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"A picture held us captive.
And we could not get outside of it,
for it lay in our language
and language seemed to repeat it to usinexorably.”
—Ludwig Wittgenstein
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Introduction

I very seldom recommend books at all, but it is a huge pleasure
to recommend this one by Andy Austin, who has one of the bright-
est minds, warmest hearts, and bravest spirits in the field of Neuro-
Linguistic Programming (NLP). Moreover, he uses all these with the
utmost skill, creativity, and outrageous playfulness. He is truly a
“Lance Armstrong” of NLP; if there were an “extreme games” in
NLP working with unusual clients with anique problems, he would
win it hands down.

1 have to tell you that overall, the wider field of psychotherapy,
psychiatry, and personal change—and not a little of the field of
NLP—is a shameless shambles—Ilike a very dark moonless night that
allows you to see very little, and do less, with only a small sprinkling
of bright stars, most of whom have extensive training in NLP.

1 say this after almost half a century in the field, during which
I have experienced thousands of sessions of famous therapists doing
therapy with clients, and after spending several decades teaching pro-
fessionals in trainings, and in presentations at national psychother-
apy conferences. Most psychotherapy is ineffective, much of it is
harmtul, and ail of it 1s expensive. The most common response to this
lack of effecﬁveness is to blame clients for “not being ready to
change,” and to submerge their problems in drugs that only sweep
them andwr arug of 'mmbness and lethargy.

In these pages, Andy gives us vivid glimpses of this bleak land-
scape, but he also shows how rapid and eifective tncmoy and per-
sonal change can be when you kKnow what you are doing, and how
to do it. Despite 30 years of full-time involvement in NLP, I have
learned much from these pages. But don’t take my word for it; read
a few chapters and find out for yourseif.

Steve Andreas
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“Iam done with great things and big plans, great institutions and
big success. I am for those tiny, invisible, loving, human forces that work
Jrom individual to individual, creeping through the crannies of the world
like s0 many rootlets, or like the capillary oozing of water, which, if
given time, will rend the hardest monuments of pride”

—William James

As many travellers to India know, the restaurant menus regu-
larly offer interesting delicacies not before heard of by the visitor.
For example, in Hyderabad I came across, “Chicken Killed In Any
Manner of Your Choices.” Essentially what was on offer was a grilied
chicken with a choice of sauces, but something critical got lost in
translation somewhere. I learned later that “Egg Drop Soup” really
is a genuine dish but one small eatery I visited probably missed the
original recipe—what they gave me was a boiled egg floating in a
bowl of hot water, ““Well, the English do eat the strangest things,” was
the passing comment from my Indian companion. Mind you, he was
still in shock that we ate cows, which apparently translates as the
culinary equivalent of eating char-grilled puppies.

In Tamil Nadu you may be lucky to chance across a delightful
restaurant called, “The Runs,” a name that doesn’t bode well, but I
ate, I enjoyed, and I lived. Meanwhile over in Calcutta there is
another place well worth a visit called “Off Cum On Rambo Bar.” I
was curious—just what were they thinking? So in the early afternoon
I went in and asked the man standing behind the bar.

“Rambo, yes, good, yes?” He made machine gun noises as he
pretended to shoot up the place. I thanked him and moved on quickly.

It was the restaurant in Varanasi down by the river that really
made my day. Following my delightfully spicy pizza, I found in the
pudding section an offering of, “Plain Bastard” for just 15 rupees. It
was listed next to the ice creams and sorbets.

I ordered it. T had to; T'd have paid double just to see what it was.

Ten minutes passed before the waiter returned. “I'm very sorry
sir, but plain bastard not possible.”

So I asked for it spiced. The waiter went back to the kitchen
looking somewhat confused, but eager to please. Now this might
seem a bit cruel, but I just had to find out what a plain bastard was.
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viii  Prefuce

They gave me a bow! of curd instead, a very nice yoghurt type
of affair. As the waiter explained, “Plain bastard not possible, not pos-
sible to spice, no bastard possible today.”

“Tomorrow?” T ask.

“Mavybe tomorrow” hie said, “Maybe tomorrow.”

So this is a book about Neurc-Linguistic Programming (NLP).
There are so many NLP books on the shelves that follow the stan-
dard formulaic approach of the “Basic Technigques” or “Introduction
to—."" I believe the last thing the world needs is yet another “Basic
Technigues” book, and this definitely isn’t one.

After all, NLP just isn’t'about technigues, but most of you
aiready knew that. This book is at the other end of the spectrum.

The Rainbow Machine

Close your eyes and tap your heels together three times.
LS S i Bl : yorr
And think 10 yourself, ‘There’s no place like home’
—The Wizard of Oz

I'have spent about ten years working as a nurse. Several years
ago I took a temporary agency contract on a children’s oncology
unit—a member of staff was away on maternity leave. My clinical
experience at that time was largely confined to the Accident and
Emergency department and Cardiology, so my experience with chil-
dren was minimal. This temporary placement on children’s oncology
scemed an ideal place to begin to expand my repertoire as a story-
teller and therapist.

At the time an acquaintance from 2 magical lodge of which I
was a member made me a magic storybook—it really was a magic
storybook because it has those words on the cover. It was huge and
very gothic looking, made from thick old-fashioned paper with a
cover that looked pretty impressive—all covered with leaves and mir-
ror things. A cunning use of material meant that the surface retained
a light dusting of talcum powder, so when I picked it up I could
impressively blow off the dust. If you remember the children’s TV
series, “The Story Teller,” this book looked just like that.

Of course the pages of this magnificent book were blank, and the
children could choose the story that they’d hear. As the children chose
their story, images wouid begin to appear on the pages in front of
them. And if they couldn’t see them, well, that was because the won-
derful pictures were waiting for them inside their dreams. They only
needed to close their eyes to see them, because between us, we’d wake
up dreamtand with that book. Naturally I would build in lots of
metaphor and rhyme relevant to the children’s ongoing experiences,
nd I'd layer-in endless suggestions for healing, comfort and sleep.

A
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2 The Rainbow Machine

{ found that when you have a reputation for possessing such a
magic book everyone wants to hear his or her story being told. A con-
sequence of this was that often my nursing colleagues would accuse
me of ignoring the real work while T was slacking off with “those stu-
pid stories.”

One morning [ was on loan to a neighbouring ward that was
short-staffed. A four-year-old giil was crying because she was fright-
ened of going to x-ray. Something about what she had heard about the
x-ray must have scared her. Inevitably there were adults surrounding
the child who were trying to reassure, coax or force her into “volun-
tary” co-operation and making the situation far worse. A rule had been
made that said she Aad to have an x-ray, and this rule would be
enforced even if she had to be sedated or overpowered in order to
make it happen. Now, this just wasn’t good.

Once I'd managed tc pry all these aduits away (which is usually
the hardest task in such situations), I told her emphatically that /
didn’t want Aer to go to the x-ray rcom because [ didn’t want her to
know about the secret of the rainbow machine—and then 1 began to
walk away.

“What is the rainbow machine?” She asked.

“I can’t tell you; it’s a secret,” I replied with a hint of a grin.

Now, children are strong associated visualisers—ithey play “Let’s
pretend,” and step into character remarkably well. So full identifica-
tion with something positive isn’t exactly difficult. Look at it this way:
NLPers may call it “deep trance identification,” but children call it
“dressing up” or “play.” When I was at school, I was always in the
school play—especially at Christmas. Costumes, make-up, face paint
and wigs all help maintain and stabilise the france state into which the
child has associated (or chosen to play). Kids are simply the best
method actors—just give them the right costume, a context in which
to operate, a few lines to remember, and they are well on their way.

In a hospital the adults around them do this every day—they put
on a white uniform and magically twrn into “nurse” or “doctor” or
*physio” or whatever. They maintain this all day until they get
changed back again and revert once again to “mother,” “girlfriend,”
or whatever. The biggest problem about adults is that they show a
remarkable tendency to forget that they are playing, and fall into
blind obedience to the rules of play—which becorae more important
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than remembering their original lines. I know about these things, I've
bumped into the same people in the supermarket when they are
dressed differently and they are much less grouchy then when they
are in the hospital trance. I’m quite sure that none of them ever
intended to be like that—at least, T hope not. I think it must be some-
thing about the uniforms—maybe there is too much starch.

“It’s a secret, and you are never going to find out what it is,
because { won't let you. So, you have to stay here!” I tell her in a
semi-serious, semi-joking voice. In the background, there are two
children getting dressed up readying themselves for x-rays. For rea-
sons best known only to themselves they are covering themselves in
tinsel and multi-coloured glitter—I1'd got the Christras box out of
the store cupboard earlier. They have managed to spread it every-
where and somehow I just know that T am the one who is going to get
told off for this later.

“Hurry up,” I tell them, “We’ve got a rainbow to catch!”

As soon as these other two are ready, we begin to charge off
down the corridor to the rainbow machine room on a lower floor. As
we are leaving the room, I cast my eye over to our hero and com-
mand, “Well, come on then!” She didn’t hesitate—she joins us ina
flash. So off we go and T grab her a cowboy hat on the way. [ have a
four-year-old hoiding one hand, two glitter-covered children leading
the way, leaving a sparkling trail, and the three x-ray cards clutched
m my other hand.

“Of course,” I tell them, “when the rainbow goes inside, it is
important to remember where the pot of gold is,” as I point and
touch, “here,” “here,” “and here,” with all touches made in places rel-
evant to their medical conditions.

“Now who wants to go first?” The radiographer looks at me like
I’m nuts. Her Jook is telling me that it just doesn’t work this way;
that thers are strict rules about these things. Children should be
accompanied by the right quota of adults, dressed in the correc
clothes and certainly not in groups and almost certainiy not having
fun in the process.

Later on, I'll be asking these children to paint me a rainbow,
complete with the pot of gold. All three paint the same thing—a rain-
bow inside a figure with a pot of gold. The pot of gold is located
where the injury or illness was.



4 The Rainbow Machine

Curiously, I’ve never seen a radiography department any other
colour than grey. Bven the MRI scanning-tunnel is a drab grey. I sug-
gested psychedelic patierns and dolphins but apparently the man-
agement thought that wom be “unprofessional.” The children’s ward

is colourful and welil-decorated though. It’s nice to see a little

progress.
Meanwhile T am told off for repeatedly allowing the children to

leave glitter trails all over the place and generally leaving a trail of
happy disorder everywhere I go. '

Seif-esteem

“There is overwhelming evidence that the higher the level
of self-esteem, the move likely one will be to treat others
with respect, kindness, and generosity”
—Nathaniel Branden

A couple of years ago I was referred a client by a counsellor
who had been working with him on an almost weekly basis for more
than two years. After all this time (and money!) he finally decided
that his own personal version of the Rogerian model of therapy was
not helping. The referral letter stated, “Problem: low self-esteem.” I
agreed to see him.

“I have to leamn to like myself,” the client informed me when he
arrived at my office. “Becaunse only when 1 like myself can other peo-
ple Iike me.” Now, that sounded like nonsense to me—ithe sort of
thing scmeone subjected (o too much therapy would say. But I let
him rambie on and tell me his story. After an agonising 20 minutes,
Tinterrupted him and took a moment to recapitulate:

¥50,” I 'began, “let me check to be sure that { have understood what
you have told me. You are miserable. You dori’'t have any friends, and
never really had any friends since you left your playgroup and started
school. You have a pootly-paid job and everyone there avoids you. You
have lunch by yourself 'verv day, and when the others all get together
for a drink after work they conveniently fail to invite you. You have
never received 2 x/mcmme s card that vvasn’t 2 joke on you, and \/our
only friend is your mother who stll »fvats you as though you are a
You hmejmped singles dating sites on the intenet and hav
get past the first date—if you are luc}'y wogh iog

So I think I’ve got some news for you. our problem Is z'r about
low self-esteem or even about liking yourseif. {o ir problem s that
no one likes you, because you are a corwe;‘ vy unlikeable person.
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ce if; N0 O kes you, not even vour counsellor, who was
.1know e does*; t like you because he sent you to me. I must

‘qonest here—you have sat here in my company for the past twenty

minutes driving me mad with your drivel, and I must confess that 1

don’t much like you either. Let’s face it, you are utterly unlikable!

So T am not at all surprised that you don’t like yourself because you

are simply an unlikable guy.”

A bit of a nasty thing to say, you think? Certainly when I've told
this story in seminars, many people are appalled. But you know what
happened? He threw his head back and /aughed! Finally he met
someone who took him seriously and would teN him the truth, not
some sanitsed bullshit that was aimed at sparing his feem% Finally,
he felt understood.

Hers in front of me was a 40-year-old man with utterly
appalling social skilis: His trousers were too small yet hitched around
his middle, his nails badly cut, his tank-top was a Christmas present
from his mother. He cut his own hair, hadly, and one thing that was
unavoidable about this chap was a distinctive odor of something quite
unique. Think about it, would you want to be his friend? Or would
you just feel sorry for him? Ihad no intention of doing either.

His counsellor had been very sympaihetic. I know him; he’s a
very nice guy with a 010 mm rt and enormous patience, but sympathy
was the last thing that this client needed. What the counselior failed
t0 see was exactly what was situing right there i in {front of him. Maybe
he thought the appearance and demeanour of this client was symp-
tomatic of something deeper?

What this client nﬂec’e most of all was coaching in how to be
fikeable and get people to like him, including himself. But before we
gct the 11 :qr, we h lkomb work to do. First a shower, then a fashion-

! D 1o g hrﬁ >0fne decent c‘oth% {

(D

iGlSl}; S _mlv‘ ty 18 >hol DT Q Thc1 mission was simple, “Make this

'y

ous” which is exactly what thuy did. And
i frernoon, wiich was what { was
is sort of attention from oneg woman
& way home he was sent with orders and
d clean his apartment. He had bin
and I toid him I’d be checking.

Self-esteem 7
That evening 1 took him to a wine bar for half an hour. During
that time we approached about half a dozen groups of people by ask-
ing, “Excuse me, can we borrow just 2 minutes of your time?” I then
asked a very simple question: “What are some simple things this guy
can do to improve thP impression nie gives peoDIeV” Fach time he lis-
tened intently. We’d collect the data and move

1 have done this many times and {(surp T‘ngly, 10 many people
1tell about it) no one has ever been offended by our approach or
given a rude reply. Most are really keen to belp, and {ind out more
about what we are doing. Of course, another aspect of this 1s that it
demonstrates an entirely different side of people to the client.

The following day our session consisted of me teaching him to
breathe properly so that he could speak without that horrid nasal tone.
We cleared up the remainino social anxieties he still possessed, and
1 also demonstrated a few useful social skills—Ilike paying attention
to outside events, and other people a bit more.

Toward the end of this he did express a valid concern: “What
about when [ go back to work? They will all laugh at me for being dif-
ferent.” As if they weren’t all aiready doing exactly that! T thought about
this for a moment and [ knew that he was quite rig i ;
edly would find his atternpts at change hilarious. Feuow humans aren’t
always as supportive as we’d sometimes wish. It may be something in
the design somewhere. For whatever reasons, his co-workers might well
try to put him back down 1o the place in the social hierarchy that was
supposed to be Ais place, so he needed a strategy to deal with this.

o
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A pcpuhr children’s game at a playground 1s “it” {which trans-
Tates to “tag” on the other side of the Atlantic). The zame isn’t usually
organised but begins with one child running up 1o anofther, making some
sort of physical contact, and declaring loud enough for everyone to hear,
7" Now, being “it” means sveryone muns away from you,
'{,Cu Lecfwg“/ evervone has decided thas hzving bezn touched,
vou are “it.” However, an “out” i3 il
L

“You are

37

he “’i‘msss via a touch 1o another <l
and ,the next child is collectively seer
7?7 What if someone remains U for
cometh*ng similar commonly occurs in T wcblaf fic units, where
the staff have become accustomed to experiencing the most abnormal

eiovs the “itness”
3ut what if there is no
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8 Self-estcem

behaviours in the p“me* its as being normai for them. Any sudden shift
in a patient’ viour towards [hP normal can unsetile the status guo
guite drama ad\ especially when a patient starts gaining confidence
and meaking decisions 'f T himse'if. The staff unwittingly usually quickly

r—«r_/)
@

%
“He’s not being him-
‘ iC e asserts himself too much, he may p}Ovo
reaction from the staff "10, g the lines of, “tust who does be think he Lc”

This kind of dyi s bridliantly portrayed in Ken Kesey s clas-

“One Flew Over T C 1ckoo’s Nest” (26) Hspecially pertinent is
tne scene where Nurse Ratched catches out the young patient, Billy,
who has successtully managed to lose overnight bo h his virginity and
his crippling stutter—the cure having been brought about by an infrac-
tion of the rule structure of the institution. Nurse Ratched engages a
most evil strategy to put Billy back mto his former identity. She threat-
ens to tell Rilly’s mother about his behaviour, threatening Billy’s iden-

tity in the eves of his mother—Billy is not the child her mother
thought she knew. In effect, Billy was onoe again declared, “it.”

I wonder if this kind of need for hierarchy has anything to do with
gazelles. Matt Ridley suggests that in order to escape becoming funch,
the average gazelie doesn’t need to be able to outrun a cheetah. What
he really needs to be able to do is outrun the next nearest gazelle. So ¥
wonder if by keeping someone in the status of “patient” it affirms our
own position as someone who has a better survival value.

’ﬁ

So this client of mine needed an “out” from being tagged with
being the “class geek™ and the butt of others negative humour, But
what ke, and the rest of the world, didn’t need was to pass the tag of
geekyness onto another victim. { iok'mgly suggested that he wear a
T-shirt that had “I AM CHANGING” emblazoned on it. He liked this
idea but said, “Wouldn't it be easier to just tell them?’

“Oh, they probably wouldn’t listen,” I told him, deliberately
challenging him to find out how well he could deal with this.

“Well, then I'll just have to siow them!” he said emphaticelly.

“You?" I said, as though surprised, “How, exactly?’

“I'll just have to learn to be the real me, and not the me they
want me to be!™ he said convincingly, “and if that doesn’t work, I’ll
Just tel] them I've been hypnotised!”

And with that, I knew his feet were firmly planted on the path.

Poor Pl

anning

“The road to success is dotted with many fempting parking places”

— Lhon,

A few years ago, I tried an experiment. [ booked a veriue for a
one-day weight-loss seminar, one that tends to attract both clients
and frainee therapists. I deliberately scheduled 1t on a day when there
would be no refreshments or catering facilities available, and where
there were no nearby restaurants or shops. I made this clear in both
the advertising and at the point of payment; I advised all attendees
that they would need to bring their own lunch and drinks.

At the beginning of the seminar I asked for a show of hands of
who had brought food and drink. As I predicted, only the people in
the room without obvious weight issues raised their hands.

A quick survey and discussion with the participants who had
arrived without lunch demonstrated that every overweight person in
the room had failed to plan to avoid hunger. Their strategy can be sum-
marised as, “We thought we’d worry about it when we got hungry.”

Overweight people consistently have a tendency to react to
hunger. rather than planning to avoid it. This repeatedly places them
in the position of already being urgently hungry, and needing to eat
whatever is immediately available. An analogy is that it works better
1o put fuel in the car before you embark on a long journey, not after-
wards! This failure to plan to avoid hunger is a common strategy.

Staniey Schachter, the brilliant American psychologist, closely
examined the eating behaviours of overweight people and animals
(42) and noticed some other interesting patterns.

To replicate the hunger urge faced by so many obese people, he
studied the behaviour of food-deprived rats. He found that they

ended to go only for the food that is most immediately available to
ther that is nearest to them, or doesn’t require removal from

9




18 Poor Planning

some obstruction tirst. In human terms, the rats went for the packets
of crisps/chips, pizzas and biscuits rather than ELuK soup and baked
potatoes.

One experiment put people in a context where shelled peanuis
were readily available. As predicted, the overweight people ate more
peanuts by volume than the people of normal weight. However, when
the situation was repeated with unshelled peanuts, people who were
overweight ate significantly /ess than normal people.

Food-deprived rats also become very finicky about the foods
they eat when different food types are again made available to them.
They tend to gorge ’z11emsn~ves only on food that has a high flavour
value; less palatable foods were usually ignored. Schacter found that
people tend to follow the same patterns.

In another experiment, he organised a situation where milkshakes
were available. As predicted, overweight people tended to consume
more milkshake by volume than the people of normal weight.

However, when Schachter organised a repeat scenario, but sup-
plied milkshakes that were adulierated with quinine to give a slightly
off-taste, he found that the overweight people actually consamed sig-
nificantly /ess milkshake by volume than people of normal weight.

These two patierns are common in problem overeaters; they are

driven by tastes and flavours, and to food that is immediately avail-
able and takes minimal preparation. Food manufacturers know this
research well, and produace food-like products (“ready meals™) that
are high in flavours and take minimal preparation. Supermarket
shelves are packed full of pre-packaged products aimed at the per-
son trying to lose weight. However, most of the normally-sized peo-
ple are in the other aisies buving the healthy food that takes time to
prepare.

Thase chams decision :rh_t‘mes have the same immediacy
f ddicts, Speed rr-ﬂuks :mr* o‘t‘npr peo-

Poor Planning 11

tures, rather than movies. That suggested to me that ch anging their
images info movies that go through time might be very us erul

At weighi-loss seminars I tell the participants 10 go ont to a
supermarket and return with a food that drives their strongest craving.
Almost invariably this will be some pre-packaged, high flavour, high
{at junk food, such as crisps, biscuits, chocolate cake and the like.

Then I tell participants to lock at their chosen food and encour-
age them to get the craving up to a full maximum.

Then I ask them to close their eyes and focus on the image they
have of the cake, or whatever it is, and imagine taking a bite, just one
at first, and then to imagine chewing and tasting it thoroughly as
well. . . and then another, . . . and another. 1 have them imagine eat-
ing the entire thing in this way until they have finished. In order to
do this, they have to create a movie of the sequence of bites. Then I
have them eat another one in the same way, one bite at a time, chew-
ing and tasting each bite thoroughly. 1 then ask how they feel. Almost
always they respond that they no longer want the cake, or that they

eel sick, full, guilty, or whatever it is they usually feel after they've
gorged themselves.

Then I ask them to run their movie even further ahead in time
to include being on the scales the next day, feeling g ulty about hav-
ing eaten the cake and so on. With a number of repetitions, this
becomes a new pattern. Instead of eating the entire cake before feel-
ing the regret, remorse, guilt, or whatever it is, they can leamn to feel

these feelings before they =at the cake, This is a very effective way

of reducing impulsive behaviours.
And 1 get to go home after these seminars laden with all the

goodies left behind! Greaz!




A Case of Dying

“It's only when we truly know and understand that we have
a limited time on earth—and that we have no way of knowing
when our time is up, we will then begin to live each day
io the fullest, as if it was the only one we had.”
—Elizabeth Kubler-Ross

An oncelogy patient, an 8-vear-old child, is close to death.
Although he isn’t directly one of my patients, I have good rapport
with him. It is clear that he isn’t going to make it, despite the best
efforts of everybody involved. Surrounding him are adults, all trying
to deal with this awful situation.

Quite understandably, these adults are not coping particularly
well, and from what 1 can see, this child is quite confused by what is
going on. A very difficult dynamic occurs between visitors and rel-
atives and a dying adult. Both tend to struggle 10 maintain a sem-
blance of n mah’fv and not allow their emotions to show through too
much. In effect, pecple put on a mask of safety. When the dying pex-
son is achi 1& and no one has explicitly iold the child what is hap-
pening, much confusion can occur as the child tries to make sense of
what’s going on.

: particular little guy, the confusion is aoparen He 1s
sullen and pale. So [ loiter in the oackg ound, pacing the room.
know ['ve paced enough when he cails me
”‘Andy?" ‘1 is small voice asks, “Am [ go in
uestion that everyone has been doing their very best to aveid con-
fronting. Some things just hurt too much. There 1s a deathly silence
apart from a sudden mnitled ;ob‘m ng somewiiere in the backeround.
“Yes' 1 rcply, “Yes you are.” 1 say it calmly, but inside I am ter-
rified of the other adults’ reaction. A dying child I can mostly han-

dle—but a room full of emoticnal dlhb might just prove to be

pond

o die?” 1t’s the very

o
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diffi u}t, and this may not go the way { am intending. It is not often
ake this sort of risk.

Oh,” he said, “I thought 50,” and he relaxed and smiled. “I

thought maybe I'd done something wrong.” He looked more alive

now, rather than sullen and subdued as he was before. Now he under-

stood why everyone was acting so strangely around him. Death had

never been raised as an issue.

“It’s OK, Mum,” he said to reassure her, before going on to tell
her about his grandmother who was waiting for him, the angels, Jesus
and all sorts of other things. He was now able to talk about these
things because the adults around him were now permitted to talk
about them. He died peacefully later that week, knowing that he was
loved, and knowing that he hadn’t done anything wrong.




Satan

f worldd be indiscreet, bur

—Mark Twain

Satan reverence. for th
we can af least respect his talent

)

“We may not pay
7

With hindsight. maybe dressing up as Satan was a step too far,
but sometimes I just cannot resist. When a consultant psychiatrist
called me up to book an appoiniment to “confront her Catholic guilt”
then something inside my head just started shouting, “"Go on!! She’s
a psychiarrist! Do it!! Do the session dressed as Satan!!”

Living less than 2 mile from the best fancy dress hire shop in
town-meant the logistics for this were easy. A week passed to the
appointment.

S0 with curtains closed, a large pentagram drawn in heavy chalk
on the office carpet, five black candies and heavy myrrh incense
burning at each point of the pentagram, the scene was perfectly set.
The doorbell rang, and I opened the door. )

“Andy?” She asked, confused, evidently thinking that she must
have made a mistake. It was 9:00 AM and Wednesday. Right rime.
Right place.

“Yes.” I said with minimal facial expression and a flat intonation.

“Andy Austin?"” She asked, cautiously, seeking clarification.

“Yes,” I said, not smiling nor moving. She didn’t say anything
else. She just raised her evebrows expectanily, whilst looking to me
for some kind of direction. Needless to say, I didn’t give it.

We stood there for about 20 seconds staring at each other. Me
dressed as Satan, and her looking like a confused and frightened rab-

it about to get run over by something she would never get time to
understand.

“Umm, . . 7 she said, breaking the silence, probably hoping I
would help her out. Needless to say I wouldn’t. The pungent smoke
from the incense kept wafting over us through the doorwvay‘

1
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“Can I come in?” she ventured nervor

“Qhyes! Isaid. “Ves vou may” And 1 rea
by the hand across the pentagram into my darkes

- - R L a1 Cr Tee oanA o
Itant psychotherapisi role, and she

child isn’t being nurtured appropriatel

Now these are the kind of words spoken only by someone who
has read far too many self-help bocoks, or received way too much
therapy or psychiatric fraining.

I fixed her with a demonic stare and said, “In that case T know
exactly what you need. . . . When there is a problem with an inner
child, the only thing you need is, (I raised my eyebrows, and paused,
to get her full attention} . . . vou need a fucking abortion!”

The use of the vernacular was quite intentional, and the abreac-
tion that my obnoxious suggestion elicited was quite spectacular. 1
sat there patiently whilst this psychiatrist savagely ripped into my
attitude, my conduct, my professionalism, my language, and so forth.

I waited until she finished and took a breath. “Is there anything
eise you wouid like to shout at the devil?” I asked her quietly. She
sat there for a moment looking shocked. Then her mouth moved up
and down as she struggled to work out quite what she wanted to say.
I pointed my trident at her and said with & hint of a smile,
“Mmmmm? Weli?”

She broke into a smile and said, “T don’t think I like vou.”

“T know,” I told ker, “Few people do. Want to sell me vour soul?”

From that point the session continued fairly routinely, as we
“unpacked” her reactions to what I had said, and explored her beliefs
and values. At that time, my fee was only around forty pounds per
session. At the end of the session she handed me a cheque for £250
and thanked me for what I had done.

People often ask me how I have the nerve to carry out such
stunts. Well, I blame the naivete of youth—it rarely even occurs to
me to do them anymore, and I niust say, I definitely sutfer much iess
anxiety as a result!
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Word Salad Dave

To say he was happy may not be approprie

ate. However, people

who met him thought that Word Salad Dave ppea/ ‘e 10 be happy.
mnpre
Al

With an endless stream of bizarre and in chensible babble,
Dave’s Sp@&?l; sounded happy encugh, and h b odily mannerntsms and
occasional chucki made him out to be a happy and confused fool.

Dave had strange relationships with all sorts of animals, includ-
ing the fish, which were accidentally killed off twice by the appear-
ance of large quantities of potato chips in the tank—"fish and chips.”
Dave sometimes believed that the departmental budgies were plot-
ting something. One day their cage inexplicably vanished from the
living room and was located later that day suspended about 30 feet
up a fir tree deep into the institution’s extensive grounds.

The mystery of how this happened was solved the following day
when the budgies’ guardian, a burly schizophrenic calied Jenny, spot-
ted Dave, wearing a tea towel as a bandana, and the budgies leaving
the building with a dozen nylon stockings knotted together, a tin of
beans and a roll of masking tape. The budgies were safely returned
to the lounge and a round-the-clock budgie guard was initiated by
concerned residents, who protected them from Dave with a rolled-
up newspaper and a cricket ball.

Neaturally, the staff psychiatrist started him on some heavy duty
anti-psychotic drugs; the word salad stopped, and the budgies went
unmolested.

The laughter stopped too, and Dave spent much of his time in a
stupor in the day room. The budgie guard was disbanded and a safe
departmental monotony was restored.

“Mummy! Look what a big fat worm I have ga
1

:}OL{ Grej ]7‘/”\——011’6’\ fTHCL f/c’t,.]“ 1(\L£7“<€[T i
—R.D. Laing. (32, p.102)

Mother:

When T am ashed to work with a child, I will often go to the
family home for a while to gather information. Seeing someone’s 1iv-
Ing environment can vield a lot of very useful information that I oth-
erwise wouldn’t get. One day I found myself observing the
mtemmon hetween a mother and her “defiant” and “‘severely hyper-
active” five-year-old son. The parents had informed me that this
child—who not once was referred to by name, but rather as “the
child’—was “utterly uncooperative” and would be “impossible to
control” owing to his Attention Deficit Disorder and his apparent
unwillingness to listen to his parents.

Thevchi’ld is rolling around on the ground in the carden. 1 think
he is pretending to be a caterpiliar.

In a stern voice, the mother addresses the child: “I don’t think
my washing machine is going to get those clothes clean!” (I think
what she means 1s that she would like the child to stop rolling around
in the dirt.) _

The child ignores his mother and carries on rolling around as
only a happy little caterpillar might d

Mother (with increased emphasis): “T guess you expect me £0
provide your clothes for free?!” »

The child continues to ignore his mother. After ali, he hasn’t the
slightest idea what she 1s talking about! 1

Mother (turns to me): “You see?!! He never listens to a word

1
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T am a bit skeptical about “Attention Deficit Disorder” as a valid
. R .. ; N,
diagnosis in this case; what seemed to be the problem here was the
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ambiguity and the indirectness of the parents’ communications to
their child. The mother’s initial response to her child’s behaviour was
to refer to her washing machine, and I don’t know many five-year-
olds who have the slightest interest in washing machines. It is most
unlikely that any five-year-old will be able to translate that statement
nto one that asks him to get up out of the dirt. In fact, it is quite pos-
sible that the child will not even think of the message as being
intended for him at all, since it is so far removed from the experience
of any 5—vear-oid

At this point the child appears tc turn into a tractor and starts
shuntmg clods o_t rth around the flowerbeds. His father enters the
scene. He and his Wi,re exchange knowing looks. Mother sighs in res-
ignation, and father turns a bit red with anger and whines:

“You never listen to a word your mother says!” followed by,

“We only planted those flowers last week!”

The chiid glances over at his father before uprooting a daffodil,
giving father a look that suggested something along the lines of, “So
fucking what?” and begins to uproot all the flowers in the vicinity.

It was at this point in the proceedings that the mother went cry-
ing to the cupboard to fetch the Ritalin (she was worried about her
fuchsias) as the father reminded the child, “You never listen to a word
your mother says!”

To which the child mised his head briefly and gave a look that
said, “OK, Dad, if you say so

An interesting amowur ¥ m”lebtgf‘ the family dynamic of the
supposed attention deficit disorder when the mother said, “Thank
God the doctor gave us Ritalin!” To which { was naturally tempied
ast how much she was taking.

1 order 10 save the beloved fuchsias, I asked the child, by name,
rould be @ useful thing tor a tractor to do, and then su 1gge ested
e replant the ﬂmvers. J@im g him down there in the dirt, we

1ame was Danny

Patching Holes

Miracle: “Specifically: An event or effect conirary
t0 the established constitution and course of things, or a deviation
Jfrom the known laws of nature, a supernatural event, or one
transcending the ordinary laws by which the universe is governed.”
—Webster’s Dictionary.

I cannot help but wonder how different world histery would be
if Jesus had gone around beasring of his miracles. [ can pictare it
now, Jesus by the river with his friends, regaling them with the
Lazarus story for the umpteenth time, or showing off how a mere cru-
cifixion was no match for His superior talents. The follow-up to that
whole set of events might have been very different indeed. There is
a certain wisdom in all holy books about keeping quiet about mira-
cles, that really should be paid attention to.

For many in the healing professions, performing the apparently
miracuious is a commeon affair. It is, after all, what cne is paid 1o do.
As a staff nurse in neurosurgery 1 had a patient with a rare condition
known as a syrinx. Essentially a syrinx is a {fluid-filled cavity within
the spinal cord that enlarges over time and can result in devastation
to that part of the spinal cord and nerve roots. Imagine a bicycle inner
mube bulging through a split in an old wom tire.

A 40-yvear-old man had undergone various neurclogical inves-
tigations, inciuding a spinal 1ap that had unfortunaiely resulted ina
YTInK. Repedmu attemnts at rmting this condition had failed, and
his situation was iooking grim.

When T came across this gentleman he was ashen in colour, agi-
tated and very angry. T wasn't sure of his understanding of what he
was facing or what he was experiencing, but it did not take great sen-
sitivity to realise that it w '

“How you doing?’ I ask him,

v

pOsitive,
oy



Tuck off!” he growls angrily.
No,” I replied, evenly, “I"'m not fucking off. What’s up?” [ ask
innocently.

“Whar's up? I'm going to be fucking paralysed, that is what's
up,” he sneered.

“And how do you know that?” Now I am aware of how terribly
annoying this last question can be. NLP practitioners who have
recently learned the meta-model tend to ask this much too often, and
not always with any thought to why they are asking it. However, on
this occasion I knew exactly where I was going.

This is the sort of situation in which a coileague of mine looks
around on the walls, and says, “Let me see your fortune-telling
license,” to draw attention to the fact that the person is making a
prediction about the future without being suitably trained and qual-
ified.

“What?!” My patient growled, clearly annoyed at both my cog-
tinuing presence and the nature of the question. As a health care pro-
fessional involved in his care, I really should know more than I
appeared to know.

1 asked again, “How do you know that you are going to be fiick-
ing paralysed”? His eyes go up and to the left, then up and to the
right. Then back up to the left again.

“There are only so many times that you can put a patch over a
punctured inner tube. When a patch doesn’t work, you can only put
so many patches over the top before you ruin the fucking thing. That
is how I know!” It was obvious that he had a very clear representa-
tion of this.

“1 think you are wrong on that,” I say quietly. “An inner tube is
not a living thing. It is black, dirty, and dead. Have you ever actually
seen a living spinal cord?” 1 asked, as I gestured up to his right. His
manner changed dramatically. Now he was attentive and curious,
mstead of angry. I really didr’t think it was going to be this easy.

{ sketch it with my hands. “A spinal membrane is a living
matrix. It lives. It is a good healthy colour, even when damaged;
under a microscope the cells look beautiful. That is why 1 think you
have the wrong picture.” I move my hands out, as though enlarging
the picture.
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“Shit!” he says, a better colour coming into his face. “I had
never thought abont it that way.”
“That’s right,” I say, “you didn’t” and quietly walk away.

Before miy long shift was over, this man was eating again and
laughing and joking with the staff. Eight hours later his syrinx was
found to have mysteriously vanished. Fight hours was all it tock! It is
a testament to the healing ability that is latent in every living organ-
ism. I cannot really claim any particular credit for this minor mira-
cle; after all, I was simply applying something I had been taught. (1,
ch. 20) But at the time I was excited. This was amazing, and I just
had to share it with the other staff.

A word of advice—don’t ever do this with nurses; they simply
do not understand, and always love an opportunity to ridicule the
strange man. Teach what is possible, but don’t claim credit for mak-
ing it possible; that is bad medicine. Since this lesson, I have also
learned that the best NLP masters rarely ever mention NLP when
they are working out in the world. They just do it.




Bedwetting

“Obviously one must hold oneself responsible for the evil impulses
of one’s dreams. In what other way can one deal with them?
Urless the content of the dream rightly understood is inspired by
alien spirits, it is part of my own being” —Signmund Freud

I am often consulted by people experiencing problems that typ-
ically would be considered too embarrassing to talk about publicly,
or even to a doctor or therapist—sexual dysfunctions, anxieties such
as impotence and premature ejaculation, odd compulsions and attrac-
tions, and the troublesome secret thoughts usually kept very private
from anyone else. Unsurprisingly, most of these consultations are ini-
tiated via email.

Adult bedwetting is one such hidden problem, one that is rarely
discussed in any public forum. Since bedwetting (enuresis) is asso-
ciated with small children, adult bedwetting is often met with deri-
siom, sarcasm and ridicule. The personal consequences are kept
private, so it remains a subject about which the majority of people,
including some therapists, remain ignorant. And since it is a hidden
topic, the chances of getting help to change it are extremely skim.

The consequences of adult bedwetting can be huge. Intimate
relationships may be avoided (often to the mystification of friends
and family), there may be a sense of inadequacy and shame, and low
self-esteem is common. The affected person may avoid holidays and
any other overnight stays away from home. '

Bedwetting is not caused by a particular psychological problem.
In fact, whilst the bedwetting itself can certainly result in particular
problems, adult bedwetters are no more screwed up than any other
portion of the population. Adults have beer wetting beds for as long
as there have been: adults and beds.

Searching for a “deep-rooted” psychological probiem is un-
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doubtedly unnecessary, and is potentially counterproductive. From my
experience of listening to client’s stories, far too many have learned
to have new problerns whilst in therapy. Despite the frustration of pre-
vious failures, the adult bedwetter is not a useless victim of a hope-
less condition who must simply learn to live with their problem.

Freud wrote that dreams were the “royal road to the vncon-
scious.” I'm not sure about royalty, but certainly dreams can be inter-
esting when it comes to bedwetting. I can still remember the dreams
I had as a young child that always resulted in a wet bed. I was always
in the garden of “Mary, Mary Quite Contrary.” I didn’t know who
Mary was, or why she was quite contrary, but I did know the secret
of how her garden grew—1I kept peeing into her watering can.

My young brain and unconscious mind was managing to pro-
tect my need for sleep and also respond to my physical need to uri-
nate. So it created a story whereby urinating while sleeping was
legitimized.

T used to wake up shivering, usually some time afterwards when
the wetness had lost its warmth, and shout for my parents that the bed
was wet. I always knew that I was the one who wet the bed, but 1
could never actually say it. I maintained a certain distance from the
problem by saying, “The bed is wet,” rather than, “1 wet the bed.”

This all changed when my father asked me one day, “Well, who
wet 1t?” To maintain my dissociation I lied and I said, “T don’t know.”
He gently coaxed me that this wasn’t actually true, and that n fact I
did know. After some persuasion I admitted that I did know, and that
it was acmally me. I remember feeling a significant level of shame
that day, and never again did I wet the bed.

Taking ownership of a problem can be a painful moment for
many adults too, even though it is often an essential first step toward
making a change. The most common way of not taking ownership 1s
to utilise the “illusion of ownership” technique illustrated by the fol-
lowing justifications, (or “reasons,” “excuses,” or however you might
like to think of them):

“f have a condition.” (The condition causes the problem.)

“It’s my nerves.” (The nerves are responsible.)

“It’s a genetic disorder.” (The genes are responsibie.)

“Ft 1s because of my childhood” (My childhood is résponsibie).

“Tt is just the way I am made.” (The way I am made is responsibie. }
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“It’s because of stress.” (Stress is responsible.)
“T've.always been this way.” (The past is responsibie.)

Try the following exercise to test for the difference in how each
statement feels to you. Say the following either out loud or inside
your mipd and compare your feelings:

. “The bed gets wet.” (Psychologically easy to accept.)
“I wet the bed.” (Psychologically difficult to accept.)
Bedwyttmg is a problem I experience.” (Psychologically
easy to accept.)

2. “I am the one who creates my experience.
difficult to accept.)

Taking psychological ownership of a problem isn’t easy, but if
you are to take control of it, it 1s a vital step towards creating per-
sonal change.

After my painful confession and taking ownership of the behav-
iour, I noticed a significant change in my dreams. Now my uncon-
scious mind had another thing to protect me from. In addition to
allowing me to continue sleeping, it needed to respond to my need
10 urinate in a way that avoided another day of shame.

I forgot about Contrary Mary, whom T understand now was

ctually a reference to Mary Queen of Scots, and instead of a royal
watering can, | hunted for a variety of other legitimate places to pee.
Istill dreamed of needing to urinate, but for some reason I could
gever reach the place to pee into. The (oilet was tco far away, it was
o0 high, there were monsters in the way, there was a long queue, the
toilet was too small, I didn’t have the right entry ticket, or I simply
couldn’t find it. Despite my urgent need to pee, I would continue
sleeping, dreaming of not being able to find or reach the toilet. Some-
times the signal woald eventually register in the right part of my
brain, and I’d wake up and use the bathroom. Not once have 1 ever
dreamed that ] had woken up and used a dream bathroom by mis-
take—that would have risked shame, of course.

Pt l\.) |
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(Psychologically

A colleague once told me about the dream he had that was the

trigger for his bedwetting. As a child, he learned the words of the
nursery rhyme of “Oranges and Lemons,” also known as the “Lon-

don B lis which ends with that lovable line, “Here comes a candle
to light you to bed, here comes a chopper to chop off your head.”

The words and verses in this rhyme tend to vary according to
geographical region, and when John was seven, his family moved
and he was relocated to a different school. On his first day there the
teacher organised a children’s game oriented around the rhyme,
which had an extra verse.

Since he was unfamiliar with the words, another child joked that
that meant that John would have to have his head “cut oiff” in accor-
dance with the game. For poor John, already worried and disoriented
by his first day at the new schooi—well, this was almost toc much
for the poor guy. Later, on the playground, another anxicus child con-
fided in John that he knew that bad people hid choppers in the rafters
of old houses which would sometimes come down and chop the
sieeping person’s head off in the night.

By the time he got home that day, poor John was a nervous
wreck. Although he had had a dry bed since the age of four, he
became a fervent bedwetter for several years, complete with dis-
turbing nightmares. John quickly settled into the new school and
made new friends, but the nocturnal anxiety continued.

Since the bedwetting and nightmares started at exactly the time
that ke changed house and school, it was put down to an under-
standable stress response tesulting from the move. His parents asked
the obvious questions: was he being buliied? Did he have a problem
with his teacher? Was there some other obvious external cause?

What they couldn’t have known though, was the power of chﬂd-
hood imagination and subjective realities. John knew there were
choppers in the rafters just waiting to chop off his head because he
did not know the right words to a stupid nursery rthyme. Strangely,
many children learn not to discuss such fears with adulis. I guess they
know that adults don’t really understand such things. Reexamining
these unconscious beliefs from the perspective and knewledge of an
adult released him from his childhood prison.

