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Often in working with patients in the OB-GYN consulting role, practitioners invite patients to use their dissociative capacity to distract themselves from that which is occurring  by looking at paintings, by thinking about something else, or by specifically using hypnotic techniques.  These can be exceedingly effective ways of encouraging relaxation and of easing pain.  However, when patients have a history of trauma, which has promoted or been accompanied by dissociation, they can be projected into a traumatic memory (at worst) or they can have their discomfort increased (at least).  Dissociation can be a very powerful tool when effectively applied.  
I.  
LEARN THE PHENOMENON OF THE DISSOCIATION


A.  Dissociation is a normal phenomenon and lies on a continuum of degree of dissociation and normalcy.

 
B.  The theory of dissociation is based in State Dependent Learning and State Dependent Memory.


C.  Dissociation is highly functional and economical.



D.  Trance is an example of intense focus. Trauma elicits trance.

II.  
TAKE HISTORIES THAT REVEAL THE PATIENT'S DISSOCIATIVE EXPERIENCES


A.  Determine whether this is, in anyway, a first examination experience.  


B.  Assess the patient's emotional and physical responses to other comparable examinations.    


C.  Inquire about experiences of abuse in childhood and adult hood.  



1.  Indicators of abuse are pervasive sadness, multi-symptom psychosomia, self-injury, chronic hopelessness, thorough going worthlessness, disturbed sleep, anger control problems, chaotic relationship history, chronic suicidality, etc.



2.  If the patient has no history of abuse, ask about the thoughts and feelings that the patient has in the dentist's office.  


D.  Assess the method of management of pain and fear during abuse experiences.


E.  Watch physical and emotional responses to the questions that you are asking. 

1.  Watch particularly for "autohypnotic" symptoms:  high enthrallment, voluntary anesthesia, spontaneous age regressions, out of body experiences, rapid eye movement, etc.
  



2.  You really do not want to begin trance work before you are clear about the potential for dissociation.  


F.  Question whether patient has experienced out of body experiences, under what circumstances have the out of body experiences occurred, and what the patient remembers about the physical responses.


G.  Ask under what circumstances the patient "losses track of herself" -- exercise, music, meditation, etc.?


H.  Does patient willingly dissociate?

III.  
UTILIZE HYPNOTIC TECHNIQUES FOR THE SAFE MANAGEMENT OF PAIN AND TENSION


A.  Inquire about the patient's fears about the idea of hypnosis or light trance.


B.  Discuss concept of prepared childbirth.  Light trance induction can be quite simple with a frightened patient.  


C.  Focus on a spot on the wall, focus on your breathing, focus on the sound of my voice....


D.  Talk to me through the trance and through the clinical intervention.  


E.  When the pain increases, the patient can deepen her trance.


F.  Hypnosis and dissociation do not mean pain free.  This is pain control.  Assess ways that the experience could be enhanced.   

IV.
RECOGNIZE POTENTIAL PROBLEMS THAT CAN RESULT FROM HYPNOTIC TECHNIQUES


A.  With any abuse survivor, explain all interventions, work slowly, and seek feedback.


B.  Sometimes interventions in the obstetric and gynecological setting can trigger posttraumatic symptoms.  



1.  Post-traumatic symptoms are numbing, hyperarousal, panic, flashbacks, somatoform pain (headaches, abdominal pain), tissue memories, pseudoseizures.



2.  Then, you, immediately, stop what you are doing, if you can, and work to ground the patient in the here and now.  


C.  A dramatic mood change can be elicited which could result in danger for the patient and the caregiver.  In this case take steps to protect the client and yourself.  


D.  If patient becomes depersonalized or derealized, you must ground the patient in her own body, in her own emotion, and in the here and now.



1.  Depersonalization is the experience of feeling detached from, and as if one is an outside observer of one's mental processes or body, the experience of feeling like an automaton, or as if in a dream.  During depersonalization reality testing remains intact.



2.  Derealization is the alteration in the perception of one's surroundings so that a sense of the reality of the external world is lost.


E.  Sometimes patients shut down and seem almost absent from the experience; although this shut down may help, if you are running late, it actually is quite dangerous.   

V.   THE THEORY UNDERLYING CAUSES OF DISSOCIATIVE DISORDERS.

A.  Bennett Braun offers the BASK model of managing abusive events.  He proposes that children fragment memories into behavioral, sensate, cognitive, affective and spiritual [CSD's] components.


B.  Richard Kluft suggests that children who have a genetic predisposition (to continue to dissociate as children would into adulthood), who are traumatized or exposed to traumata, whose dissociation is reinforced internally and socially, and who do not have the specific abuse repaired or reparented, tend to develop multiple personality disorder.  
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