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FACIAL PAIN·
EDWIN R. ROSENBERG, ER.C.S. (EDIN.)

Johannesburg

.'

-As the conditions which cause pain in the facial structures
are many and varied, the subject is one of considerable
complexity and, because it is not fully understood, even
more controversy.
Almost all general practitioners will at some time be
confronted with patients complaining of facial pain and
in these times of specialization the condition also falls within
the province of the ophthalmic and ear, nose and throat
surgeons, the physician and general surgeon, the neurologist
and neuro-surgeon, and also the orthodontist. As it is not
practical to consider, in detail, all aspects of the condition,
I propose to deal with it mainly from the point of view
of the nemo-surgeon.
In order to introduce some clarity the following main
headings are presented as a broad classification and I will
develop the various sub-groups in my theme:
Local involvement of the facial structures.
The cranial nerve neuralgias.
Painful vascular disorders of the face.
Pain referred to the fac'e from distant structures.
Miscellaneous neurological conditions associated with pain
in the face.
6. Atypical facial neuralgia.
J.

2.
3.
4.
5.

1.

LOCAL INVOLVEMENT OF FACIAL STRUCTURES

Many .of the facial structures when directly involved by
disease processes present with pain as a major symptom.
Conditions in this group include infections of the paranasal
and mastoid sinuses, eye conditions, including glaucoma,
dental conditions such as peri-apical abscess or an unerupted
tooth, diseases of the ear, including otitis and petrositis,
and other allied conditions.
It is apparent that treatment directed towards minor
infections of the paranasal sinuses rarely alleviates severe
facial pain. Infection of the frontal- sinus may cause severe
. pain but the pain originating from the other paranasal
sinuses is usually dull and chronic and, unless the physical
signs, including radiograms, are unequivocal in demonstrating
the presence of a major pathological condition, one would
be advised to seek elsewhere for the cause of severe facial
pain.
There is a rare condition associated with chronic
uppurative disease of the parotid gland. This is Frey's
"

" Being the subject matter of an address delivered to the
Odontological Society of the Union of South Africa (Johannesburg
Branch) on 13 March 1957.

auriculo-temporal syndrome, which is characterized by a
burning pain on one side of the face, associated with flushing
of the skin and sweating when the patient eats. Between
attacks there may be a persistent hyperaesthesia so -that
the patient may complain of discomfort during shaving or
similar stimulation of the skin. This syndrome is due to
involvement of the auriculo-temporal nerve and is usually
relieved by avulsion of that nerve.
Costen 1 drew attention to disease of the temporomandibular joint as a cause of facial pain, and it would be
convenient to mention the syndrome at this stage so that
the clinical features can be compared with those of other
conditions which will be discussed in due course. Most of
the patients presenting with this syndrome are over the
age of 40 and are usually edentulous. - The joint is subjected
to excessive strain due to malocclusion or loss of molar
support and overclosure of the jaw. It was thought that
the symptoms w~re due to compression of the chorda tympani
and auriculo-temporal nerves and pressure on the Eustachian
canal, but Gaylor 2 has advanced the theory that they may
be due to dist-ortion of the thin tympanic plate, which ends
in a free edge at the petro-tympanic fissure and which affects
the 5th, 7th, 9th and 10th cranial nerves: The clinical features
include ear symptoms and pain and irritative phenomena
in other sites. There may be a continuous or intermittent
impairment of hearing, with a feeling of stuffiness in the
ear and a dull pain. Sometimes there are snapping noises
associated with jaw movements, and tinnitus or vertigo
may be present. Pain may also occur at the vertex or in the
region of the occiput or mastoid process, and there is
occasionally a burning sensation in the throat, the tongue
and the side of the nose. Tenderness is present over the
affected joint. The patient may complain of a dryness of
the mouth, and herpes of the external ear or buccal mucosa
may be present. X-ray studies of the joint usually show
arthritic changes, erosion and abnormal mobility, and the
pain will respond to an injection of local anaesthetic into
the petro-tympanic fissure. 2 The treatment consists of
increasing the vertical dimension of the jaw by various
orthodontic procedures.
Malignant growths of the mouth, jaws. or pharynx.
especially those involving the posterior wall of the maxilliary
antrum or the nasopharynx, may cause very severe pain,
which can be successfully relieved by interruption of the
trigeminal nerve pathways or by section of the nerve in the
middle or posterior fossae. Even if the growth has apparently

14 September 1957

S.A.

TYDSKRIF

VIR

been successfully treated by deep X-ray therapy, painful
local radiation effects may follow and these will also respond
to similar nerve section. If the malignant process affects
the glosso-pharyngeal and second cervical nerves as well,
then the posterior-fossa approach is indicated because of
the accessibility of all three nerves at the same operative
exposure. The presence of malignant disease, with its complications, does increase the mortality rate of these operation
but it is nevertheless surprising how well elderly and
cachectic patients tolerate these procedures.
Trauma to nerves as a result of fracture of the jaw or
following dental extraction may result in continuous pain
in the distribution.-Of the affected nerve and here again interruption of the affected nerve pathways may be indicated
for the relief of pain. It is to be noted that while peripheral
nerve section may give temporary relief, the pain can be
expected to recur within a few months as the result of nerve
regeneration. Destruction of the ganglion cells with alcohol
or pre-ganglionic section is not followed by nerve regeneration.
2.

