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Abstract

Introduction: Clinical hypnosis for pain management cultivates specific skills to enhance general self-
regulation and address pain. Hypnosis is well suited to integrative medicine settings; however, questions persist
about its feasibility. This article describes a financially viable hypnosis practice model implemented in an
integrative medicine clinic, providing initial feasibility data about rates of referral, participation, reimburse-
ment, and provider retention. The specific processes required to establish and implement hypnosis services were
detailed, including instruction in billing, reimbursement data, and a training model to enhance reach of services.

Materials and methods: Insurer reimbursement data and operational costs were examined from three hypnosis
groups conducted between September 2017 and March 2018. Furthermore, information on referral patterns and
enrollment in treatment was collected from program initiation in September 2017 to January 2019. Provider
retention in training with the expansion of supervision in the program’s second year was also examined.

Results: Of 258 individuals referred to hypnosis, 124 (48%) enrolled in group treatment. Analysis of insurer
reimbursement over a subset of enrollees from three completed groups (N = 26) indicated an average collection
of $95.85 per patient per session, equating to $706.86 per patient for the eight-session treatment. This ex-
trapolates to $4,926.82 in total per seven-person group for the entirety of the eight-session treatment. After an
annual training workshop, provider retention significantly increased (to 81% of eligible trained providers) with
the initiation of twice-monthly clinical supervision focusing on transitioning from training to practice.

Conclusion: This analysis indicates that a training- and practice-based research model of clinical hypnosis is
feasible and financially sustainable in an integrative medicine setting.
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Introduction

Integrative health (IH) clinics serve patients referred
from a variety of clinical settings, including orthopedic,

spinal, oncology, rehabilitation, gastrointestinal, cardiovas-
cular, and neurology.1,2 IH clinics primarily manage mus-
culoskeletal and neuropathic pain-related conditions, through
engagement in interventions intended to complement con-

ventional medicine3 and promote positive health behaviors
that foster agency and holistic wellness.3–5 Clinical hypnosis
is a complementary psychosocial treatment that cultivates
specific skills to enhance self-regulation, including the
management of physical symptoms such as pain. Although
similar to mindfulness meditation in its emphasis on focus
and attention, clinical hypnosis differs in its direction and
quality of the focus.6 Specifically, clinical hypnosis trains
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participants to manipulate focus in the service of pain re-
duction and self-regulation through the application of sug-
gestions for changes in experience, cognition, thought, and
behavior.7 For further discussion detailing similarities and
differences between the constructs, see Yapko.6 The general
aims of clinical hypnosis align well with both the needs of the
population served through IH and the core principles of in-
tegrative care.

Overwhelming evidence supports the use of clinical hyp-
nosis for chronic pain and its effects on well-being.8 Sys-
tematic reviews indicate hypnosis is a safe effective technique
for pain relief,9 which can be applied to chronic pain man-
agement, medical procedures,10 and target symptoms from
conditions such as irritable bowel syndrome10 and fibro-
myalgia.11 Moreover, the benefits of hypnosis extend to
improved affect, relaxation, sleep quality, and increased
energy, even when patients do not report pain relief as a
result of treatment.12,13

IH environments are well suited to hypnosis training and
practice, where evidence-based techniques are applied to
myriad conditions to reduce suffering and improve patients’
quality of life. Recognizing its benefits in managing pain, in
2017 the Veterans Health Administration (VHA) in the
United States released a directive (VHA Directive 1137)
mandating access to hypnosis and seven other IH services
for veterans.

