriculum for lay hypnotherapy properly

covers these issues
 there are national standards of competency for practise including

scope of practise
 there is an effective national voluntary self-regulation scheme

established by the hypnotherapy associations.

4. The use of stage hypnosis remains a controversial area of concern and
warrants separate consideration.

5. Whilst it may be possible to establish a code of conduct and practice for
both registered and unregistered health practitioners, including lay
hypnotherapists, in South Australia, it would be legislatively more difficult
than to achieve a code of conduct for unregistered practitioners,

6. The content of such a code can be modelled on the New Zealand or
proposed New South Wales codes. It should take into account codes
already established for both registered and unregistered health
practitioners, including those of the professional hypnotherapy
associations in Australia and in other jurisdictions. The code of conduct
should require a practitioner to practise within their scope of practice and
refer clients who require more highly skilled therapeutic intervention to an
appropriately qualified practitioner.

7. The primary issues that needs to be considered in establishing a code of
conduct is the enabling legislative framework. The South Australian
Health and Community Services Complaints Act 2004 is the most
appropriate legislation for establishing this. Further consideration would
be required of the model for the code of conduct, the legislative framework
and the need to amend other relevant legislation where this is required in
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consultation with the Health and Community Services Complaints
Commissioner, the registration Boards, the professional associations and
Parliamentary Counsel.

8. In considering this approach for the lay hypnotherapy profession, the
extension of such a scheme to all complementary and alternative
medicines’ (CAM) therapists would seem appropriate and would be
consistent with the approach adopted by other jurisdictions.

9. Mechanisms which address the establishment of greater collaboration
between the lay hypnotherapy profession and medical and psychological
hypnotherapy profession to advance research on national training
curriculum standards, standards of practice and research on the
effectiveness and safety of lay hypnotherapy should be developed. Such
mechanism could be considered through the Australian Health Ministers’
Conference, national training authorities and the higher education sector.
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APPENDIX 1
Number of Members of Lay Hypnotherapy Associations by

State/Territory (a)

Hypnotherapy
Associations

NSW VIC QLD WA NT TAS ACT SA TOTAL
LAY
HYPNOTHERAPISTS

Australian
Hypnotherapists’
Association (AHA)

128 22 41 20 - 2 5 1 219

Australian Association
of Clinical
Hypnotherapy and
Psychotherapy(AACHP)

49 6 55

Council of Clinical
Hypnotherapists
Australia (CCHA)

2 40
(9)

3 - - (3) 1 46

Australian Society of
Clinical
Hypnotherapists
(ASCH) (b)

73
(3)

37
(2)

10
(1)

2 1 4 1 128

Professional Clinical
Hypnotherapists
Of Australia Inc (PCHA)

12
(6)

3
(1)

15

Australian Counselling
Association (ACA)

24 4 12 1 1 - 2 - 44

The Association of
Solution Oriented
Counsellors and
Hypnotherapists of
Australia (ASOCHA)

N/A N/A N/A N/A N/A N/A N/A N/A N/A

Australasian NLP
Association
(AANLPA) (c))

39 6 5 - - - - 1 51

Australian Clinical
Hypnotherapists
Association (ACHA)

- 31 - - - - - 1 32

Australian Traditional
Medicine Society
(ATMS)

7 (2) 15
(1)

5 - 1 - - - 28

285 207 76 23 3 8 11 5 618
Notes:

(a) The numbers in this table have been drawn from listings available on the association
websites and may not reflect the number of hypnotherapists who are members. There
are a number of people who are members of several hypnotherapy professional
associations. Where these have been identified, their number is in round brackets so
that they are not double counted.

(b) Members of the ASCH may be psychologists, medical practitioners, dental practitioners
or lay hypnotherapists. The numbers for each jurisdiction only includes lay
hypnotherapists i.e. medical or psychological practitioners are excluded.

(c) Members of this association may be qualified to practice either Neuro-linguistic
Programming (NLP) or hypnotherapy or both.
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APPENDIX 2

LEGISLATIVE PROVISIONS RELATED TO HYPNOSIS IN AUSTRALIA, UNITED KINGDOM, NEW
ZEALAND AND UNITED STATES

Definition Registration/License and
regulation

Restriction of
practice to certain
health
professionals

Other No provisions

Australian
jurisdictions
SA Yes – dentists and lay

hypnotherapists
Yes
Permits hypnosis by
psychologists and
medical practitioners

NSW x
Vic1 x
Tas x
ACT x
Qld x
NT x
WA x

UK x
NZ Charter

Health and
Disability
Complaints
Commission

x

US jurisdictions
Alabama
Delaware
Georgia
Iowa
Kansas
Kentucky
Louisiana
Maine
Massachusetts
Michigan
Nebraska
North Dakota
Oregon
Pennsylvania