Several vears ago I worked with a young man who had had a
problem with bedwetting since childhood. The pattern hadn’t really
altered despite his age, and approximately three or four times a week,
he would wake up and the bed would be wet. The pattern seemed
entirely random except for the fact that as a child he never wet the
bed when he was staying anywhere other than his family home.
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Despite being understandably anxious about the potential for disaster,
school trips didn’t present a probiem, nor did staying at friends’
houses. Despite this conscious knowledge, his anxiety about staying
elsewhere persisted and his social life and social development suf-
fered as a resuit. He presented to me as a shy 20-something who was
not achieving his full potential, still fiving at home with his parents.

‘Whilst I was taking a complete history, several interesting
details emerged. Some people wet the bed because they sleep so
soundly they have difficulty waking up. But this guy didn’t sleep very
well, so that wasn’t the problem.

His mother said something interesting to me, “When he was
small, he was always quite an overactive child, and he would often
get up in the night and wander ‘round the house.” It was after this
nocturnal wandering that the bedwetting behaviour emerged as a
problem.

Now it occurred to me that every parent wants to be able to
sleep soundiy at night, knowing that his or her child is tucked up in

bed—not wandering around the house. So, if a child does wander,

the likely injunction from the parent is to “Stay in bed.” So 1 couldn’t
help but wonder if despite the signals of needing to use the bathroom,
his unconscious mind was still obeying an old parental command to
“Stay in bed—no matter what!”

Using light hypnosis, I simply gave him the suggestion that
whilst staying in ved at all costs had been important when he was a
child, now that he was a grown man he was indeed able to become
aware, unconsciously at first, that he could make certain decisions
for himself, and he could become conscious of the bodily and phys-
ical requirements to which he needed to pay more attention. In short,
his unconscious mind needed permission not to wake up, but to get
out of bed and use the bathrcom. Unconscious minds work in mys-
terious ways; the problem disappeared, quite literally, overnight.
Since then, I have had a number of other clients who simply needed
permission to disobey an old parental injunction of this kind.

There is another method that is very successful in treating bed-
wetting called “paradoxical intention,” that turns all logic on its head.
Developed by psychiatrist and holocaust survivor Viktor Frankl (21)
paradoxical intention has an astonishing success rate. The essence of
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the technique is that the person makes a mental shift from trying to
not have the problem, to actively engaging in doing the problem.

So for example, the panic attack sufferer deliberately practices
having panic attacks, the nail biter deliberately bites their nails, the
insomniac is encouraged to lie still and try and stay awake as long as
possible, and so on. When someone does this, the unconscious im-
pulses that drive the behaviour begin to move into conscionsness—
and thus potentially come under conscious control. As a therapist 1
have found this especially helpful with problems such as biushing
and anxiety.

What this means for the adult bedwetter is that rather than trying
to efiminate the problem, they conscicusly produce the problem. As
unpleasant as it might sound, getting into bed with a full bladder and
deliberately urinating in the bed is the first step.

Now, just deliberately wetting the bed isn’t enough. You must
not change the sheets until morning. What you have ahead of you is
the uncomfortable experience of deliberately spending the nightin a
wet bed.

As you can imagine, sleep is unlikely to be very easy, Despite
lack of sleep, you must carry on your activities the next day, so the
experiment must be integrated into your normal daily routine—not
sectioned off as a special event that is unconnected.

Understandably, enuretic clients are very reluctant to try this
method, and most therapists are equally reluctant to suggest it. T tell
clients to do this every night for a month, even if the problem dis-
appears during the first week. I find their reluctance quite under-
standable—despite the fact that many of them are wetting the bed
everv day of the month already anyway!

When I propose this task, [ always listen very carefully to the
objections thev raise about doing it. Often very useful information
arises regarding the unconscicus nature of the problem. Take a
moment to imagine that you are a bedwetter, and write down alf your
own objections o dotng this. . ..

The client is instructed to carefully attend to a// their thoughts,
obiections, excuses, and so forth and write them down. I describe the
effect 10 my sindents as, “Unconscious material comes gushing out
when you engage clients in paradoxical intention, so be sure to catch
it all.”
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Classic objec*io*zs are, “That is disgusting]” “I couldn’t possibly
do that!?“That is far too much to expect of me”’ “How can you pos-
sibly expect me to do that?” and so forth. On examination of the
beliefs that underlie these statements and protestations we can fmd
some interesting material. When I challenged his * “That is disgusting!”
statement, one chent said, “Because if I do it deliberately, it means
that T am some kind of weirdo or pervert or something.” As we
explored this belief, the client recalled a period in his hormonally-
charged teenage years where he ex ¢perienced urination as a sexually
arousing act. Disturbed by these experiences, ¥ he tried to shut out
thoughts of urination and sexual arousal, but they still bothered him
at an unrecognised level.

Bridging the gap between the unconscious nocturnal activity
with paradoxical intention is a very etfective technique that is sim-
ple, cheap, and easily applied. However it does require a degree of
gumption to be able to actually do it, both because it is very unpleas-
ant, and because it flies in the face of everything the adult bedwetter
has been trying to do all those years.

The Long Stand

“Wait there!”—Command given to a psychiairic patient on
arrival in the secure seclusion room.

As ateenager, ] worked in a large department store. The wages
and hours were good, the management fair and efficient, and the staff
loyal. This lent itself to a certain fun atmosphere and practical jokes
were common. Often lockers would be booby-trapped with flour
bombs, or packed tightly with foam packing beads awaiting the
unsuspecting victim to open the door,

Meanwhile there is a man standing in the warehouse. . . . [t's a
old joke but it still endures. Every new guy was sent out to the store
next door for the classic left-handed screwdriver, tin of elbow grease,
or out to the warehouse to find that tin of tartan paint. But the most
common one was, “Go to the warehouse and ask for a long stand.”
Everyone knew this one, and when Dave the warehouse supervisor
was faced with a new guy full of acne and nervousness, he knew the
drill. “Yes, just wait there. . . .” he’d say, and walk off.

Nervous peopie tend to do as they are told even if they suspect
it is jalse, and 1 swear that guy is still standing there, still waiting,
waiting, waiting. . . .

Years later [ once sent a request to the hospital portering depart-
ment to collect a box of 17a‘ioDian tubes from the Uvqaecelooy
department. Almost inevitably I was taken aside and “spoken t0.”
Apparently with manpower and time resources being so scarce, hoax
requests of this type were not appreciated. When I ent a request 1o
maintenance to collect the “broken menstrual cycle” from the phys-
iotherapy department, the chief porter positively b lew a gasket.

Do
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Sarah, Dominatrix

Sarah, a friend of mine from my student nurse days, soon learned
that the life of a nurse is seldom quite as glamorous as some people
think it is. T should know—1 worked as a hospital nurse for 10 years;
it can be a thankiess job at the best of times. For two of those years 1
worked in neurosurgery and most of my day was spent making beds
and clearing up shit, vomit, sputum and God knows what else. Juices
just seem to get everywhere in neurosurgery. Although badly paid,
this is valuable and essential work.

When I'd meet people socially, the inevitable question would
come, “So Andrew, what is it that vou do?” When I’d reply, “I work
in neurosurgery” people would either look at me in utter disbelief (I
guess 1 don’t lock the type) or gaze at me in total awe, as though 1 was
some kind of reverent being. But realistically, the majority of my work
there was a long way from being glamorous or even remotely heroic,

Having worked as a nurse for more than enough years, Sarah
decided it was time to move on. Not really knowing what else to do
for money, Upper-Middle-Class Sarah—with a facial expression that
said that butter wouldn’t melt in her mouth—decided to become a
dominatrix. She converted her garage into a dungeon, invested in
some leather gear, placed a small advert in the local paper and started
charging £200 per 30-minute spanking session. She didn’t consider
her line of work to be prostitution, since she never made any skin-to-
skin contact with any of her clients.

“It i3 weird,” she told me, “I have spent years safeguarding peo-
ple’s dignity and respect, and have been paid appallingly. Now I beat,
abuse, and humiliate people and I'm paid a fortune!”

“I used to spend time with my hands up people’s backsides and
washing people’s genitals on the wards,” she said, “but at least in this
job I can be honest—I-loathe these pathetic perverts and I tell them
so. Yet they love me for it, and keep coming back for more.”
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Critical Self-talk

Typical patterns of spoken internal criticism.

“T am” patterns.

“T am such a loser.”

“I am an idiot.”

“T am useless.”

And so on.

“You are” patterns, where the self is the target.

“You are such a loser.”

*You are an idiot.”

“You are useless.”

And so on.

“Thate” patterns set up a negative relationship between the person
and their “self™; one part of themselves feels hate, the other feeis hated.

“I hate myself.”

“T hate my problem.”

T hate the way I behave.”

And so on.
Negative future programming: self-hypnosis or auto-suggestion
patterns.

“I won’t ever change.”

“T"11 feel this way forever.”

“This problem will never go away.”
And so on.

Now think about it. You wouldn’t tatk to anyone efse that way,
would you? Yet somehow most people think it is OK to talk to them-
selves that way. If you do this, then you really should be ashamed of
yourself, and apologise to yourself immediately. Sincerely.

Instead, be nice to yourself for a change. You wouldn’t bully a
child to change his or her behaviour and then expect him or her to be
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happy with the change. And I hope you don’t shout at someone else

s 1
repeatedly to help build their confidence—so be nice and stop all
vour negative self-talk.

There are several ways I like to manouvre clients into realizing
how their internal dialogue affects them, and also how to get control
over it. One method is to get the client to verbalise the patterns out
loud, deliberately and consciously to me as though Iam the object of
their negativity. I'm told that Fritz Perls, (35) founder of Gestalt Ther-
apy, often did this, teiling the client, “Say it to me; I can fight back.”

There are two fairly typical responses to this. Firstly, since the
client has rarely ever said these things deliberately and out loud
before, it is unfamiliar, and they often report that it feels silly. This
is good. Before, the words they used internally felt natural and nor-
mal to say. Now, they feel different; they feel silly.

Secondly, clients often express that it feels wrong to be saying
such things. Again this is good. In my map of the world, it is wrong
to0 say such things, since rarely does any good come from it. So i
encourage the client to continue saying more and more of the pat-
terns, ncreasingly expressing mock horror that they could say suach
things to me.

Me: “So you think you have the right to judge me, do you?”’

Client {protesting): “But I was just saying what you asked me
to say.”

Me: “And so you thought that gives you the right to tell me that
1 was worthless, is that what you think? Mmmm?”

And then I spring my trep. | increasingly reduce my mock level
of offence and rapidly escalate my responses into what is genuine
offense. At first the client laughs it off, experiencing my acting for
what it is. But as my state worsens, the clent is unable to shake it off.
The atmosphere becomes unpleasant and tense, and I start demand-
ing answers and explanations. It can then go something like this:

‘ient’ “Took, T didn’t mean to upset you or anything.”
Me: “Yeah, right. So you get the privilege to measure how suc-
cesstul 1 get 1o be in life, and I have to listen to such crap, right?”

1 continue this until T reach a plateau in the interaction and then,
mid-sentence and in a flash, T suddenly switch state to a very pleas-

ant and smiley one and offer the client a cup of tea. This enables me
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to leave the room for a few minutes whilst the client’s confused brain
tarms somersauits tryving to figure out what the hell just happened.

By taking on the role of the recipient of the negative verbal sug-
gestions—and fighting back—it forces the client to dramatically
change their position, and this is remarkably effective. I am also mod-
eling for the client how they can vigorously refute what the self-
talk says.

However, it is important to know that this can be rather stressful
on the client, so you need to be very attentive to their response. Stu-
dents who observe me doing this tend to squirm uncomfortably, and
later express surprise that I actually do such things. “Isn’t there a nicer
way to get the same resuit?” is often the theme of their questions.

There are other ways, of course—there always are; the trick is
getting the client to actually do them. Fritz Perls—famous for his uti-
lization of furniture—used two chairs to separate the two positions
the client adopts with their internal dialogue. Chair one might be for
the criticizer; chair two for the criticisee. When the client sits in one
of the two chairs they take on the part represented by that posiuon
and switch periodically to the other chair to respond.

This way the client gets to experience consciously what has
been occurring spontaneousty at a relatively unconscious level, and
clearly separate the two aspects of self-criticism. This makes the sit-
uation much clearer, and often the client is able to work through the
issues involved, although some clients {and some therapists)j may
well find the whole process somewhat bizarre.

When someone thinks, “I hate myself” I like to £

iind out if the
issue is with the “1” doing the hating, or if it is with the self being
hated—or some mixture of the two. Either way, hating something is
rarely heipful in promoting change.

A very effective methed that spiiled out of NLP is to change the
submodali L1es of the critical voice. I prefer to worsen the submodal-

ities first, before restormo them to their normal level. For example,
making a critical vo 1ouder will usually intensify the negative feel-
ings; then they can red e the velume back 1o its no*ma level, and
that becomes a referenc expemvnc for wdmmg the intensity fur-

com
her—something that
ONgoIng experience.

—+

as invariably missing form their previous
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Adjusting speed—making a critical voice faster and faster,
then slower and slower can also be very effective as a precursor 10
change. People can usually do this quite readily, and will often say
that the voice now sounds silly. This is a good start, because the client
has just demonstrated to themselves their ability to change something
consciously. ,

Once the simple submodality changes enable the client to reaiise
that they can change the internal critical voice, changing the accent
can have a profound impact. Regional accents can be usefui too.
Most cultures have accents that other people tend to find humorous,
irritating, or nnusual in some way. Personally, I changed mine to that
of my favorite comedian, complete with canned audience laughter.
With a bit of repetition the changes generalize, which is when I begin
to chailenge the presumptions of the content of the internal dialogue.

“So how vou do you know that you are not actually useless? 1
"mean, maybe you are?” This is the kind of question I like to joke with
to the client—gently provoking the negative responses whilst elicit-
ing humour. Humour is always a useful state that provides great
leverage in any persistent problem, no matter what you think might
be useful to do next.

S——

Problem Parts

“Without this playing with fantasy, no creative work has ever
yet coime to birth. The debt we owe to the play of
the imagination is incalculable” —Carl Jung

Peoples’ physical symptoms often take on an identity and per-
sonality of their own. A friend of mine is afflicted by a chronic nasal
sinus problem he refers to as “The Great Snot Monster.” Some days
when he is all but incapacitated by this messy affliction he might even
sav, “T've been attacked by The Snot Monster again.” 1 often wonder
how such a refationship with a symptom affects the representation,
and how in turn the representation affects the relationship. Then how
does this relationship and quality of representation in turn affect the
process of the illness itself? For example, if we were to exorcise this
(reat Snot Monster, would we really expect to see the symptom van-
ish as well? 1t’s a possibility, but T suspect not. My friend is not con-
sidered mad in any way, so how is his Snot Monster any different
from the hapless schizophrenic who is persecuted by demons?

Several years ago in the UK a cancer clinic engaged in an inter-
esting series of experiments in visualisation with cancer patients. The
patients were to visualise their disease and imagine it changing, either
by visualising it shrinking, or being eaten up by the appropriate blood
cells. A patient might even visualize an army of littie helpers dis-
mantling the tumour. Essentially what is being asked and expected
of the client is that they can find a way of gaining access to a physi-
ological change response via visnalisation. After many vears the evi-
dence for this still remains controversial, but thers is a lot of
anecdotal evidence that at least for some people such a technique can
be of benefit.

Tonce attended a group session hetd by an acquaintance of mine,
and I could quickly see a serious flaw in her method. Using a very
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sffective relaxation technique, the patienis were then directed in how
to visualise their disease, (“See it as a dark, soft mass”) and then
amongst other suggestions, to see white blood cells attacking and
reducing the dark soft mass. Her instruction revealed how she visu-
alises a malignant disease, but it doesn’t necessarily match what her
clients unconsciously experience.

Connirae Andreas’ technigue for enhanced healing (1, ch. 20)
uses a visualization that is elicited from the individual concerned, not
dictated and imposed arbitrarily from outside by the therapist. It is
also different in that it utilises the clienr's experience of something
that has already healed, so that presupposes that the visualization
will have the desired effect.

I’m always interested in the metaphors people use to describe
their afflictions. For example, it is not uncommon for people to say
things like, “My legs tumed te jelly,” or “I have a lump in my throat.”
In each of these instances we know that their legs aren’t really made
of jelly, and that there usually isn’t really a lump in their throat,
despite a very convincing sensation that suggests otherwise. But if
we were to pursue the representation out of the kinaesthetic modality
and add in the visual, we usually find that we have much more to
work with.

For example, here’s a simple extract from a demonstration with
one of my clients who i3 describing the negative feelings that occur in

certain context:

Client: “1 get this lump in my throat.”

Good Looking Therapist: “And . . . 1t 18 there, now . . " (Spoken
as a command, with downward inflection, but with raised eyebrows,
Tequesting a response. )

I want to clarify a few points here. “It is there, now . . Visa
command to gain immediate access to the symptom. If the client
answers, “Yes,” weil and good. If she answers, “No it isn’t” I would
simply have responded with an “as it” frame, “So tell me, if it were to
be there now, how would it feel?”

GLT: “Now, if that lump were to have a shape, what sort of
shape would it have?” I lead her to add to the representation by ask-
ing a question that doesn’t specify modality. She can either see a
shape, or feel a shape; it doesn’t really matter, Either oue will fill out
the representation.

&
q
§
%

Probiem Paris 37

C: “Round, but not smooth—Ilike a rock.”

When she says, “It is like a rock,” I can deduce with reasonable
certainty that it is heavy, it is hard, and that it is more likely to be gray
or black than bright pink or orange. These aspects of her experience
are called submodalities, because they are the smaller slements.
within the five sensory modalities. (See Appendix, p. 203) I am going
to pursue these submodality questions, both because I want to elicit
her representation more completely, and because I also want the
client to be consciously aware of these distinctions. Asking these
questions also represents a sincere enquiry into the details of the
client’s experience, and therefore it’s a respectful matching of her
experience, something that Milton Erickson often emphasized.

GLT: “So, it is round, like a rock—tell me, is it hard or sofi?”
{Easy isn’t it—this isn’t rocket science.)

C: "Hard, very hard.”

GLT: “And is it heavy or light?” (Go on, take a guess!)

C: “Heavy.” Now, some people may be concerned at this point
that T might be leading this client in the same way the therapist with
the cancer group was doing. No, I am not. She has a rock in her
throat, a rock! What I want her to be able to do is t© visualise it and
see it there as though seeing a rock in her throat is the most natural
thing in the world. I don’t tell her that her rock is dark or soft, or any-
thing else; T ask her what /er rock is like, and if she happened to have
a chunk of pumice in her throat, it would have been light and soft,
rather than heavy and hard.

So my client with the lump in her throat now has something
more tangible than a simple kinaesthetic abstraction. She doesn’t
have just the sensation of a rock; now the representation has more
qualities—weight and shape. So our therapist asks the next question:

GLT: "And if that rock were 1o have a colour, what colour would
1t have?” Notice the presupposition and bind here. She can’t say, “It
doesn’t have a colour” because | am simply asking, “If it were to have
acolour...”

C:¥It’s dark.” This is fairly predictable; she’s unlikely to say it’s
“light.” "Heavy” things tend to be dark in colour and “light” things
tend to be, well, light. T could ask more questions, such as “how big
13 it?” “Does it have movement?” “Does it have 2 background?” etc.
At this point she can visualise it naturally and easily, and Tl start




28  Problem Paris

playing a little. I'H ask her, “What happens when vou make it big-

ger?” “What happens when you make it darker?” etc., 10 see what
change is created Dy each submodality shift.

This technique is nice for eliminating unwanted feeiings, or en-
hancing desirable ones, depending on which way you shift the sub-
modalities. 1t works wonderfully well on headaches, utilising the
approach first suggested by Gestalt Therapists years ago. Basically
the client visualises the headache appearing in a chair oppocsite them,
develops a full and detailed image, and then transforms the qualities
of the image in various ways until the headache is no longer felt.

This method is alse very similar fo the evocation technique of
the occultists. Cast into the Triangle of Art, the representation is
evoked and takes on a visible form that can be communicated with.
The magician seeks to dominate this entity and to bring it under his
magickal will. Most students of the Magickal Qabalah and of Chaos
Magick will recognise the uncanny similarity of many NLP tech-
niques with their own magical processes.

The semantic loading of language powerfully affects each per-
son’s interpretation of it differently. If you go up 1o a psychiatrist and
ask him to hallucinate a spider in the palm of your outstretched hand,
he is not likely 10 do that, because to those trained in psychiatry a
“hallucination” is a thoroughly negative event to be avoided or med-
icated away. To a psychiamrist, a hallucination is a terrible thing that
is likely to make someone jump off a tall building in the erroneous
belief that they can fly. :

However, to a hypnotist, the word “hallucinate” may oniy mean
imagining something that isn’t there. So, in asking someone to “hal-
lucinate” a spider, you may not actually be asking them to do the thing
that you thought you were. In NLP terms, “The meaning of your com-
munication is the response that you get” is particularly pertinent here.

But if you siretch out your palm toward the psychiamist and say,
*“f I were to have a spider in my hand, what sort of spider would it
be?” you are more likely to get a congruent response. Then you can
g0 on to ask what colour it is, how big it is, which way is it facing
eic. Then—iust for fun—move your hand toward him and waich for
the reaction, If he doesn’t like spiders, usually he will flinch or draw
back quickly. Be sure to anchor this response—it might come in
handy later on! h
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S0 you can imagine my alarm when 1 asked one schizophrenic
lady what shape an unpleasant kinaesthetic feeling in her chest
‘possessed,

“It is shaped like an aborted foetus,” she said, and immediately
started freaking out. With hindsight maybe “possessed” was not the
bf:st word to use! Now you can shift submodalities as much as you
like, but whether it is large, small, in colour or biack and white,
focused or blurred, however you represent it—an aborted foetus is
stdl an aborted foetus.

Now if we compare this to a rock, a “rock” is a fairly simpie
;stat‘ic event and a small rock is just 2 pebble. Neither carry much
Intrinsic emotional loading, However, an “aborted foetus” relates o
a complex web of events which are invariably heavily emotionally
laden, and whether it is small or Jarge, colourful or black and white;
it is still something with much the same meaning. I thus learned to
avoid‘ asking such questions too early on in my work with people
experiencing psychotic symptoms.

One schizophrenic patient told me that his feeling looked like
“the devil,” and another told me his kinaesthetic was a “black hole”
that was “sucking” him in. Just for the hell of it, I asked what would
jnappen if he made it a white hole? He looked at me with disdain,
informing me that black holes suck everything in, even light. I
checked in a book, and of course he was quite right,




Heaviness

“If obesity is a disease, it is the only one that T am familiar with that
you can cure by taking long walks and keeping your mouth shut”
—Rick Berman

When T first started out as a hypnotherapist, most of the clients
1 saw wanted to lose weight or stop smoking. Initially I was quite
overwheimed by the number of people who wanted help. Some were
seeking what I term “cosmetic weight loss”—those who want to lose
a few pounds in order to slip more easily into their bikini. Then there
were the morbidly obese who would be unlikely tc risk even setting
foot on a beach in the first place.

So T quickly developed a filtering system to discriminate be-
tween these two groups. On the telephone I asked a simple question,
*Do I need to fear for my furniture?”

Morbidly obese clients tend to be remarkably suggestible, and
gven today continue to be some of the best trance subjects I see. Stu-
dent hyprotisis and NLP practiticners wanting to gain experience in
bypnosis would do well to start with them.

T began a little experiment with a group of five obese clients
who agreed to help me out with a new approach, although they did-
n’t know what this approach was going to be. In individual sessions
{would quickly hypnotise the client into a deep and satisfactory
france, leave them for 40 minutes and then wake them up with the
suggestion that they would be amnesic for the session. I would also
suggest that the work undertaken during trance would continue to
operate deeply at an unconscious level.

But in actual fact, in between the rapid france induction, deep-
ening suggestions and waking them up, 1 did and said nothing at afi!

All five of these clients found that weeldy sessions of this nature
over a 10-week period proved to be highly beneficial. All these
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clients reduced down to their desired weight, and as one client putit,
“The weight is just dropping off.” Follow-up later at six and twelve
months demonstrated that all five were stabilised at their desired
weight, and that all had also found other interesting changes occur-
ring in their lives, including an increase in daily physical activities
rather than sedentary pastimes such as watching television.

Now how could I understand this strange success? It certainly
wasn't due to the 40 minutes of not doing anything, so it must have
been something about the trance induction. When I examined the
standard suggestions and ambiguities that I had been utilising for the
trance nduction, some piausible possibilities emerged.

“... and as you sit in the chair getting even more comfortabie,
... T'want you to feel the weight of your body in the chair, . . . really
feel that weight. . . 7 ;

Many overweight people only notice their weight when they are
moving, not when they are sitting still. Noticing their weight when
still in front of the TV could elicit ongoing motivation to lose weight.

“.. . and the longer you sit, the heavier you will feel, . . . and the
longer you sit, the heavier you will feel . . . you are really heavy now.”

If we assume that a suggestion like this will continue to oper-
ate unconsciously in everyday life, the longer they sit still, the heav-
ier they will feel, and the more motivation they will have to do
something about it.

... and as you sit heavily in the chair, you can hear the sound
of my voice, and as you notice your body, you can begin to move
your body in order to get more comfortable, move your body in any
way possible for you to get a greater sense of comfort in your body
by movingit. .. .”

That is a pretty direct suggestion that links the feeling of heav-
iness to physical activity.

Another result that I found interesting was that all these clients
reported sleeping so much better, even though the sessions I ran
amounted to fittle more than relaxation training. Recent studies by a
number of research centres have found a strong correlation between
poor sieep patterns and obesity. Studies found that people who reg-
ularly slept for five hours or less had 15% more of the hormone,
ghrelin, which increases feelings of hunger. They were also found fo
have 15% less leptin, a hormone that suppresses appetite. Poor sleep
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affects these hormones, which in turn creates a disturbance in the
reguiation of appetite. This can lead to a circular process wheredy
the issues associated with being overweight can in turn disrupt what
might otherwise be a normal sleep pattern. In light of this research,
I now routinely examine the sleep patterns of obese clients and cor-
rect the insomnia issues that I commonly find.

Many obese clients talk in terms of being “addicted” to food.
For many this may simply be a convenient expression; for others it
may well be the truth. Brain imaging studies have demonstrated that
the pleasure centres in the brains of cocaine addicts, alcoholics and
heroin addicts “light up” when they see, or think about, their drug of
choice. For some this effect will continue to occur even after years
of abstinence. So examining the food addict’s response to their “drug
of choice” is also important.

However, the comparison of obesity with drug addiction is inap-
prepriate for one simple and unfortunate reason—whilst the heroin
addict and cocaine user can completely abstain from their drug and
continue to live, the food addict still has to eat. Moreover, food 18
everywhere.

1 have worked with a number of retired heroin addicts who want
to quit smoking tobacco and many report the same thing—that giv-
ing up heroin was easy in comparison, because they can stay away
from heroin fairly easily. For smokers, their drug of addiction is
everywhere: it’s hard to even buy a paper without seeing the cartons
of drugs neatly lined up behind the counter. And deep within the neu-
rology of a tobacco addict the crucial bit of their brain lights righ
up—Ting/—completely outside of their conscious_cantrol.

The food addict has quite the same problem; complete absti-
nence isn’t an option, because they sull have to eat, and food is
everywhere. Advertising for food products is everywhere, and so are
the supermarkets, fast food outlets, and so on. They all have carefully
desigr]ed and expensive advertising, free gifts, enhanced flavours,
super-sized portions, value meals and “happy” meals and so many
gustatory delights, all creating that magical Ting/ deep inside the neu-
rology of the food addict.

Advertising is a powerful hypnotic process, and since we know
that obese people aré easily suggestible, they are particularly vl
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nerable. So whilst tackling the nature of 2 food addiction “head on”
may be in order for some clients, some ego strengthening and inoc-
ulation against the widespread suggestions io eaf more is probably
in order for all obese clients.

Another problem is that there are 2 number of gustatory predi-
cates and phrases that are common n everyday language, and these
are constant reminders of eating. For example, a person considered
a good judge of quality may be said to, “have good taste” or “expen-
sive taste,” and we may be reminded to savor our experience.

In addition, our language is filled with profound metaphors link-
ing how we eat with how we take in and process information, and
these are constant reminders of eating. Some teachers may complain
that students want to be “spoon fed” information, and the flow of
information from a news channel on TV is called a “news feed.”
Someone who likes to take in information and then go away and
think about it may want (o “chew the idea over” and certainly would-
n’t want it to be “shoved down his throat.” People who dwell on
things, obsessively thinking about them, “ruminare” on those things,
and whilst we are thinking of cows, when a new idea appears, some
people will “milk it” for all it is worth.

The word “guflible” comes from the old English word “gull”
which means both swallow, and also a fool. ‘When we tell an cutrageous
lie to our boss, we may tell our coileagues, “I cannot believe he swal-
lowed that!” Some keen students demonstrate a “unger for knowi-
edge” whilst others will quickly become “fed up” with their course.

Meanwhile, in working with anorexics, 1 find that much of their
behaviour during therapy sessions is centered around refusing new
information in much the same way that they refuse food. The
anorexic will reject the reality of their skeletal frame as much as
they il reject that cake.

This food/information analogy also extends o bulimic patients,
who are overly compiiant, actively listening to every word that the
therapist says and keen to fit in with the therapist’s ideals. Then—
much like leaving the dinmer table to go to the bathroom and vomit—
they leave the session and promptly regurgitate the lot. Newbie
therapists easily miss this, and far too many are conned in this way
by their bulimic clients. After my first session with a bulimic client
1 thought, “It can’t be this easy, surely?” It wasn’t.
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anwhile, several colleagues have commenied how overeaters
do 1’*. 11 chew, taste, of savor their food. One result of this is that
they don’t get any feedback about when they have eaten epough. It
s as if their overeating behaviour occurs in a trance-like state. So
Wnﬂst the anorexic rejects food/information and the buiimic never
really takes in the food/information, the overeater doesn’t always
consciously process what they are told, rendering them grossiy sus-
ceptible to indirect hypnotic suggestions—regardless of whether they
are delivered by a therapeutic hypnotist or a professional food-adver-
tising agency.

-t
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The Television Set

“Doubt is to certainty as neurosis is to psychosis. The neurotic is
in doubt and has fears about persons and things; the psychotic has
convictions and makes claims about them. In short, the neurotic
has problems, the psychotic has solutions” —Thomas Szasz

One man I worked with appeared to believe that he was a tele-
vision set. In taking his history I learned that his father had subjected
him to a psychological profiling when he was 13, in order to estab-
lish what sort of person he was going to be. Thus armed with the
results of his paper and pencil test, this man thought that he knew his
son better than the son knew himself, From that day, a gulf between
them grew steadily. This man never aciually spoke to his son—he
spoke to the ghost he had created some 20 years earlier with that
damned pencil and paper test.

My client, a paranocid schizophrenic, told me, “Whenever [ am
with him, T feel like T am a badly-tuned TV set.”” Naturaily T asked
him which channel he was tuned into, to which he replied, “That’s
Justit; 1 don’t know. Whatever channel I'm on, Dad seems to be
watching something else. He never sees me.”

I often have clients who report that their parents hardly know the
“real” them at all—it is as though the person the parent speaks to is
someone else entirely, and any response the chila gives that doesn’t
11t the expectation is almpiv ignored or corte cted From these parents
T hear things such as, “T know my child better than my child knows
‘ﬁmseh and other such misguided i:Lnrm'rm For a more esoteric and

detailed description of this experience see R. D, Laing’s The Politic
of Experience (29) and Sanity, Madness and the Family. (gl)

Richard Bandler suggests that when someone asks socially, “So,
what do you do?” askl about vour job, the chances ars that they
are secking to relate 1o you in any way other than to the human bein
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in front of them. We tend 1o leok for the “hook™ —the commonality
by which-we think we may know a little of the other person. When
someone says to me, “You know, you really remind me of my
father/brother/someone-back-home,” they are really relating to that
other person, rather than to me, the person here in front of them.

So now here’s the irony. The schizophrenic feels that his par-
ents don’t see him, they only see their image of him, which accord-
ing to the schizophrenic is a gross distortion. But according to the
pareuts, it is the son's image of himself that is in error—after all, the
pencil and paper test says so. 50 he goes to hospital and is given a
diagnosis, which means that nobody else there sees s either. They
just see the “schizophrenic,” or the “patient,” or whatever role is
assigned by the institution.

With encugh psychotropic drugs, he starts to fade away and sooner
or later he risks even losing himself. But it’'s OK—-everyone maintains
his rights as @ mental heaith patient, and behaves professionally toward
him—even if they do fail to see exactly what is there right in front of
their nose—a suffering and unrecognized human being.

This seems a reasonable juncture to say a little bit about “pro-
fessional boundaries.” Given many of my antics, I frighten a lot of
professionals. T have received complaints that it is grossly “unpro-
fessional” to take long-term instituticnalised schizophrenics to hiker’s
pubs and gothic nightclubs. Naturally my response is to ask, “Which
nightclubs would you prefer me to take them t0?”—a response that
many professionals might describe as “tangential” or even “schizo-
phrenic.” The issue at hand for these people appears to be about when
my personal behavior conflicts with my professional behavior. Here’s
the deal—it’s about personal congruency. If you were 100% con-
gruent in your beliefs and behaviours, why would you ever need to
hide behind “professional boundaries™?

Incongruence in psychiatric professionals ail too often results
from a conflict between thetr personal and professional lives. This is
never helpful to schizophrenics, who have the hardest time dealing
with any form of incongruence. If you want 10 observe professional
incongruence, go and ask the prescribing psychiatrist, “Will these
diugs give me tardive dyskinesia?” and waich him squirm. (Tardive
dyskinesia is a serious and chronic movement disorder caused by the
drugs that lower dopartiine levels—those used to treat schizophrenia.)
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If you are a therapist, it is worth noting that many “symptoms”
associated with modern madness are actually only side effects of the
drugs, 5o it is well worth familiarising yourself with these. During my
days as a nursing student, 1 attended a psychopharmacology lecture
where the lecturer was waxing eloquent about the benefits of neu-
roleptic medications. “They enable seriously mentaily patients to live
normai lives,” he told vs. I asked if we could all try one drug each for
a week in order to experience how they worked for ourselves. He said
1o, because he believed that would be far too dangerous—but appar-
ently not dangerous enough to prevent the wholesale drugging of
those regarded as mentaily i1l or “chemically imbalanced.”

Go ask the psychiatric occupational therapist, “Wilil patting this
balloon around really make me sane?” and again, watch for the signs
of discomfort.

When 1 answer a question, I answer it congruently, not accord-
ing to the rules of the institution, or a “professional role.” Let’s get
real and stop hiding behind policy.




A Therapeutic Relationship

“Sex without love is an empty experience,
buz, as empty experiences go, it's one of the best”
—Woody Allen

Relationships sure can be funny things. Two people meet and
quickly start trying to turn the other person mto someone else. I once
heard a psvchotherapist say that it’s strange that when two people
commit to each other, they quickly cease to do the very things that
attracted the other person to them in the first place. A case in point
was the short-lived marital bliss of a colleague of mine. Shortly after
returning from the honeymoon, the wife said to me, “1 am married
now, I no longer need to iry.” I wasn’t quite sure what it was exactly
that she didn’t need to try any more, but unsurprisingly the relation-
ship lasted only six weeks. The husband is living with the best man
now; it’s fonny how some things tumn out.

Another friend, a stoical scientist, went to relationship coun-
selling with her husband to see if they could resolve their trouble-
some issues. “Is it working?” I asked her one day. “Hell yes!” she
said enthusiasticaily, “I now know more than ever that | have to
divorce that son-of-a-bitch.” Somehow she seemed disappointed that
they weren’t deoing therapy with the foam bats where you repeatedly
hit your spouse to vent all your anger.

Now we know that this type of “cathartic therapy” is just plain
stupid. All it does is reach the person to be more angry, more of-
ten, let it move into more overt violence, and then expect praise for
it. There’s an absurd belief amongst therapists that depression is
caused by “anger turned inwards”—so they teach their depressives
to vent their anger towards others through cathartic techniques. All
that creates is a bunch of angry depressives—not necessarily an

unprovement.
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One story I read recently turned out differently. It seemed that
the therapy was working, but the wife needed more and more ses-
sions, mostly without her husband being there. Poor guy, it took him
over a year to work it out. He was paying sixty pounds for every 50-
minute hour that the therapist was screwing his wife. She eventually
took the house, the kids and the rabbit and shacked up with the coun-
sellor. And I don’t think the guy got a refund.




“Yo-¥o” Dieting

“Diets, like ciothes, should be tailored to you.”
—Joan Rivers

Recently I saw a T-shirt in a shop window with the statement,
“Quitting is for Losers” printed on it. As Twalked on, 1 won@ered
about the motivational conseguences of those words before passing a
rather obese man smoking a cigarette, walking in the other direction—
wearlng the same shirt.

This got me thinking about “weight loss” and “giving up”
smoking. Both phrases have connotaticns of the loss of something
valuable; not something many people enjoy. Many people try “los-
ing weight” and “giving up” harmful habits for a while, and then
soon go back to their more familiar behaviours.

}%y the time an overweight person seeks psychotherapy to over-
come their problems they are usually desperate to try anything that
might work. They will often have tried every diet fad, taken ‘herbz}l
remedies, tried acupuncture, colonic irrigation, taken their life in their
hands with ear candling or whatever. The level of desperation can be
really very high.

Tn fact, many troubled overeaters will do just about anything o
get away from their weight issues. The motivation tends to be ‘j]
don’t want to be fat;’ and the emotional value atiributed 1o the moti-
vation is often 1 hare being like this,” or some other unpleasant neg-
ative feeling. So their strategy for change itself tends to produce a
powerfully negative state. ‘ ]

Tn terms of NLP meta-programs, the client will usnally have
“away from” motivation, and there will tend io be a lack of any real-
istic “towards” goals. They know what they don’t want, but they
rarely really know what it is that they do want.

Someone who is morbidly obese may desire weight loss not
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because they want 10 move foward something positive, but because
they are moving “away from” obesity and/or any resulting problems.
The absence of a positive goal to go roward presents a problem,
because as weight is lost, the level of motivation decreases propor-
tionally. As they feel less fat, they are less inclined to be motivated
about losing more weight or maintaining a weight loss, so the weight
increases again. As the person regains weight to a level where the moti-
vation to move “away from” obesity is triggered, the cycle starts again.

However, repeated exposure to the triggers of the “away from”
motivation also resulis in a form of systematic desensitization; the
away from motivation at a given weight becomes less intense over
time, so more weight is required to achieve the same intensity of
motivation to lose weight.

The same is often true of any other yo-yo pattern of quitting any
other behavior. This is probably why yo-yo dieters, cigareite quitters,
alcoholics and gamblers who are always guitting, tend to demonstrate
an increase in the problem behaviour over time and are able 1o toler-
ate levels of the problem that would ferrify anyone else.

There is another serious problem with motivation based on
unpleasant feelings; they will tend to go away from all those everp-
resent bad feelings. No wonder they will opt to cheer themselves up
with some fizzy drink, cake, or a gorgeous plate of chips.

Put under a bit of pressure, the overweight client will often state
a “towards” value—or at least, a value that sounds like a “towards”
value, They will say something like, “I want to look and weigh what
1 did when I was 27 years old,” or "I want to be as { was on my wed-
ding day.” However this “towards” value, or goal, is invariably his-
torically based. When vou examine an obese client’s fimeline and the
position of their goal, invariably you will find their goal is located
firmly in their past. Now think about that. How is it possible to move
towards something that is based in the past?

So in building goals for them to move toward, if is important 0
make sure it is in their future. Their outcome is not {0 retum to how
they looked in the past, but rather to move forward to how they will
look, feel and be a year from now in the future!

Another problem is the associations that a client may have
to being their ideal weight. I have found it very useful to ask an




32 “Yo-Yo” Dieting
overweight client the following question: “What happened az the
time that.you were last at your desired weighi?”

At one weight loss seminar with 14 overweight participants, 13
of them expressed surprise when [ asked this question. For each of
these 13 there had indeed been a serious stress or fraumatic event at
that time. For one, there was a bereavement, another was assaulted,
another was made redundant and wondered it at her age she’d ever
get another job, another got married to a man who turned out to be
contrelling and abusive, and 5o on. All but one had a unique story of
trauma or stress that had been paired with being at their ideal weight.
The result of this is an equivalence: “ideal weight equals trauma,”
and understandably this detracts from their motivation to reach their
ideal weight. Resolving the client’s reactions to the traamatic past
event can have a dramatic influence on their congruent motivation to
reach a normal weight.

Yet another pattern to watch out for is the person who wants that
“final cigarette” or “one last donut” or “one last flutter on the horses”
before they begin change work. The yo-yo guitter and the addict will
often be found outside the therapist’s office indulging in “one last”
episode of their addiction. On entering the oifice, the motivation for
indulgence 1s largely absent, because the desire has just been satis-
fied. The therapy occurs in a state in which the driver for the prob-
lem is absent, so it can’t really be addressed. The client leaves the
office with the therapist satisfied that the client has changed, when
s/he hasn’t. 1 did a quick survey last year of smokers who had seen
hypnotherapists, but carried on smoking afterwards, despite an appar-
ently successful session, and this pattern was true of them all.

Of those smokers who had successfully quit following hyp-
notherapy, none had smoked from between the time they woke up 1o
their appointment with the therapist. They all entered the session in
a state of craving, so it could become part of the process of change.

As one psychiatrist told me, “Alcoholics only want to quit drink-
ing when they are drunk; when they are sober all they want is another
drink.” This principle seems to apply well across contexts and dif-
ferent addictions.

Endiess Loops

£ . 1 - v -
There is no absurdity so palpable but that it may be firmly planted
. 7 1 o . , - -
m‘[,fze numan head if you only begin to inculcate it before the age
af Jive, by constantly repeating it with an air of great solemnity.”

—Arthur Schopenhauer

A few years ago a Japanese chap named Aki Maita made tov
manufacturer Bandai a fortune by designing a little egg-shaped devisJe
calle.d a “cyber-pet” that ran a simple program. Without external infer-
vention (the owner pressing one of several buttons in response o a lit-
tle cheeping noise) this program was designed to fail. Some of these
little creatures contained a sub-routine in their program so that after
a certain passage of time, the sad cheeping of the dving pet would
ncrease in speed and thus help create a sense of urgency in the
owner—or probably the owner’s parent, who couldn’t stand it any
longer. If the program failed for long enough then the devise would
shut down and “die.”

Soon, well-trained human consumers all across the world were
pressing little buttons to the command of these electronic devises. Chil-
dren ?ned V\{hen their little pet no longer let out a litde “cheep” 10 let
them know that it needed “feeding,” an indication that it had died. Other
children were left confiised as to why they were not allowad to own one,
too. All of this highly lucrative lunacy occurred within a description that
Fhese litrle electronic gadgets were “pets,” and that the cute little cheep-
ing noises were “communication” that indicated that it needed *feed-
ng” or “exercising,” and that pressing one of the little buttons was
meeting ﬂ}is need. Alt this framing made this behaviour not ondy accept-
?ble, but for many Peop%e, compm’s:ory. Twonder how all of this would
look to an alien doing his Masters in human anthropology?

N Most computer programs are not deliberately designed to expire
without human intervention, vet it was this very feature that appeared
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turned into our pet. Without our intervention on a regular basis, the
creature will expire because we deliberately make them dependent
on ourselves. It brings us pleasure to see the gratitude on their little
faces when we meet the needs that they would meet for themselves
in their natural environment.

This is creepy.

It kind of reminds me of psychiatry.