THE CRANIAL

IERVE l'oo'EURALGIAS

(a) Trigeminal Neuralgia
Trigeminal neuralgia is a nervous disorder with
characteristic clinical features. It is one of the few types
of facial pain which, if correctly diagnosed and treated,
can be cured with certainty, and it is for this reason that
the condition should be recognized for what it is, so that
prompt treatment can be instituted.
The symptoms consist essentially of a severe momentary
paroxysmal pain strictly within the distribution of one or
more divisions of the trigeminal nerve in the complete
absence of any signs of impaired function of the nerve.
lt is to be no.ted that there is no spread of the pain acros
the midline.
The other cardinal features are that the patient is free from
all pain (except occasionally for a mild residual burning
pain) between the attacks and that the attacks can often
be provoked by external stimuli, such as friction applied to
tbe skin, the exposure of the face to cold water or to a
draught, or by the movements of the jaws caused by speaking
or eating. It often happens that these stimuli precipitate
an attack only when applied to certain areas of the face-the
so-called 'trigger zones'-the sites of which are commonly
in the region of the naso-labial fold or the skin of the lower
lip overlying the mental foramen. The pain may spread
from the 2nd or 3rd divisions into the 1st, but it is rare for
the 1st division to be primarily affected.
These painful attacks, which usually occur in persons
over the age of 60, are best described as having a shooting
or stabbing quality, and each spasm rarely lasts for longer
than a few seconds or, at most, a minute or two. Initially
the spasms occur only occasionally but with the passage
of time the intervals become progressively shorter, so that
eventually the unfortunate victim may be subjected to bursts
of excruciating pain at frequent intervals during the day.
When this occurs the patient is in a pitiable plight indeed,
and in extreme cases he may refuse to speak and may even
deny himself food so that malnutrition, with its attendant
evils, may further rob him of his moral fibre to an extent
where death itself would offer him his only relief.
The aetiology of trigeminal neuralgia has not yet been
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convincingly elucidated and as a pontaneou cure i
extremely rare, it i fortunate that interruption of the
trigeminal pathways offer certain relief. The di ease i not
related to dental epsi and the remo al of teeth ha no
influence on its course. It mu t be admitted however
that often in its earliest tages it may pr ent a pain related
to the teeth without any of the other chara teri tic feature
and it i only after dental extraction has been carried out
that the true nature of the condition becomes mani~ t.
In the early tages, iramin B12 or TrileDe inhalation
may be employed. These occasionally have beneficial effects,
but because of the proxy mal nature of the di ease it ma
well be that the apparent relief i in actual fact due to the
occurrence of a pontaneous pain-free period. Dihydroergotamine has also been u ed but its evaluation is also ubject
to the same criticism.
Interruption of the nerve pathway i achie ed by urgical
section or by the injection of chemical blocking agents
such as alcohol, phenol or boiling water 3 into the peripheral
nerve or its ganglion. Interruption of the peripheral pathway
i only temporary and the pain recurs when the nerve
regenerate. Peripheral injection i ometimes u ed a a
diagnostic measure in doubtful case, or to ee how the patient
will react to the numbnes of his face which follow interruption at the commonly indicated ites. It occasionally
happen that the patient experience unpleasant paraesth ia
in the denervated skin (anaesthe ia doloro a) and may
Complain that these en alion are less tolerable than the
original pain.
The mo t \videly employed procedure in cases of trigeminal
neuralgia i the urgical section of the en ory root proximal
to the Ga erian ganglion through the middle-fo sa approach.
The approach i u ually made extraduraUy, but in ca
of exces ive adherence of the dura to the i100r of the middle
fossa, pos ibly as a result of previou alcohol injection,
the ganglion can be expo ed intradurally. Section of the
sen ory root gives permanent relief and it i po ible to
preserve tho e fibre ubserving the cornea and conjunctiva
in cases where the pain is confined to the 2nd and 3rd divisions.
The motor root, supplying the muscles of mastication on
the affected side is easily identified and can be spared.
The mortality rate of thjs operation i very low.
Alcohol injection of the ganglion requires con iderable
experience for its adequate performance and has the additional
disadvantage that reljef is not always permanent because
of the difficulty in securing adequate destruction of the
ganglion. Furthermore, it is not alway possible to pre erve
corneal sensation, and a neuroparalytic keratitis may subsequently develop. This may, however, be offset by a prophylactic cervical sympathectomy. However, it is an important
consideration that a ganglion block does avoid an operation
and its employment is especially indicated in the aged or
where all three divisions are involved. Surgical section is
advisable when it is desirable and feasible to spare corneal
sensation and in cases where ganglion block produces only
short-lived relief, or where it has failed entirely.
TaarnhlZlj4 has recently advocated decompression of the
trigeminal nerve as it courses over the petrous ridge. In
this procedure sensation of the face is undisturbed, but the
operation has not been widely accepted and has not been
carried out for a sufficiently long time to assess the
permanency of its effects.
If it is uspected that a lesion in the po terior fossa ma