Unregulated
jurisdictions
- No provisions apply
within any of these
States
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South Dakota
Vermont
Virginia
Wisconsin
Alaska
Arkansas
Arizona
District of
Columbia
Hawaii
Maryland
Mississippi
Missouri
Montana
New York
Ohio
South Carolina
Tennessee
Texas
West Virginia
Wyoming
Ontario:

These jurisdictions may
have one or more laws
that could be
interpreted to prohibit a
hypnotherapist, who is
not otherwise qualified
to practice some other
health profession, from
practising hypnotism –
the law does not
specifically create a
ban on the practice of
hypnotism by
hypnotherapists but
there is some ambiguity
in interpretation
possibly related to
descriptive terminology
regarding the provision
of services. For
example, Texas
recognises hypnosis as
a practice within
psychology, counselling
professions and
marriage and guidance
counsellors. Whilst
there does not appear
to be any specific
legislative prohibitions
on lay hypnotherapists,
formal recognition of
specific occupations
that can provide
hypnotherapy for
particular conditions
could be interpreted as
a limited prohibition on
the claims .

Connecticut Date of operation:
1 October 2006

Registration is required for people
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who hold themselves out as
hypnotists with the Department of
Consumer Protection.

Hypnotists are required to pay an
application fee of US$50.00 and
to fill out a simple application form
which requires name, address
and evidence that the applicant is
not subject to sexual offender
registration laws.

The department receives and
investigates complaints and may
cause a prosecution to be
instigated on such investigation.
Grounds for complaint include
physical and sexual abuse,
misappropriation of property and
fraud and deceit in obtaining or
attempting to obtain registration
as a hypnotist.

Regulator and powers: The
Commissioner for Consumer
Protection can deny registration
to a person who has been subject
to one of the above findings. A
person who is practising hypnosis
without registration can be fined
not more than US$100.

Indiana Requires special certification to
practice

Eligibility is based on evidence of:
No convictions for a crime with

direct bearing on capacity to
practice competently

Has not been subject of
disciplinary action by a
licensing or certification agency
in another jurisdiction on
grounds of the individual was
not able to practice without
endangering the public

Has had at least 500
classroom hours from an
approved school
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The individual must pay a fee
and be at least 18 years of
age.

The regulation prohibits anyone
practising without certification or
the use of specific words that
imply the person is a certified to
practise

Regulated by the Indiana
Hypnotists Committee which
reviews applications for
certification.

The Indiana Medical Licensing
Board regulates the practice of
hypnosis.

California
Idaho
Illinois
Minnesota
New Jersey
New Hampshire
New Mexico
Nevada
North Carolina
Rhode Island
Utah Washington

Hypnotists and hypnotherapists
are either authorised to practice
“Complementary” medicine or
may practice provided they do not
hold out to provide or imply they
are a regulated healthy
practitioner.

There is a broad range of statutes
under this approach from
complete deregulation to negative
licensing schemes.

Legislation in these
jurisdictions is
described as
Health Freedom
Laws. Services
that complementary
unregulated health
practitioners cannot
provide are
prescribed (unless
the complementary
health practitioner
is also a regulated
health practitioner).

Rhode Island:
Unlicensed Health
Care Practices
SECTION 23-74-1
Regulated health
practitioners
practising
complementary
health care are
regulated by their
boards for those
services. Other
persons who are
unregulated health
practitioners are



57

authorised to
provide and receive
remuneration for
their services
provided that they
do not hold out to
provide prescribed
services similar to
those of California
(see below).

California – allows
provision by
unregulated health
practitioners
provided that they
do not hold out to
provide prescribed
services such as
medicine, surgery,
etc.

The Minnesota
statute is a
negative licensing
scheme. It
establishes an
Office of
Unlicensed
Complementary
and Alternative
Health Care
Practice in the
Department of
Health to
investigate
complaints against
an unlicensed CAM
practitioner for any
violation of
prohibited conduct
which are specified.
The Commissioner
of Health has a
range of powers
where it is found
that an unlicensed
CAM practitioner
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has violated a
prohibited conduct.