Obsessions and Compuisions

“The significant problems that we face cannot be sofved by the
[e] .
same level of thinking that created them!” —Albert Einstein

Obsessive-compulsive disorder (OCD) presents the NLP Prac-
titioner with an interesting challenge, especially if the client has pre-
viously received unsuccessful therapy. Psychiatry is ever-increasingly
suggesting biological reasons for “mental disease,” and more and
more often I hear clients suggest that they believe that they are genet-
ically predisposed to their particular problem. Increased awareness
and interest in Tourette’s Syndrome, a neurological disorder that
includes obsessions and rituals similar on the surface (o OCD, is
encouraging the psychiatric industry to investigate the neurological
basis of OCD further. Even if this might be true, none of this appears
to benefit the clients who have explored the psychiatric route for
OCD “trearment,” madication. (The first time 1 used the term, “mad-
ication” several people wrote to me to point out the supposed typo-
graphical error. T do make such errors, but this isn’t one of them.)

‘While the psychiamrist views the OCD patient as suifering from
a biochemical disorder for which he needs to madicate, the CBT
nurse will attempt a behavioural modification program, while the
Frendian prefers to analyse the patient’s subconscious. In ali cases
the persen is perceived as being “ill” and in need of “treatment”—
whether that includes an eclectic approach including counselling,
madication and CBT, or the old solution, lobotomy.

What all these approaches miss is that people suifering from
OCD are caught in a never-ending loop with no exit. This is what com-
puter programmers call a software problem, rather than a hardwars
problem. An otherwise functional computer programmed with an end-
less loop cycies endlessly (and uselessly), something programmers take
great pains to avoid. For instance, an obsessive-compulisive client 1 saw
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could never leave the house without checking ali the plugs, sockets,
gas knabs, etc., many times over. Finally she’d leave the house, only
to have to quickly return just in case that in checking the appliances
she had inadvertently switched something back on again! She could
only abandon her checking strategy when the guilt of keeping her hus-
band waiting, or her fear of being late once again for work, or some
other external force pulled her ouf of the checking strategy and into
her “guilt” strategy. She was in a lose/lose game in which one obses-
sive strategy could only be exited by attending to a more urgent obses-
sion, leaving her feeling seriously bad.

When most people leave their house, they may check the stove,
turn out the lights and check the locks, once—or perhaps twice. Hav-
ing done that, they go on to other activities. If you ask them if they
have locked the door, they will quickly make a clear image of hav-
ing done that, and confidently reply “Yes.” OCD clients apparently
-are not able to do this, so they continue to check, endlessly, and find
it almost impossible to go on to something else. If you think about a
time when you weren’t sure whether you had locked a door or not,
vou can find out what was lacking in your memory at that time.

Some have suggested that an OCD sufferer may be so attentive
to an anxious iniernal voice that they can’t artend to the remembered
images that would convince them that they had already done what
they need to do. This is something that { plan to check out at the first
opportunity.

If they continue to check in the external world, they are called
compulsive, and if they only do it in their minds, they are called
obsessive. Some lucky ones do both, until an injection, external
restraint, or some other external force diverts their strategy. Having
seen it first hand, I can assure you that no externai force is faster or
more efficient in interrupting an endless loop thaa an 80-voit shock
to the temporal lobes down in the ECT rooms.

The astute NLP Practitioner will take a different approach, and
create an exif point in the compulsive behavioural loop. For Instance, a
typical example of OCD occurs in “speed freaks”—the guys who live
fast and play fast. L have met a number of highly driven and successful
cocaine users. One client in particular consulted me with a concern that
he was unlikely to live beyond the age of forty owing to his lifestyle.
He was at least somewhat aware of his lack of internal control.
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“How do you know when to stop?” I asked him, as hie sat there
twitching as if he was revved up on adrenaline and stimulants.

“Stop what?”" He replied quickly, a revealing response.

“Anything? Just give me an example of something you do that
you know when to stop doing it.”

As we started sorting through different scenarios, a consistent
pattern emerged. He’d only stop anight of taking cocaine when he’d
run out of the drug, was unable to get more of it, had collapsed phys-
ically, or had run out of money. He’d drink alcohol until uncon-
sciousness set in. When working on a project, he’d only stop when
it was finished, taken away from him, or when he’d collapse with
fatigue. When driving, he’d drive as fast as he could until he was
stopped by traffic, road conditions, or pulled over by the police. The
consistent pattern was that o stop doing anything demanded an exier-
nal force that was greater than his internal desire. At that point ke
began to realise how he was stuck.

The other pattern was that all his decision strategies were driven
by internal representations that were associated szi/] pictures rather
than movies. This meant that he was always in the moment, and
never “thought things through” to see the possible future conse-
quences of his decisions or behaviours.

Baci in the 1960s many people who were caught up in obses-
sively thinking about the past or the future—or both—wanted 1o “be
in the now,” without having the faintest idea of what that might entail.
This guy was definitely in the now, but that didn’t work very well for
him. Many Alzheimer’s patients are quite thoroughly in the “now”
because their ability to remember the past and forecast the future are
gone, but most people don’t find that particularly appealing.

By getiing him to turn his still pictures into movies of what hap-
pens next, and what happens after that, and so on, he was able to
begin to see the consequences that would occur. When he saw those
consequences, he easily made different decisions. Step-by-step 1 took
him through a number of these movies until it became a generalised
ability. With this broader time perspective, he was able to have more
of a Tuture-based orientation, rather than being stuck in the moment
and his need for immediate gratification. An OCD client may seem
very different, but they have the same inability to stop, and they, too,
need an exit.




Fquivalence

“Two determined ambulance men went to the wrong address,
~ grabbed a healthy Norwegian, slapped him onto a stretcher and
rushed him to a hospital in Kragero, 40 miles away, despite his
vociferous objections. Meanwhile the real patient, who had the same
name and lived in the same village, despite suffering from severe
anaemia, drove himself to the hospital, where he had problems
registering because the clerk insisted he was already there!’
—Fortean Times

As I worked with clients, I began tc notice the importance of
the equivalences they expressed. It’s an obvious observation really,
one that has probably already been described elsewhere, but I was
pleased to have discovered it. For instance, one woman came 10 me
expressing concern over the anxiety she felt when she considered a
forthcoming job interview. The job was one in which she would
attain a promotion, work less hours, and earn more meney. As she
described it, it was a dream job.

“So, what’s the problem?” 1 asked.

“Well, when I think about the interview, rather than the job, it
feels like T am going to an execution,” she said nervously. '

“Hmmm. Your execution?” I asked, reaching for my pad.

Now, 1 thought to myself, an execution is not really equivalent
to a job interview; these things are just not the same. Curious, 1
elicited the submodalities of her execution {which was a hanging by
the way, for the Freudians out there who just save 1o know these
things), and wrote them down. Unsurprisingly, when 1 elicited the sub-
modalities of the job interview, they were the same. She was dissoci-
ated from both pictures, which were panoramic, and they were
three-dimensional movies that only played haifway, without conclu-
sion. Needless to say, néither were particular bright and colourful. In
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fact both were described as “dark™ and “gloomy.” That made me won-
der if all complex equivalencies are coded with the same submodali-
ties? Is that how they are made “equal,” so that they “feel the same™?

When a psychiatrist assumes that someone’s discomfort is a
result of a chemical imbalance, they are making the same kind of
equivalence: “client’s probiem” = “chemical imbalance.”

Quite often a client will begin discussing the p/ysical nature of
their problem and express concern about the return of their symp-
toms once they “come off” medication. Their equivalence is, “no
medication = return of symptoms.” The astute NLP Practitioner will
netice how this client has unwittingly pre-planned for the return of
their symptoms, by coding it on their future timeline. Naturally, most
people will equate a retarn of a symptom as an indication of failure,
but this can aiso be changed.

A common strategy of therapists such as Milton Erickson and
Jay Haley was to deliberately program a relapse of the symptoms. For
instance, having worked quite successfully with a young lady with 2
bed-wetting problem, I told her in trance that I wanted her to have an
occasional relapse over the next month or two, and that she was to
have at least three telapses before really knowing that her problem
was well and truly in the past. That redefined a relapse as a result of
my suggestion, and that she would need tAree such relapses to know
that the treatment was successful. “Three relapses = success” is a lot
different than “One relapse = failure” which is what most people
would otherwise assume. When a relapse is future-paced appropri-
ately in this way, then a return of the symptom will be a contirmation
of the success of the treatment, rather than an indication of failure. A
planned relapse also gives the client an opportunity for dealing with
the problem themselves in response 10 what they have learned.

Predicting relapses has several other interesting features. It takes
some of the pressure off the client to be 100% successiul—which is
particularly helpful with a perfectionist. And it allows the therapist
to indirectly appear to exest control over the symptoms. It also
demonstrates that symptoms don’t “just happen,” as 50 many clients
believe, and gives the client an opportunity to apply their own uncon-
scious resolution to the problem. They are the one who begins to
“drive the bus,” in contrast to being driven by their symptoms, or hav-
ing the therapist provide the solution or panacea.




Hoarding

With some clients I make a point of visiting at home prior to
working with them. One client had one of the most serious set of
OCD tituals 1 have ever witnessed, revolving around a fixation about
losing things. She could never throw anything away, iest she lose
something of value. I had to ask the natural question, “Did she actu-
ally have anything valuable to lose?” Of course, considering her
lifestyle and resulting lack of income, she didn’t. Her life was so
dominated by this strategy that she was unable to work and conse-
quently lived on welfare.

She was taking prescribed Paroxetine (an S3RI), lorazepam (a
tiny but potent little tranquilizer) and suipiride (an old drug formerly
used by psychiatrists for drugging schizophrenics). This powerful
pharmacological cocktail had made no difference whatsoever in her
problem. She was unkempt, smelt bad, was highly anxious, looked
eccentric (read “batshit crazy”) and was socially isolated. A few years
previousiy she had been hospitalised after a complaint by neighbours
had lead to the Environmental Health Team visiting her house. A con-
cern was raised to the mental health team, which briefly hospitalised
and madicated her while her house was excavated and sieam-cleaned.

When I visited her house, it was brimming with junk and rub-
bish. Since the trip o the funny farm, nothing had ever been thrown
away. Her bath, shower, and sinks all had little sieves to filter the
watér, in case something might drop off and be flushed away. Wash-
ine was hard for her, owing to the anxiety it generated. On top of her
bazhroom cabinet, she had several little jars full of fluff, which tumed
out to be from her belly button. She couldn’t even throw that out,
because while discarding it she might accidentally throw away some-
thing of value.

Waste disposal and hygiene were coded 2s a complex equiva-
lence with loss. Now itseems to me that these things are most defi-
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nitely not equal, but this woman’s right cerebral hemisphere didn’t
know that.

Sometimes these clients are grieving over a significant personal
loss that they are stuck in, and that has generalized and persisied. After
losing someone significant, they don’t want to take the siighrest chance
of losing anything else. Steve and Connirae Andreas’ NLP Grief Res-
olution process (5) can be vaiuable in ciearing up such issues.

With this particular client, there were three more questions I nat-
urally wanted to know the answers to:

1. “What happens when she uses the toilet?”

2. “How would she know if she didn’t throw something of value
away?”

3. *How would she know if she Aad indeed thrown something
of value away?”

Her strategy was simple and global: discarding any object/item
was equivalent to losing something of value. She had no criteria for
deciding what actually constituted an item of value. When an old
empty milk carton is equivalent in value to a gold coin, it can go one
of two ways. Either the goid coin is as worthless as the old empty
milk carton, or the carton is as valuable as the gold. She didn’t have
a threshold within her strategy that would enable her to exit her loop.

Another client had presupposed in her OCD checking strategy
that she would have to check something 12, 24, or 36 times in order
to know that the door was in fact locked, or the gas was actually
furned off. As a result she had lots of little rituals arranged in her life,
and her colleagues at work viewed her as “rather eccentric.” Here is
what I wanted to know-—what happened to the submodalities of her
representation on the 12th, 24th, or 36th time that didn’t happen on
the one before {(or after) that, which enabled her to exit her strategy?
Whatever it was would be the difference that made the difference.

This woman was able to competently exit her loop when she
took a shit, so she did possess a strategy for disposing of unwanted
waste that didn't produce anxiety for her—albeit just once or twice
a week. This was all that was necessary in order to build 2 new set of
generalisations for her, and a new strategy for living. This took about
5 sessions in total—the actual change probably enly tock a few min-
utes, it just took me 2]l that time to discover the right way of pack-
aging the solution.




Learning

“If we continually try to force a child io do what he is afraid o do,
he will become more timid, and will use his brains and energy,
not to explore the unknown, buz to find ways to avoid the
pressures we pur on him.” —Johin Holt How C hildren Learn

One trap many students fall into is that they incorporate new
information into their old understanding. For instance, “Electrons
orbit around the nucleus of an atom, just the way the planets revolve
around the sun.” The framework of understanding something 13
already in place, and it is used for new content, whether that i.s appro-
priate or not. Sometimes this is a “force fit” that does considerable
viclence to the new information.

ATl too often in seminars, I hear someone say, “Oh, what you
are saying is just like X, Y, Z” when in fact what I am saying is noth-
ing of the sort. When I hear statements like this, 1 realize that 1 have
not nsed effective enough frame-setting in order to nest the informa-
tion into the right context for the listener. '

When people attemnpt to acquire new information in this way,
they often fail to expand and enrich their model of the worid. hlstgafl,
they only reinforce their pre-existing co ceptions. In training, ?hls is
something that you may want your listeners o avoid doing if you
want to teach them sornething new.

On 2 sensory level we can presuppose that when two items have
differing content (left hemisphere), but the relanionship (right i?en}i—
sphere) between the person and the items is the same, they will be
codified with the same submodalities.

One problem is that teachers don’t realize that in addition to the
content tﬂat they are teaching, they need to marker it and present it
in a way that makes it appealing and sasy {0 learn.

Like an advertiser, one of a teacher’s tasks is to get the poten-

—

Learning 63

tial customer to codify the product with a submodality set that feels
good. One method is to teil the customer to codify the product with
Y, XY, 7 submodalities. “This is a BIG improvement upon the exist-
ing models and can really add COLOUR to your understanding.” But
somehow I suspect that this won’t always work too well. The other
method is to create a desirable state and anchor the preduct to it. This
is easy and all too commonly observed in advertising: Show some-
thing sexy with the product, either simultaneously or sequentially.

Advertisers have known about this for years, but teachers and -
lecturers tend to quite unwittingly often do the reverse. They often
create boredom and pain and attach it to the subject being taught.
Then when the student remembers the subject, they feel bad again.
Of course the simplest solution to this is to not remember the subject
at all. From my work with teachers, I have observed a great dispar-
ity between what a teacher thinks s/he is teaching and what is actu-
ally being learned by their students.

During my brief time working for the army, 1 noticed how much
ihe relationships between people in the military are dictated by the
organisation itself. Various visual cues exist in the uniforms, insignia,
and most importantly, saluting, and other rituals, so that everyone
knows their relationship to everyone else, even if they are total
strangers. The rigorous army discipline and ritual held these rela-
tionships mostly constant. Thus a corporal meeting an officer for the
first time already knows a significant portion of the analogical rela-
tionship between him and the officer.

One result of this is that many army personnel were fantastic
hypnotic subjects. 1t didn’t take long before I was introduced to peo-
ple as “This is Andrew; waich out, he’s a hypnotist!” which set some
very useful frames for me. On first mesting me, one woman shook
my hand while staring at me in fear. When [ let ge, she remained
frozen in space in a deep hypnotic state. Yet I had not done anything
intentionally to create this.

The presuppositions arising from the way we were introduced
10 each other meant that as a hypnotist I must have some sort of
strange power, and she codified our encounter as in some way a hyp-
notic one. / was saying hello, she was going into trance—because of
the frame set by being introdiced to a hypnotist. Stage hypnotist and
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NLP Trainer, Paul McKenna suggests that the banner that states
“HYPNOTIC STAGE SHOW?” acts as the strongest presupposition
of all when doing stage hypnosis shows.

One client who consulted me was having difficulty in many
areas of his life. The recuwrring theme was that he tried to create the

e relationship with different people in different contexts. For
example, he regarded his employees as his “family” and treated-his
employees the same way that he would his own children or spouse.
Of course, the downside of this was that his family often found them-
seives being treated as though they were employees in his organiza-
tion. The relationships he tried to build were incongruent with the
context in which the relationships were forged, and he found that
very few people treated him with the respect that he wanted. He
remained confused, since to “freat everyone the same way” was a cri-
terion he held high, but this was not necessarily a value shared by
gveryone else.

A question [ toyed with for some time was, “Just when does a
submodality become confent?” For example, if you have a represen-
tation of a small classroom with a very large whiteboard, the white-
board itself lends both content and submodality representation. If we
compare this to a representation of a small classroom with a very
large blackboard what would we need to do to make both represen-
tations have identical submodalities?

When 1 first started using the swish pattern (during which time
1 went swish pattern crazy) 1 ini tiﬂly used a content swish—as I had
been taught fo do by a self-professed “NLP Trainer.” In this technique
one preferred picture bursts its way through the undesired picture,
without any artention paid to the submodalities of either one. {I did-
n’t actually know about submodalities then.) For example, a client’s

epresentation of an emotionally traumatic event was “swished” for
something pleasant. I found this produced immediate effects but they
were short-lived, and some clients would return later complaining of
feeling worse. ‘

1t tock me some months to realize what I was actually doing to
these peopie. Since 1 tionship o the representation is established
by the aubmodﬂt 1es, h *‘_ing content can leave the original sub-
modalities intact. With the swish pattern, the brain is triggered 16 go,
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“Not that, #his/” So following a content swish—which is reaily only
a chain, not a swish—the following sequence can occur: The DETSO;l
thinks of the problem state with wmoh fhey have a certain :ndegirable
relationship, or feeling. This relationship is left unaddressed, and the
brain swishes rapidly to the new representation, but sometimes car-
rying the same relationship/submodality set. The result of this is that
when the client switches to something else (a neutral or 1esourcem1
representation) they fee! the same way. An example of this effect is
evident in another amusing story from the Fortean Times:

After three days of uninterrupted heavy metal music
from the flat next door, Gunthwilde Blom, 63, of Klagen-
furt, Austria, began to get cross. She hammered on the
walls and put notes under the door of the off: ending flat.
All this had ne effect so she confronted her neighbour,
Wilma Xock, directly. Kock protested her innocence, but
Blom did not believe her, calling her a “venomous her-
ting.” When the noise continued, Mrs Blom finally went
berserk and pushed 20 Ibs of fresh herring through her
neighbour’s letter-box. Ms. Kock called the police, who
discovered while interviewing Blom that the music was
actually coming from a radio she had inadvertently left
beneath her own bed. Unreoemant she declared, ’Vhev
didn’t understand; Kock’s a cow.”

Imagine standing in a concert hall. The conductor is on vaca-
tion. At one end are some pla yers playving their instrumenis out of
harmony with one another. A couple of them might even be playing
completely out of tune, and ata totally different volume from the rest
The sound is terrible and gives you 2 hit of a headache. So, r'nher
than suning them up and brﬂ“ 1ging them into harmony, you place

cat-box at the other end of TL’c hall and crank it up so loud that you
drown out the orchestra. That eff CUVGl y puts the awfu} orchestra into
the background, but the orchestra still plays badly-—and now they
play in competition with the Heat—box.

The submodalities of the spoken words of the hypnotist will also
act as the submodality drivers of the listener’s 5

A’
: s representational sys-
tems. Given the way submodalities reflect the perso

Fy

n’s real world
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experiences, congruence is vital. For example in the real worid “out
there” how ‘often does a human have the experience of an object mov-
ing farther away and getting bigger? While creating submodality
shifts such as this can give rise tc some pretty interesting states, in-
congruent voice fones are not fikely to lead io success. For example,
encouraging someone to begin to quieten their internal dialogue
while shouting, or telling them to go deeper into france with a iising
pitch, may not result in the desired outcome, because the listener has
to choose between responding o the digital words or the tone, one
of the analogical aspects of the communication.

However, incongruencies in presentation can sometimes pro-
vide an interesting experience. Consider Ayres Rock in Australia.
Long steeped in mystical significance, and admired by thousands of
visitors, viewing it at dawn or dusk can provide an experience that
few people forget. The Taj Mahal in Agra, India, also provides a
spectacular sight when seen in dimming sunlight. Seeing the Taj
made me wonder just how seldom we get to experience this particu-
lar combination of submodality shifts in the outside world, and
whether when we do we might easily atiribute something magical or
mystical 1o it? For example, maybe our relationship to that external
thing cannot be categorized into something that we are already famil-
lar with from our internal mapping strategies. Inevitably it becomes
something else. It is new in both its digital content and analogical
presentation.

If this is the case then maybe the unigueness of the experience
is due to the “submodality set” that is unique to that particular ex-
perience—i.e. we cannot form a complex equivalence from it; we
cannot easily say, “Oh yes, that big rock, when the sun goes down,
it’s just like the one I have in my back vard.”

Core Transformation

“A donkey with a load of holy books is siill a donkey”
—Traditional Sufi

‘ While I was doing some client work in J ohannesburg, South
Africa, a phone call came through telling me that a client was being
?rought to me in a state of serious distress. She had been becoming
mq'reasingiy withdrawn and irrational over the previous weeks, was
eating very little, and had been hitting and cutting herself. A friend
of hers had heard that T was in town. Frightened by what the South
African psychiatric services would do to her, he decided to brine her
to me as the first port of call. This lady, a disheveled and sCreec:f'ling
30-year-old who looked more like a 70-year-old, was quite literally
dragged into my office by four men. She was unceremoniously
dumped onto the couch where she immediately started hissine atme
like a comered and rabid cat. ' -

T hissed back, and with my hands in a claw shape, scratched at

the air in front of her face—to the utter bewilderment of the men who
had brought her theére. We hissed at each other for a few minutes
before I started io calm down a bit and she followed.
) “Enough?” I asked, “Or should we continue for a bit longer?”
She gave me a half smile. “Tt is not easy, is it?” 1 continued, “Being
you, I mean,” and she nodded. 1 continued with gentle questioning,
validating her reality, pacing and leading for nearly three hours until
she was conversing nearly normally. Brief therapy this wasn’t.

Having maneuvered her into 2 position where I could work with
her, T outlined the Core Transformation process (3) 1o her, I wonld
ask her hurting “part” the questions, and she could sell ms the
responses, even if they made no sense to her whaisoever. She acreed.

Her hurting part turned out to be an image of a “demon’lfor
want of a better description. This demon followed her everywhere
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she went and tormented her endlessly. Gaining consent for co-oper-
ation from this demon was easy encugh——it agreed to co-operaie
since it was completely sure that nothing would really work anyway.
I ignored this expression of disbelief and proceeded.

In many NLP books, and listening to many NLP trainers, the
impression is often given that all NLP-oriented sessions go rather
magically. The reality is that they don’t always go so well, or so
quickly. So while I was expecting some change, I wasn’t expecting
an absolute change. But by the end of the process, she looked as
though she’d seen God—I could almost hear the angels singing
myself, and for a brief moment I was scared that maybe I'd just
flipped her psychosis into a pseudo-teligious ecstasy. Her physical
appearance was dramatically different; she looked a /ot younger than
she did when she was dragged in, and even looked a few years
younger than her physical age.

“Wow!” she said as she opened her eyes.

“Impressive huh?” I said, pretending to be nonchalant, and seri-
ously regretting not having videotaped the session.

“Wow! I'm hungry,” she said, her voice back tc normal now.
“No, I'm not. 'm really, really hungry! Got any food?” And at that,
{ knew the session was complete.

The Brain Hemispheres

“If the human brain were so simple that we could understand it,

1.0

we would be so simple that we couldn’t” —Lyall Watson

I often hear people say, “Well no one really knows how the brain
works, do they?” and “Of course, we cnly ever use 10% of our brains
anyway.” I find that the people who say these things are usually those
who have never read a neurology book or siudied the subject.

The brain is divided up by anatomists in various ways. One divi-
sion that most people are familiar with is that of the two hemispheres.
Make two fists, and put them together. That is approximately the size
of your brain. Each fist is cne hemisphere. [’'m sorry if you have
small hands. It is worth noting that these two hemispheres have con-
tra-lateral control. What this means is that the left half of the brain
senses and controls the righr side of the body and vice-versa.

‘While this contra-lateral control could be considered a univer-
sal norm, anyone working in neurcsurgery for any length of time will
have seen striking exceptions to this. As ever-greater successes in
neurosurgery occur, and more people survive what would previously
have been considered fatal brain damage, we are finding out more
and more about how wrong our neurological generalisations can be.
For example, 1 once had an 8-year-old patient who had lost almost
the entire left hemisphere of his brain following a serious traffic acci-
dent. He made a full recovery without paralysis, loss of language, or
any apparent cognitive impairment. As his greatly relieved mother
commented, “He was always a bit of an oddball like that anyway!”

Here’s a current ist of the general functions of the /eft hemisphere:

Control of the right side of body.
Dominant perception, production of language and non-
r ’ SHES
emotional expression.
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Reading, writing, speiling, speaking, rules of grammar
and syniax.

Sense of time.

Rhythm.

Small chunk information-processing.

Soin the broadest sense, the left hemisphere is the hemisphere
of conscious digital communication. This is true for the majority of
peopl women and left-handed or
ambidextrous people—and cven ‘more often in lefi-handed or
ambidextrous women.

1nursed one pameqi who had received a nasty injury to the left
hemisphere of his brain and consequently lost the use of his right arm
and leg. The right side of his face also drooped slightly, but this
improved with time, whereas the leg and arm did not.

Characteristically for a left-brain injured person, he became
aphasic (He couldn’t produce words). He was only able to utter a sin-
gle syllable, “fuck,” and this could only be expressed during times of
very strong emotions—typically frustration or anger. Of course there
was plenty of opportunity for serious frustration for anyone plunged
into the problems of semi-paralysis and mutism.

o why could this patient only communicate via “fuck” while
he was in an emotional state? Because some of the generalised fune-
tions of the right hemisphere of the brain are:

Control of the left side of the body.

Auditory tone, timbre.

Hmotions.

Pressured Speech/Baby talk.

Sexual drives.

Big chunk information processing (“the big picture”
or gestalt).

Patients in this position are often reduced to single syllable com-
ﬂumcaflom and the syllables often express terms of an emotional,
aggressive, or sexual nature,

Thus the gentleman’s communication range was reduced to:
“Fuck fuck, . . . fuck fuckfuckfuck!il”
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The staff of the rehabilitation centre soon attuned their ears to
hearing the variation of pitch, tone, speed, volume, duration, etc. and
assigned meaning to this essentially analogical commmunication.
Mothers of newbom babies do this instinctively. Being preverbal, the
infant is unable to produce any digital content, but is able to vary the
qualities of its crying. They have different cries for different needs,
which is how mothers can appear almost psychic to others in terms
of knowing if her baby is hungry, wet, frightened etc.

When listening to music, the left hemisphere processes the
words and meaning, while the right hemisphere hears the tune, When
most people hear a song, they are able to appreciate both the words
and the tune, and they don’t hear them separately, as long as the two
hemispheres are integrated. However, with sufficient damage to the
right hemisphere, people often become completeiy tone deaf. Mean-
while, damage to the left hemisphere often wipes out the ability to
process the words, but the tune can stﬂl be appreciated.

The two hemispheres communicate with each other via a struc-
ture called the corpus callosum. Some time back, neurologists had a
propensity for severing this band of nerve fibres in order to treat some
sertous and otherwise untreatable types of epilepsy, because it nad
the effect of confining a seizure to the hemisphers where it began.
This was a pretty bold move, considering that the corpus callosum
contains more than 300,000,000 fibres that connect every part of one
hemisphere to its corresponding part in the opposite hemisphere.

This operation, a “commissurotomy,” produced some preity
interesting results, depending on your point of view. Devoid of direct
communication with each other, in some patients a strangs type of
competition between the two brains emerged. One lady was reporied
to have great difficulty in getting dressed in the morning, because
each hand would reach for a different dress.

Neurologist V.S. Ramachandran reperis a curious example of a
59-year-old woman who had suffered damage 1o her corpus callosum:

. she had one extraordinary complaint-—every now
and 1h°n her left hand would fly up to her throat and Uj to
strangle her. She often had to use Hcf right hand to wrestle
the left hand under control, pushing it down to her side—
much like Peter Seilers portraying Dr. Strangelove. She
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The Brain Hemispheres

sometimes even had to sit on the murderous hand, so infent
end her life. (36)

This same kind of division often occurs without the benefit of
a commissurotomy, when different aspects of someone’s experience
are not well integrated.

A client arrives in your office and says, “1 do try not to WoIIy,
Doctor—vou see, I fell myself that I should be happy and grateful,
but T cannot help but get this awful feeling of resentment.” Ask your-
self which hemisphere is expressing which part?

There are other examples such as, “I’m of two minds about it.
On one hand I really feel like T want to go, but on the other I ask
myself if this is really a good idea” and, “ hear you telling me that
everything is fine, but I still get this uneasy feeling.”

We can begin to hear how the hemispheric divide is often
expressed in everyday life, indicating which aspects of so‘megnefs
experience need more integration. The key o this kind of division 18
often the word “but” and one ridiculously easy way to begin to heal
the division is to use the word “and” instead.

“Doctor—you see, I tell myself that T should be happy and
grateful, and 1 cannot help but get this awful feeling of resentment.”

Hearing Voices

“If vou hear voices, it’'s best you don’t tell your psychiatrisi.
He won’t understand, and will just think you are crazy”
—Clive, dispensing psychiatric advise.

The phenomenon most commonly associated with schizophre-
nia is hearing voices. However, in my experience hearing voices isn’t
half as common in schizophrenics as might be believed, and it is also
far more common in the general population than usually realized.
Only two types of people don’t hear voices—dead people and psy-
chiatrists, and the latter are undoubtedly kidding themselves. Dead
people don’t hear voices because, well, they are dead. Psychiatrists
cannot hear voices because they are too well-educated into belisving
that any report of internal auditory experience requires immediate
diagnosis and observation.

1t is ironic that a psychiatrist can look at a schizophrenic and
say to himself (internal voice), “That man is hearing voices; he must
be psychotic.” It worries me even more that psychiatrists {and other
people for that matter) say things to themselves that they apparently
don’t hear! The guy may be crazy, but “hearing voices” is not a good
basis for a “differential diagnosis.”

We all hear voices. Have you ever had an argument with your
boss in your head? Ever had that annoving song stuck in your head
ail day? Ever felt bad as you replayed that criticism you received for
something you did—or did not do—s0 long ago? These are all exam-
ples of hearing internal voices-—you might call it “daydreaming,”
“thinking,” “imagining” or whatever. But strangely, if you are diag-
nosed as “‘schizophrenic” then we’d call the same internal activity
“vyoice hearing” or “hallucination.”

Somebody asked me once what T thought deaf schizophrenics

would hallucinate. My guess is that they hallucinate communication
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just like evervone else. Brain-scan studies of voice hearers have
demonstrated repeatedly that the same part of the brain is active in
both “voice hearing” and normal internal dialogue. Functionally
speaking, there is no difference between them—it’s a matter of inten-
sity, context, semantics, degree of certainty, and our ability to ignore,
or not hear them.

1t’s important to know where your client’s internal voice appears
to be located. “Inside my head” is the most common answer, and of
course that’s quite accurate; that’s where it is. The next most com-
mon response is for someone to gesture near their ear—usually the
left one—indicating that it is outside the head, usually nearby.

Orne interesting phenomenon reported by schizophrenics is that
of external voice hearing, in which the voice is experienced as origi-
nating at some distance from the person. The voice comes from the
firepiace, or from another room. Many non-schizophrenics experience
something like this on the cusp of sieep when they may hear some-
one calling their name. Typically these experiences are very short in
duration, maybe just a single syllable, whereas a schizophrenic’s ex-
termal voices might persist for hours—again a matter of degree.

‘When an internal voice is a problem, the emotional tore is never
one of pure love and light. When your client arrives wearing earplugs
or a tinfoil helmet, this might give you a little clue as to what they
are experiencing. If he is wearing earplugs aad a tinfoil heimet then
you are definitely in for an interesting afternoon.

When vou only hear a voice, many of the meaningful details of
the communication are lost, just as when yon talk with someone on
the telephone—the context, the facial expression and posture of the
person talking, what they are doing, €tc., is not available to vou.
Nearly all mental experience overlaps into all modalities. With voice
hearing we might just need to uncover, or bring these other modali-
fies into comscious awareness in order to gain access to the portion of
experience that will be useful. Expanding someone’s experience of a
voice 1o include these details requires recovering the visual modality.

“OK, so as you hear that voice now, if that voice were a person
and that person were in this room now, point to where that person is.”

The client points, and says, “Over thers”

*OX, now which way is that person facing?”

“Facing me.” ’
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“And how far away are they?”

“About three feet, really close.”

“And what expression do they have on their face?”
This kind of question elicits the visual representation of the
veice, and now there are a million and one things you can do. It is
generally best that you choose what to do according to the client in
front of you, and not according to what you read in a book. But as a
guideline here are some useful principles:

If you increase the distance between the client and the visual
representation, that will proportionally reduce the volume of the
voice, because things that get further away tend to get quieter.

Changing the location of an image in this way is an example of
an analogue change, one that can vary over a wide range. Most peo-
ple try to eliminate an unpleasant voice completely. Not only is that
very difficult; it results in losing any useful information that the voice
might have to offer. Making an analogue change is much easier than
complete elimination, and when the voice is quieter, it is easier to lis-
ten to it and find out if it might be trying to communicate something

- useful.

. When someone slides an image all the way away from them, it
Is important to know where it is going to end up. They might slide it
in front of them, or behind them, or off to the side, or wherever. If
they slide it into their future timeline into the slot of “four weeks
away,” then the chances are pretty good that they’ll have their prob-
lem back again in four weeks’ time. You also risk creating a situation
m which they will avoid their future. i

Sometimes I deliberately slide a representation into next week
so that it will come back. With some clients this can be an important
maneuver, because with some clients it is only with this kind of ex-
perience that they will begin to take charge of their own nenrolo gV,
Rather than “spoon feeding” the answers o them, I encourage clients
to explore their own representational systems and start observing
what changes they can initiate. Too many “difficult” clients want
to be given the answers, or told what to do, only 1o admit later that
they didn’t actually try any of it for themselves, but they did “think
about it.”

Occasionally they don’t get it, and need to be advised to slide a
troubling image behind them. Or you conld ask them to slide it all
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the way away {rom them untii it drops over the horizon. I want a
client to be.able to do this kind of simple exercise for themselves,
and { assure them that I’{l be checking up to make sure that they do.

I’m unitkely to “cure” a schizophrenic ovemnight with this kind
of exercise, but I can begin to give him more control over his life and
thinking processes. It’s much like eating an elephant—take one bite
af a time. An occasional kick in the pants is sometimes helpful. toc.

This kind of analogue change is seldom permanent and {asting
unfess you do something else to lock it into place. For instance,
“dropping the image over the horizon” introduces a digital change
that may keep the image from sliding back on its own. Once an
image is “over the horizon,” it is gone—completely gong—in con-
trast fo just farther away and smaller.

1 want people to begin to take control of their mental machin-
ery, so that they can change how they think about their thinking. To
deliberately go inside and apply conscious thought to create a change
seems to be a very rare event on this planet. For so many people
{schizophrenic or not) thinking is rather like sitting in front of the tel-
evision set—often disliking the current program but lacking the abil-
ity to get up and change the channel.

Once you have elicited the visual representation of 2 voice,
here’s another approach you can take. Back in the glorious 1980’s
when psychedelic children’s TV programs were at their height, one
program featured a curiously annoying cartoon character known as
Zippy. Zippy had the misfortune of having a zipper for a mouth and
when he talked too much, the colourful and campy presenter zipped

him up—possibly inadvertently affecting the sexual development of

thousands of precocious young viewers.

When changing the content of a representation there tends to be
a congruence across modalities. Thus a zip on the mouth of the per-
son in the visual image produces the sxpected comresponding change
in the auditory portion of the experience. Simply put—ne mouth; no
talking—another digiial change.

For one disturbed lady, putting a zip on the mouth of one of her
hallucinatory voices just made it angrier, and as a result she became
increasingly disturbed. Her day-to-day activity seemed to coasist of
little more than spending all day trying to appease an angry part
of herself. In this situation we did Connirae Andreas’ Core Trans-
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formation process (3) on this part and produced one of the most dra-
matic transformations in a client I have ever witnessed.

Many of my schizophrenic clients have somehow manased to
personify their voices into independent entities with a life of their
own. In a videotaped session of Richard Bandler working with a
schizophrenic, Andy reports that he is being persecuted by Mary, a
character in the TV series, “Little House on The Prairie,” something
surely horrible enough to give just about anyone nightmares! )

Bandler gsed a similar “Bugs Bunny Cure,” with Andy, named
gﬁer the classic cartoon episode where Bugs and the artist are locked
10to a recursive relationship. The artist tires of Bugs complaining and
erases his mouth. Bandler got Andy to use a mental eraser to rub out
the mouth from the image of Mary from the Prairie. Such 4 technique
often works well; give if a try on some of your own internal repre-
sentations that you wish were quieter, especially those critical voices
.that belong to other people. However, it does require eliciting a visual
tmage of whe is speaking.

As mentioned earlier, when you make a representation bigger
or closer, the auditory volume will typically increase proporticnaily.
However, increasing the auditory volume is not going 1o necessaﬁfy
produce an increase in the size of the visual cornponent. Fer example,
I can shout louder without having to make myself bigger or come
closer to you.

People have brought me their gargoyles, biblical figures, mythi-
cal talking creatures, archangels, devils, and creatures 1 just could ot
recognise or even begin to understand. One memorable client reou-
larly found himself holding court with the Devil and J esus, who WO‘I‘ﬂd
be arguing 2bout the moral issues pertinent to his life. 1 initially pro-
posed putting zips across their mouths and then padlocking them shut,
but my client told me that to do such a thing would be sacrilegious.

One client had a little imp sitting on his left shoulder th;t chat-
tered all day long, while another had a smali novelist that sat on his
shoulder describing his every action from an observer position in the
style of a ’50s crime novel. 1t’s worth paying close attention 1o these
things. Keep your head still and take a look at your /gff shoulder and
as you do so, remember the eye accessing cues chart.,

Remembered auditory voices tend to be accessed down o the
left, where the imp and the novelist were. The modalities of “hallu-
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cinations” and their submodalities are of vital importance here.
Throw away that DSM IVR (18}, the definitive shopping list for men-
tal maladies, the Bible of psychiatrists everywhere—and start pay-
ing attention to your clients instead. If you are attending to an internal
voice, that makes it hard to hear what is happening outside. Your
clients have probably been telling you far more that you ever heard.

A method that simply will NOT work is that of getting the client
1o argue back to his voices. This is a serious error that just sets up a
combative relationship—something I have observed far too many
fimes in psychiatric facilities. This starts an especially tiring escala-
tion, and before long you may find the patient over in the city centre
shouting at passing cars. On the other hand, negotiating for peace
with voices may sometimes be of benefit.

Two typical and particularly unhelpful suggestions that I've
heard from psychiatric staff are, “Just ignore them” or “Just tell themn
to be quiet.” Having said that, in one monotonous institution that was
pervaded by a sense of helplessness and hopelessness, I introduced
- my particular brand of therapeutic anarchy. Once I ran bursting into
an agitated patient’s room shouting, “Please tell those God-damned
voices of vours to shut the hell up, they are driving me crazy!” and
then stormed back out of the room. I guess this changed the dynamic
of the relationship between him and his voices. Thus suitably chas-
tised, and with the combative relationship with the voices shifted cnto
me, he changed state. He found me later and apologized, and there-
after continued to demonstrate signs of improvement.

Along with glitter trails, 1 like tc add at least a little enjoyable
disorder and chaos into otherwise dull and static environments. I
taught NLP {o some of the patients and did my drug round by shout-
ing, “Right you lot, time to get drugged up! Come and get "em!
We’ve got pink ones, biue ones and rainbow-flavoured ones that are
all assured to keep you all under control for the afternoon!”

These patients soon started to protest to me that they weren’t
really as crazy as I was making out. In fact some even went as far

s suggesting that / was the crazy one and was in need of “special
coffee”—meaning that they’d lace it with thorazine.

‘What is interesting about this apparently anarchic and irrespon-
sible approach is that these patients responded by taking more re-
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sponsibility. On “socialisation” visits out of the unit and into town,
patients who were previously “psychiatricaily disinhibited” would
sometimes express concer that I wouldn’t do anything to embar-
rass them.

Normally, at the end of each shift, the staff would normally write
up a report on each patient. I found this odd, because most of the time
the staff appeared to spend much of their working day in the staff
room, smoking with the door closed. It always seemed wrong fo me
that it was the staff evaluating the patient’s performance and not vice-
versa. S0 I removed the door to the staff room and I got the patients
1o start writing daily performance reviews on the staff. But [ found
that this isn’t the ideal way of retaining paid employment.




Changing Position

One technique I use a lot that has produced some results that are
as dramatic as the Core Transformation process came from some-
thing a psychotherapist told me that sounds much like something Vir-
ginia Satir (4) might have done—maybe I read it in one of her books.
In doing family therapy, she had a family where the impa;se was
between the father and his 17-year-old son. The father was a “strong”
and stoical man, for whom expressing emotion was not an €asy or
desirable skill. She had the son go and stand behind the seated father
and gently place a hand on each of his father’s shoulders in order to
“feel and relieve some of the tension there.” Apparently this was of
great effect in changing the relationship between father and son, so
naturally it got me thinking. ’

As 1 have mentioned previously, the internal representations of
problem people are rarely, if ever, radiating beauty and light. I"]l often
ask what the expression on their face is, and what their posture 15. Then
T'Il ask the client to imagine walking behind that person and gently
placing 2 hand on each shoulder and giving just a little gentle massage
to loosen the person up a bit. As the client imagines touching the per-
son, this also shifts the kinesthetic submodalities. Usually the repre-
sentation itself changes, relaxes, or even starts crying. For instance:

Client: “I feel criticised.” B

Therapist: “What has to happen inside for you to fce;l criti-
cised?” (Since criticism is a largely verbal activity. I could have
asked, “And who criticizes you, and what do they say?”)

C: “I hear a voice.”

T: “And if that voice were a person, who would that be?’

C: “My father. My father was always criticising me; he had a
harrible voice like that.” (Client has not seen father for over 14 years.)

T: “And if yoor father were in the room now, where would he be?”

C: “Standing right in front of me, really close.”

oot
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T: “That’s right. Now close vour eyes. I want you o imagine
walking around behind him and gently place one hand on each of his
shoulders and whisper into one ear that is close enough to hear you,
to ‘Relax now. . . all the way.”. .. {pause) . .. Tell him it's OK.. ..
it’s OK ... and gently massage those shoulders; give him a moment
to relax, all the way down now. .. ."

Try this now yourself; think of somecne you felt inferior to as
a child, and hold that representation in mind. Then stand up, go
around behind them, and gently massage their shoulders and notice
the difference. . . .

This is a nice maneuver that achieves several things simultane-
ously. Primarily it completely shifts the spatial orientation of the
client in relation to the representation. Instead of facing each other
in opposition, they become oriented in the same direction, with impli-
cations of alliance and cooperation. In addition, massaging some-
one’s shouiders and talking to them in this way presupposes a much
more friendly relationship than criticism does, opening the door to a
more understanding aititude.