Despite applicability to IH, lack of awareness, education,
and availability of trained providers currently limits patient
access to clinical hypnosis. Although IH environments may
welcome the service and as systems like the VHA mandate
access, there is a risk that the limited number of trained
providers of hypnosis could not meet a growing need. Hyp-
nosis is not currently taught in recent cohorts of graduate
psychology programs, medical schools, or nursing schools. In
addition, limited provider awareness coupled with miscon-
ceptions about hypnosis can interfere with referral processes
and accurate patient education on its potential use.14–17

Notably, between 70% and 90% of patients approached
report a willingness to use hypnosis adjunctively to support
medical treatment.18,19 Yet, some patients express reluctance
to use hypnosis for fear of losing control and other unwar-
ranted concerns.20 Education and training can improve pro-
vider attitudes toward hypnosis, patient engagement, and
reduce concerns to patients that are often based on myths and
misconceptions.19,21,22 Additional hurdles to IH implemen-
tation surround the perceived cost of the service.23,24

Hypnosis can be integrated into health care systems more
widely by addressing access and education barriers while
illuminating service reimbursement structures. Inspired to
overcome these barriers, we developed a financially viable
hypnosis practice model implemented in a tertiary clinic of
an academic medical center that fluidly (1) cares for pa-
tients, (2) trains clinicians, and (3) gathers practice-based
data for contributions to the literature. We reviewed our
practice-based research model, providing practical guidance
on the referral process and billing practices, and feasibility
and retention rates were included. Furthermore, the pro-
gram’s financial viability was demonstrated with a prelim-
inary analysis of claims processed for those who engaged
in treatment, accounting for clinic operational costs. It is
hoped this information can empower others to replicate this
model in practice.

Materials and Methods

Establishing program infrastructure

A number of steps were made to establish and implement
a clinical hypnosis program in a tertiary IH clinic at a major
academic medical center. The program employed hypnosis
for chronic pain and other medical concerns, including acute
and chronic complaints. Implementation included educat-
ing providers, building an infrastructure for referrals, estab-
lishing clinical services, and training clinicians. Notably, this
program was designed to collect empirical data at its outset,
embedding research into clinical procedures.

Provider education. It was found that educating potential
referring providers on the intervention and who it will best
serve helps with beginning a referral stream. For clinical
hypnosis, it was found important to dispel myths (i.e., correct
misinformation), define hypnosis, and review empirical evi-
dence. Taking such steps gives providers ‘‘language’’ to use
with patients around hypnosis and hopefully increases their
confidence in the intervention,22 which likely translates to
increased patient interest in referrals for services.16

Referral and screening system. Immediately after pro-
vider education, a process was established by which pro-
viders internally referred patients to hypnosis when creating
treatment plans. Consistent with a whole person care model
for chronic pain,5 IH providers referred patients to clinical
hypnosis as one of a series of multidisciplinary services
coordinated to meet patient goals and needs. For each pa-
tient referred, a referral form (Supplementary Appendix S1)
was created asking providers to indicate the primary medical
diagnosis, review any exclusionary criteria to screen out
individuals who may not benefit from hypnosis, and assess
patient interest in research activities. Any external referrals
occurred exclusively through some few IH providers who
also worked at another site in the hospital system and ap-
plied the same referral criteria. A brief flyer (Supplementary
Appendix S2) was also created for referral sources to give to
patients about the intervention. Staff then contacted patients
to schedule into a group or individual appointment, depending
on the referral issue and patient scheduling availability.

Clinical services offered

Hypnosis group intervention. The clinical hypnosis in-
tervention consists of an 8-week manualized protocol (un-
published manual*) that addressed chronic pain and trained
patients in self-hypnosis. The structured group sessions fol-
low the format of (1) psychoeducation, (2) reviewing previ-
ous material and home practice, (3) a hypnosis induction with
varying suggestions, and (4) group process of experiences,
problem solving, and recommendations for home practice.
Participants are given workbooks to follow through the in-
tervention each week. Group size typically ranged from 7 to
15 participants. Sessions occur for 90 min, allowing for time
for patients to get settled and take a short break as needed.

*Jensen MP. Self-Hypnosis for Chronic Pain: Treatment

Manual, Vol 4.02016 (unpublished treatment manual shared by

Dr. Mark Jensen, its creator. Manual was developed as a part of an

NIH-funded investigation).
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During the intervention, participants underwent a hypnosis
induction with different suggestions targeting pain relief,
comfort, and relaxation (unpublished manual). Participants
access prerecorded inductions coinciding with each week’s
exercise and were encouraged to practice self-hypnosis be-
tween appointments. Two providers cofacilitated groups, al-
lowing participants to experience different voices during
inductions and enhanced group discussions. It was found that
including a nonbilling trainee (i.e., provider-in-training) as a
cofacilitator with a billing provider has worked well.