Florida

Regulation of
Professions and
Occupations
Chapter 485
Hypnosis

(1)Hypnosis"
shall mean
hypnosis,
hypnotism,
mesmerism,
post-hypnotic
suggestion,
or any similar
act or
process
which
produces or
is intended to
produce in
any person
any form of
induced
sleep or
trance in
which the
susceptibility
of the
person's
mind to
suggestion or
direction is
increased or
is intended to
be increased,
where such a
condition is
used or
intended to
be used in
the treatment
of any human
ill, disease,
injury, or for
any other
therapeutic
purpose.

(3) "Practitioner of the healing
arts" shall mean a person
licensed under the laws of the
state to practice medicine,
surgery, psychiatry, dentistry,
osteopathic medicine, chiropractic
medicine, naturopathy, podiatric
medicine, chiropody, psychology,
clinical social work, marriage and
family therapy, mental health
counselling, or optometry within
the scope of his or her
professional training and
competence and within the
purview of the statutes applicable
to his or her respective
profession, and who may refer a
patient for treatment by a
qualified person, who shall
employ hypnotic techniques
under the supervision, direction,
prescription, and responsibility of
such referring practitioner.

(4) "Qualified person" shall mean
a person deemed by the referring
practitioner to be qualified by both
professional training and
experience to be competent to
employ hypnotic technique for
therapeutic purposes, under
supervision, direction, or
prescription.

It is unlawful for any
person to engage in
the practice of
hypnosis for
therapeutic purposes
unless such person is
a practitioner of one
of the healing arts, as
defined, or acts under
the supervision,
direction,
prescription, and
responsibility of such
a person.

A hypnotherapist
may provide
services under the
supervision of a
person classified in
the list of healing
arts

1. In Victoria, hypnosis was restricted but this prohibition was sunsetted in 1997.
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APPENDIX 3
Hypnotherapy related professional and peak professional associations and training

requirements for membership

Professional associations Training Requirements Association with
training provider

The Association of Solution
Oriented Counsellors and
Hypnotherapists of Australia
(ASOCHA).

Full Membership is available to those who have trained as a solution oriented Counsellor
and/or hypnotherapist to the minimum standards for eligibility and education as
prescribed by Psychotherapy and Counselling Federation of Australia (PACFA) (see
below).

Yes

Australasian Neuro-
linguistic Programming
(NLP) Association (ANLPA)

Full Membership will be granted to individuals with at least NLP Master Practitioner
Certification from a recognised training institute. Training and experience will include a
minimum of NLP Master Practitioner Certification consisting of at least 210 hours of
training from a recognised training institution over a period of at least 2 years with at least
half being experiential.
A minimum of 50 hours of supervision of direct client work; a minimum of 25 hours must
be taken outside of your initial training. Supervision has to have been provided by
qualified supervisors who have been counselling for a minimum of 5 years.

Yes

Australian Association of
Clinical Hypnotherapy &
Psychotherapy (AACHP)

Members of the Australian Association of Clinical Hypnotherapy & Psychotherapy Inc
(AACHP) have completed an approved course of study and upon successful application
for membership, are required to adhere to a strict code of ethics and undertake
continuing professional education.

Possibly

Australian Clinical
Hypnotherapists
Association (ACHA)

Specified eligibility criteria and educational standards are required for membership No

Australian Counselling
Association (ACA)

The ACA has individual and association members. The eligibility criteria and educational
standards required differ for clinical or professional members. They are:
 Clinical Member: Completion of an appropriate degree, accredited Diploma in

Counselling or Post Graduate Diploma in Counselling or an ACA approved course
and a minimum of 50 hours (within a two year period) of documented professional
supervision for counselling, paid or unpaid work with references from employer/peer.
In addition, completion of 20 hours of ongoing professional development (OPD) and
a minimum of 5 hours professional supervision is required per membership on a
yearly basis.

 Professional member: eligibility criteria and educational standards are the same for
clinical member except that a minimum of 25 hours (within a two year period) of
documented supervision for counselling, paid or unpaid work.

 Qualified member: Completion of an appropriate degree, accredited Diploma in
Counselling or Post Graduate Diploma in Counselling or an ACA approved course
and completion of 20 hours of ongoing professional development and a minimum of 5
hours professional supervision per membership year.