One aspect of this is worth pointing out, as it isn’t always obvi-
ous at first. When you elicit a representation {rom a sitting client and
then ask them to stand up, the representation tends to stay where it is
in geographical space. A representation that is a negative artefact from
childhood is often: bigger, or higher up than the client, and because of
this it often represents something more powerful than the client. How-
ever, when you stand up and massage someone’s shoulders, you are
the same height, with implications of equality. And when you feel
equal to someone eise, you feel much less defensive and protective.

In my early daze, { would 1ry to get the client 10 reduce the size
of the representation, or “push” it further away. Invariably they would
find some kind of difficulty. Then I chanced upon the move described
above, which is much more graceful and effective.

Essentially, this puis the client in control of the representation,
and gets the representation to relax. The representation is exactly
that—a representation of a part of himself, a bit of his own psyche
that isn’t feeling nice. This is a hugely powertful technique. I prefer

e

to have the client remain sitting and do this in their imagination.
However, it isn’t unusual for so
through the physical motions of

meone to actually stand up and
these activities.




Are NLPers Scared of Schizophrenia?

“When making the helmet, it is vital that you put the shiniest side of
the foil outermost” —~Advice from Heroic Howard when
discussing ways to avoid “thought insertion” from the planet Uranus.

While working in an acute psychiatric facility, I asked the staff
to show me their most unstable schizophrenic. I was introduced to a
curious lady (who, despite her forcible detention within the facility,
was suphemistically referred to as a “resident’—without even a hint
of irony). Despite all the drugs, electroshock, detention in the rubber
seclusion room and attempts at reasoning, there had not been one sin-
gle positive change in the woman’s behaviour, yet the staff thonght
of her as “unstabie.” Even after 3 months of such treatment she still
remained under 24/7 “eyeball” supervision. She clearly hadn’t
improved one little bit, and in a game without end, her negative
behaviours increased proportionally to the attempts by the staff to get
her to quiet down

What was most impressive was that the staff had needed to
TeIave 111 electrical sockets becanse she had developed a new
“symptom” of grabbing hold of a nurse and running towards any-
thing electrical in order to insert something, anything, into the live
wires. She clearly didn’t intend to be taken down alone.

She was a powerfully-built woman who wouldn’t communicate
verbally with anyone but she would happily communicate kinaes-
thetically. For the staff she became a logistical nightmare, as they
now had to eat with plastic cutlery and remove all the foil from
sveryone’s cigarette packels

Therf was also the moblem of the light buibs and sockets. 50

standably they had a strong interest in trying to understand
acﬂy why she did that, and how she could be stopped without
keeping her locked up in-the rubber room 24 hours a day.

32
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Weil, T immediately wondered if it had anything to-do with the
fact that she was being forcibly electroshocked under a Mental
Health Section, so I gave her a pair of rubber boots. (I was already
wearing mine.) “Thanks™ she said, “Now I can take out every single
one of those fuckers before they finally get me.” Sometimes it’s just
a question of paying attention to the right detail to get the right kind
of response

Despite the remarkable stability of this woman’s behavior in
the face of all the bCT and industrial strength madication she had
been given, none of the staff had recognised any patteris in her be-
haviour. They all operated within their ruling belief system that since
she was diagnosed with “hebephrenic schizophrenia” eventually the
drugs would correct her “chemical imbalance” and she would “calm
down.” Despite the evidence right there in front of them that this was
not working, the drugs were still being forcibly given several times
a day.

“She seems preity angry,” { sumested

“Yes” the chief nurse said, “that is her

}fev biggest problem?

In “Wisdom, Madness and Foliy” (28) R.D. Laing wiote of a
ward where he ordered the doors to be unlocked and the drugs
thrown away. Sure, at first windows got broken and chairs thrown
about. But things soon calmed down—after all, how do you rebel
when there is nothing to rebel against?

Once we can see through the nominalizations of psychiatric
psychobabble we can begin to design interventions for the specific
individual rather than relying on the carpet-bombing approach of
mass madication. Just as there is a tendency for psychiatric profes-
sionals to lean towards “reality orientation,” there is a tendency in
NLP to challenge nominalizations or meta-mode! violations. Meither
of these approaches will be much help in working with schi'fophre—
nia; they will only create distance between NLPer and patient—as
well as between NLPer and psychiairic professicnall—something 1
have learned to my own cost and marginalisation by the psychiatric
industry.

iggest problem.”

O

{ have tried arguing against beliefs before—everything from a
conviction in God through to a paranoid who thought he was God. If’s
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exhausting work, and while it is possible to win by attrition, usually
they’ll only “change their minds” in order to get rid of me.

Effective therapists don’t challenge schizophrenic realities, but
rather join them and expand them. After all, a universal feature of a
schizophrenic’s world is its rigidity, poverty, and tightness, and most
of all, its sheer stability in the face of logic, reason, and extreme
patience.

‘While many writers have commented on the metaphorical nature
of schizophrenic communication, one NLP approach is to take the
communication at its literal face value. As Richard Bandler suggests,
if schizophrenics are not in touch with reality, we can change reality
so that they are.

For example, Bandler saw a patient who heard voices coming
out of the wall plugs. He put speakers in the wall plugs, and then
talked to the patient using the speakers, giving him some rea! voices
from the wall plugs to compare to the voices that he already heard.
That offered the patient an opportunity to distinguish between the
voices in his head and the ones actnally coming from the speakers.

For the paranoid who believes that he is being followed every-
where, having him actually followed everywhere (thus making his

ielusion real) creates a situation in which he can sort out whether an

experience is real or siimply a delusion. However, I have found this
too difficult a concept for the consideration or comprehension of dis-
ciplinary panels with whom I have been involved.

Dr. Al Siebert tells us in his article about non-diagnostic listen-
ing (43) of a girl who heard the voices of God. Siebert asked, “Why
is it that of all women in the world, God chose vou to be the mother
of the second Saviour?” He didn’t ask this as a challenge, but rather
to open up her world a little bit.

Bandler also tells of the schizophrenic who claimed to be Jesus
Christ. Bandler neither challenged this delusion (which invariably
resuits in failure) nor sought the reason why he might escape his real-
ity in this way. Bandler’s approach was simply to fake the man at his
word and to bring with-him a large cross and a hammer and some
nails. Only Bandler himself can tell us if he really would have ham-
mered the nails all the way through, but [ am sure that the patient
himself had no doubt about it, because he immediately began to
protest that he wasn’t really Christ.
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According to Jay Haley (25) all communication occurs at the

following four levels:

Communicator
Message
-Recipient
Conzext

Or, more simply:
I (commumicator)
am saying something (message)
to you (the recipient)
here and now. (conzext)

A schizophrenic is unable to communicate on two or more of
these levels, or actively seeks to negate them. For Instance, on intro-
duction to a chronic schizophrenic lady who was twice my age, her
opening line to me was, “Are you my father?” Thus she is negating
herself as the communicator (i.e. she is not who her communication
purports her to be), she is negating me the recipient (clearly I am not
the person that her communication suggests) and she negates the con-
text (I am a member of staff being introduced to a patient, not a father
being reunited with his daughter.) And ail these negations also negate
the message as a whole.

Of course the flip side of all this is that she is behaving perfectly
according to the context—we expect “patients” in the madhouse to
say weird things that make little apparent sense.

From the case notes, I knew that she greeted everyone this Way.
i\nd when a staff member denied being a relation she would respond
viciously with, “Don’t lie! Why are you always lying?” and thus
began the usual psychotic exchange.

When she says, “Hello, are you my father?” despite the fact
that she was twice my age and her father was a long time dead, what
T need to do is to teconnect her negated levels back to ner, the
speaker.

So quite naturally my response was simple; I told her that ves, 1
was her father, so now where is my kiss? As I puckered up she
laughed and told me not to tell such lies, but seeing as I was such a
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fine-looking you“w man {not her father) she’d still iike to steal a
quick kiss anyway. I promptly fled doing my very best Daffy Duck
impression and hid in the kitchen. This meant that she was cued to
come to me, rather than the usual setup of the staff continuously
going to her. This exchange re-wrote the rules of engagement with
which she was familiar, and thus change had begun.

Note that she didn’t ask, “Am I your daughter?” This would
have been an entirely different paradigm. It was not her own identity
that she was establishing but that of the other people around her. The
negation of her own identity is estabiished by implication of the ques-
tion. If she had asked me, “Am 1 your danghter?” in similar circum-
stances 1 would have replied something along the lines of, “Yes!
Where on earth have you ’oeﬁnV”

In “Tell Me I’'m Here,” (17) Anne Deveson gives an example of
a simple exchange between he;self and her schizophrenic som.

“Who’s responsible for me, Anne?”

“You are.”

“T am? I’m sorry I hassle you, Anne.”

Note that Annpe is his mother but the guestioning is not to her, it
is to Anne. Her son is implying that someorne is responsible for him,
1.e. his mother, but he is not addressing his mother in those terms but
rather as an equal.

The trend is for this type of schizophrenic to continually call the
other person’s identity into question. I have often witnessed interac-
tions between staff and patient that revolve around the staff member
reassuring the patient regarding the staff member’s identity. This is
especially true when new members of staff arrive on the unit. 1 have
neard schizophrenics challenge the identity of the new guy with utier-
ances such as, “Are you from the CIA?” “Have you come to take me
away to prison?” or my favorite, “You are Satan!” bellowed at me
unexpectedly by a female patient who Immediately atfempted to bite
my genitals. Gf course this succeeded in eliciting a rapid and signif-
icantly defensive maneuver.

By controliing tuv apparent identity of those with whom they
communicate, the schizophrenics invariably succeed in controlling
the direction of the conversation, with the staff continually on the
“hack foot” defending their own identities. Essentially, the relation-
ship that is being established by the schizophrenic is, “T won’t let you
be you; you will only be who I permit you to be.”
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Omne client used to tell everyone, “I haven’t got a head.” Thes
took her literally and reassured her that she did indeed have a head,
but she didn’t believe them. So in order to help her, they diagnosed
her as psychotically depressed and gave her slectroshock. I'm not
entirely sure how this was supposed to help, but after about 90 shocks
she still didn’t have a head, so they drugged her with industrial
strength neuroleptics instead. She continued to say, “I haven’t gota
head” despite incremental dosage increases and *epeateu blood tests.

To explain what happened next I shall need to borrow a joke
from Abraham Maslow, about a man who thought he was dead. The
doctor asked the patient, “Do corpses bleed?” “Of course not,” says
the patient. The doctor first asks permission to test this, and then
sticks a pin in the patient and sque\,zes out a drop of bicod. “T'll be
damned!” exclaims the man—*“Corpses do bleed, don’ t they!”

The staff tried getting clever, “How can you eat then?” they’d
ask her. She’d point to her neck and shoulders and say, “Feel that,
that is food, see, that is foed!” Great! Not only did she still not have
a head, but she now also had food in her shoulders. The nex: step
oceurred with the inevitable, “How do you talk then if you haven’t
got a head?” Well, now she had direct thought transmission. Next
came, “Why do you brush your hair, then?” So she stopped washing
and brushing her hair, which is a change of sorts, T guess. And on and
on it went. I wondered just what else the staff could come up with to
install inside this poor woman.

‘What the staff failed to see was that the head was right there on
top of her neck all along. Maybe if the staff hit her hard enough with
that hardback copy of the DSM-TVR diagnostic manual { 18) they
could have anticipated a slight change in direction. After all, what
could she say, “You bastards! Don’t hit my head!”? We should cer-
tainly hope so.

Um remin ’1ﬂa of Miiton Erickson’s patient who wouldn’t eat
because he didn’t have a stomach and was being tube fed. Erickson
put a lot of baking soda in his next “meal,” and the resulting bout of
belching as the soda reacted with stomach acid gave powerful notice
that he certainly did have a stomach after all.

There are other patterns at work here.

Let’s compare the following communications:

“I have heart burn”

“I haven't got a head.”
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While neither statement is literaliv true, both conform (partiaily
at least) to cultural norms. “Heartburn” refates well to the sensation
that occurs with acidic gastric reflux, and more than one person has
“lost their head” in a crisis. So what might you say to a patient who
thinks that she hasn’t got a head? Well, sometimes people “lose their
minds” and you just need to know where to look for it. Many
metaphorical statements about experience are required by culture. If
1 were to tell vou that | was suffering from “heartburn” throwing a
bucket of water at my chest will heip far less than an antacid.

Across different cultures metaphorical descriptions of the same
event will vary enormously, and that is why identifying a mental ill-
ness in a totally foreign or alien culture would be an insurmountable
task. As Haley pointed ont, much of schizophrenic communication
is an aftemnpt at not communicating, which is itself a paradoxical dou-
ble bind. How can you communicate that you are not communicat-
ing? The schizophrenic concerned was indeed having quite a slow
burning and serious life crisis, having been incarcerated and madi-
cated for over 18 years.

According to Haley’s model, “1 have heartburn” is a positive
staternent that does not negate on any level (depending on context).
1t is a positive and true staternent that does not negate the identity of
the speaker, the communication itself is readily understood by any
listener who speaks English as their native language, and the com-
munication does not negate the listener’s identity. Meanwhile, the
context is appropriate where the speaker is making the staiement
within a relationship whereby the listener is able to otfer a response
{verbal or nenverbal) congruent with the communication.

However, “I haven’t got a head” negates on a fourfold level and
is a communication based on a non-communication. I was working
as residential worker within a psychiatric facility in which this
woman was “voluntarily” detained. “I haven’t got a head” was her
response to me introducing myself to her. She promptly fell to the
floor clutching her throat, making choking noises and kicking ber
legs. 1 was a bit faken aback, but I was assured that this was “nor-
mal” behaviour for her on meeting someoue new.

There are many possible responses to someone without a head.
We could try to de-nominalise with, “Where is it then?” or “How did
you come to lose 1t?” or simply, “Well, that was bloody careless!” but
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we need to consider just which direction we want to 20 with It. There
are very few schizophrenic behaviours that frighten me. So to be intro-
duced to a female “resident” without a head who was pretending to
choke, I stayed within the context of our meeting and immediatoelv
started fussing about the possible mess she might make on the carpets.

1 am reminded of one client who told me he was “deau.’:My
reflex response was, “Shit! How did that happen?” and I listened
patiently for about 45 minutes while he told me all about it. “Sounds
like an awful thing to happen to a guy,” I told him as I went to make
a cup of tea. Curiously, from that day he never once claimed to be a
Sorp.se again. Of course, the psychiatric staff wrote in the notes,

‘Patient finally appears to be responding to Respiridone.”

More than one observer of residential psychiatric practice has
commented that most of the staff seem to “walk on egg;hells” with
their patients, lest they trigger a psychotic episode or symptom. Far
too many patients run their wards by the “potential tyrénny of psy-
chosis”—the fear of what psychotic trick the patient wili pull nexti

There is an old joke about the new gorilla being introduced to
the other experimental test subjects in the lab. The older gorilia
shakes his hand and says, “Hey dude, if you press that lever you can
get that man over there fo give you a banana.” All too often, it is the
staff that are being trained by their patients, rather than vice-versa;
and the patients are generally a /ot better at it. ’
. I{l psychiatry there is a big emphasis on patients being “sta-
bilised” and thus humour and joviality are frowned on. Humour is
§omehow equated with being “unprofessional” or “stupid.” However,
humour :aIW:iyg involves looking at something differently, a skill that
most patients {and most staff!) desperately need, and it creates a rela-
tion.slinp based on something different from what the patients are
familiar with. )

This approach contradicts much of what the psychological fields
promote with their emphasis on the “therapeutic relaticnship.” That
firmly establishes a “therapist-patient” context and it is from within
that rather small and stable context that the therapist attempts o szop
the patient from being a patient. Does this not seer a bit strange {o
you, too? This unrecognised and unacknowledged double bind really
needs to be tackled well before the person acting as “therapist” caxJ}
ever hope to create any profound and lasting change in his client.
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Tt’s worth mentioning at this point some differences in the struc-
fure of a psychotic reality. In the examples above, all the cﬁgnts were
globally affected. Their entire reality and day-to-day experience Was
built upon a very stable and enduring set of beliefs. Thus W1th‘the
guy who believes himself to be Jesus, nailing him to the cross rmg:ht
break the globalised effect and reconnect him to the outside world,
but it isn’t necessarily going to enable him to organise his thoqgh;is
or life any differently. This is especially true when he resides within
the trappings of a psychiatric “care” facility. . )

This is a totally different state of affairs from the partially fﬁ‘
fected psychotic whose delusion happily co-exists twith an Ot‘hélrmse
normal life. Thus someone may have a strong religious convicton—
whether it is the common concept of God, or an extra-terrestrial deity
from the planet Zog—but still manage 1o interact within our com-
munities in acceptable ways. .

The number of people who share the same belief might simply
determine the level of delusion in this category. If you are on your
own, they are going to drug you—but if you get yourself a foﬂow;
ing, you might be declared a minister and even becom.e a respected
pillar of the community. To what extent the above applies t'o psychi-
atrists and psychologists, 1 will let you, the reader, determine.

When I represented a private patient of mine at a mental health
tribunal hearing, 1 asked the panel to do two things for me: B

1.1 asked them to convince me of their ability to treat oim,

.~ because despite over 100 hospial admissions, the patient was clearly

no better today than when they started with him more than 8 years
earlier. So it seemed reascnable to me that if they were going © detm_n
him for another year, then they should surely be able to prove their
ahilicy to treat him effectively. As far as T could tell their performance
was geriously lacking any credibility since the psychigtri-st_ 30_1"1 me
that the patient had shown the “prediciable level of .d terioration” over
time. (Nice one—blame the patient for your own incompetence.) )

2.1 wanted one person present on the panel to prove to the rest of
the room that they were themselves sane. 1 needed this so that my
client would have a model of sanity to follow, and know what he had to
do to be set free. Every person in that room declined my request, zma
yet they coniinued to demand that my client himself prove his sam‘ry:i
David Rosenhan is a psychologist famous for his 1972 expern-
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ment that was written up in an article titled, “On Being Sane in
Insane Places.” (40) He had eight graduate students admit themselve
to psychiatric hospitals with vague complainis. Once admitted, they
did nothing out of the ordinary and behaved nomaily. Curiousiy, the
other patienis recognized that they were sane, but the staff didn’t!
These graduate students had great difficulty getting discharged,
because their requests were categorized as further evidence of their
insanity. Bventually they were let go, but none of them were dis-
charged “sane”; they were all discharged with “schizophrenia in re-
mission.” Once you have crossed the threshoid into psychiatric care
and become labeled, getting free again or remaining tnmadicated can
be extremely difficult.

When deaiing with schizophrenia, the NLPer faces challenges
both on the inside and on the outside of the patient’s reality. There is
not only the internal disorganization, but the rigid psychiatric con-
text to deal with. I think this complication, and the involvement with
the psychiatric services that is often necessary is what puts so many
NLPers off working with psychiatric clients. I was recently surprised
10 learn that one well-known NLP trainer to whom I referred a young
man with an obsessive-compulsive disorder immediately referred him
on 1o a psychiatrist for an evaluation. The trainer’s concern was that
the young man might be suffering from “schizophrenia” and thus
might require medication and not “soft” psycholegical help. I called
the psychiatrist, who stated that in his view the referral was totally
unnecessary. '

The voung man refurned fo me with a small plasticine ball given
to him by the NLP trainer. “I have to squeeze this when { feel
stressed,” he told me. “And how do you feel when you squeeze the
ball?” 1 asked the young man. “Siressed” was the reply. We posted
the ball back to its former owner.

Inevitably, the section of the population who are madicated
daily and often not permitted to work have little hope of being able
0 afford the fees of even an average NLPer. I often wonder if this
high fee level might be deliberate and with a hidden agenda. After
all, it is much more pleasant to work with “YARVIS” clients—
“Young, Atiractive, Verbal, Intelligent, and Successful—ihe “wor-
ried well,” instead of those poor unfortunates stuck in the trap of
inherited poverty, inner city housing, crime and despair.
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Although much research into schizophrenia is biologically

i, geographical location (suburbia vs inner city) is a much bet-
ter predictor. 1olog cal research is cieaner, it’s neater, it’s more

“politically correct.” 1t’s alzo a much, much more comfertable way
for us who don’t have to live that way to think about it—it doesn’t
challenge our model of living. As one therapist wrote to me, “Poverty
is a maladapiive behaviour, and as such there is nothing wrong with
punishing it.” While poverty is not necessarily a discriminating fea-
mare in the occurrence of schizophrenia, it certainly profoundly influ-
ences its manifestation and prognosis. Only if you are wealthy can
vou or your family afford effective help (if you can find it!). The dif-
ferences between the chronic wards of the state hospitals and private
hospitals are enormous, and so are the attitudes. of the staff.

A couple of years ago while attending an evening presentation
at one of the London NLP groups, I watched with interest the be-
haviours of those attendees who were sitting close to a man with pro-
found tardive dyskinesia (TD). TD is a nasty drug-induced disorder
that produces facial grimaces, tics and other involuntary bodily
movements. It is a chronic condition that is unacceptably common
amongst people receiving psychiatric madication. Yet very few psy-

chological professionals—Iet alone NLPers—have ever heard of it.
Aher the break, despite being sat in the middle of a fairly tightly
packed audience, there was a perceptible ring of empty seats all
around where this man sat. I guess it is this distance that many peo-
ple prefer to keep from those things that they don’t really understand.
A high consultation fee definitely helps maintain this distance, while
creating an illusion of success.

We are increasingly moving our society toward control through
psychotechnology—recent court cases have seen parents challenged
for refusing to drug their children with behavioural modification
drugs, and scmetimes children are then taken into state sponsored care
and drugged that way. Laws have been proposed (stopped, but car-

ently under review) that will make it a crime for a patient released
into the community to not take his medication. We huve parents and
schools increasingly viewing madication as a solution to their pains
of urban living and thu discipline protﬂun;, created by our politically
correct ideclogy. Rather than a taking a trip to Bedlam to see the
lunatics, today a short trip into the city centre will more than suffice.
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Take some fruit and a large flask of tea. Talk to the derelict people you
meet right there on the park benches, and you will leamn rr;uch. )

Each day, people are forcibly given electric shocks to their
brain—no judge, no jury, no i independent wiinesses, and most impor-
tant of all, 70 fuss. People still have to live in tower blocks that smell
of violence and urine. They might lack the economy and resources
to escape, but their madications and thymoleptics are free,

My challenge to NLPers is to take a broader systems view of
their potential client group, and apply the technology of NLP tc the
models of living both in the Iocal and non-local systems and meta-
levels. There is a common thread of anarchic tho ught that runs
through the NLP community, ranging from simply reading Robert
Anton Wilson (4 5\ to an in-built distrust of the self- -professed experts,

but reading about it is simply not good enough. Surely we can do bet-
er than this?
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Meeting Marian

& rs s
I'm aterri i Iy gi
rrible lover. I've actually gwver a woman an anti-climax”
—Scott Roeben

<Tnerapy is indeed a very strange concept; the ideas therapists
are always coming up with continue to amaze}r;e—and clients’ ;VM—
Ingness to go along with them amazes me even more. Hopi Ear éa;-
dles are an mteresting pastime, and for the new ace devotees there is
alwigys ﬂ-xe mystical image of the Hopi Indians eilgagino in anvcient
healing rituals by sticking burning candles into each o?he?’s ears. But
at the end of the day, no matter how mystical you get, it is ah;va 3
jWOIﬂ-“L rem;mbering to remove that candle before vo:l b;:gin to s*ngl’
Eulrnm.g hair. My mother never actually told me ;mt to Sut bunil'm :
mmgs.mtq my ears, but somehow I just know if she had ever cau hgt
me doing it, I'd have been spanked for sure. :
Colonic irrigation is another very popular one. At an alternative
therapy centre where I once worked, the colonic irrigator had a 2-
week waiting list for new appointments. It was very qurat%ve too, so
T was to_ld. With very little overhead (bucket, hoses, jug p{lmp an’d a
roll of tissue) you can flush colons and release all thos: nasty toxins
at aneat £65 per session. Since an average session is less than twen
unutes, that’s £195 per hour with a full schedule—more than mots}g
lawyers get for doing much the same kind of work. :
( Shortly before I left the centre, the irrigator hit upon a better
1§ea: he doubled his fees and adverfised fort‘coupies 7 Tf;e advé'
tisement read, “This gentle detoxification j . "

rogram will cleanse your
System nwanted mu 1 ¥ o
ystem of unwanted accumulated toxins and is perfect for couples

seal e . ,
ruC“I‘Hg to credic a purer sense of intimacy.” I thought about this for
a while and then quickly tried to put all

. those pictures out of
mund. Four week P tormy

a1 1 ] s later, business was apparently so good that I was
1 A% Sl ka % &
KEeG 1L wanted 1o “train up” to work for him myself. “We are going
hd =3
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to start advertising for bisexuals next week!” he told me excitedly. I
put the telephone down, wishing I hadn’t spent so many years devel-
oping my visualisation skills. Some things really are best imagined
by someone other than myself.

And then there was Marian, a beautiful blonde “sexual thera-
pist” from Denmark. At least, that was how she described herself
when I got chatting with her during a break at a conference. With a
degree in psycho-sexual counselling, master practitioner certificate
in NLP, “accomplished” Reiki master and a registered counsellor,
Marian had decided to embark on a slight twist to the traditional “talk
all about it” approach—she actually fucked her clients to teach them
how it should be done—Swedish style (whatever that means).

“You see, it is all about the technigue, not the words,” she told
me emphatically. “So unless you get naked with these people, you
will never find out what is really going on between them.” If the guy
suffered prematurity, she’d get between the sheets with the guy and
teach him how to do things differently. If the problem were between
the couple, she’d climb straight in there and tackle it. It was when
she started to explain to me what she did when women complain of
vagimismus (“A painful and often prolonged contraction of the vagina
in response to the vulva or vagina being touched.”) that I started feel-
ing rather wobbly.

I was reminded of a conversation from severat years ago. A
friend of mine who was a physician working in the genito-urinary
medicine department was asked to consult with a married couple who
had been referred for a two-fold reason: 1. Failure to conceive, and
2. Persistent vaginismus.

“I just knew what was going on with them as soon as I saw
them,” she told me, “because I get this at least once a year” By way

“of explanation she said, “Let’s say they are rarely the brightest kids

on the block, and they retain a certain childhood misconception. If
you are a child, were do babies come from?” she asked me.

“Mummy’s tummy?” I venture.

“Right. And how do they get out of mummy’s tummy?” she
continued.

“Ahhh, . . . out through the belly button?”
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“It comes as guite a shock when I tell them where they should
be ‘doing it’ instead, I can tell vou,” she told me.

I asked her if she ever saw people whose problems were caused
by penetration of “the wrong hole” (i.e. the tradesman’s entrance) but
I was assured that this was very rare, as apparently very rarely do chil-
dren grow up with the misconception that babies come out of there,

But back to Marian. “They actually ler you do this?” I asked her
incredulously as I opened the window. “Yah, of course they do. That
is what they pay me for,” she answered ever so matter-of-factly.

So I gaess there are clients for every type of therapist, no matter
what kind of help they are offering. Marion charges £600 per ses-
sion, per person. [ asked if this was all-inclusive or if she had a memn
of extras, you know, like a hand job £25, blow job £90? She huffed,
ciearly offended by my obvious and blatant ignorance. “You think I
am just a commaon prostitute?” she protested, starting to look angry.
Then she added—guite unnecessarily, I thonght—“You nrobably
think that anything more than two minutes of thrusting makes you a
sexual athlete! For you I would charge double!” Sensing danger, I
made some polite excuses and quickly made my exit.

It did occur to me that the high fee does help prevent the prob-
lems that could so easily arise. Just imagine Premature Peter saying
to his wile, “Yes dear, it is helping, of course it is, . . . but I'm not
quite ready vet. Let’s give Marian a call and see if she’ll come over
again for some more ‘therapy.” ” (Nudge, nudge.)

Contingent Suggestions

From The Hypnosis Training M anual ' .
The basic formula is that because “A” is happenng. then
can or must happen also. “A” should be a something that is obviously

1 +
true and “B” is your suggestion directing their attention.

while vou . you can
While you sit in Zhaz chair, you can begin to relax.
While you take a deeper breath, you can go deeper.

When you , please
When you close your eyes.; please make yourself even more

comfortable. i
When you lift your left hand, please notice what is happening

to the other hand.

Don’t ,until you really . .
Don’t go into trance, until you really fry to stay fully awake.
Don’t pecome aware of your biinking, unt tii you really feel

deeply relaxed now.

You won't , until . . "
You won't begin to opern YOour €yes, until you are really reacy to

come fully back now. ) .
You won't wake up from this beautiful trance state, until you
become unconsciously aware of the emotional resources at YOur

ready disposal.

MR
~1
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Why don’t you , as you begin o . )

Why don’t you really take the time to enjoy your time of relax-
ation as you begin to see new opportunities to feel good now.

Why don’t vou go even deeper inside as you begin {0 access
those unconscious resources.

The more you become , the more you will .

The more you become aware of those good feelings stored
inside, the more you will begin to live in a state of grace.

The more you become more deeply relaxed, the more endor-
phins can be sent to that part of your body that most needs them.

As you begin to feel , you can begin to unconsciously
notice .

As you begin to feel thar sensation build in your hand, you can
begin to unconsciously notice the level of physical control of mind
over body.

As you begin to feel that warm inner glow, you can begin to
unconsciously notice zow far out from your body it can spread.

As you feel , you can notice -

As vou feel that certain sense of relaxation, you can notice 4
warmth building.

As you feel the comfortable weight of your body in the chair,
vou can notice how much more relaxed you can become.

The feeling of , will aliow you to really begin to .

The feeling of relaxation will allow you 1o really begin o open
up the energy cenires now. ‘

The feeling of energy will allow you to really begin to allow it
10 flow through your body.

After , then you can really begin to

After opening your eyes, then you can really begin to see the
world in a different-and brighter way. )

After reading this book, then you can really begin to find many
more positive ways of feeling good in this world.

No Talking In Class

“It is better to keep your mouth closed and let people think you are
a fool than to open it and remove all doubt” —DMark Twain

Emily was five years old, happy, well-adjusted, from a good
family. She had an elder brother with whom she played cooperatively,
and her schoolwork was satisfactory. She was popular with her class-
mates and played and smiled a lot.

There was one slight problem though—since starting school,
not a single word had passed Ler lips while she was in school. Not 2
single solitary sound. Not a langh, not a cry, no syllable, nothing. She
didn’t even speak to the other children, even though she joined in all
the games.

Something had happened in preschool. She went in happy one
day, and came out unhapny. After that, not a sound. Her parents took
her out of preschool and outside of school everything was normal.
At home she was a perfectly normal child.

Later at primary school, the educational psychologist is called
and does her stuff—but no effect—Ilittle Emily refused to speak.
Lessons were structured, counseliling offered. The play specialists
became involved; they used dolls, role-play, games, anything—every-
thing. But still no result. Nothing.

Reward systems were put in place, token economies instigated,
stickers were issued, positive reinforcement implemented and praise
was lauded. Everything was tried, but this young lady wouldn't utter
a peep. Stili nothing.

S0 I get called. “Austin, The Last Resort”

1 arrive at the school only to find wes Emily was far cleverer
than [ could have imagined. She had trained every adult in the school
to accommodate to her “problem.” I start with retraining the teach-

s, getting them to notice the subtle ways that Emily was able to
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metaphorically wrap them around her little finger. The staff were fan-
tastic, and very dedicated, but despite our best efforts, stiil there was
nothing. Rethink time.

Another day at school, I try working my magic on Emily
directly. I have told the parents [ am prepared to only do this once. I
had no interest in embarking a child on a course of therapy for a
problem that is likely to spontaneously resolve at some point in her
futare anyway.

For two hours, the little minx sat there not engaging me in any
way. She didn’t even appear to be refusing to engage. If 2 visible sign
of refusal had arisen, the rest would have been easy. She did vomit
over me once though, and 1 did begin to wonder if her head was going
to spin tound, but this wasn’t the devil. This was just a little girl who,
for reasons only known to herself, refused to speak at school.

I returned home without result—other than stinking of orange
squash-flavoured vomit.

ee months later, 1 telephone the family to see if any progress

had been made.

*Oh yes,” the mother tells me happily, “Everything is fine now.”

“Wow! What happened?” I ask, quite excited and curious.

“Oh, we just told her it was time to start talking in class and the
teacher said the same.”

*What happened when the teacher said that?’

“Oh, Emily just said, ‘OK, Miss,” and she started talking straight
away.” Lesson learmned: Ajways start with the obvious.

Wher I was 7, my mum lost her slippers and she couldn’t find
them anywhere. “Where’s the last place you’d look?” my father asked.
“The fridge,” came the reply. “Start there,” he said.

it’s worth noting that my mum’s missing slippers were indeed
in the fridge. My parents puzzied over this for years afierwards. But
what they never thought was that 7 knew where they were because /
put them there. T don’t know why I did it; 1 guess children just do
strange things sometimes. At least [ did.

The Right Man Syndrome
{INarcissism)

“
When men are mner s ! o
‘erﬂ Ien are most sure and arrogant they are commonly most
mzsrak;n, gwing views to passion without that proper deliberation
which alone can secure them from the grossest absurdities”
—David Hume

One particularly arrogant young man sought my services in
or’der to improve his confidence in his presentation of himself to
otner people. A self-professed “expert” in verbal seduction tech-
niques, he did not wish to change any aspect of Ais behaviour, since
he believed that he aiready knew how to behave. What he ac’tuaﬂy
Wante.d was 1o feel better about the responses that his self-important
b‘ehavmurs tended to elicit from other people. Other people quite sen-
sibly tended to avoid him like the plague. I found a shocking exampie
of this level of narcissism in Pendergrast’s Victims of Menjor;,

I've had a lot of therapy and read a lot of self-help
bOO%{S. I've learned to really love myself. I always pampe}
my inner child. T have overcome any tendency to feel guilt
tor anything I do. I'm real good at asserting myself and
expressing my anger, and I don’t let anyone abuse me in
any way. I've worked particularly hard on my co-depend-
ency. I've cut off all my dysfunctional relationships. I'm
now ready for a perfect reiationship but no one I meet
matches my level of mental health. What can I do to get
the love I deserve? (34, p. 450) )

1 am also reminded of 10T Nursi i 1
m emmnded of a senior nursine cojleacne witl H
orkag b0 reminded g colleague with whom I
FOLRCd i a specialist treatment area. Her confidence was supreme
- LAy
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ut as is usually the case with supreme confidence, her compeiency
riously lacking. Until she was finally tackled on her poor per-
formarnce, she had been blissfuily unaware that er several years fﬂl
her work had been continuously monitored and d:oubi'e—cl_zeckedT by
her junior colleagues in order to prev.ent any serlousul‘nc.ndent. Her
“confidence” deleted from her expernence any possibility that she
herself was responsible for many of the problems that arose on t?at
unit, because, curiously, someone else was always to blame. After
consulting in different areas of failing businesses, 1 have learned that
this is not an entirely rare phenomenon. o
hese clients present an interesting problem to ﬂugraplsts. | They
arrive af the therapist’s office demanding that the therapist .help them,
but simultaneously denying that there is anything in '{hé.‘l’i ownl .bef-
haviour that needs changing. “There is nothing wrong with me, 1t 1s
everyone else that is the problem. Help me deal “w‘/ﬂh everyone jals:e.

Since the only person who can be changed 1S the person in the
room, this is an impossible situation, what is called an “ill-formed
outco%ne” in NLP. In order to change those other people’s 1esponses,
either they would have to come to 2 session, or the client wmﬂ‘d hav_e
o changé what he (or she) is doing. If you can manage.to Pomt;tms
out 0 tEem., that can sometimes be a beginning of rﬂeoneﬂ:rmrfg th§m
to the real problem. But even when it doesn’t, it makes the sx_t‘uauon
clear, and avoids frying to do the Impo ssible, though it may shorten
the session, and your income considerably. } ‘ 1

These people almost never show up a;%uany look1’11g \)fcr‘nelpz
“T’m just 00 pompous, arrogant and insensitive 10 other._s views _and
feelings, and I'd like to change that” Buta 5pOuse or child may drag
them in because of the trouble and unhappiness they cause.

These narcissistic behaviours can be exasperating o even the most
seasoned therapist, and of course narciss@tig Lﬁ@ividuaig are zeiv afiept
in pointing out any failing they can identify In z'r}e therapist’s behaviour,
character, performance, eic. These clients are otte'}'% very percepﬂyﬂe varid
talented in identifying another person’s vuinerabilities and are qtn.ck to
exploit these 10 render others “less than” when chavn‘en%eci, ml&mg it
quite reasonable to dismiss what others say. One pgr}xcthar client, des-
;;erate not to be out-done, said 1o me aggressi*v‘ekf, “You are 100 clever
for your own good, and that will be your undoing.”

g &
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1 call this kind of client the “Right Man,” a term [ have bor-
rowed from writer A. E. Van Vogt in his exploration of viclent men.
Most of us have probably met a Right Man in some contezt of our
lives. They often tend to be successful, and often are bosses, man-
agers, or senior colleagues, because they have succeeded in con-
vincing others of their superior views and capabilities. Far too many
clients of mine have them as a parent for me to think there isn’t a cor-
relation between Right Man syndrome and serious smotional distur-
bances in their offspring.

At home, the “Right Man” may alternate his mood with temper
outbursts in order to get his own way, and sometimes a deep dive into
depression when he doesn’t get his way, and begins to suspect that
his sense of self is a fragile charade. The depression is often an
unwiiting but effective manipulation and the family learns to be care-
ful not to upset Dad.

The Right Man must always have his way and above all is afraid
of losing face. “How dare you talk to me this way?” is a standard
response to anything that might indicate a weak spot in his infallibil-
ity, something that he can never admit. The RM takes the blaming
position of, “My anger/depression is a direct response to vour behav-
iours, whilst your behaviours have nothing to do with me.” People
interacting with the Right Man often feel that their interaction is con-
tinually being controiled by him, and that their answers and responses
are being manipulated to maintain his facade.

One curious feature is that the Right Man tends to particularly
enjoy television shows that involve other people “geiting caught.”
These patterns serve to shield The Right Man from the effects of his
own behavioural patterns. He tends to negate feedback from other
people in relation to his own behaviour. The relationship that he insisis
on is as follows: “1 get to behave however [ want to—with impunity—
you are ithe one that has to make the adjustment and just accept me for
what I am.”

T I3

e effect upon others who have to deal with him is often exas-
peration, hopelessness, and helplessness. The Right Man often man-
ages to leave a trail of anxiety, despair, self-doubt and depression
everywhere he goes.
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s

Paitern #1 ““There Are No Shades of Grey” Black and
White Thinking.

Mederation and mediation are not options, because communi-
cation is essentially one-way. Everything is either one thing or
another; anything in between is simply not allowed. The Right Man
will often be an alcoholic or will abstain compietely. He either loves
somecne totally, or hates them emphatically. You are either com-
pletely on his side or you are against him totally, and so on. Yet oddly
in spite of all the obvious behaviours to the contrary, he will often
claim to not have a view on the matter at all.

Nearly everything in the Right Man’s world is an extreme posi-
tion and his communication with other people tends to force them to
choose that position. Failure to conform to this way of thinking is
usually interpreted—and thus expioited—as a weakness. This pat-
tern 13 both a spontaneous thinking pattern and is often utilised effec-
tively as a mechanism to control other people. For example, when
asked to moderate his aggressive tone, one such Right Man replied
aggressively, “Fine! Then I will stop speaking to you altogether” To
which I simply replied, “Thank you.”

Following a miner disagreement with a brother, one Right Man
declared, “That man is never welcome in my house again. Ever!”
Twenty years onward, his position stili had not changed.

Pattern #2 “*You Have Ruined Your Life”
{atastrophisation and Permanency.

In the Right Man’s world, nothing is transitional or temporary.
Nothing is permitted to be a flow, a developmental stage, or process
that people work through. In the Right Man’s world everything be-
COmes permanent.

In NLP terms, this is an exireme form of “overgeneralisation”

where one incident 1s generalised across contexts to just about every-
thing. A small event is blown out of all proportion to become a catas-

rophe. For example, one 8-yvear-cld daughter of a Right Man did
badly on her Monday morning spelling test at school. This was met

with the declaration from the father that, “You will fail everything i
you can’{ even pass a single bloody spelling test.”” Another scenario
involved someone declaring that his adult son had “ruined his life”

by getting a tattoo when he was 19,

=t
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Catastrophisation doesn’t require a verbal depiction of the catas-
trophe—a “silent” catastrophic emotional reaction involving an
ext.reme social withdrawal over a relatively minor event can beiuf—
ﬁ’ment to send an unmistakable message when it is in the context of
ail the other Right Man patterns.

Pattern #3 “T Knnw Vi ;
Pattern #3 “1 E&ﬁ{?w You Better Than You Know Yourseif”
Superior Knowledge, :

The Right Man knows the truth—i.e. the “real” character of a2
person, the character that the person manages to hide from everyone
¢ise, including themselves!

The Right Man knows better because he knows the “rioht” wa-
N knows the “right” way
hia o e . . 4 e -
2is sen really wanted to be living, that is, according to the rules and
w%shes of the father that were assumed to be the desired rules and
wishes of the son.

. Someone can actually be quite successful and happy, but if the
Right Man has decided otherwise, he will always regard this person
as an unhappy failure and thers is nothing that person can do 1o
change their position.

One Right Man, when describing the reql character and per-

Tiies 1. ~ey - Sl
sonality of his son {aged 38 and quite successful) gave three exam-
plffs of how his son was a complete failure. Two examples were from
Lrna‘ncy, and the third “proof”” was from an event that occurred on his
son’s Sth birthday party!

' Onelot the popular games of The Right Man is to “put people
¢ . 39 ~ - s > I3 * .
irz their place” —and of course this “place” is decided by The Right
AT A 3 o L 1T Py T £ 3 ’ . §
Van himself. He does this Irequently should anyone attempt to “rise
above their station” or to manoeuvre themseives around in the social
Aterarchy so well dominated by the Right Man.
Doty 4 $679 v Tind Tihie T
Pattern #4 “T'm Only Doing This For Your Benefit”
Seifless Duty.
This pattern occurs as a result of Pattern #3 (“Superior Knowl-
] EEAQE T 1. , i . 3 12 .
dge”) when the Right Man claims to be doine an action for the sake
{ another person. T 3 . ; red,
Ot anotner person. The action may be unnecessary or undesired, it
may even annoy the person for whom the action is being done. but

n acinient aF 3 A Sy ~ A o
e recipient must display gratitude to avoid punishment for being

L
b2

[ed




i

06 The Right Man Syndrome

One example that springs to mind is of a wife who was saving
to buy herself a car-—she wanted to have her own transport and inde-
pendence. She wanted a second-hand station wagon so that she could
take the children and friends out and about.

Just before she bought a car, she arrived home to find a brand
new, small, bright green “city” car in the drive. Knowing of her inten-
fions, the husband has bought it for her. It stood out, was smaller than
she wanted and was more expensive than she and her husband could
really afford. But of course the Right Man knew it was best for her,
and he only bought it for Aer benefit.

The wife’s choice was to reject the car and face the trauma of a
full-blown Right-Man-in-indignation attack, or drive around con-
spicuously in a car that didn’t suit her.

Pattern #5 *“Just Desserts. Trapped By Your Own Words”
Linguistic Wizardry,

The Right Man is adept at tracking another speaker’s words and
will look for the slightest ambiguity or contradiction and then exploit
it. The Rule of Permanency is also invoked, so any contradiction
expressed over time is also exploited. So something expressed last
year that is contradicted today will be jumped upon quickly. Thus,
the other speaker cannot have a change of mind. opinion, or desire
where the Right Man is concemed—unless of course it agrees with
the Right Man’s views.

Pattern #6 “The End of The Matter” Finalisation.