Individual appointments. The mentioned group protocol
easily adapted to individual sessions, which followed the
same session structure. Hypnosis was offered individually in
cases where participants could not attend group appointments.
This barrier often arises due to logistical constraints (work,
schedule, etc.) or the clinical issue at hand. For example,
some participants with specific types of pain, such as vulvo-
dynia, expressed hesitancy in discussing their experiences in a
mixed group. This scenario also occurred in situations with
pain related to a traumatic experience, which in practice is
more appropriate for an individual appointment as additional
precautions needed to be taken in addressing pain in the
context of post-traumatic stress disorder.25 Individual sessions
were conducted by trainees and were thus free to patients.

Additional individual applications. Although the stan-
dardized hypnosis protocol already described (unpublished
manual) was appropriate for the vast majority of patients with
chronic pain referred for hypnosis, some clinical circum-
stances required a different approach and timeframe. For
example, individual hypnosis could support procedural in-
terventions and other ‘‘acute’’ medical issues such as labor
and delivery.8,26 Such cases often require under four sessions.
Conversely, patients with extensive psychological trauma or
affective vulnerability seemed to benefit from a titrated,
highly supportive, and more slowly paced intervention ex-
tending beyond eight sessions.

Provider qualifications for conducting hypnosis. Eligible
providers for hypnosis training and supervision included
those performing clinical services at all levels of training,
such as psychologists, medical doctors, nurse practitioners,
and social workers. Familiarity with the treatment protocol
was required. To perform the group intervention, within this
clinic specifically,practicing providers are required to attend
an annual 2-day 14-h workshop on hypnosis and enroll in
monthly supervision for 1 year. Similar basic requirements
are outlined in the manualized protocol (unpublished manual,
pp. 3–4). In terms of billing, insurers only reimburse licensed
psychologists under the codes that were applied and detailed
hereunder. Centers of Medicaid and Medicare Services
(CMS) billing guidelines indicate that a medical professional
defers to more appropriate evaluation and management codes
for medical group visits. The data provided hereunder are
restricted to services billed by clinical psychologists.

Results of Program Performance

Billing practices

In detailing financial performance of the service, it is key
to first detail billing practices for the service. Services per-

formed by psychologists billed for hypnosis fall under
‘‘Health and Behavior Group Intervention’’ in CMS Current
Procedural Terminology (CPT) code 96153 (4–6 units). This
specific code bills in units of 15 min, generally for between
60 and 90 min for a group appointment. Health and Beha-
vior codes apply to services that address factors affecting the
recovery of progression of a diagnosed physical health
problem or illness, such as chronic pain. Therefore, this set
of codes (CPT codes 96150-4) bill physical health condi-
tions diagnosed by a medical provider (e.g., M54.5 Low
Back Pain) as the primary diagnosis for services using In-
ternational Statistical Classification of Diseases and Related
Health Problems codes, as opposed to Diagnostic and Sta-
tistical Manual of Mental Disorders codes traditionally
billed in psychologic contexts.

According to the American Psychological Association,27

services under Health and Behavior codes promote phys-
ical function, address psychologic barriers to recovery,
and manage and enhance coping with medical conditions.
Hypnosis in IH teaches a specific skill to manage a physical
health problem, and not a ‘‘mental health problem’’ per se.
As such, services were performed by clinical psychologists
and billed under this code (CPT-96153).

Financial analysis

To conduct a cost analysis including operations and payor
reimbursement, both the final billing ledger and insurer
collections information were examined. To have reliable
collections information, only groups that ended with ample
intervening time for payments to be fulfilled up to the
analysis were selected. Thus, three groups were selected
spanning from September 2017 to March 2018 who com-
pleted all eight sessions of the protocol.