No

Australian Hypnotherapists’
Association (AHA)

To meet the eligibility criteria and educational standards required, applicants must be
able to demonstrate good character, an understanding of the science of hypnosis and
hypnotherapy, hypnotic and hypnotherapeutic skills, the capacity to assess, plan and
manage cases, and provide evidence of supervised, ethical practice. Applicants must

No.
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take an examination to demonstrate their knowledge of hypnosis. There are specified
classifications for membership reflecting education standards i.e.:
Clinical Members must have 400 hours formal Training in theory, practice and clinical
application of hypnosis & hypnotherapy covering the following areas with minimal contact
hours requirements as follows: counselling (60), basic psychological processes (30),
medical terminology/anatomy & physiology (40), Psychopharmacology (6) Human
Sexuality (30) Clinical Experience as a hypnotherapist (500) Supervision one-on-one (12
hours) or group supervision (24 hours) or mixture of both (group = 0.5hrs) plus Continued
Professional Education 20 Total CPE and Supervision (32 hours). Other requirements:
First Aid Certificate and Psychological fitness examined to practice as a hypnotherapist
(PF16)
Associate member hours: Formal Training 150 hours (Theory, practice & Clinical
application of hypnosis & hypnotherapy including at least - Counselling (30), Basic
psychological processes (6), Medical terminology/Anatomy & physiology (40),
Psychopharmacology (6), Human Sexuality (30), Clinical Experience as a hypnotherapist:
Passing of exams to 499 hrs: Supervision one-on-one 12, or group supervision 24, or a
mixture of both (group = 0.5hrs)
Continued Professional Education 20 with Total CPE and Supervision 32 plus First Aid
Certificate and psychological fitness examined to practice as a hypnotherapist (PF16).

Australian Psychological
Society (APS)

The APS represents psychologists. Some psychologists are trained in hypnosis, some
are not. Training in hypnosis or hypnotherapy needs to be separate from training in
psychology. Training requirements are those specified by ASH.

Not applicable

Australian Society of
Clinical Hypnotherapists
(ASCH)

Application for full membership is open to people who have successfully completed an
"approved course in hypnosis and its therapeutic application" (National College of
Traditional Medicine Diploma in Clinical Hypnotherapy, Victoria or NSW School of
Hypnotic Sciences) or taken an examination in the theory and practice of hypnosis.
Members must be medical practitioners, psychologists, dentists, chiropractors or
theologically trained persons at the discretion of the Board. Application must be
supported by two full members of the society. The eligibility criteria and educational
standards required: Hypnosis and its Therapeutic Application – a minimum of 35 hours
tuition and additional 45 hours practice of techniques in study groups. Psychology (30
hours); Human Sexuality (30 hours); Psychopharmacology (5 hours); Basic Anatomy and
Physiology (35 hours) Counselling Skills - minimum of 30 hours tuition and practical work;
Theories of Hypnosis - minimum of 60 hours tuition; Practical Counselling Skills
Workshops - minimum of 65 hours’; Practical Hypnotherapy Workshops - min 50 hours.

No

Australian Society of
Hypnosis (ASH)

Membership is open to registered health practitioners, psychologists, and dentists.
Eligibility criteria and educational standards require application supported by two
members of the society, one of whom must be a member of the applicant's discipline.
Associate members wishing to become full members must take an examination and if
successful are awarded the Society's Diploma in Clinical Hypnosis.

Training provider

Australian Traditional
Medicine Society (ATMS)

The ATMS will accept members who have trained in other institutions other than its
recognised schools, providing evidence of training can be supplied. It recognises
practitioners only to graduate status. It refuses to allow members who hold a doctorate
or PhD in their discipline to use the title 'Dr' in any of the members' advertising or
personal websites unless they are a medical practitioner. Eligibility criteria and
educational standards that are required include a total of 1080 hours as follows:
Hypnotherapy - clinical: 535; Hypnotherapy - counselling: 400 hours; Hypnotherapy –
clinic: 100; Hypnotherapy - practice management: 30; Safe practices: 15.

Yes but recognises
others
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Council of Clinical
Hypnotherapists
Association (CCHA)

All Full Practising Members of the CCH need to meet the following criteria:
 Evidence of current membership of an approved professional clinical hypnotherapy

organisation
 Fulfilment of CCH Minimum Standards of Training & Education for Clinical

Hypnotherapy
 Adherence to the CCH Code of Ethics
 First Aid Level 2 Certification
 State Police Check
 Professional Indemnity Insurance
 Completion of CCH prescribed minimum level of Supervision and Mentoring each

year
 Completion of CCH prescribed minimum level of Continuing Professional Education

each year

No

Professional Clinical
Hypnotherapists of Australia
(PCHA)

Eligibility criteria and educational standards required for full membership include the
approval of Diplomas/Certificates in hypnotherapeutic studies. Applicants must provide
photocopies of original documents. Photocopies of course curricula may also be
requested. The course components must include a study minimum of: 30 hours in
relevant aspects of Psychology; 30 hours in Medical Terminology and/or Anatomy and
Physiology; 30 hours in Human Sexuality; 30 hours of Psychopharmacology; 30 hours in
Counselling Procedures; 2 years in clinical practice (a minimum of 2 hours per week and
certified in the form of a Statutory Declaration). It also requires submitting a recent 16PF
Psychological Assessment including the Profile and Second Order / Global Factors
accompanied by a brief report by a registered psychologist, a current First Aid Certificate
with annual membership also requiring 20 hours continuing education and 5 hours of
supervision per year (3 hours as group supervision and 2 hours as individual
supervision).