This i3 easily identified in the Right Man by a number of catch
phrases that exhibit the same characteristic: “1 have the final word
here and you and the subject at hand are therefore dismissed.” Com-
mon catch phrases that shut down communication and ensure that
the last word is maintained take the form of:

“Full stop!”

“Period!”

“And that is the end of the maiter!”

“End of story!”

“There is no further discussion!”

“That’s it1”

“I have spoken!”
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These phrases are often accompanied with a fist banging down
and/or a vertical or horizontal slicing motion with the palm of the
hand downwards. )

If challenged, the Right Man simply repeats the catch phrase
with greater emphasis. If challenged further, an escalation will invari-
ably lead to threats of violence or aggression.

Pattern #7 “I’m Warning You!” Indicators of Violent
Threats.

The Right Man rarely gives violent threats, but will often to be
seen giving an indicator of a violent threat. Rather than waving his
fist in the face of another person whilst shouting, “Shut up or I will
thump you!” he is more likely to use a dominant body posture and
tonality, with a pointing finger. The whole nonverbal derneanor ex-
presses, “I am dominant and will not be crossed by you.”

Gregory Bateson gives a great analogy when referrin g to dogs
at play and adult dogs cautioning pups: “The playful nip denotes the
bite, but it does not denote what would be denoted by the bite.” You
might need to read that a few times before it makes sense. To para-
phrase Bateson, “The pointing finger denotes a fist, but does not
denote that which is denoted by a fist.”

This position enables the Right Man to deny ever being ag-
gressive and enables him to experience other people’s fear or sub-
mission as a weakness in them, rather than as feedback about his own
behavior.

Pattern #8 Ask Loaded Questions, Deny Hidden Agenda,
Be offended if Someone Asks Why You Are
Asking.
For example, before the weekend, my client’s father calls (A
very rare event in iiself, and usually a sign of something ominous.)
Father: “What are you doing over the weekend?”
Client (guarded, sensing trouble): “Not sure yet, wiy do vou ask?”
T o~ A 37 4317, . N
Father: (demanding) “Well, what are your plans?” (Right Men
lack spontaneity and assume everyogue else must plan things metic-
ulously 100.)
Client: “T haven’t decided yet; T have lots of things I might well
do. So tell me, what are you thinking about?”
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Father (defensively): “T just wanted to know if you had any
nlans?” (He pauses, cueing client to speak; he doesn’t. Now offended/
hurt) “T was going to take you out for dinner. My treat.” (now as if
crushed and hurting) “But if you are busy. ...

The important aspect of this is that the opening line. of, ‘_‘W"hat
are you doing over the weekend” isn’ta neutral conversational piece
as might happen in a chat between friends. Itis a demand for infor-
mation against which to measure a precise and as-yet-uncommuni-
cated agenda. . ’

The pattern is eliciting information about another’s intention or
activity without saying why. Curiously, one of this father’s most com-
mon catch phrases is, “I have no hidden agendas.” From what 1
observed, most people around him tend to be guarded when he starts
asking for information, precisely because of the hidden agendas.

Attempts on the client’s part to encourage the father to just com-
municate what he actually wants (“T’d like to take you to dinner on
Saturday; my treat.””) was met with the dismissive, “Stop psycho-
analysing me.” I'm told that he’s much easier to be around as he’s
gotten older and taken retirement.

T’ve seen more exaggerated versions of this “hidden agenda”
pattern in the parents of many emotionally disturbed people/j The cru-
elest part is that when the “psychotic” is asked by mother, “What are
vou doing for the weekend?” and he freaks out, all anyone else sees
;Ls the poor mother asking a fairly normal question, s¢ t‘n.e freak-out
appears to be a clear demonstration of the son’s psychosis.

g@]

Pattern #6 Maintain One Level of Rapport, Whilst
Viplating Other Levels.

I experienced this a lot whilst working in the health service,
with Right Man ward sisters who used the “management by mother-
ing” strategy—molly-coddling peopls one second, and scelding them
the next. The resulting uncertainty raises great anxiety amongst staff
and leads to a highly bitchy environment with lots of infighting z‘md

ad gossip. Clients who arrive singing my praises and bearing gifts
T've never met them before, almost always turn nasty/hos-
tile/argumentative beiore the session 18 Over.

T think most Right Women become nurses and midwives. Some

make it into education or business and turn into managers. Since
movine offices at the college where I work two days a week, Thave
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1

a ringside seat to a female Right Man Syndrome sufferer. This
woman is a renowned bully, with a rather eccentric dress sense (I sus-
pect colour blindness, or some brain abnormality) complete with
1650’s Terse America, Librium Housewife hairstyle.

In my first encounter with her, she goes overboard with flattery in

a way that says she is “buying” me, or as if she is exerting ownership
over a possession. It’s creepy. (Trojan Horse Strategy?) 1 politely and
cautiously don’t buy into her game, leaving her a little unsettied. I know
there will be a penalty before long.

In our second encounter, she shouts at me inappropriately. Ear-
Iier in that day T had passed on a complaint brought to me by a group
of students about a member of staff—trivial stuff, but something
worth passing on o the management to resolve.

“The next time that you have a complaint about my department,
1 would appreciate it if you didn’t go creeping off to Human
Resources to tattle-tale,” etc,

Of course, I am part of the human resources team, I tend not
“creep” anywhere, nor did I have any actual complaint myself about
anything. I challenged her use of the words “creeping off”"—some-
thing I am aware people don’t often do with her-—and she has stayed
away from me since.

The pattern goes like this: Within the frame of being saperior
{i.e. in this case, a senior manager), holding that frame constant,
break off all other rapport. So, whilst proclaiming herself to be a sup-
portive, available, listening, and perfectly approachable manager,
(She is none of those things.) she is simuitaneously contradicting
these statements in her behaviours and words. Her pattern is a clever
one and I think I shall practice it myself to feed back to the (fortu-
nately few in number) RM sufferers I kaow.

1am reminded of the literally dozens of scenarios I witnessed

occurring in the health service where RM managers would system-
atically upset and undenmine emplovees. Although in micro amounts
each time, over long periods of time the employee would finally
reach threshold and either resign, forward a grievance/complaint, or
simply lose their temper and start having a go back. The level of reac-
tion often appears massively disproportional to the thing the man-
ager sald af that moment. After all, it’s the accumulation effect that
is in play. So by way of explanation, the aggrieved party gives the
history behind the situation, only to be teld:
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“If you have had a probiem for all that time, why didn’t you say
something before?”—as though the complainant is utterly at fanlt for
not having got upset sooner! But of course each little thing is itself
insufficient to complain or take action over. Otften when the person
does complain, they can be dismissed as being too sensitive (after ali,
it was only a little thing).

Years ago [ worked with one such exasperating manager, who
fortunately tended to hide away in his office most of the time. He
" npearly always put his phone on “divert” so that for reasons never
expliained, I ended up getting all his calls. 1 eveniually lost my cool
after taking yet another phone message for him, and upon knocking
on his office door found myself being shouted at for “disturbing
him.” Four years of pent-up frustration came out in a torrent of ver-
nacular and the foilowing day I found myself being interviewed by
“The Management.” I explained the background to the event.

“If it has been a problem for so long, why didn’t you approach
him before?” The irony of all this was too good to be true. An ass-
hole who bricks himself up in his office and shouts at people when
disturbed was genuinely surprised that someone found him unap-
proachable, and hence didn’t approach him about his inapproacha-
bility. He “retired” a couple of months later.

One curious feature 1 have noticed with the Right ¥en I have
encountered 1s that a distorted view of reality develops owing to the
way other pecpie relate to him. Other people find that the Right Man
is best avoided wherever possible, and will only interact with him
when they have little or no other choice, or when they need or want
something from him. So to avoid eliciting any of the problems inher-
ent in dealing with the Right Man, it seems common sense o crank
up the manners and the charm.

As aresult, the Right Man can frequently develop the world
view that, “People are only nice when they want something.” In work-
ing with them, being nice can often be counterproductive, because it
elicits distrust and paranoia. On the inside, the Right Man’s world
must be at least as unpleasant as the results of it on the outside.

Personally, I find the best way to deal with a Right Man is to
simply be somewhere else. When they come to me as clients, { hap-
pily refer them to a therapist { don’t like.

Hluding Resistance

iy <5 P
1 close my eyes so that they cannot see me and I keep suill so their
voices cannot scare me”  —Motionless Mary explains her

PR B
strategy for hiding from psychiatric nurses.

‘ In Magic In Action, a book of transcripts of change-work ses-
sions by Richard Bandler, (7) a woman had a problem Tzvith “antici-
patory loss™ that led her into anxiety and panic;. ‘Whenever someone
was late for an appointment, she’d imagine them being in a car
wreck, zoom in on the gore, and freak out. i}

N 1t’s worth noting that this woman was a psychiatric nurse, where
this st;aiegy had a certain utility, and she might even have learned i
on the job. For instance, if one of your patients doesn’t retum from the
?athroom promptly, it is useful to make images of disturbing possibil-
itles, become anxious about ther, and go find out what is gcnfno on.
) When Bandler asks her what change she wants, she says, inat
{wouz’d like to do is distance myself, so that when I’ m in the situa-
tion that I wouldn't experience the fear to the degree I have it
- ‘T‘ﬂat Is a pretty explicit and detailed set of instructions telling
Bandler exactly what to do. Often clients will tell vou precisely what
they need, if you know what to listen for. S i
. A client of mine, seeking help coming to terms with a messy
filVO{ce, said something quite similar. She said to me, “What [’d like
18 to be aiﬂ? to dissociate myself from my past with my husband, put
i; g?fesiones behind me, forget about them, and move forward with
‘ Again that is a specific set of instructions about what to do. She
has unpleasant representations that she is associated into, These are
’«,v_hai she’d like to dissociate from and move behind her and forget
This is just too easy. o
But how many people would hear this part: “What I'd like is 20

1
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be able to—"7 You have to give the instructions in & way that is
meaningful and can be easily translated into action. Working in busi-
ness and health care management, [ have met {ar 100 many managers
who believe that problems are solved by making rules or pro-
nouncements about them rather than specifying exactly how to do
something different.

All too often the client is not consciously aware of any internal
representation other then the resulting intense feelings that they ex-
perience. Their language may reveal their internal representation, but
not everyone is aware of this. You may make them aware while they
are present in your office, but when they are in the context of their
problern, their resources to change the representation may evaporate
and they will fall back into their problem behaviours.

Now read again the words from Magic In Action: “What 1
would like to do is distance myself so that when I'm in the situation
that T wouldn’t experience the fear to the degree 1 have it.” We also
need to pay attention to these contextual distinctions, so that the
change becomes available to a client where and when they want it.

Yet another piece is iow vou tell someone to get more distance.
Telling a client to pusk a disturbing image away from them presents
several possibie problems. Firstly, the instruction “push it away”
implies resistance and difficulty. T had plenty of experiences as a
child of pushing other kids away from me when they behaved
towards me in a manner that I didn’t like. Those kids usually came
back at me in a much more unpleasant mood than they were in
before. So don't tell the client to “push” the representation away from
him. Use some clegance. “Allow that image to move away from you”
presupposes that it will happen unless they take action to stop it.
“What happens when you s/ide that image away from you?” presup-
oses that it will be easy, because of the word “slide.” When you ask
iim to tell you “What happens?” you are priming him to notice a dif-
rence, and you are also giving an indirect suggestion that helps
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bypass any conscious resistance.

Secondly, the client has probably already tried to do move an
image away, albeit unconsciously, and failed. Or the client may
already believe that they can’t do it. “What T would like to do—" 1
would like to be able to—"

Milton Erickson has written about felling an obese client who
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Wf)lﬂd like to lose weight to increase her weight intentionaily. The
?llent knoyvs she can do thar, she’s done that over and over, Then‘liater
e would have her reduce to her previous weight. Now the she has a
reference experience of losing weight, and can continue reducine.

So before telling someone to slide something away from thaem

ask them to slide the representation soward thern first, Here’s thej
deai—yvhen you ask them to slide it away from them, they might find
’that this is something they are not able to do. Reducing the problem
is something they haven’t found easy in the past, so Wgy woiuld now
be any different?

‘ However, making a problem worse is much easier for most; it
is ‘something they have invariably done many times before, co’n—
s_mously or otherwise. So you can ask them to slide it roward them
tirst, and then notice the difference that makes. “What happens when
you slide that representation toward you, 50 it is about ﬁalf the dis-
tance now?”

Then get them to hold it there for a moment, before yvoy ask
them to slide it back to where it was before. T've never hadJa client
who gould not do this. Yet in doing so they have just slid the repre-
sentation away from them, without resistance. This creates a newlref—
erence experience of ease in moving a representation away from
them, which I then capitalise on by having them slide it even farther
away, so that it is less disturbing. i

Another factor is that you need to specify where someone
moves an iznag¢ to. For instance, et’s say the client has 2 timeline
_(2, ch. 1) in the common “in time” configuration, with the past
behind them, and their future in front. If they slide the representation
a vard away in front of them, what will happen as time passes? As
they move through time, they will gradually get closer to the prob-
lery agam, and it will “return.”” You need to be speciﬁc—boz}; ver-
baﬂy? and ngnver‘oally about where they move their representation.
. Try this now; find an unpleasant past experience thar is stili a
o1t bothersome and see it in front of you. Give the negative fesling a
score t 1-10 for intensity. Now, ciose your eyes and slids the repre-
sﬁentanon towards you, untl it is at the tip of your nose, then slide it
through you and out the back, ali the way behind you. Open your
eyes and think about that past experience again. Chances are hich
that the intensity will have reduced significantly. }
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» }E’{}ﬂ@ dlh,sLance alone usually serves to reduce unpleasant feel-
mngs, itis unlikely (o create a permanent change, because it doesn’t
give t'he client’s brain any instruction as to what else to do instead.
:Fh}s 1s where the Swish Pattern (1.ch. 17; 2, ch. 3} can be useful,
because the unresourceful representation is replaced with a resource-
ful self-image.

' Without 2 new alternative, chances are that when the problem
2-.{1?6? again, the client’s brain will simply resort to the old behavior.
Tms is the classic scenario of the client who feels oreat in the thera-
pist’s office, but reverts to feeling bad when they are back in the con-
text In which they sought to feel and behave differently.

.

Seeing Red

‘Never go to bed mad. Stay up and fight”
—Phyllis Diller

Even after all these years I still get surprised by the referrals I
get. I mean, who would think of sending a habitual violent young
offender to a hypnotist? Well, it sure is a wide and varied world, and
sometimes you do find an enlightened social worker.

The referral notes were the size of a phone book, and they did-
n’t make pretty reading. T was advised that T might not want to see
him in my own office if T had anything breakable in there. In short,
I was to be very wary of him indeed, and to be afraid, very afraid.

Now this just isn’t my style. I have learned from working in var-
ious places that the existing employees all try to induct the new guy
into the right way of thinking. If he doesn’t conform to the prevail-
ing mindset, he may well find himself excluded from the team. One
hospital department I consulted on had the problem of trving to
change the overtly negative culture amongst the employees. As peo-
ple became disgruntied and left, the management would be excited
about the prospect of “new blood.” However, any attempts at remain-
ing upbeat and positive were rapidly stomped on, as the new employ-
ees found themselves being rapidly inducted into the correct way of
thinking for that department.

I always refuse to make an appointment vntil [ can speak to the
person who actually wants the appointment. A colleague has a simi-
lar rule. “It makes sure the client owns the appointment.” While I
don’t know too much about this kind of ownership, I do know that
when I don’t speak to the client first, thev rarely turn up.

When I spoke to this kid on the telephone he asked if he could
bring his mum along. I think he was a bit nervous. And he did tum
up—with his mum. This kid, barely 15, and with a criminal record
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that Would make angels weep, arrived clutching his mother as though
it was his first day of school. The social worker stepped forward, and
said, “This is Darren.” That kind of reminded me of real-estate agents
who on showing you the kitchen say, “This is the kitchen.” We really
need to do better than this. Yes, really.

So I’'m dressed in my smartest and most formal suit. Isit in the
office with mother, Darren and the social worker. T do the formali-
ties and I am formal. Also, most important, I completely ignore Dar-
ren. We all talk about him as though he isn’t there. He seems
comfortable with things this way.

Subsequently Mother and social worker are dismissed with
instructions to return later. I'll call them. In the meantime, “T’ll have
- a talk with Darren.”

T return to my office. Darren is sitting there somewhat disqui-
eted. I remove my jacket and tie casually, and pull out a pack of cig-
arettes. Having lit one, I toss the packet and lighter az Darren. He
caiches them, watching me for a cue as to whether to light one, say
something, or whatever. I give him no such cue.

“You like veal?” I ask, exhaling.

“Frrr. . . huh?” He’s clearty confused.

“Veal. You like it?” He shrugs. He is clearly unsure what is
going on here.

“Veal, as you may be aware, comes {rom baby cows—do you
know any baby cows?”

Now he is seriously confused, and very unsure of how fo
respond. There is no jocularity in my tone and no cue about how to
behave. He looks at me, speechless. He'’s reached that delightful, “Ch
shit}” stage.

“And these baby cows, did you know that they blindfold them
before they kill them?’

He shrugs.

“Yes. The baby cows die screaming, but because they are bl ind-
folded they cannot know what they are screaming ai”

His eves widen to the size of dinner plates.

“Now, I am a hypnotist, CLOSE YOUR EYES. ..

“What happens in your mind just before you lose your temper?”

Frightened people tend to understand words literally, and ques-
tions tend to bypass conscieus processing altogether.
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“I just see red.” He replied, eyes siill very firmly closed.
“Just 1ed?” 1 enquire. ““What eise?”

“T don’t know,” He protested.

“Yes you do,” 1 insist, “What else?”

“I just see their face and the picture is red

I pull out a fresh chicken from undemeafn my chair and hold it
in front of him. (More than a few students who have come to watc
me work have expressed their surprise at such antics. “1 didn't think
you actually did that kind of thing!” is a common remark.)

“Open your eyes and tell me what I am holding in front of vou,”
1 say nicely.

He opens his eyes, blinks for moment in confusicn,

“Looks like a chicken,” he states, guite correctly.

“Now, close your eyes and see the chicken in your imagination.
Can you do that?”

“Yes,” he tells me.

“Now begin, siewly at first, begin to change that picture of the
chicken into the same kind of red picture as when it happens, do it—
quickly now!”

My video camera was all set up and already recording. I wasn’t
entirely sure that this was going to work, but I've leamed that it's
always worth being prepared for these things just in case. It was
worthwhile, because that kid opened his eyes in a blind rage,
snatched that chicken out of my hands and started trying to beat it
1o death.

His rage lasted less than 2 minutes, but it was very clear that to
be the target of that level of violence would be a very bad thing
indeed. The chicken, previously killed in a humane manner, was thor-
oughly tenderised.

I asi him, “What happened there?’

“T just saw red,” he told me.

“You just saw red,” I echoed. “Anything else?” 1 as’< this young
rnan who has just spent two minutes beating a cua’i hicken.

“1 just saw red. . ’hnd then that certain special leok began io
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appear on his face as the train of realisation pulled up ai the station.
He made the connection that it wasn’t the chicken that creatad the
reaction, but rather that he did it himself. He also realized that 'd se
him up.




“Shit! Fuck! Fuck! Bastard!” He said half angry, half laughing,
and half something else.

“You want the chicken back?” 1 offered, “Or maybe you’d pre-
fer a baby cow this time?

“MN00000000000000000! I No00000000000000000000001!” he
exclaimed laughing. :

*Blindfold?” I offered, equating him to a calf ready for slaughter.

He slumped back in the chair and began to fire a rapid series of
questions about how the way he made those pictures created his
anger and rage. He was very quick to realise the implications, and
very quick to start to see the possibilities.

1 quickly rewound the videotape and played him the recording
of himself beating up the chicken. aturally T anchored his embar-
rassed response by referring to him as “chicken beater.” Having him
view the tape provided a nice submodality shift to the experience—
now he’s watching himself beating a chicken. In viewing the ridicu-
lous scene of himselif assaulting a dead chicken, he is dissociated
from the imagery and of course the imagery is smaller, making it less
evocative. Additionally, since it is now on a screen, it is also two-
dimensional and framed. If T°d wanted to, I could have adjusted the
audio qualities, I could fast-forward or rewind it a few times, make
it black and white, and so on.

“So, ‘chicken beater,” how’s it looking?” ! asked, getting him to
report back from his new perspective. He was almost speechless.

This young man now has a reference experience for moving an
image from associaied to a dissociated perspective in a way that he
can easily undersiand. 1 could have taken it further if I’d wanted to,
and built in an “observer” perspective by videotaping him as he
watched the first video recording. Later 1 could get him to waich him-
self reacting to watching himself beating up a chicken. I thought I’d
save that for a later session if required.

I showed him farther submodality chaining where we trans-
formed irritation to boredom, boredom to excitermnent, belief to dis—
belief and so on. He was excited by this, and quickly started aski
further questions as to how people can be in better control of meh
thinking and emotions.

We went throt 1Qh fifferent techniques, questions and answers,
and he started to realise that fhe solutions to the challenges in his life

weren’t about “being in control” of his temper. He’d probably been
told & /ot in the past that he sither lacks control, or needs to learn to
control his emotions/temper etc., but they never showed him Aow t
do it. It is reaily not about control, but rather about steeris 1ig his think-
ing so that he can feei different emotions that are more usefui,

From tossing him the cigarettes, to scaring him with the veal
story, through to the submodality changes resulting from the camera,
this one brief set of simple therapehdc manoeyvres was all that was
required for him to stay out of trouble. Follow- up one vyear later
proved that he was settled into full-time education and was doing
well. There had been no serious or untoward incidents since that sin-
gle session.

The chicken was subsequently cooked with lemon sauce and
served with a light fluffy rice and salad.



Hysterical Paralysis

“And while Tiggers may appear energetic (o the exireme,
their love of ceaseless action and sensation 1s act ually a form
of spiritual laziness” ~—DBenjamin Hoff

“Hysterical paralysis” used to be quite common, but is now very
rare. I can think of two possible reasons: 1. It simply isn’t in vogue
culturally, so people’s brains don’t think of doing it, and/or 2. Better
diagnostic techniques and medical understanding means that a “dif-
ferential diagnosis” is often found. What this means is that many peo-
pie who used to be treated for “hysteria” actually had multiple
clerosis, tumours, or some other neurological disease that was pre-
‘VIOUSI}/ unrecognized.
For instance, the “off/on” nature of multiple sclerosis (MS) is
still baffling to many people. They often think that someone is some-
how faking it, because vesterday a patient couldn’t move, and today
they are out walking to the shops. I was nursing one ! MS patient who
was admitted to us in a state of nearly total paralysis the previous
day. That: 'normng T was washing her and she sneezed and immedi-
arely said, “Oh, I'm back!” Full movement had returned, literally in
a sneeze. An MS patient could spend years—and a small fortune—
in Freudian analysis in a futile search { for the unconscious conflict
that was causing her “hysteria.”

We had one guy admitted to nenrosurgery with a left frontal
neuroma. It was slow-growing, and had been there for quite some
time. When the left frontal lobe is damaged, depression is a common
resuli—and this guy had been in group therapy for over a year

exploring the causes of his depression. There were some obvious
signs that his depression was secondary o a tumour, but the thera-
pist didn’t know the sigas, and never thought to check. Treatment for
his potentially fatal condition was delayed considerably because of

120

Hysterical Paralysis 121
he therapist’s lack of knowledge—and he probably never offered
him a refund either.

Whilst we have all this neurological strangeness going on, we
also estimated that at any one time, up to 50% of our patlents on one
ward were fakers. Af one end of the 'Faking spectrum are the total
fraudsters who are often “hospital hoppers,” peopie who just wani tc
be pampered and taken care of, and who vanish as soon as they are
exposed. There are many giveaway signs, and one of these is that you
can never get them into a scanner. They always have a convulsion
on the way down there, or something similar to keep us from find-
ing out that there is nothing wrong. One guy in his 20s, admitted with
Guillan-Barre syndrome, was with us for two weeks before a new
student arrived on the ward who had been to school with him and
knew his background. The guy vanished within minutes, miracu-
lously cured as he ran from the unit.

“Factitious disorder” is surprisingly common, and something
all therapists and healers need to know about. My favourite was the
one I spent a frustrating afternoon with, who wanted me to cure him
of his addiction to therapy. I fell into the trap by giving him an
appointment, but that’s a story for another time.

At the other end of the faker spectrum are those who are
unaware of the “game” they are caught in. It is common for children
to somatise emotions with “tummy aches” and such like, and for
some this can continye into adulthood. These are termed “conversion
reactions,” because the psychological discomfort is converted inio a
physiological response. For instance a stress rash isn’t faked; the psy-
chological component or trigger may exist cutside of the client’s con-
scious awareness.

What is interesting about many people with psychosomatic dis-
orders and conversion syndromes is how they blissfully deny any dis-
turbance or difficulties in their psycholovical lives. We had one guy
who collapsed one day at work in a state of total bodily wcakness,
He presented to us in a state of semi pa alysis that defied all neuro-
logical patterns and syndromes. / fT. xhaustive tests, it was con-
cluded that this was a conversion syn drome.

Throughout all of this, he was calm and happy and neve
showed the slightest signs of the frustration or bewilderment that you
would expect anyone in that predicament to display. He denied any
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stress or psychological issues and hurts and was in hospital for about
a year before being transferred to a long-stay care unit. Meanwhile,
his wife told us that he was a people-pleaser and a doormat and that
he was undergoing enormous stresses at work prior to his coilapse.
A week before his collapse she had told him that she was going o
leave him, and was taking the kids and the dog.

Using hypnosis with conversion syndromes is often heipful. Uti-
lize the dissociation, and communicate directly with the part of the
body that is expressing the symptoms. You can set up finger signals
so that it is the “unconscious mind” or even “the hand”—or whatever
part of the body exhibits the problem—that is communicating. What
you do next will be guided by what you are presented with. There
isn’t a prescriptive approach that T am aware of, but if all else fails
go back to the dark ages of NLP and consider using:

1. Six-step Reframing. (8, ch. 4) 1t is antiquated I know, but it
didn’t stop working when newer methods were developed, or

2. For experienced hands only, abreaction—even more antique,
but it is remarkably successful in these—and only these—cases.
‘When someone can express their feelings overtly, then there is no
longer any need o “convert” them into piysical symptoms.

Irecall one patient who was referred to me with a recurring tem-
porary paralysis to her left arm and leg. Neurological investigations
confirmed a serious abnormality in the form of an “arterio-venous
mass” (AVM) deep within her brain that was causing some problems.
There was much debate amongst the neurological team as to the
exact cause of the paralysis and the consensus leaned toward thinking
that whilst the AVYM might be a contributory cause, the psychologi-
cal nature of the patient and the patierns in the manifestation of the
symptoms suggested that the paralysis was psychological in origin.

uring the interview to ascertain this lady’s history a pattern
emerged that I found of interest. From a humble background, she had
married 2 domineering and successfnl man and easily fell into the
role of the supportive housewife whose life and marriage revolved
only around the career of her husband. Her husband, a loyal man
with a strong sense of duty believed it to be his role to be the ali-pro-
viding, ali-supporting husband and that his wife’s role was to look
after the home and children. For him, the very idea of his wife work-
ing indicated a failure on his part; e was the datiful provider.
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i In the early vears of the marriage this arrangement worked just
fine. But as the children grew older and required less atiention, and
fez husband’s career demanded more and more of his time away
from home, she grew restless. She wanted more independence anzi
to have some of her own money and develop her own interests in the
world. But the relationship that she and her husband had built for-
bade any expression of this.

First came the depression. “Involutional melancholia” was the
ﬂrst' diagnosis—meaning that she was miserable and it was due to no
obwouiﬂs external factor. Such diagnostic terms are 2 good “ get out”
clause for everyone involved, including the diagnosing psychiatrist.
Next came the anti-depressant medication and sleeping pills. These
helped a little, but still the desire to expand her horizons grew.

. And then one day, as he was about to leave for another business
tpp overseas, something strange happened. An odd tingling sensa-
?1on began to affect her left arm and leg, which rapidly developed
nto numbna?ss and then into a full paralysis. Und;rsténdabiy, the
Symptoms alarmed both of them, and the husband took her quickly
10 th; emergency room. Assessment was rapid and after a few hours
waiting, she was admitted overnight to the neurological department
where the symptoms disappeared during the night. She was dis-
charged later the next day with a series of outpatient appointments
for exhaustive investigations. The AVM was quickly idénﬁﬁed, but
the sympto@s of paralysis were not adequately explaired by it.

1 Ox:er the next few months the pattern became evident. “My hus-

band tells me that I only ever get il when he has to go away,” she
told me. It was clear that she had not herse!f noticad a patter;rl nor
g@nmected any of the “dois” between her symptoms and her emo-
tional frustrations.

With her hushand present, { put her into a light trance, and she
proved A‘to be an excellent trance subject. T began to explain that under
hypnosis parts of her mind would be asked to speak their truth and to
?o so would not be Zer responsibility. As the hypnotherapist, I would
be ?e’sponsibie for everything that happened during hypnosisg and that
nothing said or revealed would be her fault. T used the word “fault”
detiberately. Speaking directly to her left arm and leg, I asked them 1o
comrmunicate anything that they had to say about “this woman's” life.
My tene of voice on the words, “this woman” was one of derision, and
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this created a nice dissociation of responsibility, something that be-
cause of her symptoms, I know that she can already do.

The etfect was both dramatic and surprising. In a scene remi-
niscent of the movie, “The Exorcist,” a voice most uniike her own
voice started speaking, saying that she was “spineless,” “weak™ and
“pathetic.” The voice suggested many things about the lady’s char-
acter weaknesses and defective nature. It was wholesale unpleasant,
When the voice had finished its tirade, I thanked the arm and leg, and
then said to the woman, “I hope you have been listening carefully to
that.” Clearly she had, because at that moment she opeped her eyes
and broke down in tears, sobbing wildly. In situations such as this 1
do not offer tissues or attempt io get the tears to stop. Instead 1 waited
for a coupie of minutes and then offered the rather heartless, “Wow,
that is quite a reaction! So, how do you feei?”

Of course she telt dreadful, and it was this dreadful feeling that
had gone unrecognised by her consciously for 100 long. She had cho-
sen to ignore it and “stuff it down” in order to continue living her life
according to the now outdated rules of her marriage. Looking over
to her hasband, 1 saw that he, oo, was crying. I learned later that this
was the first time that he’d ever shown any “real emotion” in front
of his wife. Seizing the opportunity, I looked back at the lady and
indicating her husband’s newly-found emotional state, T jokingly said,
“Look there! Now see what you have done!”

And that was pretty much all I needed to do. Suggesting that it
was a good time for them to talk, I left the room to go and make a
cup of tea and read the newspaper. They were able to sort through
the rest themselves; they just needed permission to do it.

The AVH continued to exert its problems and was later removed
successfully by the skilled neurosurgical team. However from the
single brief abreactive hypnosis session the couple grew closer emo-
tionally, and the paralysis disappeared.

Binds

“Time is the great physician”
—Benjamin Disraeii

From The Hypnosis Training Manual
A1Bu,1‘d*1s a presupposition that gives an illusion of choice, for
f)iampie: “Would you prefer tea or coffee?” The question is not
’Would you like a drink?” The question presupposes that the clippi
will take either tea or coffee. o
‘ there are four possible responses the client can eive and each
will give an indication of further responsiveness: T )
1. ffTea, please.” (staying within scope of the bind)
j‘Coffee, please.” (staying within scope of the bind)
N either, thanks.” or simply, “No” (refecting the bind)
. “Are you having one?” (seeking permission) ,
really \Z(zl;ls Owuorhf ;;K: ;; 5(; I111;0 trance slowly, oE Rj'\/ou}d you like to
your tim joy the process of going into trance?”
PIesupposes going into trance by directing attention to the alterna-
tve ways of going into trance. In reality, both choices are actuallv
the sare. T<he context {a fee-paying client for a hypnosis session}
means that the client is unlikely to reject the bind by saying, “I don’t
want to go 1nto trance at all”” Of course, occasionally a 51ien{ will
seek permission and ask the hypnotist for guidance, J“How do voag
v 403
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think T should go into trance?”

Very sasy.

Which of course makes the rest

= I tha ara thron co F 3
?n =nglish there are three types of sentence hased on intonation:
L. Questions end with an upward inflection,

o ‘. - w - M
2. Statements end withour inflection.

3. Commands endina downward inflection.
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In the West, raised eyebrows are an indication for the other per-
son to respond and say something. Policemen Xnow .":his, and the:y
know how to use it in interviews. An ex-policeman friend once tgid
me of the power of the raised eyebrow. “The subject will answer with
minimal mformation then look at you with raised eyebrows as thoug%;
to say, ‘Is that OK?’ ATl we do is look back at him, st‘ra1ght-faced,
and raise our eyebrows and keep them raised. He’li always st.art to
feel uncomfortable and will quickly supply the extra details without
any other prompting.” ' |

You can also influence the option that the client chooses by the
appropriate use of language. For exarnple, to encourage the client to
choose coffee, you could say, “Would you like tea, or Wouic]f you pre-
fer coffee.” Or even, “Perhaps you might like t‘ea, or you will choose

cup of coffee” The italics indicate an embedded‘command,.marked
out by emphasis. Notice that there are no question ma.rks'm t'hose
sentences. They are said with a downward inflection, md.watmg a
cormand. The client’s choice can be further influenced usnig tonal’-’
ity by saying, “tea” in a tone of depressio? or d1sgust, and “coffee
in a tone of pleasure or excitement. And if you raise your eyebrows,
that is a further cue to respond, which is aiso a subtie command.

Brain Cancer

“Will it hure?”
—Neuro-surgical patient about to receive a pain-killing injection.

Idon’t usually take referrals when a client’s relative makes the
appointment on their behalf, Experience tells me that too many times
out of 100, that client will not show up. If they are too shy to speak
to me on the phone, then they are likely to be positively terrified to
actually turn up in person—especially knowing some of the stunts
I’ve pulled on clients. ;

However when Jane’s mother called me, I sensed a difference.
Her mum told me that Jane, an intelligent 29-year-old social worker
had woken up in a state of morbid fear on Monday. The fear had been
severe enough for her to call her mother, who had immediately trav-
elled the 80-mile round trip to bring her daughter home with her.
Four days later—despite the hefty doses of diazepam administered
by the GP—her state of intense anxiety continued to grow. The GP
was becoming sufficiently concerned to consider taking Jane into
hospital for assessment.

Taking a little medical history, I learned that nine years pre-
viously, Jane had undergone neurosurgery to remove a tamour from
the nerve of her left ear. Other than this, there was no other psychi-
atric, medical, or surgical history of aote.

A neurclemmoma, or schwannoma, is a non-cancerous growth
that occurs on the nerve leading from the inner ear to the brain. This
particular nerve has two parts, one associated with transmitting
sound, while the other sends information to the brain from the bal-
ance organs of the inner ear. These tumours can be quite small (a
half-inch to an inch), are slow-growing, and most are diagnosed in
people aged 30-60. Surgery to remove them is invariably successtul,

[

although hearing loss to the affected ear and facial weakness can
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occur. Occasionaily the paralysis will be severe enough that the eye-
lid on the affected side of the face will need to be stitched closed to
keep the eve from drying out. However, strangely there appears to be
a nonlinear relationship between cutting the facial nerve and facial
paralysis. Sometimes patients will develop a paralysis without the
nerve being cut and vice versa. Before 1960, the majority of patients
developed a facial paralysis. However, the percentage is steadily
declining as advances in surgical technique develop.

Just under nine years after her turnour was removed, Jane did
not understand the cause of her fear but she certainly understood
whar she was scared of.

“T feel like [’m about to die,” she told me. “Actually, I know I'm
about to die really soon, but I don’t know how that T know.”

On taking Jane’s particulars on the telephone her mum had toid
me the date of the neurosurgery—December 13—mnine years previ-
ously. Today was December 11. I somehow suspected that this was
not a coincidence.

“What happened . . .2” T asked slowly, as 1 changed the focus of
my eyes, deepening my breathing as I led Jane into a calmer state,
and she followed.

“Hmmmm?” she responded.

“What happened, . . . when the doctor told you that you had a
brain tumour?” I used the words “brain tumour” rather than acoustic
neuroma. Hospital staff are notorious at speaking a different lan-
guage—on hearing “acoustic neuroma” or “glioblastoma multiform”
or “left frontal benign space-occupying lesion” the patient will ask
for a translation—but no matter how well the professional tries to
shield it, the translation that the client makes is simply, “brain can-
cer” and as we all know, “brain cancer” is bad.

“T thought, “This is it, I'm going to die’ and I told the surgeon I
was scared 1 was going to die. He told me that 1 wasn’t going to die
if Thad the operation, but the operation could leave me permanently
disfigured and deaf in one ear.”

Legal and medjcal ethics state that doctors have to get
“informed consent” before they can operate. Essentially what this
means is that they have to terrify the patient with all the possibilities
of what can go wrong, as well as what can go right,

Deepening my own state, with both Jane and her mother fol-
lowing me, I encouraged Jane to go ox, “And then, what did he say?”

HT 3 S JUPN ! 3 . : + 3 P
1 just freaked out” she said calmly, “T just lost it completely. It

]
was alﬂ too much.” That is, she was pushed through threshold, into a
state in which she was supremely open to suggestion.

ffThen what happened?” I asked, *“What happened nexi?”

“He told me quite sternly that my choice was simple, 1'd either

have a facial drop or I’d be dead within nine years. {t was up to me.”
; It was the “It was entirely up to me (to choose between dis-
figurement or death)” that alarmed me most. Such choices are not
Iffladﬁ easily. Once I had an elderly patient with penile cancer; he had
the choice to retain his genitals and die, or lose them and extend his
survival. His reasoning was simple; at 85, he would probably not live
that much longer anyway, and he would rather do sc accompanied
py a penis that had served him well throughout his life. So yi)u can
mhlagine that to present a young woman, still reeling from the shock
of hearing that she had drain cancer, with the devil’s choice between
death and disfigurement was clearly just too much.
. And s0 there we had it. Because very clearly, sitting there right
in front of me was a healthy 29-year-oid woman, who had underggne
successful neurosurgery, and who owing to the skill of the neurosur-
geon had neither eye droop, hearing loss, nor more importantly, any
sign of facial paralysis.

Focused, aroused, and in a highly suggestibie state, she heard
the doctor tell her that she could potentially suffer facial disfigure-
ment or die. So now without any facial disfigurement, that }ef;onlv
one choice. ‘

“So, when are you supposed 1o die?” I asked.

“Thursday!” Jane said spontanecusly, with 2 more than just a
hint of surprise.

IOEiCiT his Thursday?” 1 asked, encouraging her down this line of

. “Oh my God!” she exclaimed as she touched her face, “That’s
ridicuious!” And right then and there she developed a facial drop and
some nu'mbness. I hadn’t planned for this, but it appeared that her
unconscious had remade its choice. It only took a little further work
10 re.solve this using a little timeline work and “change history” pat-
terning. Follow-up one year later revealed no anxiety relapse—nor
any facial paraiysis or numbness.




The Dead Guy

“Was that really necessary?”
__First words spoken by a resuscitated patient, immediately after
receiving successful defibrillation.

Something that interests me is the number of men I have met
who had a personal timeline that terminated on a specific date. This
date is usually the age that their father died prematurely from a heart
attack. For example, one guy was certain that he would die when he
was 54, since this was the age that both his father and his grandfather
dropped dead. When he didn’t die, he actually seemed a bit disap-
pointed. However, 1 doubt these guys consciously think, “OK, Iam
going to die on February 12, when I am 54,7 so 1 always ask, “What
time exactly is this heart attack going to happen?”

One patient of mine had received a very successful Coronary
Artery Bypass Grafting (CABG, or in hospital speak “cabbage”),
which is essentially surgery that plumbs veins around the blockages or
narrowing in the arteries in the heart. The problem was that this guy
was told that the grafting would be good for 3 years. Surgery was suc-
cessful, and his quality of life soared. As time passed and the five years
was up, no matter how physically fit he was, or how many diagnostic
tests were returned with an “all clear” (the grafts were clear, unblocked
and his heart was in great shape) the fact still remained that he had
been told that they would be good for 5 years, and he assumed that
meant that they would only be good for five years. Now that those five
years were over, he was living on ““borrowed time.” He became a reg-
ular face at our clinic—sometimes twice a day—demanding that we
take his blood pressure. He demanded to see the calibration ceriificates
over and over,‘:and he recorded every conversation that occurred. His
pedantry was phenomenal. From a holiday destination on which he
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took with him a qualified nurse—"‘just in case”—he sent me a post-
card that simply said, “On holiday with my nurse. I dream of death.”

No amount of reassurance and reasonable suggestion that he
was wrong was of heip—in his world-view, anyone who reassured
him clearly did not know what they were talking about, and he’d
write it down in his ever-present little notebook 1o be reported back to
his long-suffering general practitioner.

1 decided that professionalism be damned, I had to do something
about this. I was beginning to dread going into work knowing that
this pedantic asshole would be showing up and giving me a hard tme
every day. For some reason, in hospitals “professionalism” means
that you should never lose your cool or shout or demonstrate any neg-
ative or hostile emotion towards any patient or client. To this, I just
have to ask, “Why the hell not?”

As anursing student, I had a patient once who would punish
the staff for being late with his dinner tray by dropping his trousers
in the middie of the ward and taking a shit right there in the corridor.
He would often pick up some of it and throw it at members of stalf.
This man had been bullying the staff since his arrival. Apparently he
found this funny, and he could do this because he “paid his taxes”
and it would “teach the nurses a lesson.” If I'd been in charge, I'd
have slung his fat ass out of the hospital there and then, and et him
sort out his health problems himself. But the difficulty with this
approach 1s that these people have legal “rights” which they are very
happy to invoke at great speed when it suits them.

“Well, I'll be damned!” I said to the blood pressure guy. “You
are going to die and it looks like you are going to die today!” I imme-
diately asked him to quickly leave the clinic, since if he died outside,
then it would be someone eise’s responsibility to deal with the body
and not mine.

“You aven’t taking me seriously” he whined.

“Get out! Get out!” { insisted, and ushered him out the door. He
left the clinic muttering something about putting forward an official
complaint. I told him dead people can’t complain, and sent him on
his way. He never actually put through the complaint but he did con-
tinue to come io the clinic, so I staried calling him “The Dead Guy,”
and would say things sach as, “Hey man, you are locking geod toda
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for a dead guy! Hey, it’s The Dead Guy, hope you are not sioelling
too bad today.”

“Hi Andy,” he said, “How you doing?” ' ‘

“T'm doing good,” I reply, “But hey, tell me, are you still going
to be The Dead Guy in 5 years time?”

“] guess s0,” says he. .

“And are you still going to be The Dead Guy in 10 years time?”

“Umm, . . . 1 guess s0.”

“That's great!” I continue, “So, you are going to be The Dead
Guy forever! Cooll” and [ ushered him back out of the clinic with-
out reference to his blood pressure or any of the usual paif“wer.

1 kept this going until the joke got boring, and he asked me to
stop. By this point, he was over his obsession, because my endless
joking about it made it Into an irritation.