For accuracy, the overhead costs of implementing these
groups within the clinical operations were examined. All of
these costs were relatively independent of the number of
patients attending a given session. For space, room costs were
$22.50 per session or $180 for all eight sessions. Support staff
costs were $36 per session or $288 for all sessions, accounting
for check-in procedures, scheduling, and patient calls. Pro-
vider time was $58 per session or $464 for all eight sessions.
Overall, total overhead costs for the eight-session protocol
were $932. There were 26 patients enrolled for the three
groups (two of nine and one of eight). Average attendance per
session across the eight group sessions was stable, mean
(standard deviation) = 6.97 (1.69). Average charges per group
session were $2,950 per group, or $441.92 per patient. To
extrapolate, average charges for the entire eight-session pro-
tocol were $22,766.67 per group or $3,266.28 per patient.
Average collections per session were $635.91 per group or
$95.85 per patient. Accordingly, collections for the whole
protocol were $4,926.82 per group or $706.86 per patient.
Taken together, the group model covered the cost of provider
time, along with the space and resources used, and still pro-
vided profit for the clinic. For illustration, a two-patient group
would cover all overhead costs involved.

The insurance coverage of these 26 patients was examined
to contextualize approved billings. All patients had active
health insurance, with 57.59% (n = 15) covered by govern-
mental and 42.31% (n = 11) by commercial insurance. The
authors did not have data on out-of-pocket costs for patients.
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Feasibility and retention

Figure 1 shows feasibility and retention of the hypnosis
group treatment model. These data spanned nine group co-
horts and *19 months ( June 2017–January 2019). A total
of 258 referrals were received, 48% of whom (N = 124)
enrolled into the treatment protocol. Most of those enrolled
in the treatment protocol also consented to participate in a
research study: 24% did not (n = 30). Of those enrolled in
the protocol and agreed to research (n = 94), 70% completed
both the treatment (attended at least four sessions) and the
research questionnaires. The authors do not have data to
situate this referral rate in comparison with other settings,
though it was sufficient to regularly hold groups.

Hypnosis Training to Expand Clinical Services

Initial training in hypnosis

To learn the provision of hypnosis, the center recruited
interested providers and providers-in-training to an annual
workshop consisting of 14 h of basic instruction in hypnosis,
providing continuing medical education credits for psy-
chologists, medical providers, dentists, and nurse practi-
tioners. Two clinical psychologists with extensive training
and clinical experience using hypnosis have led this work-
shop. Topics covered include basic education on hypnosis,
hypnotic analgesia, ethical practice, formulating inductions
and suggestions, specific hypnotic inductions for pain, and
tailoring inductions and suggestions to different clinical is-
sues. The workshop contained a large experiential compo-
nent with practice in dyads and groups. Similar introductory
workshops are offered regularly through The American
Society of Clinical Hypnosis and Society for Clinical and
Experimental Hypnosis.

Supervision and continuing education

At the conclusion of the intensive training, the importance
of ongoing supervision to both develop competency and
transition to practice was emphasized. Trainees then regis-
tered for (at least) one of two monthly supervision groups
led by a clinical psychologist conducted in the late after-
noons on alternate days, to accommodate those in full-time
practice. For internal trainees eligible to see patients on-site,

the opportunity to colead groups and see individual patients
was given through staffing cases at these ongoing supervi-
sions. Training covered a standardized pain protocol, indi-
vidualized interventions, and provider-specific needs. Thus,
individual goals were established in group supervision for
applying the manualized protocol and the provision of hyp-
nosis within one’s specialty or scope of practice. For exam-
ple, one provider in group learned to apply hypnosis before
pediatric stem cell transplants, whereas another used hyp-
nosis for college-age adults with somatic complaints, and
another specifically for irritable bowel disease. Each pro-
vider required regular supervision in foundational principles
of hypnosis, and instruction on various inductions and sug-
gestions for specific populations evolved throughout the year
to support individual-level needs.