No

Psychotherapy and
Counselling Federation of
Australia (PACFA)

PACFA is an umbrella organisation that is both a peak body for a number of associations
as well as an association with individual membership. The AHA is a member
organisation. PACFA maintains a national register of therapists that have achieved the
standards below. Eligibility criteria and educational standards required include:
Undergraduate Equivalent: 3 years Training in Psychotherapy or Counselling (3 years -
400 hours min) and 750 hours client contact with 75 hours post-training supervision
(minimum) over two years (minimum)
Postgraduate Equivalent: A relevant degree (as defined by the applicant's professional
association) and specialist training in psychotherapy or counselling (2 years - 250 hours
min) and 750 hours client contact with 75 hours post-training supervision (minimum) over
two years (minimum)
Registered members are required to undergo 10 hours supervision per year plus 20
hours continuing professional development.

No

South Australian Society of
Hypnosis (SASH)

Membership is open to registered medical practitioners, psychologists, and dentists. To
be eligible for membership, an applicant requires the support of two members of the
society, one of whom should be a member of the applicant's discipline. Associate
members wishing to become full members must take an examination and, if successful,
are awarded the Society's Diploma in Clinical Hypnosis. SASH is affiliated with ASH.

Training provider
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APPENDIX 4

Hypnotherapy Training and Education Providers in Australia

The following list is indicative of the range of lay hypnotherapy training providers operating in
Australia and does not necessarily include all of them:

The NSW School of Hypnotic Sciences at http://www.hypnoticsciences.com.au/

Academy of Applied Hypnosis at http://www.aah.edu.au/

Academy of Human Sciences at http://www.humansciences.net.au/

Academy of Hypnotic Science Pty Ltd at http://www.academyhypnoticscience.net

Ampersand Australia at http://www.ampersandaus.com.au

Australasian Institute of NLP at http://www.nlpworldwide.com/

Australian College of Hypnotherapy at http://www.careerinhypnosis.com.au

Australian College of Traditional Medicine at http://www.actm.com.au

Australian Health & Education Centre School of Hypnosis & Psychotherapy at
http://www.tracieokeefe.com/Oshap/oshap.htm

College for Medical Hypnosis at http://www.mindperformance.com

David Kennedy School of Hypnosis at http://www.hypnostudies.com.au

Inspiritive at http://www.inspiritive.com.au/eh.htm

Institute of Clinical Hypnotherapy & Psychotherapy Australia at http://www.hypnotherapy-
australia.com/training6.htm

Lucy Baker (ACT) at http://www.lucybaker.au.com/Hypnotherapy.htm

Metadynamics at http://www.training-classes.com/providers/00/20/2014_meta_dynamics.php

NATCOM at http://www.hypnosis-nlp.com.au

National College of Traditional Medicine at http://www.nctm.com.au

NSW School of Hypnotic Sciences at http://www.hypnoticsciences.com.au

The Tad James Company at http://www.nlpcoaching.com/hypnotherapy.html (also trades as Natcom).

http://www.hypnoticsciences.com.au/
http://www.aah.edu.au/
http://www.humansciences.net.au/
http://www.academyhypnoticscience.net/
http://www.ampersandaus.com.au/
http://www.nlpworldwide.com/
http://www.careerinhypnosis.com.au/
http://www.actm.com.au/
http://www.tracieokeefe.com/Oshap/oshap.htm
http://www.mindperformance.com/
http://www.hypnostudies.com.au/
http://www.inspiritive.com.au/eh.htm
http://www.hypnotherapy-australia.com/training6.htm
http://www.hypnotherapy-australia.com/training6.htm
http://www.lucybaker.au.com/Hypnotherapy.htm
http://www.hypnosis-nlp.com.au/
http://www.nctm.com.au/
http://www.hypnoticsciences.com.au/
http://www.nlpcoaching.com/hypnotherapy.html
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