The Tinfoil Helmet

“Though this be madness, yet there is method in it”
—William Shakespeare

{ have found that when I work directly with the submodalities
of a schizophrenic’s voices, a decent level of trance helps fremen-
dously, but isn’t essential. Of course the process of changing sub-
modalities is itself an excellent trance induction, and schizophrenics
are no more or less susceptible than anybody else. 1t does frighten
the psychiatrists though, whe feel far more comfortable with a pre-
scription pad and cozy office chair. For some reason they are afraid
to hypnotise schizophrenics, psychotic depressives, and epileptics,
which I find very strange indeed. Now any halfway decent NLP prac-
titioner will already know how to do auditory submodality changes
(You do, don’t you?) so there is littie for me to add here, but here are
a couple of tips that you may not have thought of:

1. Reducing the volume of a voice won’t necessarily improve it
for the schizophrenic. This is especially true for a suspicious para-
noid who may be hearing “whispering” voices, so increasing the vol-
ume may be of benefit there. Slowing the voice right down is one of
the best trance inducers I have seen. However while getting the client
to relax is a valuable thing—you must consider the issue of sug-
gestibility. If he goes away, hears voices, slows them down and
trances out-—what suggestions might he be vuinerable to? Psychi-
atric professionals aren’t exactly the best “"positive frame” hypuotists
on the planet. One bozo [ worked with would ask the depressives
every day, “Any suicidal thoughts today?” and if they said “INo,” ke
would mvariably tag them with, “Are vou sure?”

Asking the question, “Any suicidal thoughts today?” inmediately
refocuses the patient onto the negative. “Are you sure?” questions the
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patient’s experience, and effectively communicates disapproval for
not having thought anything suicidal that day. It alsc makes the staff
an anchor for thinking of suicide, and sets up an expectation se
whereby the client may well {ind it easier to report suicidal thoughts
rather than face disbelief.

As a very voung child I remember well the experience of being
accused in school of having stolen a child’s pen on the first day of a
new scheol. The teacher’s behaviour made it clear that he was in no
doubt that I had indeed stolen it. The other children were thus cued
into immediate hostility towards me. Somehow I knew that the safest
option would be to agree with the accusation and apologise, rather
than be thought of as a thief gnd a liar.

We already know that the patient was admitted for suicidal
ideation (two years previously!) so it seemed odd to keep reinforc-
ing and building upen this. The problem is that when you are a psy-
chiatric patient, your diagnosis and medical file tends to follow
you—or even precede you—everywhere you go. I proposed that we
let go of the reasons for admission, since that was history, and instead
concentrate on building a different kind of future—one that prefer-
ably didn’t involve a recurrent investigation of the negative.

2. Pay attention to the client’s external speaking voice. Many
schizophrenics (and many other clients, too) only kave one speaking
voice with a fixed tempo, tonality, volume, eic., regardiess of the con-
tent or context—what is often called “{lat affect.” If they are unable
1o introduce variation 1nto their speaking voice, the same is likely to
be true on the inside too. One Christmas, I took a schizophrenic lady
with a very loud and toneless voice singing carols. We all endured a
few tormrous days of her singing vacly at the top of hier voice before
she was able to start to tune up a little. By getting her to pay atten-
tion o the other singers, she was able to build a model of a much
sotfter and nicer voice, and I used this as a reference experience when
making internal submodality changes. The biggest impact of this was
on her overall demeanour—with a calmer and more meledic speak-
ing voice, she calmed down a great deal. Other staff noticed the
change but didn’t really understand it. The nurse in charge enthusi-
astically entered in the notes, “Appears to be responding well to
music therapy.” (As far as I'could tell “music therapy” consisted of
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gttle more than a group of people sitting in a circle mournfully bash-
ing tambourines.)

3. Voice hearing is often not quite 50 straightforward. For exam-
p%e, one gentleman I worked with wore a tinfoil helmet (ves, he really
did) because he wanted 1o protect himself from the fact that Uranus
was putting thoughts into his head. I asked him if the helmet heiped
at,aﬁ. “Not much” he told me. T mused aloud if maybe the foil wasn’t
thick enough. “Good pomt,” he agreed, and he set about lookine for
more foil to reinforce his helmet, i}

Now in situations like these you need to decide just where you
tap with your therapeutic hamumer. s it the voices in his head that are
the problem, or the fact that he believes that Uranus is putting them
there, or is it his certainty about it that is the problem? i

While this patient worked on reinforcing his helmet, a particu-
larly cool colleague stuck his head out of the window and shZ)uted at
-t}}e sky, “You arsehole! Leave this poor bastard alone, you hear me?
,‘,f(ou leave him alone!” I couldn’t help but notice the “Uranus” >
“Your anus” > “Arsehole” transition, which was probably uncon-

. e : ,
Scious, but ncredibly appropriate. God only knows what the neigh-
bours thought, l

- For reasons that I've never really understood, after that the
paﬁgnt never once complained about Uranus bothering him again, and
he discarded the helmet the following day. “Here, you take it” he said
to me, “It’ll help you stop waving your arms about when you talk.”




A Mouth Full

g
“If I had only known, I would have been a locksmith.
—Albert Einstein

As anuarsing student, I had to complet§ a_mo@uk of cormr.xu.n.lty
nursing in my local catchment area. Ostensibly th}S mvol-ves visiting
housebound patients at home to administer essential nursing services
for the community. In reality it involved littie more than dressing
nasty looking leg ulcers and visiting mad old people who o»vpgd a
thou’sand cats. The cat people seemed to have a tendency 10 §1t ina
chair all day and all night and their district nurse was often their only
lifeline to hygiene and basic relief from pressure sores. The s§gely
advise T was given prior to visiting these patients was simply, “S‘?n,
be careful where you sit, and for God’s sake don’t drink the teial’

On one occasion we visited a family whose eight-year-oid son
had a problem with “chronic psychogenic constipation.” W‘n:at this
mout};ful of a diagnosis translates into is that he coqldn’f~ shit, gnd
thev couldn’t find a reason why. The poor kid was s?bj'ected to twice-
We:e}d\/ high enemas and would be restrained in the fiving room while
the nurse gave the enema. My discomfort at this was increased when
it was announced that T would be the one to deliver the ghastly deed,

while the nurse and the mother would pin him dc?wg on the sofa.
Apparently this was the normal way that thls_ sort of thing was done.
T just knew that this wasn’t going to be good. -

Now, the because of the character of the passage that iro-.lows?
those readers who are eating their lunch right now might want to put
this book down and read it a bit Jater. o

What ensued was an appalling struggle, culminaling 1n me
delivering the enema. The basic premise of this gbsurd process 18 t}%at
the enema is given; it works its magic in the child’s colon befc.re the
child has to make a mad dash up to the bathroom to use the toilet.
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But what happened next is one of those experiences that only a
nurse would get the privilege of experiencing. The pressurised liquid
came squirting appallingty back out and straight into my mouth, but
neither mother nor nurse witnessed this, as they were busy pinning
down a struggling and very unhappy child.

This was one of those awful moments when time stands still,
and you really wish it dida’t! Much like when I crashed my moetor-
cycle, something happened just so that [ was fully able to take in the
entire horror of the situation and really get my value.

Moments before I actually hit the wall, I just knew that it was
going to hurt badly. Then much to my surprise, I can remember
thinking to myself, “Oh, that wasn’t so bad after all.” As I paid closer
attention, I realised that the crash hadn’t actually finished yet, and
that I was still heading toward the wall. The entire impact between
front-wheel hitting the wall then me hitting the wall could not have
lasted for more than one full second and yet the clarity of my thought
suggested an entirely different tirne frame. And yes, it did hurt. A ot

As I stood there helplessly trapped by my terribly proper middle
class upbringing, I gazed in a stupor around the room while my brain
struggled to resolve the “spit or swallow” debate. As I looked around
the room, every previously ignored detail came stunningly into focus.
The carpet was a light cream colour and was immaculate, without so
much as a smudge, and quaint plasiic sheeting covered all the furni-
ture. There was no dust in any corner or crevice and not a single item
was out of place. 1 imagined that they had white towels and those Lit-
tle scented blocks of hand soap in the bathroom too, and I bet that
those flannels were ironed and changed every day. It is amazing how
much detaii it is possible to take in when vour brain is writhing and
screaming for someone—anyone—io please do something.

Now here was my realisation—I actually contemplated swal-
{owing this horror. Thiok about it—1{ have a mouthful of something
unmentionable, and 1 actuaily considered swallowing it. The house
was so unbelievably immaculate and upper-class that I was scared 1o
just spit it out onto the floor. 1t just seemed so incongruous and such
awrong thing to do, and yet I wasn't merely 8 years old—I was a
strapping and fine-looking 19-year-old who reaily should have
known better. All the unpleasaniness of this situation did make me
wonder if maybe, just maybe, the problem was simply that the child




was afraid to take a shit lest he make a mess. Cod only- knows 'f‘ﬂ the
fussine about cleanliness that must have gone on inside that house
every day. Subsequent conversation with the district nurses conﬁrme.d
that JnoWJ that I had mentioned it and pointed it out, that mayb§ Fhls
was the problem. This new perspective didr{’t chgnge anythmg
though—to add to his developmental trguma:s, the child was eventit-
ally given an anal siretch 1n that oh—so—h@pi}ﬂ way. | have no dqpbt
that the house continued along with 1ts immaculate deceplion
unabated.

Now, if you think that is bad, sevgral years iater‘ I gqt into a heated
argument with a child psychiatrist with regard to her treatme'nt'gf a
precociously intelligent and physically developed ll-yAear—o}d girl mth
“3sthma.” This young patient had spent more than 9()% of the previ-
ous 7 months as an in-patient on the medical unit. Despite all negative

clinical findings, each time she was discharged home the girl would.

inevitably end up back in the emergency room to be readm‘itted’. ,

Steroids were administered, allergy tesis were completea:psy—
chiatric evaluations performed, but the situation never changed and
all the tests proved negative. Since she never had a single symptom
while on the ward, the pattern soon became 0bvious [0 everyone
involved in her care. Several months into this saga agd in response
1o a direct question (possibly the first of its kind) thg girl ?nnouiiced
that she thou ght that the symptoms were the result of her father “rap-
ing” her “with his mind.” ‘ o

The social werkers went into overdrive and “mvesx}%amr.ls L‘*ClLOC
the family were carried out. The girl was exaﬁxmg}ed‘zor signs (21
abuse. Nothing—the girl was a virgin and the farnily Geclared’noi—
mal. The psychiatrist was clearly at a loss, ;nc%’d;?gnqsid t?eﬁgrfl; isi
having “Post Pubescent Conversion RSE}CT‘;OH’ The sarf all carrie
on as though this now explained everything. Dlhagnosm in hand, they
gave this 11-year-old child her dfldv dgse of Pfoz?c.as thowigéh a
change in her serctonergic synaptic %unct1on would a%ef everyjning.
1t was shortly after this that the staff grew weary Qf her omn‘i}{les-
ence on the ward and declared that she was simply “addicted to hos-
pitals” and subsequentiy their benevolenpe towards her began to dry
up. They did continue to give her the daily Prozac though.
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Now I know it seems strange, but with experiences like this in my
background, to be invited to a house 0 hypnotise a freshly showered
obese woman in a dressing gown didn’t strike me as being particularly
strange. Oh come on, we were all naive once, right? OK, maybe I
should have paid attention to the fact that she was always so keen o
mention that her husband was away “at sea” but  didn’s. You see how
easy it is to miss what is exactly right there in front of you? At least if
Tever get a client with “psychogenic constipation,” I’ll remember to
ask what colour their carpets are. It’s all about learning,

S0 I asked her to take a deep breath and relax deeper as 1
counted back from 10 io 1. By the time I had counted back to 4 1
lifted her hand and elicited a most perfect catalepsy. The trance came
easy, but now I had a problem—I had absolutely no idea what to do
next. [ remembered a story a famous hypnotist told once of an early
client he saw with dermatitis. He simply gave the ludicrous sugges-
tion that the dermatitis would just go away on it’s own, and sure
enough it did. How the client managed to translate that suggestion
into a physiclogical response I may never really understand, but I
thought that maybe such a technigue was worth a shot.

“And as you drift ever deeper into {rance, you can find yourseif
losing weight only at the time and rate that is totally appropriate for
you.” And that was it. Not really knowing what else to say, I simply
left her in france for the rest of the obligatory 50-minute hour, read
the newspaper, and then woke her up and went home. I did exactly
the same every week for & weeks.

Today, despite the ambiguity of the word “time,” 1 still don’t
understand what really happened in her mind, but in the absence of
any other suggesticn or behavioural change, within 3 months her
weight had reduced 10 her ideal level (which I had never actually
remembered ¢ ask her about previously). Telephone contact a year

later elicited an invitation for dinner and confirmation that her weight
had indeed remained stable at her ideal level,

Another obese client had a most remarkabie problem. Despite
homrendous obesity, this lady didn’t appear {o be doing anything out
of the ordinary to contribute to her excess weight. She was large
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ugh that I feared for my reclining trance chair, so to avoid poten-
tal collapse and injury, 1 had her sit on a jarge beanbag, which imme-

e took a fairly detailed history about diet and exercise,
family history, and trends in weight, health etc. Al normal. However,
locking at the photographs I had asked her to bring, it was clear that
her vast increase in body mass had only occurred since she had mar-
ried. T suspected something was going on there, but I never was very
good at playing detective.

“Now close your eyes, deepiy, and tell me what is REALLY going
on... NOW!” I commanded. She blinked, blushed and then put her
nead in her hands and said, “I cannot tell, I'm so embarrassed!”

“Embarrassment be damned]” 1told her, “Just tell me now, or
I'm getting the whip!”

And 30 she told me that she ate a tub of margarine a day; some-
times spread thickly on bread, sometimes just with a spoon.

“Arrgghb . . . what did you tell me that for!” I joked with her,
while trying to abate my nausea.

“Dare 1 ask why you do this?” I ventured, hoping for a reason.

*“Oh God!” she said, “I don’t believe I've been so stupid.” She
looked back down again into another aitered state, and sat there think-
ing to herself for about 20 minutes. I just sat there quietly and stared
at her. She was clearly reflecting on something important, and it
would have been rude to interrupt. When she looked up at me, I raised
my eyebrows. She told me that if she lost weight she believed that her
husband would leave fier. The logic embedded in that staternent may
not be apparent, because it left quite a few blanks to fiil in.

Early in their courtship period, being young and attractive and
rather highly sexed, her husband-to-be told her categorically that if
she were ever to be unfaithful, he would leave her immediately.
Knowing her vulnerabilities well, this understandably concemed her
a little bit. By being so fat she had effectively rendered herself un-
attractive to other men, and thus any temptation fo stray {rom her
marriage was nullified. We could surnmarise her situation as, “1

.
oy
1)
ey
S
N
<
o
€3
—
[o2}
s
[
Q
N

ieat
margarine so I won’'t be unfaithfnl.” This sirategy was an entirely
unconscious activity that seemed to surprise her as muck as it did me,
and it occurred, as with many problem behaviours, in a trance-like
state. Having realized what was going on, she could develop other
choices about preserving her marriage.

Reframing

“Suppose you try and tell me whar You think is wrong.
I turned the words over suspiciously, like round, ’
sea-polished pebbles that might suddenly put out

a claw and change into something else.
) “What did I think was wrong?
That made it sound as if nothin g was really wrong,
Lonly thought it was wrong”
—Sylvia Plath, The Bell Jar.

For years I suffered severe anxiety and sought help from a vari-
?ty of sources, including NLP practitioners and hyp*notheranists
\Nﬁho'ut fail, every single one gave me the same unhelpful line of
'I?l:lﬂshlt. They all told me that anxiety is really just excitement by 2
au"fqent name, and that the physiclogy and nez‘lrzﬁogy of anxisty aypd
excﬂlteme‘nt were actually identical-—studies proved this, youvseeA?
Pe;natps that works for some people, but T was still scared shitless—;
and showed it—but they didn’t seern to 1 tice. Really, just what is
wrong with these people? a |
. Refr.aming the meaning of someone else’s commuanication in
thzsj way 18 rarely helpful and is a key pattern m Bateson’s model of
schlzo'genesis. (10) It is aiso, quite frankly, rude. Reframing is 1ot
aboilt invalidating a person’s model of the world; reframin; a per-
son s meaning in this way demonstrates neither undersrandaino nor
competency. o
.~ kRobert Dilts produced a fine set of patterns he called, “Sleight
of Mouth” {19) an understanding that provides an excellent Wa;bio
frack 1ﬂogical reframes in argumenis and negotiation. T have also used
fthem 'Ior tracking patterns in psychotic communication when work-
mg "Wlih schizophrenia. The key difference with Dilts’ patiemns is that
Sleight of Mouth patterns don’t Strip out the meaning of the other
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person’s communication. Instead, they accept that and leave it intact,
and then offer a logical extension into a different and possibly more
beneficial direction. “Because that is true, this must also be true.”

Invalidating a patient’s worldview occurred on a regular basis
in one of the psychiatric units in which I worked. One schizophrenic
guy who was recently admitted to the department was surprised to
find that when he told 2 member of staff that the CIA were monitor-
ing him, he replied quite forcefully, “Don’t give me that crap, you
idiot, you are just behaving psychotically again.” Initially, 1 was curi-
ous to witness this stark refusal to play the psychotic patient’s game,
but on further observation it became apparent that while the psychotic
behaviours and communication decreased around this particular staff
member, they coniinued unabated elsewhere. The patient simply
learned to avoid this particular individual, and when in his company
preferred 1o lie about his ongoing experience. This lack of feedback
{Tom patients led ic the staff member formulating a world-view in
which he believed that his approach was highly effective in creating
shifts in schizophrenic behaviours. He was widely considered by
most staff to be both incompetent and a bully, so naturally it was not
long before be was promoted to management.

Another nurse at the same unit had an interesting pattern of
reframe that reflected her dedication to the biological model of psy-
chiatry. Any appareni psychotic communication was usually
responded to with the tangential and stock answer of, “Have you
taken your medication today?” If the client said “Yes™ this was gen-
eraily followed up with, “Are you sure?” The patient’s commmunica-
tfion was first misconstrued as simply a lack of medication, and then
doubt cast on the patient’s memory!

Gregory Bateson and Jurgen Ruesch (11) defined tangential
communication as:

The reply inadequately fits the original statement.
The reply responds to an aspect of the statement that is
incidental.

The reply has a frustrating effect.

The teply 1s not directed to the intention behind the
original statement, as it is perceivable through word, action
and context of the situation.

Reframing 143

. T}}e effect of this woman’s tangential communication was
1mm_ed1gtely demonstrable when I plotted the rates of the “PRN”
madication against the staff timetable. PRN stands for Pro Re N at‘a;—
as the situation demands; as needed. This is additional mediéation
?hat the nurses can give without asking the doctor every time. A typ-
ical prescription may read, “PRN: Up to 80 mgs. in di*\;ided dose; in
24 1}0111‘81 as r.equired.” So if a patient has had his full quota of stan-
d?:rd medication and is still being a nuisance, the nurse is permitted o
give additional doses according to the PRN recommend;nion.

. 1 p;offered two explanations for the dramatic rise in PRN drug-
gings whenever this woman was on shift: 1. She Just liked drugping
peo‘ple, or 2. There was a demonstrable increase n psvchot;(:bb;
haviours whenever she was on shift. As the unit prided Jitself on its
standa;disation of care and professional standards, T was assure;l that
0o patient would ever be drugged unless s/he displayed an objective
and measurable list of requisite symptoms. Therefore the mere pres-
ence of this member of staff must be driving some patients crazy
A personal view, I know, but I would have been happy to see h;
st'rangled, or alternatively doped with industrial stren g‘fi thorazine
Either action would have resulted in a calming effect on e'veryone‘
around her.

D@Spitﬁ these heretical views on the apparent standardisation of
psychiatric care, there is act ally a weighty body of evidence apd
Tesearch, albeit “controversial” 1o suggest that some psychotic behav-
10urs are directly attributable to specific patterns in c[)mmunicaticn
from other people, often caregivers.

‘A patient might say, “T am made of glass,” to which the teply
would be, “Have you taken your medication today?” What occurs
1”6‘[6 Is a pattern consistent with Bateson’s mods] of the “double
D'ma’.-«a common patiern in schizogenesis. Bateson had a complex
gescnptio:ﬁ of the double bind that has not held up well under scra-
tmy (10, ch. 9) However Rateson also had a much simpler definition
based on incongruence: i

‘ The general characteristics of this {double bind] situ-
ation are the following:

. Y . . . . P .

(1) When the individual is involved in an mtense rela-
. T C .
tionship; that is, a relationship in which he feels it is vitally

<
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important that he discriminate accurately what sort of
message is being communicated so that he may respond

appropriately.

(2) And, the individual is caught in 2 situation in
which the other person in the relationship is expressing two
orders of message and one of these denies the othsr,

(3) And, the individual is unable to comment on the
messages being expressed to correct his discrimination of
what order of message to respond 1o, 1.¢., he cannot make
a mefacommunicative statement. (10, p. 208)

All too often psychiairic professionals fail to understand the effect
of the power differential in the relationship between them and the
client/patient. Their social position alone imposes a powerful logical
Tetyping of the communication offered. In addition, they are obligated
to play two contradictory roles, helper and jailer. This incongruence
provides a background meaning for everything they say.

One example of a reframe to the statement, “1 am made of
glass” that initially interested me as being somewhat different from
the norm was, “No, that’s just how you feel.” This was often followed
up with such sagely advise as, “So, why don’t you have a cup of tea
and sit down.” However, T soon discovered that in reality the staif
only said this because they didn’t know what else to say.

1t seems that many siock responses from members of psychi-
atric teams to the behavioural patterns observed in their charges are
not based so much on standardisation, but only reflects the local cul-
ture within the organisation. In order to be considered a good pro-
fessional in the eyes of one’s peers, you need to demonstrate that you
fit in well with the local culture of the organization, whether or not
you get results. A member of staff who dares to be outrageous and
think innovatively and creatively can put his career progression in
serious jeopardy.

That aside for the moment, let us consider some non-tangential
responses to the statement “I am made of glass.” First, I would con-
sider the context in which the communication occurred. If, as a psy-
chiatric professional, [ greeted a hebephrenic schizophrenic with an
opening gambit of, “Good morming, how are vou today?” should I
really be at all surprised if they reply, “T am made of glass”? After
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all, such a response is quite contextually appropriate. As Profound
feiter, tffe Residential Philosopher of Misery, once commented to me,

Why do these God damn staff get so excited every fime someone
gets a bit crazy around here? It’s a psychiatric hospital, not a fraak-
ng nursery!”

Now, just what are the gualities of a person made of glass?
What kind of glass might they be? If it’s cut-crystal then we Eave a
Ve:y different situation that if someone is a cheap, chipped beer glass.
zt’ﬁat are the (?ther qualities of glass? Is the glass clear or opaque?
1nere 1s very little privacy in any psychiatric institution, as Hawkine
Harry demonstrated well when he shouted at a staff member perzf
fO@ing the hourly “checks,” “For Christ’s sake, what does a guy
need to do to have a private wank around here? Now fuck off and let
me finish!”

So maybe someone made of glass is lacking privacy; everything
they do is transparent. Or maybe they feel fragﬁe? Or broken? O?
maybe all of these possibilities and more besides, being COTMUNI-
ca‘fed at multiple levels simultaneously. After months of 24/7 psy-
chiatric scrutiny, might you not feel a little shattered? )

But then, are such delusions really so transparent?




The “Yes” Set

From The Hypnosis Training Manual | )

To buiid rapport and encourage agreement gnd compliance,
begin communication of negotiation using questions that eficit a
series of “Yes” responses. Ask questions or make statements that can
only have a “Yes” response. The “Yes” response does not need tc;oe
verbal, but can simply be a nonverbal agreemer}t. Au:n tS oet frve
“Yes” responses. The listener will get used to saying “Yes,” and will
have a tendency to agree with whatever you say next. .

“$Where are you from?” “Southampton.” “So, you are 1rom
Southampton, is that right?” . )

You need to demonstrate understanding of the client’s model of
the world and social position. , ) .

“OK, so you made it here today, didn’t you, in order to begm_‘to
make some changes in your life. Is that right?” This will help build
trust and rapport, and establish your position as change agent.

“Yes Set” questions typically include a “tag” negation on the
question or statement. ‘
" “You have thought about this problem for some time, . . .
haven’t you?

... didn’t you?

... won’t you?

... wouldn’t you?

...can't you?

... shouldn’t you?

... couldn’t you?

... musta’t you? ‘ ’

The tac creates an ambiguity in the question, and consequel-
fally in thetclient’s response—Iis s/he saying “Yes” to the first ques-
tion, or to the negation 1n the tag?
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The negation can aise occur in the first question, rather than in
the tag.

“I know that vou wouldn’t want to go home today without reall
experiencing a really comfortable trance, would you?”

While using the “yes set” and “tag questions” can undoubtedly
enhance compliance in communication, it can also be quite a hin-
drance when used in a clearly manipulative way by a salesman or
someone else who may not be thinking about your best interests.
How many of us, I wonder, have felt coerced into agreeing with
somebody, or unreasonably manipuiated into going along with a par-
ticular point of view?

Since all hypnotic language patterns also occur in everyday
speech, the hypnosis and NLP language models can help us recog-
nize when that is happening. For example, while watching a movie,
the guy turns to his date and says—in a gross violation of =-prime
(12)— “This film is terrible, isn't it?”

Notice that the guy didn’t say, “I am not enjoying this film.” His
statement puts his subjective experience “out there” as an objective
fact, and attempts to draw his girlfriend into his version of reality, his
trance. Most people have great difficulty in measuring anything
objectively. They often measure events not by the event itself, but
rather by their reaction to them. The assumption is made that every-
one measures the event the same way, and anyone who doesn’t is
wrong, mistaken, or clearly insane.

But actually, the girl was quite enjoying the film, and now she
has a problem. Now she has a choice—to invalidate her own experi-
ence and agree with him, or disagree with him and take the conse-
quences, what is often called a double bind.

secretary in an office complex in which I used to work was
the hypnotic queen when it came to time distortion. This secretary
was an impressive weapon of misery. Dissatisfied in her work, but
unwilling to do anything about it, she would wander over to her vic-
tim and tag them with, “It’s really dragging today isn’t it? Don’t you
just hate it when a boring day goes by so siowly?”

For fun we would send her over to another office full of unsus-

pecting victims. She’d tag them with subjective statemnents much like
our cinema guy, and then immediately follow up with another that

o

the victim is most likely to agree with. For instance:

s e s




“We do all hate it Wth a boring day goes by 80 8 w}\}il :101;‘
e v nice on holid
we? Don't you wish you could g0 s omewher aﬁy nice o y
instead?” ‘ ) )
“Ip’s really hot and stuffy in bere, isn’t it? Don’t you wish they

-10-?

got us proper air conditioni

Al er properly? The noise

“Why doesn’t this pnofocopxer ever work pr ope‘uy. ; nn; .
1 13x 3 i ¢ as a

it makes is really annoying, isn't it? They really should get us a new

one, shouldn’t they?” o
“This book is really interestitig, isn't it? You
’) 1
vour friends about it, don’t you?” Now.

really want to tell

- reinforcing it is a very bad thing to do, md

Yoodoo Science

“The SUp? reme satisfaction is 1o be able to despise one’s
ighbor and this fact goes far to account for religious intolerance.
It s evidently consoling to reflect that the people next door
are headed for hell” —Aleister Crowley

Several years ago a successful businessman, who for all appear-
ances was perfectly normal, consulted me. His wife had receptly left
him, and he was suffering from severe insomnia brought about by
issues relating to the separation, and from the demands of his busy
work schedule. I took a full history from him and nothing seemed
out of the ordinary. He was just a normal uy reacting to his cir-
cumstances i 1um a question 1 often
ask, “So out of all the people in the phone book, why did you come
o see me. What s it you think 1 can do for you?” Dr. Siebert would
be proud of me.

“Well,” he said, 1 know of your Amerea 1 the occult, and that
is why 1 thought you could help me. My wile has a friend who is a
Black Witch. She is able to enter my mind and make me il She isa
very powertul woman.”

Now, I ask the reader to stop for a moment and think carefully
about how you would respond to this. Read the sentence again. s he
mad? Deluded? 1117 Is she really a Black Witch? Can she really enter
his mind and make him 1117 Are such things possible?

1 personally don’t doubt that they are possible, it’s just that I
have yet to meet anyone who is really able to do such things. Derren
Brown creates a very good illusion of such things, but he doesn’t
claim any 1psyc 1ic powers—ahe is very clear that what he does is
“a mixmre of “magic, rmsdirecfion end showmanship."

Many schools of thought sa coituding with a delusion or

+1

that arguing with them,
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another woman and fell in love with her. They became
engaged 10 be married.

Lm@ediatel;i after the engagement, a ghost appeared
very night to the man, blaming him for not keeping his
romise. The ghost was clever, too. She iold himlexacﬂy
what had iranspired between himseif and his new sweet-
heart. Whenever he gave his fiancé a present, the ghost
would describe it in detail. She would even Tepeat conyer-

Q

r correcting them, 1S 2 good thing to do. If vou have ever tried ar-

guing with a devout religious follower that his religion is wrong, you
know that the chance that you will succeed in that 1s very close
10 zero.

So how do I help this guy? Change his belief? Reduce the hal-
lucination? Challenge him?

1 did none of those. I constructed him a powerful sigil—a charm
or talisman—according to the instructions in The Greater Key of

<D

o]

Solomon. He coilected it a week later, and I gave him strict and =~ sations, and it so annoyed the man that he could not sles
detailed ritual instructions for its use. I didn’t hear from him again Someone advised him to take his problem to a Zen m a}g
o1 - f . - - . 1. . ddt
for over a year, when I met him at a chance encounter during a busi- ) who lived close io the village. At length. in despair, the
e oM = ] 5 1ill

Door man went to him for help.

N “Your former wife became a ghost and knows every-
tiing you do,” commented the master. “Whatever vou do
or say, whatever you give your beloved, she knows. She
must be a very wise ghost. Really, vou should admire such
a ghost. The next time she appears, bargain with her, Tell
her she knows so much vou can hide nothing from her, and

that if she will a H
that 11 she wiil answer you one question, you promuise to

ness conference.

“1 feel a bit awkward saying this,” he told me in the queue for
coffee, “but after T used the sigil in the way you described, 1 realised
how silly I was being, and that there was no way that woman could
be doing the things that I thought she was. But I didn’t want to tell
you, because I knew how sincere you were about the sigil and how
it would work for me.”

Magic can indeed be a strange art at times. Explained in Erick-

sonian terms, he was caught in a therapeutic doubie bind. The break your engagement and remain single”
instructions were designed to act as a convincer for the efficiency of “What is the question I must ask ;er?” inquired th
the sigil, but they also made him feel just 2 little bit silly. He'll zither man. e
be convinced that he’s now protected from malign psychic influence, ' The master replied, “Take a Jarge handful of sov
or he’ll realise that there isn’t such a thing—a win-win situation. & beans in your hand and ask her exactly how many bAeaan
When working with any particular problematic belief, I rarely k you hold in your hand. If she cannotdteﬂ you, you Wii}
see fit to challenge it. I know that it might seem counteriniuitive to know that she is only a figment of your iméagir;a‘tion and
some people, but challenging a delusion can in fact actually make it : she will trouble you no longer” i
stronger and tougher. So think of it in these terms—don’t challenge The next night when the ghost appeared, the man flat-
it or reinforce it—nstead, just accept it and expand it to make it mors tered her, and told her that she knewleverytbAHO.
workable. To illustrate, 1 borrow a Zen story cited in Paul Reps’ Zen “Indeed,” replied the ghost, “and I know ;ou went to
Flesh, Zen Bones. see that Zen master today.” B
o A o , *And since you know so much,” demanded the man,
A young wife fell sick and was about to die. “1 love ' “tell me how many beans I hoid in this hand.”
you so much,” she told her husband. “1 do not want to There was no longer any ghost to answer the ques-
leave you. Do not go from me to any other woman. If you tion. (37, pp. 57-58) '

do, I will return as a ghost and cause you endless trouble.”
Soon the wife passed away. The husband respected
her last wish for the first three months, but then he met




The Messiah Complex

“When I quit working, I lost all sense of ideniity
in about fifteen minutes”  —Prige Rense

The months approaching the new millennium saw a spate‘of
messiahs preaching their own portents in badly—quotéd b}bucal scrip-
ture. Almost inevitably, Jerusalem was clogged with enough .znnesc-i
siahs for a special Field Psychiatric Task Force 10 be Sstablhhe
in order to deal with what was to become known as “J erusal?m
Syndrome”’—mad messiahs flocking to Jerusalem because the twﬂo
t%;ousand year Second Coming was possibly several years ove‘rduu.
(Modern scholars tell us that the Gregorian calendar may not be as

C reviously believed.) . .
awurg?czsufse, it hasy often been said that if Christ r:eaﬂy1 d}d reufrn,
he’d probably just be locked up and madicated with ail the ?mer
Christs, Judas’ and Pontius Pilates on the Wards: ‘We can only'wlo‘il—
der Whét Jesus would make of such treatment smce his last visit to
the planet didn’t exactly end amicably. Maybe he’d want the Pr(izac
ansthe safety of the sanatorium, if he saw the m:‘:ss th‘at resmte;i1
from his suggestion that we all actually start being nice to ezc
other—vpeople have had a nasty tendency to keep on killing other

nle in His name. o

PeOQ*gI_fel itseresting feamure about the Messiah Complef is its p:;e-
valence amongst Christians when compared to other r;uglms. ;Je
don’t often come across 4 d{ohammed or gnBuddha in t}},e st?,et
waving his arms and shouting frantically to r?gfent or d1§. ﬂl ci Eeg
wonder if this might be related to the fact that while Jefu,s Wwas nuile
10 a CTOSS, [1S IMPersonators tend to get a soft comfortable room, 1ree
- C oS, |
fooc si/fﬁi;eml‘jlohammed lived out the full life of the prophet,fhxs

{mpersonators run a grave tisk of being chopped up for heresy before
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they ever get the chance to even smell the inside of that rubber room.
If you are going to be a delusional impostor, you had better pick your
target audience very carefully.

I guess this is where Richard Bandler’s approach to such delu-
sions comes inn quite nicely. Rather than attempting to make the psy-
chotic accept our reality (a fairly pointless waste of time) he suggests
changing reality to fit the psychotic. Confrary to popular belief, the
structure of psychosis is cohesive, tightly structured and usually
remarkably stable. If external reality is made congruent with the psy-
chotic realm, the psychotic immediately needs to change it. Think of
it as a kind of polarity response; if the psychotic is rejecting reality,
and you make reality fit his delusion, then he has 1o reject zhar. The
real trick is to be able to directionalise this polarity shift to something
that is more useful for the patient. So, when you are getting ready 1o
hammer those nails into his warm soft hands, and he starts protest-
ing that he isn’t really Jesus, it’s probably best to raise the tension
just a little bit by shouting, “Hah! That’s what the last one said!”

In a similar sitnation where the man-who-believed-he-was-a-
corpse was being nailed into a coffin, in response to his frantic bang-
ing on the lid demanding that someone check his pulse again since he
was really still alive, the therapist was heard to bellow, *Since when
we did we ever let something like that spoil a good funerai?!” The
patient’s wife said that was the most animated she’d seen him i years.

{t is often said that the most delusional patients are also the most
paranoid. However, in my experience this isn’t always quite irue. For
example, when I met a man who thought he was God (not just a god,
but the God), he told me that he wasn’t paranoid but rather that he was
“just tired.” I wasn’t really surprised; the universe is quite a busy place
with lots going on in it, 50 being God must be quite exhausting work.

“God” was one of my “budget clients”—I see several a week as
my bit for the community, and they pay me any way they can. I was
once paid with a big bag full of grapes—the client had nc money, but
he did have a very large grape vine in his garden.  brew my own
wine; he had the grapes. So a deal was struck, the man changed and
the wine brewed. Later on, one merry weekend I managed to change
1t back into water, t00.

Slightly less satisfving, another client, a professional playwright,
wrote me a play about a mad therapist. A local theatrical group
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performed it in a pub and the lead character kept waving him arms
about. “Who's the iead guy based on?” I asked her. She didn’t answer,
she just raised her evebrows.

“God” had agreed to pay me what he had in his pocket—which
turned out to be exactly one pound in smail change. I made a reso-
lation at that point to think these things through a liitle more care-
fully in the future and asked him what he did for money. “Ch,” he
replied casually, “T'm claiming unemployment benefits.”

Unemployment benefits! No wonder the world was insuch a
mess—God wasn’t working! How long has this being going on? 1
asked, aghast.

“Since 1978, when 1 realised I was God.” He said with a nod.
This really was just too much; something had to be done. Either that,
or 1 wanted a refund—or some decent wine.

The poor exhausted “God” lamented about how these days no
one believed his story that he was God. 1 found this amazing—as 1
totally believed him. And I had no probiem in breaking that little rule
about nof putting the Lord to the test—I demanded that he return my
rabbit that was so crueily taken from me as a child—a rabbit that
really did end up on the dinner plate of my next-door neighbour.

They told me it was an accident, but I never reaily did buy that
one. It was called Hoppity and [ was 7 vears old. Hoppity escaped
and sat happily in the neighbour’s garden, eating his vegetables. Free-
dom came at a huge cost to poor Hoppity, since being of similar
appearance to every wild rabbii that had ever been in the vegetable
patch before him, Hoppity got an air rifie pellet in the back of his
head. On learning of his mistake the neighbour reportedly com-
mented, 1 did wonder why he sat so stll before I shot him. So sorry.”

1fell to my kuees in front of “God” and praved and prayed. 1
cried, 1 beseeched, 1 threw myself on his mercy. “God” desperately
wanted to leave the office, but he couldn’t, because 1 was clinging to
his cloak pleading for a seat at his right hand. “Please, oh Lord,
piease! You and me for 2il etemity up there, pleceease!” I think there
was soniething about this last statement that made him a little uncorm-
fortable. Maybe it was the way [ kept waving my arms about when [
spoke—one day T’ll prebably have somecne’s eye out.

1 did detect just a littie dent in his delusional structure, but he
most definitely wasn’{impressed. But after all, what did he realfy
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expect for a pound? Those litile dents can add up. For example, one
story tells of the female therapist who, when erllcoﬂnter'mcz ’\,/[ n-b

1fi'agdalene who was claiming, “/’m fucking Jesus!” d'-rvfij' re1 3?:)7

with ayawn, “T know, he told me about it last night.” And ‘;‘hjere fsiv ¢

c}gssm story of Milton Erickson who sent out tge young i;‘sti:uf o

alised schizophrenic who claimed to be Jesus to gZ) andbhein guj?; .

’rednecks doing some remodelling on the hospital Groundsz a3 ine.
‘Z.L‘xﬂfter ali, you know about carpentry right?” This ﬁfiie dent 3'ustj ;Irl;g_’
v1cjled a pok;e into t}}e right direction. It doesn’t take long to leam not
E} Keep telhgg azedneck with a nail gun that his sins will be forcvi\’/en
if only he’d “believe.” Jesus, plus two planks of wood and 2 bie ; ;
redneck with a nailgun. The Romans would indeed be proud -

‘Whatever we choose to believe about the patient who cl:::dms t
be the:‘v’lessiah or any other biblical figure, it’s worth considerine iu;
be /i g Y, ali: "They know not what they do.”
Well, at least until the thorazine wipes out the ability to feel ap Jr-*hj =
at a111. Call it the psychiatrist’s revenge, Stable delusional comg‘te‘;if
gion't. reaﬂy respond well 1o drugs, the patient just learns to sto;; ;na;-
ing his claims in order 1o get the dosage reduced so that he can fune-
tion again.

‘ I’d be interested to know exactly how my delusional clients
view the few therapists willing to try out Bandler’s approach—pos-
sibly they view us as dangerous psychotics. The t’mekat foer?g h
such approaches is really only to the psychotic’s delusional t)f;hé
system, but the message is simple and always well received—1 don’t
m;ant you to deny vour delusion, / want your full conversion. This ;s
Of course something every Mad Messiah already knows how 1 d
He’s already done it once before; that’s how gek:gé:iﬁ;;;oéi
p.ick}e 1n the first place. Joe Bloggs converted to become 'Eh;‘d;:
siah, and now we want Joe back again. S0 we inst need to Un;v;de
the right impetus and the right ¥ind of direction, Heaven heli; us ail.




Deletion

“I down’t think there’s anything unique about human intelligence.
All the neurons in the brain that make up perceptions and
D percep
emotions operate in a binary fashion” —Bill Gates

There is an old joke about the agoraphobics sapport group. You
already know the answer—it failed because no one furned up. It’s a
bad joke; I'm just glad I didn’t invent it. There are worse jokes of
course, such as how does a badly-trained NLPer cure an agorapho-
bic from panic attacks? He gets the guy to think of pleasant things
every time he feeis bad. Not really a joke, just a poor use of sequen-
tial anchoring. These clients generally get to feel bad fairly fre-
quently, so it isn’t long before they start to feel bad about whatever
used to make them feel good. You see, sometimes kinesthetic feel-
ings linger longer than planned, With the negative kinesthetics run-
ning inside their neurology, the person may find that the things in life
that used to be good now acquire the bad feeling.

Gregory Bateson posed an interesting question: “A certain
mother habitually rewards her small son with ice-cream aifter he eats
his spinach. What additional information would you need to be able
to predict whether the child will:

a. come to love or hate spinach,

b, love or hate ice-cream, or

c. love or hate mother?”

It’s a good puzzle indeed, and 1 have yet to come to a satisfac-
tory conclusion.

Technology has enabled us to see what is occuiring inside the
brains of different categories of panickers. Whilst it is difficult to get
he ageraphobics to turm up for clinic appointments, functional brain
scanning of clausirophobics is easy—-just put them into the scanner

o
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tunnel and tell them to &y to relax. The obsessives are 2ven easier—
Just make the tunnel a bit dirty.

Now that we can see from various scanning methodolosies
the almost precise neurclogy of some behaviours, the neurowrge}m
can literally bum out a pathway of obsession or compulsion. It is
%umoured that operating departments often smell of {rying bacon, but
it is not breakfast that the casual visitor notices. However, that nen-
ra_l pathway that lights up on the functional MRI in anxiety is likely
to have more than one function, and one of them is likely to be the
ability to anticipate future events.

Cf)mputer owners are familiar with the following kind of notice:

“Deleting this program may impact upon more than one pro eram.
Do you wish to continue?” This is possibly one of the few émaiogies
to neurology taken from computers that actually works. Of course it
wogld be nice if the wamning message told you which programs might
be impacted, but rarely do vou find this out until you reboot, Excgot
here we are talking hardware. Tapping your computer with a small
?ammer 1s not likely to remedy the software problem. It is likelv 10
invalidate your warranty though. No refunds. ’
. The strategies that people use can be effective in some contexis,
1?eﬁ“ective in others, and in some others become Jjust a plain pain in
the arse. People naturaily notice the latter, and their first I@Sp5nse is
typically that they want to just get rid of it: if you offered them a
cheap lobotomy, many would accept. However, removing the strat-
egy or interfering with it is pot necessarily the best way forward.
Doing so just might impact more than one area.

I’'m reminded of one of Bandler and Grinder’s clients in the
early days who wanted to stop smoking. Since they were experi-
menting with hypnosis, they simply suggested that she forget that she
had ever smoked in the first place. When she went horne, her hus-
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band offered her a cigarette, and she said, “I don’t want one of those

things.” He said, “Oh, you quit?” and she said, “I never smoked.” He
would show her a photograph with a cigarette in her hand and si e
would negatively hallucinate the cigareite, “There’s no cigarette in
my hand!” He would point to the nicotine stains on her fingers, and
she would negatively hallucinate those as well. All this pi;;’. quite a
strain on their relationship. So thev saw her again, restored her mem-
ory, and tried a more specific approach.