Ongoing supervision followed three general phases. First,
supervision focused on reviewing inductions, the treatment
process, and overcoming barriers to practice. Supervision
sought to enhance provider confidence in transitioning be-
tween structured scripted interventions to using hypnosis
spontaneously and creatively applying clinical and interven-
tion principles. Second, trainees were assigned new cases, and
the group collaborated on generating suggestions based on
new case material and establishing treatment plans for dif-
ferent types of patients. Trainees followed these cases
throughout the year and reviewed cases at each supervision
session. Last, and as comfort increased with conducting
hypnosis, trainees learned more advanced techniques, induc-
tions, supportive versus expressive approaches to hypno-
sis,28,29 and began experimenting with new techniques.

In each of the 2 years of the program, feedback from
trainees was elicited and the structure and content of su-
pervision were adjusted accordingly. For example, a con-
sistent point of feedback from providers highlighted the
helpfulness of initially working from structured scripts
and transitioning (through being gently ‘‘pushed in super-
vision’’) to practice unscripted hypnosis through general
principles guided by clinical judgment over time. In its first
year, monthly supervision was offered, and trainees indicated
a desire for increased supervision offerings.

With the integration of twice-monthly supervision im-
mediately after the training workshop, provider retention
and transition to practice increased from 53% in 2017 to
81% in 2018, where 13 of 16 eligible workshop attendees
ultimately incorporated hypnosis into their respective clin-
ical services under supervision. This group of 13 included 5
trainees at masters, doctoral, or postdoctoral levels. The
remaining eight were licensed providers from various dis-
ciplines, including psychology, psychiatry, nursing, gastro-
enterology, and Traditional Chinese Medicine. The authors
do not have data on how many providers heard of the
workshop by year nor the effects of any marketing strategies.
Although it seemed that the integration of supervision im-
mediately after the workshop and increased sessions may
have improved retention to clinical practice, the change from
2017 to 2018 should be interpreted with caution.

Although the service was financially viable, a benefit of
engaging providers-in-training in the provision of hypnosis
has allowed the uninsured (or underinsured) patient access
to hypnosis services at no cost. Doing so disseminated the
service across the community,21 while enabling assessment
of outcomes across a diverse sample of participants.

FIG. 1. Clinical hypnosis program referral flow.
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Discussion and Conclusion

Clinical hypnosis has been feasible in an IH setting and
of likely benefit to the patient population. Ultimately, for
health care providers and organizations to increase support
for hypnosis, widening its evidence base is key, including
demonstration of financial viability and implementation.21

This preliminary analysis suggests hypnosis as financially
viable. Providers trained in hypnosis at the institution and
around the community were retained through ongoing su-
pervision, which helped with their transition to independent
practice and to expand the reach of services.

In comparison with mindfulness-based stress reduction
(MBSR), an advantage of clinical hypnosis for chronic pain
lies in its relative brevity, lending it more likely to be re-
imbursed by insurance carriers as a medical service. How-
ever, insurance billing was rated the least important source
of revenue across 24 medical programs with an integrated
mindfulness intervention.30 Traditional MBSR includes 8
weeks of classes that last between 2 and 2.5 h each and a
day-long (>6 h) silent retreat.31 Services often follow fee-
based schedules, offered by trained facilitators from a va-
riety of disciplines.32 Even though MBSR may meet billing
criteria under certain group intervention codes (e.g., CPT
codes 90853, 96153), reimbursement varies by system and
payor, and common restrictions on the billable duration may
prevent full reimbursement for services rendered.

Lastly, an embedded research process into clinical pro-
cedures showed that patients were willing to complete re-
search procedures with treatment. Although regular clinical
practice usually cannot support randomized trials, one can
answer important questions by collecting basic data on
clinical programs, patient-level data, utilization, and by as-
sessing change over time in well-conceptualized single case
studies. This builds evidence for the feasibility and effec-
tiveness of hypnosis in real-world settings across diverse
clinical contexts.33
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