Unlike computers, many people don’t even have the first wam-
ing about the possible effects of deleting a program, so it’s important
to consider the possible impact of your intervention. Even when a
client does have a waming signal, it may be only a vague feeling of
discomfort, or a little nonverbal twitch that the client may not notice.
Then it is really imperative that the therapist does notice it, take steps
to find out what other program might be impacted, and find a way to
adjust the program rather than completely delete it.

During my first-ever hypnosis fraining, during one of the prac-
tice sessions, one of the students wanted to lose his fear of heights.
He quickly proved to be an excellent hypnotic subject and was duly
hypnotized and successfully lost his fear of heights. However, the
following week he reported that he had been taking a significant
numbers of risks. He had been provocative in bars with aggressive-
looking guys, he had stopped worrying about busy tratfic and would
cross the road without looking and so forth. He had overgeneralized
the change to all contexts, so that @/l his ability to experience fear
was removed. “1 feel just fine,” he reported, “But I doubt Il live long
at this rate.”

Slicing, dicing and cutting brains is generally seen as a bit brutal.
By comparison, drugging a brain is seen as more posiiive and socially
acceptable. We have SSRI’s, neuroleptics, thymoleptics, anxiolytics,
sedatives, stimulants, and an ever-expanding psendo-alchemical blend
of pharmaceutical concoctions designed for drgging a brain. Bathing
synaptic junctions in a sea of chemical formulations, floating neurons
on a wave of adjustment.

There are other bad ways of adjusting a brain of course, and
NLP practitioners possess just a few of them. Twice now I’ve had
worried phone calls from therapists who have embarked their pho-
bic clients on a journey of double dissociation—dissociaie, reverse
movie, reintegrate, or some other variation on the theme. (1, ch. 7)
Problems can occur when vou perform such a task on the phobic who
has a problem with vomiting. Fear of vomiting is remarkably com-
mon, and on the two occasions that these therapists called me they

did the pattern too slowly. My guess is that vomii isn’t a nice thing
to swallow whilst running the movie in reverse, Bad programming
indeed, but at least it’s only the software,
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aryoe g s L, .
ria:;: Z?rZﬂgS one’s self-image into focus; it is vanity's proving ground
FH - > A - Il a i S )
aawr 18 terribly personal, a tangle of mysterious Drejudices.”

—Shana Alexander

The problem with Hubert, who was a long-term agoraphobi
was that he didn’t really want any change. Agoiaphébig i; ; Grelck’
word meaning “fear of the agoia” or marketplace, and ‘They were e’;
]}qr wrong. Richard Bandler calls it a “rich person’s ﬂlnevss,” beca;r;e
ph{)%?aa:ir; iﬁ;(irsyl Iil‘lad have to go out 10 work t0 eam a living, agora-

Like many fuil-time mental illnesses, 1 tend to think of it more
as a career move. After all, why work for a Living when you can sta
at home all day instead and receive generous welfare paymen ‘;;Lﬁx}:
an added i?onus, after 11 months of continuously ‘feéljr;g b;im :h;
Paymenis mcrease, because it officiaily becomes a “disabiliry.” E’Sta
at hO{ne _az}d have people pay yon. Food will arriv doorsio,
and charities will give you a big television. Th
your rent.

¢ at your doorstep,
€ government will pay

1 Erpagme explaining to an Eskimo that we Pay people to stay at
nome fgr years on end and not come out. In additioni the lonser they
stay at home then the more money we give them—iyst asolon‘h .
they say all the right things to the men in the white C(;a-ts

dgubert’s problem began when he was 21, He los: his hair—g
condmgn called “alopecia”—and he worried about what D-Aeo:de sa'cj
gbout him behind his back. He started staying in, never goine guf d ir
g the daytime. After all, people would suzely iangh afbls %:ﬂr; ;ui—
Even if they didn’t do it out loud, they’d sure croush ik it Peois

zas

suough hink it Peopie
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told him to wear a hat, but Hubert didn’t like har

e:;eryone else who was thinking negative thin
snould /e change?

s. After all, it was
gs about him so why
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Afrer 2 while he was referred (o 2 psychiatrist. Naturaily Hubert
didn’t turn-up. He couldn’t of course—he didn’t have any hair. After
several missed appointments, (The shrinks obviously didn’t get the
joke!) Hubert received a visit from the “special” social worker. The
shrink visits. A psychologist visits. A community psychiatric nurse
visits. A medical student completing his thesis visits. Hubert told them
all the same story about his hair. In turn shey all told him to wear a
hat. Interesting, but no one ever suggested wearing a toupee. My guess
is that evervone knows that a man wearing a toupee will always look
exactly like, well, like 2 man wearing a toupee—always funny.

The social worker organised the benefit payments, a washing
machine, & television and a new carpet. The psychiatrist, aware that
Hubert wouldn’t wear a hat, prescribed an SSRI drug and some
diazepam. But Hubert never filled the prescription because he couldn’t
go out to the diug store. Hubert knew that he couldn’t go out because
he didn’t have any hair.

The psychologist decided some systematic desensitisation was
in order. After the first session Hubert stopped answering the door.
He didn’t need to go outside just so the psychologist couid ask how
he felt about being outside. He already knew about that. Even think-
ing about going outside made him feel bad. On one occasion (failed
visit #7 according to the notes) the psychologist tried to reason with
Hubert through the letterbox that maybe some Cognitive Behavoural
Therapy {(CBT) would be of benefit. But Hubert correctly reasoned
that no amount of CBT would ever replace his hair. Not knowing
how to ask useful questions, the psychologist was at a loss for words,
and not for the last time I'm sure. I wonder how he feit about that?

The medical student wanted to try some psychoanalysis to find
the deep-rooted problem of Hubert’s difficulty. Hubert stopped
answering the door ic him after the {irst session. *“The only thing that
is deep rooted,” he told me, “is that [ haven’t got any hair”

1 began to notice a pattern; maybe the problem was about
Hubert’s lack of hair. Or maybe it was about his mind-reading pat-
terns. “You think I should wear a hat, don’t you?” he said to me when
we first met. “No.” I replied, “I cannot think of a style that would
suit you.”

1 didn’t venture any further dialogue; I just cut the plug off the
television set that was blasting away in the corner. Anyone who
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spends thelr day watching the drivel on laytime television reg]y
17 : H
really needs to get out more often Really R
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H1g-cutting activities may not generate the kind of rappert that

- e B il didy
ng traming— “unconditi

3 30 0f mp! ' : ng LG wdimional pos-

1tive rc-ga?d ——but they certainly shift the direction of focus. Gi

my attitades, when 1 trained as a counsellor my trainer had ¢

: : 0 strug-
gie very hard each week to maintain “unconditional positive revarg”

ngarde me. [ certainly didn’t make it easv for him, and it was clea
+ + : 1 13 3. : ¥ ’ ) 3
¢ faL ﬁe simply cu@n t like me—there was something about his tone
of voice and the little facial twitch he developed during the second
week of the training.

pock of the ‘We were encouraged to be “honest with our
feslings” Wmch sometimes turned out to be a little bit in conflict with
_unconditional positive regard.” He was beine “unconditio al,” whi

. i ¢ “unconditional,” while
£ was being honest.

. Given

A peculiar phenomenon has been gaining momentum in Japan
recently. If reports are to be believed, approximateiy one mﬂlig;
young men have shut themselves in their rooms and they aren;n‘ comL—
g out. Not ever. The phenomenon apparently beg b ‘

an about 10 vears
0 . s : Jeals
ago and has been gaining popularity eve

: t since. Young men, refus-
INg 1o work or engage in social contact, lock themsgig;sni,nf}fli?r
rooms and begin living in a twilight zone of solitude ;C)ne mothe

heroically said that from now on, in order to encoura;re her sonutor
come out, she isn’t going 1o slip an envelope contain?nglhzs $400
monthly allowance under his door any more. In one rema.rkaAble cz;\
one “shut in” emerged just long enough to Kidnap a 9—’»"‘3.?—(;1@ ain
in 1990 and kept her in his room until 1996, Nobody ;;tif‘ed g'ﬂ
mother who lived downstairs wasn't permitted to entJGA room: 1
guess shie wanted to respect his “personal space.” 7‘

Thia i . . ! .

oo ny. St TOVE many things, most of them
gune untrue. But having a large number of agoraphobics in a cuiture
GOES say something about its comparative weahhffviumbai in Eﬂfii'; 18
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ue;mg asianlar problem with agoraphobics, and €XDperts suggest it is
olatard yviety Havl £z : N o
relaied to anxiety. Having sat in a Mumbai mraffic Jam for 11 week:
- can understand why. But more rzalistically it 18 probably related to

fe rumber of experts who are paid to observ
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e such things. Where ¢
then T of experts ngs. re the
eeonomy 1s bad, there are no experts and no agoraphobics—they al]
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starve to death or Aave to go out and get a proper job. It’s a stark
choice. Call it cultural homeostasis. '

“But,” [ hear the analysts cry, “what about the roct causes?” The
100t causes of hair loss or the root cause of culture? The microscope
zooms downwards ever closer to it, and yet the diagnosis reflects a
larger cultural bias. It isn’t that the “agoraphobic™ has to intention-
ally learn how to be a proper “agoraphobic,” it’s just that the diag-
nosis reflects what people are already thinking and doing within a
cultural framework.

Whilst the Malaysians rampage with amok and the North
Africans are possessed with bad spirits called “Zar,” in southeast Asia
there is “Koro,” which is basically penis panic. The panic arises when
the person believes that his penis is retracting into his body and that
this will rapidly prove to be fatal. With its roots in Chinese cultural
beliefs, it is thought that abnormal sexual practices may bring about
a sufficient disturbance in the vin and yang balance that the vital
energies are lost. Sometimes Koro is believed to occur as a result of
witchcraft. These are all disorders that appear decidedly strange when
seen from an alien cultural perspective, but does a fish know what
it’s like io be wet, I wonder?

So rather than peering down a microscope until we appear to be
surveying the quantum level, how about zooming ouf to see the larger
cultural picture? In order to do this, we have to change our own per-
spective first—not a popular activity amongst psychiatric profes-
sionais for sure. If they did step out of the diagnostic waters of the
DSM-IVR diagnostic manual (18) they might begin to discover just
how wet they actually are.

My intervention with Hubert tock quite a long time to arrange—
a littie roo long as it turned out. Gathering 100 bald men to converge
and hold a conference on Hubert’s new carpet was certainly not an
casy task. It would have been a bit of a squeeze at best, but it might
have yielded some interssting results. Part of the plan was to create
a flotilla of baldness with Hubert sandwiched neatly in the middle as
the bald armada sef sall down the street. You can maybe see where 1
was leading with this idea. | had managed to gather exactly three
willing volunteers when Hubert called and cancelled all further
appointments. His social worker, a balding lady herself, had leaked
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i{‘ftj} Eﬁ? tlegijssiertﬁaxid, uésurprismgly, hg wasn't happy with it ope
e DIL. L BUeSS ot everyone possesses the same sense of fun,

‘ Tbe social worker meanwhile wanted to arrange for a consulta
tion with a trichologist to consider a hair transplant. I think ma"be—

. - 1- - . a -~ - j
she was quite interested in it for herself. T suggested that a social

worker transplant might be a better idea, but };Jbert didn’t want ¢

;fgue with the lady who provided the new wide-screen ieievisio:)
- . A e . =
I o are oine 1 sk o oy s o e S e
4o Jou are going <6 our money ther you play by our rules and

€ 8ay.” 50 I guess Hubert was just doing his job. He was

moved shortly afterwards to a bigger flat with thicker walls to pro-
tect the neigh?ours from the excessive noise from the televisionl‘}
didn’?igf; (zrfﬁred a biggefrfiat in a nic;:r neighbourhood, Hubert
Y Seemt 1o have much difficulty in going outside of his flat at all.
4 BUESS sometimes it’s just a question of motivation. At this time I
still lived in The Bunker, a tny airless basement flat in the centre of
Southampton, and as I gazed at the shapes in the ever—,qmwinc: ciam
1patch in the bathroom ceiling, I wondered if in fact glay*be jqubeft
had made a good career choice after all.




Agoraphobia

“T claim that human mind or human society s not divided into
watertight compartments called social, political and religious. All
act and react upon one another.” —Gandhi

Involuntary confinement without external stimulation or suffi-
cient internal stimulation can drive someone insane pretty fast. How-
ever boredom doesn’t appear to be much of a problem for an
agoraphobic. When someone is hiding in fear, the fear seems to dra-
matically affect their perception of time. When the confinement 18
voluntary, and for a specific purpose—xeeping that person safe—
staying-in is a strategy to avoid a different and very real insanity.

Of the past 15 years, I have spent approximately three of them
in India, divided among a number of trips. Whenever I go, I am usu-
ally booked up by clients very quickly, and tend o work pretty munch
in any setting. On my last trip, 1 ran group sessions out on the sandy
beaches of northern Goa and functional neurology classes in a church
the size of a large cathedral. It was fantastic and T will go back often.

In India the hospitality is second to none; in another’s house,
the guest is very much treated as a god. However, there is a price. In
exchange, the guest is expected to act and behave with divine grace
and manners at all times; for example, a proper guest never contra-
dicts his host. This can lead to particular difficulties for mental heaith
professionals when addressing issues such as the ever-increasing
aumber of agoraphobics.

After a few weeks of patiently working through namerous issues
possessed by my agoraphobic host, paying careful attention o the eti-
quette of Indian hospitality, 1 could take it no more. The net result of

my being “honest with my feelings” landed me on the next overnight
bus out of the city, where I was repeatedly sroped by a computer pro-
grammer from Dubal.
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e eocktaile amd Tearing
rinking cocktails and leamning to boo-
Fad

Heaches of Go: ; 1 :
beaches of Goa, while my host sent furious emailg
around the world about my allegedly appalling conduct. On he *Js

</

about the situation, a Mumbai psychiatrist called to say, “You sheuld
never argue ”With an Indian agoraphobic, you just tell him to i—;eepvhl‘{_
ing his medicine and wait until he either gets bored or he runs ou;f ~
money.” Possibly good advice indeed. .
At this point I am reminded of the agoraphobic whe was unabls
to g0 on any longer. He knew that to drive more than a mile frag ;;
hpuse would result in an intense terminal fear that would surely lg'ﬁ
%mn. -Sﬂo he started driving in a suicide attempt, and ended up Jinltlha
De.autﬁui countryside of Wales before he realised how far he h:;d vot:
without any fear, and instead rather enjoying the country Viewz He
was lucky. His suicide attempt didn’t stop him living. A.r;d it did‘elnd
the restricted lifestyle that had imprisoned him for m(;re than 13 vears
In conversation with a colleague, I mentioned a client who'
measured her “comfort perimeter” around her house by street sign-
posts. I went out in the car with her. She did something quite inte:r—
esting. We got halfway down a particalar road and she told me, “I
cannot go past that sign post.” The NLPer in me replied “W:nat
would happen if you did?” “I see myself freaking out!” she ’saia Se
naturally, { got her to change those pictures of what she saw her.sei*:
doing to something more useful. i
A‘[ one ;eminar 1 gave regarding agoraphobia, a participant pro-
posed instaliing a phobia about staying-in. While some may find guch
a view amusing, that weuid achieve little more than trapping the
client between the proverbial rock and a frightening hard plDace
restﬁ.ctmg their tiny and rigid worldview even more, Such apmoacheé
may 11_1deed add a little entropy, but the client is not necessaﬁly going
togoina useful direction, and any hope of success may well bce left
behind. NLP is about adding choices, not about taking-them away.

I psychotherapy training, there is a lot of talk about “secondary

LIS | ~ ol : . 1 T
gains” and of the importance of addressing these when embarking on
zon

any change work. But what about primary gains and the rules of social
engagement? I might not be the most sociable guy on the planet, but
even { know that in someone else’s house you have 1o I;ay a litile
respect to their rules. If you don’t, they can simply ask you to leave. It
you don’t leave, well, then there’s probably a crime bei—ng commutted,
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As the rules of “therapy” become increasingly bureaucratic, and
more and more lawyers approach people on the street seeking easy
money at the cost of rationality, radical change work becomes
increasingly difficult. Many of our civii laws only serve to encour-
age unhealthy behaviours and politically correct interventions such
as mass madication and the financing of deviance.

There are drugs specifically prescribable for “agoraphobia,” as
though such behaviour resides solely in errant synaptic function. That
approach makes as much sense as the old proposition that agora-
phobia is caused by a faulty mitral valve in the heart or a viral infec-
tion. While a biological explanation may have some degree of merit,
at most it is only a small piece in a very complex social phenome-
non. To collectively scan the brains of agoraphobics in search of a
neurological explanation raakes as much sense as collectively scan-
ning the brains of “koro” patients, or any other patient sutfering from
a culiurally-bound pseudo-psychiatric condition. This is not to say
that a collective scanning won’t reveal some commonalities. I've
often proposed scanning people by profession, such as comparing
the similarities found among psychiatrists with the similarities found
among, say, lawyers. Psychiatry a biologically deviant behaviour?
You bet! But what about the lawvers?

NLP-oriented therapists are hopefully more conversant in cyber-
netics and systerns theory than most traditional therapists. So I hope
that they are more likely to be able to weave a pattern out of the com-
plex social and legal rules that support a problem behaviour. Gath-
ering information is vital, and attention to the larger context is
crucial. A single session cure is not a likely possibility when dealing
with agoraphobic behavicurs, especially when we regard and chal-
lenge the extrems opinionation that appears to be common to 50

pe=l
many long-term (predominantly male) agoranhebics. So go fore-
armed with Dilts” “sleight of mouth” language patterns (19} and don’t
expect a double dissociation phobia cure to do the job for you.

The reliance on techniques is the failing of so many therapists.
They have a remarkable tendency to think in terms of diagnostic
labels. “If we have the right diagnosis, then we can simply apply the
right technique to the problem.” That rationale leaves much to be
desired—just because we can give the behaviour or symptom a name,
doesn’t mean we actually know anything about what is going on.

s

A Screaming Phobia

[T 4 ] . ] F AR . .y . :
1 have this phobia: I don't like mirrors. And | don't watch myself
on television. If anything comes on, I make them shuz it aff.
or I leave the room” —Pamela Anderson ‘

‘ S1evera1 Years ago a woman was brought in to me bv a psychia-
trist who was interested in observing how I work. She gold H;e that
the woman was suffering from a “pathological phobia of SDide;“ ”
?Jow, I'm not entirely sure what a “pat‘noloéical phobia” is, but T ;:o
’Know that none of the seventeen different psychiatric drugs’this l;xdv
ngd be’en given IEad made it go away. Pathologically phobic or nog
this lady was definitely a screamer. Al T had 1o do was begin to hoki
out my right palm and she started shrieking blue murde;i?or some
reason every arachnophobe assumes that the therapist is eoino to
throw a spider at them. I think perhaps that this comes f?cmbihe
absur@ process of “flooding,” in which you either repeatedly e%.pose
the client to spiders, or simply lock the client in a ;oom full of the
buggers until, exhausted, they stop yelling. )

N As 1 said, this lady was a true screamer, which wasn’t really sur-
prising. ‘When I asked her about how the spider in my hand v;ould
%OOK, she described—in between hyperventilated terror—a moving
image of a spider that was about 60 fest high, three—dimensionai in
full-focused Technicolor, with full sound effects, Imagine hearing ﬂ:e

soun@s that a 60-foot spider might make! I quicklybhypnotise; the
psyc}‘natrlst and gave her the suggestion that a small spider would sit
comfortably and peacefully in the palm of her outstretched hand. )

. Then, T turned my attention back to the client, who was now
@tently focused on the psychiatrist’s palm, and as a result indirec tly
in a light trance. I told her to slightly enlarge her image before ae gin-

;llmg) 1o shrink it down only ar the same rate and speed that the spi-
er in th he psyehiatrist
7 the hand of the psychiatriss began to grow uncontrollably. Tt
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was a neat trick, and I wasn’t entirely sure that that T could pull it off,
but at that time I was still addicted to the “act as if” frame which
made me wonderfully annoying to the few friends who had survived
my earlier experimentations.

‘What I was hoping for was to transfer the phobia to the psychia-
trist, to develop a litile empathy for her client. Cf course that wouldn’t
really be complete unless we could drug her too. However, what actu-
ally happened was that the client did indeed reduce down her image
and calmed down appreciably. But interestingly she became afraid of
the psycaiatrist, which I wasn’t expecting at all. The psychiatrist on
the other hand did not have any change in her representation of the
spider—maybe my indirect suggestion was a little zoo indirect. She
told me afterwards this was because she could in no way imagine the
client ever being able to do anything that would reduce her fear. The
psychiatrist truly believed that the client could never change—while
collecting weekly fees for trying to help her change.

1t was only in the imagination of the client that the psychiatrist’s
spider got larger. The client said afterwards, “I didn’t want it to get
too big in case it scared her, so my spider didn’t really get all that
small, but it’s much better now.” The client left with a full working
knowledge of the NLP phobia cure. But despite observing a first-
hand “up close and personal” demonstration, the psychiatrist left as
clueless as when she arrived.

“Allergy”

A number of years ago when T was still a casualty nurse, T was
on duty with the resuscitation team when a man anivedt‘under’a biue
@ght” and police escort. He was suffering a severe anaphylactic reaci
tion. Anaphylaxisis a catastrophic allergic reactior{, which if left
unireated can often be rapidly fatal. :

Our patient had been working outdeors in a labouring gang and
had apparently been bitten on the lower leg by an adder (Vip:r) s;ake
a rare species in the UK. His symptoms were unmistakable—his face’
was heavily swollen, particularly his lips, tongue and evelids. his
blood pressure had plummeted, his skin had hives and héavilv x’no‘t—
tled appearance, his breathing was [aboured and greatly distréssed.

I'began removing all the patient’s heavy work clothes whilst
some of the team worked rapidly to get the guy stabilised. High-flow
OXygen was sppplied, Infravenous access was acquired, life?saving
gzigsaggrizigffé.and the drugs adrenaline and chlorphenaramine

) Yet whilst all this was going on, one unmistakable detail became
quite apparent. The bite was apparently to the lower left leg but the
crew had been unable to locate the exact position of the bite. Their
main concern had been keeping him stable and transferrine him as
quickly as possible to the emergency department. )

Despite the heat of the day, this man had been wearing knee-high
Doctor Martin boots and fairly hefty combat trousers—éssentiaifv
iheg; Wwas no way that he could have been bitten by a snake. A snakg
had bx?ten af him (it was witnessed by others) and probably made con-
Iac* with the boot, but there was no possibility that this creature had
mjected any verom into him, Toxicology later confirmed this. Vet ﬁLs
man was clearly experiencing a near-fatal allergic reaction.

?'ubsequent follow-up demonstrated that he had never experi-
enced a severe allergic reaction before, which ruled out any reference




xperience. If he’d had one, it would have been possible for it to be

eXpe .
triggered by the “suggestion” of the bite. Later allergy tests demon-

Now, 10 help connect some dots. . ..

Anaphylaxis, like many emotional responses, is learned. 1t is rare
1o have a sericus allergic reaction upon the first exposure fo a sub-
stance, but the severity of the reaction can increase exponentiaily with
repeaied exposure. This makes our spake man a bit of a medical mys-
tery, and I've always iiked medical mysteries because they show that
we don’t really know everything. Furthermore, exploring such anom-
alies often reveal new and different ways of thinking about things.

More recently 1 have been working with a man who was
employed at a sawmill workshop for the majority of his adult life—
some thirty vears. Inevitably, despite correct health and safety pro-
cedures, there is always a certain level of wood dust preseat in the
workshop environment,

One day last year he started to become unwell, but with a strong
work ethic and a tendency to consider all doctors “quacks” he ignored
the illness and stiuggled on. He laboured on for gbout 16 days before
collapsing at work, when he was taken to hospital and diagnosed with
severe pneumonia. Overnight his condition worsened and a weeklong
stay in intensive care followed. His convalescence was lengthy, and it
took several months for him to be able to climb stairs comfortably
without becoming short of breath and turming a rather alarming shade
of biue.

During those 16 days of severe physiviogical stress due to his
pneumonia, this man was exposed 1o the wood dust in the workshop.
As aresult, his immune system had connected the stress response
from preumonia to the dust, and now he has acquired a severe and
dangerous reaction upon exposure to wood dust. He has seen a doc-
tor and been told that he has a “condition.” The condition is called,
“asthma,” and of course the solution is medication.

An allergy is a sort of phobia of the immune system. The im-
mune system mounts an intense response due to some siress or chal-
lenge, and connects this response to a harmless substance. When the
specific trigger for an allergic response is known, there is a simple

ethod for eliminating it. (1, ch. 5) However, that method works best
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when the alleroan ia Lo . fres
. cir the alflergen is known, and it’s difficuit to use when the oy

15 already responding to the allergen at the time of treatmens e
1 LT CIiZ,

T o s . .y - '
iy th; ;/}ea Ss;eczé Egrél:;;};fg Similar with fear. One child stood in fropt
confidently one day for show-and-teii and was Iay
at and humiliated by the other children. Weeks later, he j §
io presfﬂ;nt in front of the class again, but that m(;rn:'vii? f
unweh agd his mum keeps him home from school. ;\s“af: fde ie s
%w?lds public presenting wherever possible, and Whénl ;16 cx . hhj 1'16
it, he f?@ls iike a nervous child and leaves the stage feeline Ja? t aie-l d
ure. H%s anxiety generalises to other contexts bﬂohisvlé}é: Jf}e’a o
}ong his avoidance behaviours also increase. His stom :;m tore
headaches and his skin rashes and muscle tWi‘;CﬁE“ o 303}68 e
o nd ‘ 'S continue, hig g
sutiers, and his health is often poor. He sees his doctor h }f je'e
h_e has a “condition.” The condition is called, cralized ool
disorder,” and again the solution is medicatio;l.
‘ I'm told that the only two naturally buiit-iv fear responses ;
infant are E)f falling and of loud noises; ali others are ie;mddessjn -
i small chiid a snake for the first time, and he will not b:: alfra;d IE;%)W
if _y‘ou shoTVV him the snake and then startle him with a loud :1 o, o
Vv"lh associate the startle response to the snake and will be ‘ Olse: N
bic of snakes. This was dramatically demonstrated almGSrC; ;nlfng? Oc';
g;;;;iii tby psy:chologwt J ?}m Wats?g W.ith hi:s “Little A]i;eri”
: —one that defied all ethica] thinking—in which the ver
:j(f)}lﬂg A‘lbert was exposed to furry animals which he h’keLd‘ un;f]r
‘Watson started making frightening clanging noises which staﬁi,ed th;

ghed
xpected

generalized anxiety

- o i
Enrogtunaxe Albert. It wasn’t wong before the furry animais triggered
noruna : ! nimals trigger
“Bie iear respouse and generalised to ail furry things, includj
AIDErt’s favourite toddo 1 o7 ey meluding
t's favourite teddy bear. }
Simp! bias such as thi
'utmple phDD‘l’a‘S‘quﬁ as this are common and can be induced in
1az?y ways. A child is playing with an unfamiliar dog, the doe sud A
Sty reacts to somethine and 14 7 and
nething and furns nas hild 1s bit i
- gandt nasty, and the child is bitten and
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A simple phobia of this kind is a conditioned response that can
be re-conditioned just as easily, and it tends to respond well to the
traditional NLP “fast phobia cure.” (1, ch. 7) But what about phobias
which do not respond to this technique? I have seen dozens of clients
who have tried in vain many times to overcome their phobia, and
have seen many different NLP practitioners and hypnotherapists, but
continue to have their fear response.

These more resilient and disabling phobias tend to lack any
direct personal experience of the phobic object. What the phobic per-
son has experienced 1s exposure to someone eise’s phobic reaction to
the object. For example, recently a friend visited my home along with
her 2-year-old son. She made the mistake of interpreting the cute lit-
tle noises of Minky, one of my pet rats, as an invitation to put her fin-
ger through the bars of the cage. Minky is a fearless creature, who wiil
readily attack the vacuum cleaner and who used to launch spectacu-
far assaults on the washing machine. He can mutilate a fingertip with
impressive ferocity and astonishing speed.

The 2-year-cld missed the exact details of what had occurred.
What wasn't missed was his mother’s rapid withdrawal from the cage
and accompanying shrieks and cascade of vernacular that poured
forth at great volume. To the 2-year-old, witnessing mother have such
a reaction after approaching the cage in the corner was enough of a
message 10 stay away from that part of the room, no matter how
much reassurance was offered—as a result of single leaming ex-

perience. (On the rat cage there is now a sign that says, “We Eat
People. We do.”)

But what if the mother already has, or develops, a phobia of
some sort and reguiarly displays behaviours that clearly signal to
the child both the mother’s fear and distress and her beliefs about
the object? The child may never be directly exposed to the object,
but when he 18, these beliefs that the child has developed about the
object will come into action. It is these beliefs that maintain the emo-
tionally catastrophic reaction that does not respond to the fast pho-
bia cure.

1 had a nice confirmation of this from a colleague who worked
with a man who had a phobia of bees. This client had a somewhat
paranoid belief that bees would intentionally seek him out to sting
him. Here is the colleague’s report:
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“Thad trapped a few bees—and having been a beekeepe
kpew {hgt after a little time away from the hive bees becom S
d1§organlzed and very unlikely to sting, and wher,l released in e‘Very
WI.H always fly toward the light to try to escape. Afte: t:1?ipc; ‘afoor‘n
this, I got his permission to let ONE bee out of the j;r u};\?v; i
téjnse: but the bee flew directly to the window, rather ma:f: attz::y‘er)j
hgn, in po_)ntrast to his belief that they would seek him out. The K*m Y
Plélg point ’ for‘ him was when he realized that his phobia of bees ‘;S;
:i e hlsjamer s more extensive fears—and he really didn’t wan; «
be l}ke his father! Then I opened the jar and inverted the openine 'LO
my‘nagd and waited until one landed on my hand and W&’E@d a; O~V iy
on it without stinging. After some talk, he agreed to do tbe‘sbam Oznid
tially very tense, he gr adually relaxed, with a look of t;)tq‘ a e
ment on his face. Later we tested his response by taking hir:t mafe_
':VZ%IF},‘ where he approached the hives with bees ﬂ'\/in:aﬁ ar:;agee
ml.tlaﬂy with a bee hat and veil, and then without itj Hg sa{v rnbe \r;zthT
out a bee hat, and thought to himself “He doesn’t need a t;ee 1 f»l‘- ;
don’t .need a bee hat.’ The next night he had a dream in W‘Pichﬂ%:lll
were 1n his bed and he was completely comfortable "W'*-'th t“;e 6:8
if Ih?y were just little cozy teddy bears. Follow-up f‘i\;e V‘:Q ’Il ;aS
contirmed that he was stii] pieased with the chanvej Ecr* iv;rlii hat?r
near a bee, he is delighted all over again to no lonboer ?zawf; tk; % o
jerk’ response of fear and avoidance.” T T
Fam{/ tales and other strange stories we tel] children can devels
?hesg beliefs well. As a child, the most frightenina thing I cou:E
1magine was being lost in the woods at night, because:of E;ilcth; :
sters and bad things that 1 had grown to believe lived in there -;'}*1?1*}—
got older, the neighbourhood kids started daring each other L; ;obfm
ther anfi farther into the woods at night, so step-by—sieo‘ w“ 1;1;3{2
to Cojnfrlront and nullify that particular set of beliefs, Eihisbme*};j;
ed “systematic desensitization,” does work, but it is 073;-' aﬂ‘y l‘f‘w’
I wonder if our snpake man, mentioned earlier }?d q;en (;t‘j ,
people’s reaction to snakes? He’d never heeg bi%ti:;l bhv a st W‘i
bf?for?, but maybe his body did already know what g fi; ;Nl‘di&v
o.t a szmﬁﬁar age to me, and I grew up on a Saturdav a*te;v n;r fervr’ab
vision diet of cowboy movies where the lesser hemés ;re:P ciu?"ﬁ:i;
etther killed by an “Indian” or bitten by a snake. I ne;'e~l‘zc:b!'1;;:iJ'
encountered a real snake until I was about 26, but as | clgj;dbl wl;;
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very familiar with what rattlesnakes could do, and the (now dis-
proved) niethod of saving the victim’s life with the “cut, suck and
spit” method. (When playing in the woods, we carried our little
penknives at all times, just in case.)

One seriously phobic client who had borne witness to many
NLP practitioners’ failings suffered an extreme phobic reaction to
needles and injections. She had no recollection of ever actually
recelving an injection or anything like it, yet had always been pro-
foundly phobic. Even saying the word, “injection” would trigger a
flinch response. Her fear was so overwhelming that even seeing
something connected with injections on the television would cause
her to feel very unwell, and she would often faint. She demonstrated
this quite unwittingly as she sat down and atfempted to describe her
problem to me. Her eyes started roiling about as the colour drained
from her face and she started flailing her arms about as she collapsed
right in front of me in a dead faint on the floor.

As she came round looking rather nauseous, 1 said. “Wow! Can
vou do that again?” That wasn’t quite the response she was ased to;
usually a therapist confronted with something so unexpected and dra-
matic began to panic a little, thus reinforcing her response.

“Every therapist I've seen before has said that this is the most
serious phobia they have ever seen,” she told me. The funny thing is
that I hear this rather a lot from my clients. Whilst she was still on
the floor 1 looked directly into her eyes, changing my own focus to
makes things a little blurry and asked her, “Do vou know what an
injection actually is?”” She flinched momentarily, and then she looked
blank. Thinking about this for a moment, she admitted that actually
she’d never reaily thought about it before.

{ kept my stare fixed on her eyes and said, “1 believe you.” And
then in a dull, monotonous voice I proceeded o quote boring aca-
demic details out of a medical procedures manual that I had borrowed
from a nursing colleague. 1 gave the guidelines regarding technique,
safety, regulations and correct “sharps” disposal, and I went on and
on. Most people would have either interrupted me or displayed signs
of boredom as { continued, but she listened attentively.

As [ came to an end, I informed her in the same monotonous
tone of voice that positioned at the back of the room on the table by
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the rat cage was a medical bag. 1 told her that in the hao wasal
a 1 f of iniecfi : . . B S Wds d 1arge
assortment of injection equipment and that if her curiosity wag argfw
1081 suf-

Frt

ficiently raised she might care 1o open it. I assured her that at 3
would I touch any of the things, and it was entirely I;ertda B :
£0 and have a Iook. She hesitated for only a moment bef ?flslog o
up off the floor and opening the bag and taking out the a OA"'/ e
needles and syringes that were stil] in their sterile pack::ji?mem O'f
fT really didn’t need 1o do or say much else. The iool? ofb-
on this woman’s face said enough. It was as though she Wondc?r
child, and was unlocking the greatest mystery of ail lnxﬁ‘y}?s : sm.aﬂ
uefd to handle the packets and began to operz therr; u 015 - Contm:
what on earth her previous therapists had been doing;’ If‘i;:elde}ieg
been using the “double dissociation” technique, Withoix't a rLany .
experience I couldn’t help but wonder Just what exactly the Wreml:e
have been dissociating her from? It seemed obvious tolrne t‘g ;N oh ¢
was needed was to build a associated positive referencé &% rionce
rathﬂer thz‘mﬂ dissociating her from a bad one. This Wornan hgg?lea?:
grfiguo? fear response, yet she didn’t really know what she was
1“Can I put them together?” she asked me, with a syringe and
needie now both out of their packaging. 1 didn’t answer t}ye ﬁilcev t'm1
and just looked at her without offering any clue or di;fecij on1 “g }Of;
guess 1can,” she said as she put the two piéces together bet”or.e 0 o
Ing up all the other packets and putting the piecez ’toeethe; e
In.the medical bag was also an orange, some ar;pouiés of nor-
mai szf.lme, a sharps disposal bin and the guidelines for practicing
mjection techniques given to student nurses. For some rison stu?
:ienr nurses are told to practice injections on orances: I guess 4t;s fra
ditional or something, R
. ‘;Can Ltry injecting the orange?” she asked, but again I eave no
:rm'{t ofa cluc? as to direction. She studied the inStI"HCﬁO; sheei::c]osel‘
;;eﬁiore drawing up the saline from the ampouie and genﬂAy injeictinz
; e; E;SQge. The entire time that childlike look of wonder never leii;
She 1aughed and said she’d never realised how simple injections
were. She tried out different sizes of needles—the smaller a o
nee?dles need firmer and slower pressure owing to the ipcriaufg
resistance—and different sized syringes angd soo; needed z; sevc;zd

e e
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and then 2 third orange. Soon she had run out of nesdles and said

simply, “Ithink 1 am cur ed.” something of an understatement. 1
The following day she tel eDhoned me in ex vltgmenx.. The bl uO(i

test that she had been avoiding but which was requ%red fol; 3 genetl’u

health screen had been carried out without a problem. “It wasn 't

. ) - .
i A i d ever feared it
exactly nice, but you know, it was nothing like I had

T 3
would be. T am cured.

Early Beginnings

“A ship in harbour is safe, but that is not what ships are buil; For?
—William Shedd

Like many therapists, my clinical work started by accidenr. I
wanted to learn hvpnosis, but didn’t have any money. So knowing
nothing about it whatsoever, I put an advert into the local newspaper:
“Southampton Experimental Hypnosis Group staris this week.”
I'expected one or two people to turn up. But on the first evening,
sixty-five expectant people turned vp. I was terrified, and had no idea
what to do, but I was also very excited. 1 knew that this was the
beginning of something. Quite what it was the beginning of, I am still
finding out.

About a year passed before a medical student came along
clutching a copy of Frogs into Princes. (9) 1'd never heard of Ban-
dler or Grinder, and I devoured every word in that book with relish.
At this point I had started formal training in Ericksonian Hypnosis.
On taking the course, [ initially thought this was ExiX, the psychia-
trist. I’d never heard of the name Milton. My first thought was,
“What a weird name—it must be made up or something.”

1 clearly had a lot to learn, and began practicing hypnosis at
every opportunity. I worked at a hospital in the big emergency de-
partment at the time, so I had a lot of st ronsmgl v willing staff and
colleagues to practice on. Before long, I had people from other
departments asking for a session, as tﬁuy’d heard about the things
that I was doing. Initially people complained of common problems,
such as a desire to lose weight or stop smoking. Soon calls were
coming in regarding insomnia, anxiety, stress and depression. My
interest in psychiatry was also well-known, and before long my work
went professional as 1 sp ent more and more time with patients and
their families lost deep inside the psychiatric system.

o)
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This work has led me into various unfamiliar realms. Once I
was invited onto local radio to take part in a debate about psychia-
try—where 1 found myself overwhelmed with unexpected public
speaking anxiety! I quickly learned that my views were possibly too
controversial for a small local radio station, and I was rapidly ush-
ered out of the studio as they cut to the commercial.

Later a daytime T show invited me on to take part in a live stu-
dio discussion on the treatment of schizophrenia. 1 foresaw a proba-
ble set-up where I’d be torn to pieces by an audience of mostly
emotionally-charged pro-psychiatric families of schizophrenics, so 1
turned it down. Sometimes issues regarding mental health are not
open to sense and logic. ! learned long age that TV shows are sel-
dom about information—more often they are about entertainment—
in much the same way as throwing political and religious outcasts 1o
the Hons used o be in distant times.

Psychiatric care in general often seems to be lacking in humour,
and where humour is absent, the void 1s often filled by despair. Work-
ing in mental health facilities | introduce a sense of comedic anarchy
in order 1o bring about a systemic change that doesn’t rely on phar-
maceutical corperations to produce ever more potent psychotropic
medications. This has often proven very unpooular with psychiatric
colleagues. 1 have been dismissed from employment on a number of
occasions, and have often been told that despite my high popularity
with psychiatric patients, I simply don’t take mental “illness” seri-
ously enough to “cut it” in psychiatry.

Painting The Dog

$¢ 4 - . .
A three year old child is a being who gets almost gs RUCh fun
outof a 'ﬁﬁ‘y-szx dollar set of swings as she does ot of ’
Jinding a small green worm” —Bill Yaughn
o

Infsugust,k 1994 T put a handwritten notice on a hospital notice
anrd.: Student Hypnotist seeks Human Guinea Pigs for Hynnos;
Lxpenments. No Insurance, Your safety is not cuara;zead A

I was j‘gst 26 days into the Ericksonian gypnosisvcx.)urse and
?;eizi :r);iinence. i di:in’t EXpect to receive many phone calls from
; ; ment, but I was sure T would get at least a few. Instead
ireceived a steady stream of calls, maybe 15-20 a week for %h: j,
month oir twp and this was more than enough to get me started -

SOli quit work for a while and started bookigg pecple in I.f ied
eveiythzz%g—rayid mductions, slow incductions, funny inductio.ns i
even no inductions, Some poor souls I'd invite over, sit them d’ o
fmd then talk about anything and everything that w;zs;z’z hv n OﬂVY y
‘:%Vhen the hour was up, I'd thank ther, shake their hand z;'iil Oblij‘
them on their way. I just wanied to see what would happen :X Sm;lk
aft:er '!the1r session, 1 sent out questionnaires {0 everyone o aqk :”or‘i/}?b'f
Opinions and experiences. This was useful feedback anducqui : elil

some of thosp on the receiving end of non-inductions reportefiph‘s 4
estmgo ctzipe};ences as though they had been hypnotised quite Efgg—
-~ fan Y 3 H i 1 . o :

behaﬁou(:;: cedback gave me valuable pointers regarding my own

‘_‘You spoke too quickly.”
N “1 ngeded to use the toilet, but T falt too embarrassed 10 sav ans
ahmg; which is why T couldn’t concentrate” R

“;( SZZi%Tdyou V:/t‘:fe too young to be a decent hypnotist”

oy pECleC an o.d man with a beard and a limp.”

You sounded too much like a salesman.”
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“viyy weren’t wearing any shoes.”

1 started asking people a simple questionp—1f hypnosis could
do just one thing for you, what would you like that thing to be?”
Because of the location of my advertisement, most of my guinea pigs

were medical or nursing students, and their answers all seemed 0

have common themes:

1. To be happier.

2. To be more popular.

3. To have more money.

4 To have more frequent/betier sex.

My Gran used to say that it is the simple things in life that
makes us the happiest. This is so often true. For example, when I
regressed one man back to “the happiest moment in your life s0 far,”
he dissolved into utter delight and started speaking as though he were
a very young child.

“How old are you?” I asked.

“gjix.” he said, giggling and jiggling around.

“And what are you doing?” T asked.

“Painting the dog!” He replied gleefully. Apparently he’d found
a tin of blue gloss paint in the garage. He’d had a lovely time, but
his mother was horrified—she had to clean up the mess and shave

the dog.
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A Fractured Penis
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1 find that most sensitive issues are best dealt with
by using no sensitivity whatsoever’
—Andrew T, Austin, showing his sensitivity.
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major misunderstanding into print in the “Cats get AIDS” story that
ran in the media for a few days after the “Gay Plague” hysteria had
died down and the tabloids desperately searched for the latest scare
story. For weeks afterward it seemed that every cat owner who had ever
been bitten or scratched came in for AIDS testing, and would refuse
10 be reassured until they’d been jabbed with a needle at least once. It
was a bit like what we termed “therapeutic x-rays.” Because ankle
sprains can swell to a frightening size and go through a striking range
of colours, if it isn’t x-rayed, the patient will continue to worry that in
fact their ankle is breken. So they return again and again until they get
that x-ray. People with ankle sprains recover far more quickly if they
receive an x-ray than if they don’t. People just love technology.

Now, Id never even heard of a fractured penis, 50 to be encoun-
tered by a man screaming, ‘1 have fractured my penis!” was a bit of
a surprise. So you can understand that my natural reaction, as the car-
ing sympathetic nurse who deals with the uninformed publicona
daily basis, was to suggest that he calm down a bit.

He grabbed hold of my ears and shouted, “LISTEN YOU BAS-
TARD! [ HAVE FRACTURED MY PENIS! Now do something!!” Sud-
denly it was all very clear. With a frightened and aggressive man
holding onto my ears, { figured a good plan would be to agree with him.

MNow, for those as clueless as I was about such matters, here’s
how it happens. First, let’s begin with a little anatomy—the penis is
constructed so that blood flows into spongy sacs that fill with blood
under high pressure to create an erection {a whopping 100 pounds
per square inch in dogs, compared o a mere 4-16 in humans). When

the blood leaves, it leaves though vessels on the outside of these sacs.

Now, the annals of emergency surgery reveal that more than one
wrench has had to be removed surgicaily following its use as an erec-
tion aid. Think about it—blood flows in until a critical pressure is
reached, closing the vessels that enable the blood to leave by com-
pressing them against the spanner. This is bad. I personally have
known surgeons who have amputated more than one penis owing to
the delay between the “Oh shit!” phase turning to the “Uh ohhh”
phase. There’s the guy, with a spanaer on his dick haplessly waiting
(as his penis turns black) for desperation to overcome the embar-
rassment of the situation and the fear of being laughed at. In such
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exhausted several counsellors and psychiatric professionals in an
attempt to find help with his intractable and unremitting depression.
When he arrived he looked awful; he was visibly in a very bad way.

"50, how did this all begin?” I asked this deeply unhappy man
who didn’t just weep—he blubbed and blubbed and threatened my
new office chair with copious amounts of snot. )

“It all started when I fractured my penis,” he said as he broke
into even louder sobs. I was half expecting him to add, “and I went
to the hospital and had to contend with an idiot who didn’t believe
such a thing was possible,” but he didn’t. Thankfully, this was a dif-
ferent guy.

©F 1~

knew it was really serious when it burst! I thought I was

for help. They called an ambulance and then they came over too—
bringing the other neighbours with them.”

By the time the ambulance had arrived, a large crowd had gath-
ered and were all collectively starting to learn—first hand—just

xactly what a burst penis entails. He was wheeled out through the
crowd of shocked and newly-enlightened neighbours.

Obviously the man had survived, but unfortunately in his neigh-
bourhood he was always going to be known as the man whose penis
burst during that stormy night in *86. He was also a man so terrified
of having sex again that he’d taken to sleeping in the spare room.

The problems grew. Months after surgery the scar lines began
£o contract, causing a significant bend to his organ that required fur-
ther surgery to straighten things out again.

Even thinking of an erection or sex was enough to cause this
man traumatic flashbacks, shame, and embarrassment. Hearing any
innuendo or joke about sex did the same, and in these modern times
these are absolutely everywhere and very hard to escape. This defi-
nitely wasn’t good.

Sc it was po wonder he was depressed; he must have had an
awful lot of flashbacks in the 15 years since the awful event. And
while his wife was fairly sympathetic, after all those years she was
beginning to miss out on sex somewhat.

“What if it bursts again?” he asked me as he completed his story.

“What if?” those two words that cause so much misery and
anxiety in this world. When you hear those words as a therapist, you
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can offer as much reassurance as you like, apply as much logic and
as much reasoning as you can muster, but the structure of “What 177
and the strikingly vivid images that follow those words, are likely to
defeat you. Much like Sinbad slaying his demons; as soon as you
squash one of them, two more pop up in its place. So, “What if it
bursts again” is the point that so far no counsellor, group therapy, or
industrial strength SSRI or anxiolytic drug had yet managed to move
the man beyond. He looked up tearfully at me in expectation of an
answer, some reassurance, or maybe hope.

“If it does burst again, could you take a photo?” I asked innocently.

“What?!” he said with more than a little surprise.

“A photo—you see these things don’t happen very ofter, so us
medical professionals don’t really ever get to see what they look like
fresh. So how about it?” I fixed my gaze on his eves and raised my
eyebrows—the universal signal for the other person to speak. But he
couldn’t—he was in a state of abject confuston, trying to work out if
I was serious.

So, a quick explanation here. This guy has a movie in his mind
of the homrible event playing over and over in an endless loop. He 1s
also associated info the movie as though it is happening again. These
two features are almost universal in such flashbacks, especially the
bad ones associated with post-traumatic stress disorder (PTSD). The
trigger for the replay of the movie is anything related to sex, or any
sexual reference. Despite repeated exposure to all these stressors and
triggers, no desensitisation had occurred—in fact he went on to
develop further emotionally traumatic complications in consequence
of the bend in his penis that had reguired further surgery.

'm going to asswume the reader is familiar with the NLP double-
dissociation cure for PTSD that changes the reference experience for
most phobias and traumas. (p. 209) A photo is a still picture, and
imagining any event through the eye of a camera lens also distances
the experience in other ways, separating the viewer from what is
viewed. A photo is framed or bordered, and two-dimensional, mak-
ing it much harder to associate into it. (Not many photos are 3-D yet.)

There are so many camcorder freaks that never get to enjoy any
fun experience because they are so busy videoing it for later. I know,
because I see them whenever I go on holiday. So “Can you take
photo” is a suggestion that is totallv unexpected, initiating a desper-
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ate search for meaning. It is also a suggestion for a s#/] picture with
a degree of dissociation.

But notice—1I've aiso snuck in there, *“You see these things don’t
happen very often” without it being insicde the frame of “reassurance.”
Tve also validated his point of view with “Us medical professionals
don’t really ever get to see what they look like fresh,” indicating that

us medical professionals don’t see it the same way that he does.

So, with presuppositions loaded and launched, 1 sat there main-
taining my look cf innocence. As you can probably imagine, I had
many opportunities to practice this well as a child—with my eye-
brows raised, watching as his face went through a somersauit of emo-
tional expressions, finally landing on laughter.

“Oh my God!” he said laughing, “You are serious!’

“Too damned right!” I continued on, *You have the most dys-
functional penis I have ever met.” I raised my evebrows again. Keep-
ing them raised, I added, “Your wife must s#ill be in shock—"‘gave
him such an orgasm, his penis burst!’—poor cow, would be enough
to put any normal woman off sex for life!”

Notice the contradiction here. According to his story, his wife
is still interested in sex; this is an integral part of the presenting prob-
lem. And it wasn’t an orgasm that burst his penis. But most impor-
tant, I have shifted his artention away from Aim and introduced his
wife’s perspective into the equation.

“Just imagine how the neighbours must see ser these days!”
This shifts his attention even further to the neighbors’ point of view.
He just has to disagree with this one—or so I thought.

“You are right, but my wife isn’t normal—she’s been amazingly
supportive of me.” But [ refused to take the bait to go back into his
“poor me” frame.

“Stuck by vou for sure, but that dysfunctional penis of yours.

.77 1 let the sentence trail off, leaving the implication hanging in
the air. Eyebrows raised again, I drop the angle of my head and fix a
stare.

His brain did more somersaults in order to process this. Only a
few seconds earlier he was sobbing and stuck nside the movie of that
fateful night. But now he’s moved out of that—iirst into laughter,
then 1o his wife’s and then his neighbors’ points of view, and now he
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is bel'ng mt with the suggestion that his wife has deserted g
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Follow-up six weeks later determined that things had indeed
Iis manner was happier, more conﬁdept and
unger than he had previously,

“We have been making up for

been very different.
lively. He really did look 10 years you
and he had a good colour to his face. *
lost time,” he said with a wink.

Humination

“Lighten up, will you?”
—Request from Heroic Howard to Serious George on Ward B.

Brightness is a submodality that is often revealed in someone’s
language, often expressing the degree of someone’s inteliigence,
understanding, or enthusiasm.

“That’s a bright idea.”

“You brighten up my life”

“The future looks bright.”

“T have only a dim understanding of that.”

“He’s really enlightened.”

“He’s always keeping me in the dark.”

“She’s got a dazzling career ahead of her”

“He’s reaily bright”

The popular herb St John’s Wort has a long tradition as 2 plant
that “brightens” mood. Revived in recent years by alternative health
product suppliers, legislation that prevents the marketers from mak-
ing direct medical claims for their product are bypassed by a simple
implied submodality distinction: “St John’s Wort, The Sunshine
Herb” evokes a bright and positive image. If the tag line were, “1¢
stops you from feeling bleak and miserable,” the image evoked would
have entirely ditferent submodalities.

Printed on the side of the bright yellow coffee mug given to me
by a pharmaceutical firm is a simple childlike drawing of a happy
face. The name of the anti-depressant drug that sits happily below it
is also printed on the bottom inside of the mug, where you can see it
again as you finish your coffee.

Whether by design or intuition, marketers for anti-cepressant
drugs are also using brightness as a desirable submodality shift. More
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than one recipient of anti-depressant drugs has suggested that the
effect of the drugs was to “brighten them up” or as one of my clients
told me, “It made if feei like the sun came out again.” I’'m left won-
dering if there is a recursive relationship between brightness and
synaptic levels of serotonin. Certainly there seems to be evidence that
some depressive disorders can resuit from low light levels and in
recent years “light boxes™ have been made commercially available
for sufferers of “seasonal affective disorder” who find that a 40-watt
fight bulb just isn’t bright enough for a long winter night.

While on this theme I’d like tc mention one great trick passed
{0 me by a hypnosis colleague. While the client is in trance, he slowly
raises the brightness of the room with a dinumer switch. If the bright-
ness is increased gradually enough, the client won’t notice it. How-
ever, they do tend to comment on how everything looks brighter
when they open their eyes, and this serves as a convincer that some-
thing else has also changed. This trick has the best effect on depres-
sives, especially those who say such things as, “T want you to
brighten up my life for me.” '

It is particularly interesting how often “brightness” is associated
with spiritual development, which is often referred to as “enlighten-
ment.” While in India, what impressed me about both the Tibetan and
Hindu temples were their powerful use of bright colours throughout
their decor. Most Christian churches 1 have dared enter tend to favour
dark and drab interiors, illuminated only by rather dark stained glass
windows.

In some Western mystical traditions, enlightenment often fol-
iows a period of particular difficunity referred to as the “long dark
night of the soul.” Seekers on the mystical path are often said to be
searching for “Ilumination.” In Kabbalah we have the 8% card of the
Major Arcana of “The Hermit” who holds high his shining lamp of
svisdom. Delores Ashcroft Nowicki’s mystical/occuit order is called,
“The Servants of the Light,” usually abbreviated appropriately
enough to “SOL” {as in “solar’——relating to the sun). Of course we
cannot leave out the “Hluminati Order” that continues to offer an
interesting blend of illumination and parancia,

Almost invariably, this mysticism and religion intertwine with
“after death studies” and there is much anecdotal evidence through
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Kenneth Ring (39) classified near death experiences along
4 stages. l

. Feelings of peace and contentrnent,

- A sense of detachment from the body,

Entering a transitional world of darkness (rapm movements
through tunnels: “the tunnel experience”),

Emerging into bright light,

5. “Entering the light”
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Ketamine is a drug that appears to be able to bring about a sim-
ilar experience, and in the right circumstances, (dose, set, setting}
spiritual transformation. Unlike genuine near death experiences and
states induced by the drug DMT, ketamine trips appear to be largely
positive affairs, lacking the “heaven or hell” aspects familiar to many
psychonauts using other means.

It appears that the drug’s effects are brougm about by a block-
ade of brain receptors (drug binding sites) for the neurotransmitter
glutamate, producing a fiood of glutamate in the brain. While taking
the precursor for this transmitter, levo- -glutamine, won’t have the
same effect, I find it interesting that there is a large number of anec-

dotal reports on the internet of p people taking I-GIutamme to relieve
depression.

A Small Case of Murder

The unfortunate lady sitting before me was a “heart sink”
patient, someone who displayed an apparent total inability to con-
nect with anyihing that might improve her seemingly hopeless life.

My heart actually did sink during the telephone conversation
when I answered her message about bocking an appointment. Her
high expressions of anxiety about treatment, the large number of
demands for reassurance, and a shamefully pitful tone of voice led
me to guickly conclude that this lady was a prime candidate for the
provocative approach developed by Frank Farrelly. (20)

When she arrived at my office, her eyes had that “mad dog”
look of the desperate. Her eyeballs appeared to actually vibrate, and
her slumped shoulders and body posture was one of abject helpless-
ness. And that incessanily pathetic tone of voice? Well, it actually
started to affect me, and not in a particularly good way. I did start to
wonder what effect having to listen to that tonality from the inside—
all day and every day—would have on anyone’s neurology.

It was clear to me that this was 2 woman who did not find living
very easy. I made some tea and we went over and sat down in my
office.

“So Little Miss Anxiety, what can I do fo
smile,

“I don’t know. . . . I thought you could help me. Do you think
you can help me?” There was that demangd for reassurance again.
Based on my previous telephone conversation with her, I suspected
that I might need to cut through this game straight away. I didn’t want
to spend the hour trying to win her approval by giving her the right
kind of reassurance that she was secking. So, “Did I think I could
help her?” N

“Well,” T said, “sometimes I get Tucky and 1 can help a client.
Other times, I just look at them and think, ‘Oh God! if only they

ryou?’ Iask with a
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jidn’t fill me with such dread and pity, then I could get them back
week after week and get this damned mortgage paid off!’”

She laughed at this and said. “So you think there is hope for me
then?”

“Hope?” I laugh, “Not hope, certainly not! What I have here is
an opportunity to experiment though, that is sure! As one of my (rain-
ers said to me, ‘Andy’ he said, “When you find yourself that truly
helpless and wretched case, realize that that is your chance to ry out
all the stuff you’ve been too scared to try with any other client!—
nothing teo lose, see!l” ” She laughed again and visibly relaxed.

“I can see why they told me to come and see you!”

“Ah.” I reply, “They probably just know that I'm desperate for
clients,” which elicited more laughter.

“So,” I continued, “What’s the problem?” Her state immediately
changed as she went back into her trance again, and her face and
body postare demonstrated a person who felt serious emotional pain.

“If I tell you what I did, you’ll think I am such an awfal per-
son.” She told me as she struggled to control her weeping.

“Oh no!” I exclaimed, “Not another one!” Throwing my arms
in the air and looking upwards as though to address heaven, I say,
“Lord, why do you send me these people, . . . the child abusers, the
killers, the sodomites, the bastard French. Why, Lord, why? What
did I ever do to deserve this?”

I suddenly shift state and look her straight in the eye, point my
finger and say in my sternest and fiercest voice, “Look lady, if you
are going to tell me that you keep small, underfed and tortured chil-
dren locked up in your cellar, I'm going straight to the police—do
you understand me?”

She changed state again and laughed, “Tt’s not thar bad,” she said.

“Oh here we go again,” I say again melodramatically as though
to the Lord, “another guilty one trying to make her heinous crimes
just sound ordinary!”

I look af her again and ask, “Do you know the reason that most
serial killers actually give for killing their victims?” She shook her
head and looked at me quizzically. '

“Because after all that torture and torment, their victims just get
plain annoying, . . 7 and I trail off, raising my eyebrows and looking
to ber expectantly for a response.
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“Can I tell you what happened?” She asked as though she was
expecting that T wasn’t ever soing to actually give her the opportu-
nity to do so. o

“Go ahead, . . > I say, in a resigned tone of voice, but please
g0 easy on me. My nerves are shot {6 pieces 0y this line of work. It is
1o wonder P’m usually so heavily medicated.” And T slump back 1n
my chair as though dejected and exhausted. 1

" Briefly her story was this. Her role in life is a rescuet. She has
taken in homeless people, distant relatives, and stray cats and dogs.
T . PR
Despite her apparent weakness and vulnerability, it appeared that SE{V
had great resolve in assisting other people who were down on t}?eér
luck and seeing them through the hard times. As Frank Farrelly rmgl-t
say, she is a “‘pational resource.”” But, one time 1t went wrong, and it
was her reaction to this event that was devastating her. ,

She had rescued a dog, one that had demonstratec all the signs
of an animal that had been horribly abused over a protracteq period
of time. Two weeks later during a walk in the park, 1t ran out mto the
road and was killed by a car. N

“So, after just two weeks you got annoyed enough with it to let
it be killed?” I proffered. Her face registered both shock and langhter.
“f didn’t mean for that to happen—" she started (0 say. ‘

“Oh sure, you didn’t mean for it to happen. How many prisons
the world over are full of ‘innocent’ people, who are clearly guilty

. o= . : o s %Y
but are claiming, ‘I didn’t mean for 1t to happen!
“It was just an unfortunate thing. It wasn’t—" she protested, but
I interrupted her before she could finish. '
“«__it wasn’t murder?” 1 suggested, completing her sentence
for her. o o
“Now Took!” she said firmly, but smiling. "It was an accident;
- . . L - .
the dog got excited and chased a squirrel into the road. I.couldn t
have known. . . . She trailed off. Her state changed again, as she
4 3 o T Loy
stipped back into her trance, and she Jooked down mournfully. I mir
rored her posture and raised my eyebrows to indicate for her to say
more.
. . . } e
“Jt is fust so sad that it only had two weeks of a good life before.
.. she trailed off again.
“You killed it. . . 77
“You really think it was my fault?” She asked.
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“I'm not sure vet,” I tell her, “Because there is another possi-
bility. . . .” She looked up at me expectantly. “You have to think about
the part that the dog played in all of this. . . . Maybe it was suicide.”

She laughed again. An implication here was that the dog, hav-
ing been abused by its previous owners was so depressed that it com-
mitted suicide.

“I mean,” I continue, “the poor pooch is sat in the pound,
relieved that the traumatic life it had before is over and then. . . Oh,
no. .. it gets you! Arrghhhh!” I say with great animation.

She laughed at this and with great emphasis said, “Now listen
here, you, I am a good person! I was the best opportanity that poor
animal had! It just got excited and chased a squirrel!”

“So,” I say, lowering my voice and leaning back and adjusting
my posture to that of a “professional” psychotherapist, “What
appears to be the problem?”

This sudden change of direction acts as a virtual trance induc-
tion. Her eyes glaze over and she becomes very thoughtful for a
moment. I've seen this reaction occur when Frank is working. Often
the response is “I don’t know. .. .” or, “I'm not sure any more. . . .~
Sometimes they just look concussed and bewildered.

“You know,” she said slowly, “I can’t believe I've been so stu-
pid, I've been such a door mat. . . .”

“There you go!” I say quickly, “Insight!”

And on the session went for another 20 minutes in a similar
vein. At each step this previously emotionally frail woman became
increasingly animated and assertive. Each time she made a negative
suggestion about herself I would reframe it into something Indicrous,
some kind of resource, or exaggerate it into something far, far worse
than it could possibly be. It is worth noting that at no point did I give
any form of reassurance, or ever attempt to “help” or advise her in
any way.

At the 40-minute mark I cut it dead without any attempt to
“round it off” or find closure. In true Farrelly style, I smile and ask,
“So, did you have any reactions to me in this session?” which of
course elicited great laughter. Of course she did have many reactions,
and these ali tumbled forth simultaneously—like a crowd of eager
shoppers all trying to get through a narrow doorway at the same time.
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One of these was the realisation that she “let people walk all over
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her” and take advantage of her helpful nature. She highlighted her
realisation that although she spent her life helping other people, those
people rarely offered anything back, using the resources she offered,
and then moving on in their lives when they no longer needed her. She
realised that everyone else was moving on except her.

The next 40 minutes were spent discussing, with a fair portion
of provocation, her motivation strategies and relationships with other
people.

What this session demonstrated so nicely was how the provoca-
tive therapy approach forces the client to think outside of her usual
patterns. She had had dozens of therapy sessions with a number
of different therapists—all without result. I suspect that all her pre-
vious therapists had offered help and advice and responded to this
lady’s extreme prompting for reassurance, thus confirming the real-
ity of her fears.

In a single session lasting approximately 90 minutes from start
to finish, this “heart sink” patient and regular attendee to her GP
surgery gathered together enough resources to put some major life
changes into place. Regular follow-up via telephone over an g-month
period, with 2 short informal meetings demonstrated that these
changes continued to develop, evidenced by a marked change in
voice tonality, change in appearance, and a quite noticeable playful
and flirtaiious manner.




Missionary Zeal

“The belief that one’s own view of reality is the only reality is
the most dangerous of all delusions. It becomes still mo;e
dangerous if it is coupled with a missionary zeal
to enlighten the rest of the world, whether the rest
of the world wishes to be enlightened or not”

—Paul Watzlawick

When I was very small, a relative showed me a trick with an
apple free and a bottle, In spring when an apple on the tree is still
very small, a bottle is placed over the apple and tied to the branch.
:Fhe aPpIe then grows inside the bottle. When picked from the tree
sater, it becomes a mystery as to how the full-sized apple got inside
the bottle. -

. It was with this in mind that T encountered my first ethical
dilemma. Exploring some tidepools as a child, I found an old sub-
j:nerged bottle. Inside was a crab that was far too big to get out of the
bottle. I immediately understood how it got there, but vias confused
as to my responsibilities. If I left the crab to its imprisonment, it
Wpuld remain safe but severely limited. Tf I set it free, then Whﬂ(; it
might have its freedom, it might also lack the skills to survive. It
seerged that whatever I did would have negative conseguences yét
to sunply walk away seemed to be a neglec;f, of duty. ,

- This is a dilemma that faces many therapists and NLP prac-
titioners, and is a source of much frustration. They can see the simple
ch'fmges that someone else—not a paying client—needs to make in
order to tmprove their life, but the person cannot see it. It isn’t entirely
uncommor for the NLP practitioner to initially annoy every friend,
colleagne and acquaintance they meet, because of his or her ambition
o change the world and make everyone in it happier. When I meét
life coaches, NLPers, counsellors, and thérapists socially, T sometimes
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1 find their enthusiasm intrusive and, quite frankly, rade. I rarely meet
psychiatrists in social situations who are so passionate about their
work that they want to madicate me or anyone else they meet.

Recently in an NLP practice group, one very strange lady—
clearly the recipient of far too much training—interrupted a conver-
sation 1 was having with a friend, and demanded in an arrogant
tonality that I show her my “peak state.” “Excuse me?” I asked, some-
what taken aback. She continued, “If you think you are so geod, then
show me your peak state!” Afterward, I realised that the most useful
response might have been to ask gently, “Is this your peak state?” The
response she actually received was possibly far ruder than necessary,
but at least she got the point—she went away and left me alone.

There seems to be an expectation with some NLP practitioners
that they need to live in a peak state all the time, and I watch them at
conferences and seminars struggling so hard to do so. I often think
of these lost souls as wandering the earth like extras from Village Of
The Damned, ot The Stepford Wives—quite out of touch with nor-
mality and frightening ali the “normals” they meet. If this is you,
please stop it. If I am a crab in a bottle, please remember that it is my
bottle, not yours.

Sometimes it is not so much what you can do that will bring
about the biggest change, but who you can be. The very best role
models, to whom others aspire, rarely interfere directly with other
people’s lives—they live their own lives and be the best they can be.

The doors to the future are wide open, and the opportunities are
endless. There are many things today that we take for granted that
only a few decades ago would have been unimaginable. Recorded
music, clean water, the internet, space travel, mobile telephones, life
extension, more and more cures for previously fatal or life-threaten-
ing disease, the list is endless. What are we currently not even imag-
ining that future generations will take for granted in future years?

The same is true of our internal lives. Only a few of us are able
to live out our lives in ways that are truly satisfying, and able to see
how we are stuck in a bottle and how to get out of 1t. Gur collective
imagination hasn’t reached its outer lHmit.

At least not yet,




I encountered my first dying patient when I was 18 and work-
ing on a general surgical ward. It was a beautiful summer day—not
too hot, just perfect. It was a Sunday and the ward was quiet.

Thomas, a 24-year-old, had undergone major surgery, was about
to die, and knew it. The surgical treatment he had undergone had
been performed with the best of intentions, but unfortunately the
complications that arose from it only served to accelerate his demise.
He was quite philosophical about it, and didn’t hold any resentment.
“I've left enough footprints™ he told me, “I can pick up the trail again
next time around.”

He had only one desire and that was to be taken outside into the
shade provided by a large cak tree nearby. “I want to die outside,
under that tree,” he told me.

Well, T could see no problem with that, so his parents and girl-
friend and I began to wheel his bed outside.

it didn’t take long before our path was blocked by a ferocious
looking Ward Sister and some nurses whose expressions told me that
this wasn’t going to be pretty.

“Where do you think you are going?” The Sister barked.

“QOutside. . . ” I said nervously.

“...to die!” added Thomas calmly.

“Put this man back where he is supposed to be!” the Sister com-
manded the other nurses. I was ordered te go and wait in the office
and contemplate my behavicur.

The character assassination and interrogation as to “just what
was [ thinking?” took about 20 minutes. I learned that rules had to
be obeyed and professionalism was to be adhered to at all times.
Patients were not aliowed to go outside willy-nilly just to go and die
under trees. This was simply not acceptable—there are rales about
these things. '
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While T was in the office receiving this wisdom, Thomas died.
During those same 20 minutes a great number of changes began to
occur in me.

One was a robust disrespect for bureaucratic rules. 4

And another was to live by Thomas’s simiple philosophy and
“Leave enough footprints.”

This book is one of them. -




Appendix

A Primer on Submodalitieg

“The fions in Trafalgar Square could have been eagles or
bulidogs and still have carried the same (or similar} message
: about Empire and about the cultural premises of nineteenth
i century England. And vet, how different might their message
' have been had they been made of wood!”

—Gregory Bateson (10, p. 130)

In the early stages of NLP, one of the key understandings that
opened up a host of possibilities for changing someone’s experience
was the realization that any (and every) experience is made up of rep-
resentations in one or more of the five sensory modalities: vision,
hearing, feeling, (and usually to a lesser degree) taste and smell. This
is true evern when someone 1s using abstract verbal descriptions that
follow the rigorous formal rules of symbolic logic. At some point,
those statements refer to sensory-based experience (visual, auditory,
kinaesthetic, olfactory or gustatory).

This realization made it possible, for instance, to change some-
one’s feeling response to a particular sight or soung, without chang-
ing the content of the sight or sound itself. The five modalities are
the larger building blocks of experience; changing one or more of
these components is much easier than trying to change the entire
experience all at once.

Submodalities are the smalier components within each modal-
ity. For instance, any internal visual image will have a certain size,
brightness, clarity, focus, distance from the viewer, location in space,
etc. Every sound will have a certain tone, tempo, volume and loca-
tion, etc. Every kinaesthetic experience will have a certain extent,
location, temperature, pressure, etc.

These are called analogue submodalities, because they can vary
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continuously over a range. For instance, the size of an image can vary
from a tiny.speck to larger than the known universe. The brightness
of an image can vary from so dark you can’t see what is there, to an
intensity that is so great all you can see is white light. The volume of
a sound can vary from barely detectable to ear-splitting, and the tone
can vary continuously across the scale of audibie frequencies. The
extent of a kinaesthetic experience can vary from a single point to
the entire surface of your body, and temperature can vary from very
cold to extremely hot.

Other submodalities function in a digital “either/ot” way. An
image can be black and white or colour, still or moving, flat or three-
dimensional-—but not both at once. Within one half of a digital either/
or submodality there is usually an analogue range. For instance, a
colourful image can vary from a very pale pastel to very bright satu-
rated colours, and a moving image can vary from very slow-motion {o
a fast-forward blur. These elements within the modalities are easier to
change than the entire modality, making it easier and simpler to teach
someone how to change their experience when it is unsatisfactory.

However, before you can change the submodalities of an expe-
rience, you have to know what they are to begin with. One way to do
this is to ask someone simple questions like, “Is that image that ter-
rifies you moving or still, close or far, colour or black and white,”
etc. However, sometimes that isn’t necessary, because the sub-
modalities of someone’s experience are often expressed in their lan-
guage, usually guite unconsciously.

Distance
There are many references to distance in ordinary conversation,
for instance: '
“That was too close for comfort.”
“It all seems so far away now.”
“It was a close call.”
“I need some personal space.
“T just want to run away from it.”
“She’s always ‘in my face.””
“I need to get some distance from my problems.
“] want to take a step back from it ail.”
“Why won’t you iet me get close to you?”

»
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. AT.he last example is an Interesting one, One person in '
tions’f’up wants more closeness than the other, who may fee| Mg
ererd., possibly the exact difficulty presenied by, and to ;0 ?mowgh-
autisn'z. Cliver Sacks (41) reports that distance or’ DIO‘GEII;iIzV a ot
erfpl force in people with Tourette’s Syndrorne—L—ogl oneJ 01 o
eating in a restaurant with three Touretters, each needed 1o ;
comeg,.}est another diner sit too close behind them S

1siance is a powerful real-world soluti .

lemas, so it’s not SLI}PﬂSiIEg thatlit“i]s ES:S ;z;:ii?e% STEE Mmany prob-
as well. When faced with a nasty-looking fic ; th fm e l?ﬂer Wg)rld
closer, fear will increase with imity, a ‘Der a'b . 8‘fftmg oy
) L 10 proximity, and a feeline of SeCurity and

ca}m Is only likely to be achieved once maxim?m] dista i
ac{l;eved. Similarly, on an African plain, a lion in the far dist Hcea y
delllkeiy fo ra?se oo much concern—until it turns and starts riic“‘ .
in your dzr_ectlon. Many mothers advise their children to “stay av:/l 1??
frcim certain people, and bystanders are told to “stand bac‘;” for dii ]'r
sat-ety. ?here are very few immediate real-worid Droblems: thata s e;
1’ﬁclen't dls?ance won’t cure, although the consealfences may be rD Lb—
:emadic. The unfortunate outcome of this effect can somog i PLO X
generalised “away from” meta-program where some:);?e;; e‘ :
szluza}:% ;;run iway fl’OII:l” their ?roblems. But then as Snoopy ch?et
d, Tal;:;e Hllziiep;oi‘nem so big that it cannot be run away from.”
. o4 HHDUEe Of two now 10 pick some memory and experiment
WIih changing the distance between vou and that image over a de
Tange, 1o experience how that changes your response ?0 it e

Casion,
1t in the

Colounr

“Colourful” expressi § i

expressi day |

e ourfal? e P bf ons occur Irequenily in everyday anguage,
an Ny oiten indicate the emotional feeling responses that eopl
{ave {0 an experience. e

8T

“ﬂu make§ me green with envy.”

She was tickled pink.”

“I’m feeling blue.”

“A black comedy.”

“He’s a colourful character”

“That made me see red.”
- Qne rather pale and drawn client arrived in mv office, dressed
In clothes that were ali eith I i she spoke ; :

were all either grey or black, and she spoke in a flat,
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toneless voice. After the preliminaries, I asked, “What can T do for
you today?”
reply was simple enough, and very direct and explicit: “I

want you to put some colour into my life.” When I asked her about
the submodalities of ber visual representations, they were unjversally
coded in black and white—no matter what the content. |

Pause to pick some anticipated future event and experiment with
your image of it, varying from no colour at all to vibrant saturated
colours, and notice how that affects your response to it,

Size

Size is a common part of many expressions, and is particalarly
evident in young children, who are particularly sensitive to their
small size in relation to enormous adults.

“It’s all gotten blown out of proportion.”

“He shrinks from saccess.”

“It’s no big deal”

“T've walked tall since I got that promotion.”

“T’ll cut him down to size.”

“Sizing up an opportunity.”

“He takes up a lot of space.”

“When I approached him, I feit like T was two inches tall”

One interesting thing I've heard a lot recently from the DJ cul-
ture is how a submodality distinction becomes the digital communi-
cation itself, such as, “And now we have a a ‘big shout out’ to all our
fans out there,” “Giving it large,” “larging it up,” etc.

Stop now to think of some situation in which you are relating
to someone else with greater or lesser authority or importance, and
notice how large you are in relation to that other persen. Then change
that relationship by making either yourself or that other person larger
or smaller, and notice how that changes your response to them.

Movement

Someone’s experience of movemem {or lack of if) is often
reflected in their lang guage.

“It all happened so quickly it was just a biur.”

“Time seems to drag.”

“Time stopped.”
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“Slow down, will you; T can’t keep up.”

“T was frozen in place.

“He’s siow-witted.”

“Now stop and think for a moment.”

Movement within visual representations will strongly influence
your experience of time. Decision strategics are also strongly
affected; an impulsive person often uses still images, so the conse-
guences and outcomes are deleted from their dectsion process, and
they often repeat the same bad decisions. Others decide based on

xtensive movies that allow them to think things through to their
inevitable conclusion and see the consequences.

Zihl, von Cramon and Mai (46) have identified a specific set of
cells adjacent to the V4 area of the visual cortex that are involved
spectfically in processing of motion.

The visual disorder complained of by the patient was
a loss of movement in all three dimensions. She had diffi-
culty, for example, in pouring tea or coffee into a cup
because the fiuid appeared frozen, like a glacier. In addi-
tion, she could not stop pouring at the right time since she
was unable to perceive the movement in the cup (or a pot}
as the fluid rose. . . . In a room where more than two other
people were walking, she felt very insecure and unwell,
and usually left the room immediately, because “People
were suddenly here or there but I have not seen them mov-
ing” . .. She could not cross the street because of her
inability to judge the speed of a car, but she could identify
the car itself without difficulty. . . . She gradually leamed
to “estimate” the distance of moving vehicles by means of
the scund becoming louder. (46, p. 315)

Think of a pieasant memory and first notice whether your image
of it 1s a movie or a still picture. Then experiment with changing
it from a still to & movie (or vice versa) and then vary the speed of
the movie, from slow motion to fast forward, and notice how that
changes your response to it. Your response will vary somewhat with
content, so try several different experiences, and try something un-
pleasant, too. :
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Association/Drisassociation

Association is being inside en experience, in contrast to watch-
ing an event from the oufside. Sometimes someone will say things
like, “Tt was just like it was happening again” an indication of asso-
clation, or “I can see myself doing that,” an indication of dissocia-
tion. At other times other cues will be more useful. Someone who is
associated typically moves more, in an expressive and animated way
that is congruent with the activity or event that they are thinkiné:
about, while someone whe is dissociated wili move much less, and
may even be quite stil.

“Ijust don’t see myself as the sort of person who would really
enjoy doing that.” Of course, those familiar with the meta-model
might be tempted to ask, “Well, just what do you see yourself
dong?” but before we go there, let’s just take a look at something
described by Richard Bandler.

When doing a Swish pattern (2, ch. 3; 7, ch. 1) to change behav-
iour (for instance to increase motivation), we swish from an associ-
ated position (in a context that inhibits motivation) and we swish
toward a dissociated representation of yourself being motivated. The
initial associated position includes representations of the context in
which the change is desired, connecting the cues in the imagined con-
text to the new behaviour. Then when the real world cues are ex-
perienced, they trigger the behavioural change.

There are also less useful ways to use the same process. I regu-
larly encounter medical students who are afraid of that great institu-
tion, the viva—the oral examination that is the trial by fire of medical
students everywhere. What T hear is, “I just see myself standing there
and feeling nervous, and everyone just staring at me, and I just screw
itall up.” The repeated word “just” ensures that they can’t pay atten-
tion to anything else. If they are doing this really well, here’s how
they do it:

Create 2 dissociated movie out there in the future time line, and
make it one that gradually slows down the longer it goes on. Each day,
the movie gets one day closer, and proportionally bigger. As it gets
bigger, the focus becomes clearer, so more detail becomes apparent.

As each day passes and the movie gets proportionally closer and
larger, the feelings of anxiety increase proporticnally. Day by day,
the student watches the movie over and over again, seeing therselves
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screwing it all up and feeling really bad-about it. As they watch it
over and over again, they are perfectly training their ncurology, teach-
ing it exactly what do when the real world trigger tells them it's time.

Eventually, when the day arrives, they stand there on the stage
for real, and having rehearsed it so many times by now, they screw it
up perfectiv—precisely as they rehicarsed it so many times.

I like to tease students with the most basic of questions, yet one
that seems to confuse so many: “What do the swish pattern (described
above), and the double dissociation pattern have in common?”

The answer, of course, is that both have submodality changes,
and both use association and dissociation, but in different ways. For
example, let’s take the standard “see yourseif in a cinema’ double
dissociation phobia cure pattern from a submodality perspective.

“Find yourself sitting comfortably in a cinema, notice how far
away the cinema screen 1s, who is sitting to vour left, who is sitting to
vour right, etc.” (This creates association into the experience of being
in a cinema, and dissociation from anything that might appear on the
movie screen. Being in a cinema also implies observing something
that is not real, in perfect safety.) “Now float up out of your body and
into the projection room.” This creates association into the context
of the projection room, and dissociation from being in the cinema, a
further separation from whatever might appear on the screen.

“Place your hands on the plexiglass window at the front of the
projection room” occupies the kinaesthetic modality, while presup-
posing an impenetrable separation between what is inside the room
and what 18 viewed through the window.

“So you can watch yourself sitting in the cinema, watching the
screen.” The observer in the projection booth observes the self in the
cinema, who is observing the movie screen, a double dissociation.

“Now run the movie of yourself having the phobic response on
the screen in black and white, from beginning to end.” The phobic
response is now seen as a black and white, framed, flat, distant
movie, contextualised within the cinema itself and all the implica-
tions of that context. The “from beginning to end” piece is also
important, because often a phobic will experience it as “endless™—
either as a still image, or as a loop that repeats over and over.

Try this process yourself to experience the lessening of feelings
that results from dissociation, and which 1s so useful in changing the
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intensely unpleasant feelings in response to phobias, PTSD and other
treumatic memories. But be warned. the same thing will happen if
you dissociate from a pleasant memory, and in that case you would
fose access to those resourceful feelings. Of course this could be use-
ful if those pleasant memories compulsively lead you into an addic-
tive behaviour with harmful consequences.

The sound in movies typically comes from near the movie
screen, rather than from all around us as it does 1o the real world, and
this supports the dissociation created by the flat visual image on the
distant screen. While many of us are waiting for the technology driv-
ing virtual reality to give us total immersion and association into the
events portrayec, interesting experiences can be found at the local
cinema with Dolby™ surround sound. As a good trance subject, I
have often found myself ducking from bullets that sound like they
are flying over my head and rather amusingly really did “hit the
deck” as ordered by the sergeant on the screen as a screaming
grenade flew in nearby.

The double dissociation is simply a process, or an activity {(some
would say a story) that the client can follow, and which creates all
the submodality changes required in order for them to change their
state and have a more comfortable and resourceful response. The
exact nature of the activity/story that we construct for the client really
isn’t all that important, as long as it has the appropriate submodality
structure.

In his book, “Therapeutic Metaphors™ (24) David Gordon elu-
cidates the strategies useful for influencing submodalities through
storytelling. I found this methodology particularly helpful when
working on a children’s oncology unit, where the majority of patients
seemed to be 6-vear-olds suffering from leukaemia. Naturally, given
the nature of children, very few of them followed the rules by which
medicine views how people with leukaemia should behave, and very
soon I found myself being called upon to read stories at three o’clock
in the morning. One problem with gaining a reputation as a good
storyteller is that pretty soon every child in the vicinity demands a
story—and some adults will also want theirs.

Following an ear piercing accident involving too much sambuca,
a nail gun and an embarrassing display of macho exuberance in Cape
Town, South Africa, I remembered the old technique for pain control
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whereby you see yourself in the mirror, an easy way 10 crea‘te disso-
ciation. It’s a neat trick, because explaining the difference between
association and dissociation might be too abstract and complicated
for some clients, but “Look in the mirror” is easy to follow. As a col-
league points out, secing yourself in the MIrTor doesn’t'realfly mearn
that vou are dissociated, because you are inside an associated picture
seeirJ}g a picture of yourself dissociated. However, the more you
attend to the gualities and detail in that mirror-image, the less you
will attend to the painful feelings in your body. Seeing myself in a
mirror certainly reduced the pain in the absence of further sambuca.

Frame/Panoramic

Real world experiences are panoramic; they occur all aroun@
vou in three-dmensional space. But when an image is framed, it
éxists in a particular location, and at a certain distaqce fro'm the
viewer. And since very few framed images are 3-D, framing an 1mage
tends to make it flat. Seeing yourself in a mirror also includes a frame
(unless it’s an improbable panoramic mirror!), so the con?ent and
context of a frame also affects the submodalities. We can increase
distance by suggesting that they see themselves in the m;rror while
standing on the other side of the room, and of course this distance
will also reduce the size of the image.

Probably these days people are more likely to rgake thfeir inter-
nal images in frames because they are so familiar with seeing them
that way on a television set or cinema screen. Putting a 1fran}e around
a picture will have several effects; the principal one is that it presup-
poses dissociation. _

While contemporary cinema cannot yet do away with the flrame
that contains the projection, one movie did a pretty goo@ jobof ¥t fo’r,
many people. The much-hyped movie, “The Blair W1‘tch Pro;egtT
showed every scene filmed from a first person perspective. So, with
four actors in the movie, the viewer could see only a maximum of
three of them at any time. At the screening I attended, more than one
person managed to suspend reality long enough to forget that they
were real y sitting in a cinema rather than irretrievably lost a forest
full of dangers.

This effect of immersion into projected events are best captured
by the “space rides” offered at some fairs, where the patrons sit inside




a space ship facing the front “window” which is actually a projection
of a high speed space chase filmed in the first person perspective.
The problem of the frame around the screen and dissociation are
overcome by making thern part of the environment of the projection
and illusion—the frame becomes pari of the event experienced. In
some pornography and film noir, this contextualisation of the frame
is achieved by the “viewer as voyeur” technique, where the frame
itself coincides with a window or doorway through which the events
are witnessed. There is also the “unsteady camera™ technique much
used in the popular TV drama “NYFPD Blue” to create the illusion of
participating in the scene as a “fly on the wall” or even as the person
holding the camera itself. It was interesting that the cult reality TV
show, “Big Brother,” exceptionally popular with the internet gen-
eration, was presented in an interactive (hence associated) internet
type format.
As far as NLPers are concerned, this clever adaptation by our
TV and movie producers is likely to influence the referential struc-
tures we use in our change work. Imagine a generation that has grown
up where two-dimensionally projected entertainment mediums no
longer exist. This is the generation for whom a “night-in” involves
_entering a virtual reality room where all imagery is associated, 3-D
and interactive. They get to both shoot up the bad guys and bed the
heroine/hero. In this generation the slow motion and pause buttons
may see a great deal of use. But will this be the generation that has no
reference experience for dissociation from a two-dimensional framed
picture?

Summary

Adl the foregoing relies on the fact that our inner world is mostly
parallel to the outer world. For example, we described earlier how
distance and the feeling of safety are proportional to each other and
also how distance and size are proportional. Other than smoke there
are very few events in the natural world that get bigger as they go
further away, and there are no naturally-occurring events that get pro-
portionally louder as you see them move further away. As yet we
have no moving thing that creates an inverse Doppler effect—some-
thing that sounds as if it 18 moving away from us, while we see it
moving toward us. Submodalities fit together in expected and famil-
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iar relationships, and we can use these relationships to alter some-
one’s internal experience, changing their response o external events.

When peo;;le do have experiences that viclate these familiar
relationships, they are quite striking and puzzling. If thf:y are not eas-
ily explained by fever or having taken some drug, they are often
attributed to paranormal influences or given a religicus mguﬁcggoe.
For instance, a startling effect can be experienced when driving
throuch a short funnel where you can see what is on the other side of
the tu;mel, or along a straight tree-lined road with a distant mountain
seen between the trees. The distant image will appear to get smaller
as we approach it, rather than larger, because they don’t in;r.ease in
size as rapidly as the tunnel or trees. Similar effects are utilised by
film editors when the camera simultaneously pans back while zoom-
ing in on the subject.

Submodality changes can be used directly to help people change
their experience, and when they make changes in other ways, shifts in
their submodalities can teach us how that occurred.
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