932

S.A. MEDICAL JOURNAL

be a possible cause of the trigeminal pain, the nerve can
be exposed via the posterior fossa. The operation is not
difficult but it does nevertheless carry a slightly higher
mortality rate than the middle-fossa approach.
The descending root of the trigeminal nerve extends well
into the medulla and may be severed in this region. Tactile
sensation is preserved in the face and the danger of a neuroparalytic keratitis i reduced but the possibility of other
side-effects and a higher mortality rate rather tends to offset
the advantages. Tbis operation is indicated in young persons,
and in cases where the condition is bilateral and where
one side of the face has already been rendered anaesthetic
by a previous retrogasserian neurectomy. 5
(b) Glossopharyngeal Neuralgia
The pain in this relatively rare condition is similar to that
ttf trigeminal neuralgia but is situated in the region of the
throat at the base of the tongue with radiation down the
side of the neck, in front of the ear and to the back of the
lower jaw. Exceptionally the pain may begin deep in the ear.
The attacks tend to be triggered by swallowing, coughing
or protruding the t0ngue, and can be temporarily abolished
by spraying the back of the tongue and pharynx· with a
surface anaesthetic. Malignant growths in the pharynx
must be excluded. The paroxysms of pain can be terminated
by sectioning the glossopharyngeal nerve in the posterior
fossa but, if the ear is also involved, it is advisable to section
the upper rootlets of the vagus nerve as well. 5
(c) Superior Laryngeal Neuralgia
While pain in the region of the larynx is more often due
to tuberculosis or cancer, a paroxysmal neuralgia may occur
where no obvious pathological lesion is present. All these
conditiC!lns respond to alcohol blocking or section of the
superior laryngeal nerve. Harris' has injected alcohol into
the internal laryngeal nerve. The paroxysms of pain are
situated in the region of the thyro-hyoid membrane, }Vith
radiation to the side of the neck and up towards the lower
face and gums. and downwards towards the thorax and
shoulder. Any irritation of the throat, such as swallowing
or coughing, may trigger off the pain. Stimulation of the
internal branch of the superior laryngeal nerve as it passes
above the pyriform sinus or as it pierces the thyro-hyoid
membrane may also provoke a paroxysm, and spraying the
pharynx with a surface anaesthetic, or procaine blocking
of the nerve, may produce temporary relief. Tenderness
over the point where the nerve pierces the thyro-hyoid
membrane may help in the diagnosis.?
(d) Geniculate Neuralgia
It was long thought that the facial nerve was purely

motor in function but it has now been conclusively
demonstrated that the nerve and its branches carry sensory
fibres; the nervus intermedius is the sensory root and the
geniculate ganglion is the sensory ganglion. Ramsey Hunt,
during his observations on herpetic infl.ammations of the
ganglion, has shown the cutaneous distribution to include
parts of the pinna, the external auditory canal and the
tympanic membrane.
Even in the absence of herpes, disturbances of the ganglion
can lead to a severe deep lancinating pain in these regions,
with radiation to the mastoid and retro-orbital and paranasal
structures. Stimulation of parts of the ear may sometimes
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trigger off the pain and there may be a trigger zone in front
of the ear.
The condition responds to section of the nervus intermedius
if, at operation under local anaesthesia, the same pain is
produced by stimulation of that nerve. If this association
cannot be definitely demonstrated, it is advisable to section
other nerves which supply the ear, namely the glossopharyngeal and the upper rootlets of the vagus.s
3.

PAINFUL VASCULAR DISORDERS OF THE FACE

(a) Facial Migrainous Neuralgia
The facial pain in tbis condition has special characteristics
with regard to the periodicity of its onset. The many cases
of facial pain· described under the names of Horton's
histaminic headache, ciliary neuralgia, petrosal neuralgia,
and Sluder's sphenopalatine neuralgia, suggest that these
are merely synonyms of the same condition.
Facial migrainous neuralgia occurs predominantly in males,
and consists of paroxysms of the sudden onset of a strictly
unilateral, burning, constant pain in the supraorbital region
or in or behind the eye and temple. Occasionally there is
radiation to the face, jaw and neck. Each paroxysm of
pain rises rapidly to a peak and then, after maintaining tbis
level for from a few minutes to two or three hours, gradually
subsides to disappear completely, leaving the patient free
from pain. There is at least one attack in every 24 hours,
the attacks being mainly nocturnal and often occuring with
clock-like regularity, awakening the patient at the same hour
each night.
This state of affairs may last up to 2 months, and is then
followed by cessation of the pain with complete freedom for
several months or even years before the attacks again
reappear.
About half the patients have associated signs of autonomic
disturbance in the way of congestion of the conjunctiva,
swelling of the peri-orbital tissues, blockage of the nasal
passage, and dilation of the temporal vessels.
The condition differs from migraine in that the attacks
are of shorter duration and, although nausea may occur,
. there is rarely vomiting or visual or sensory disturbances.
In addition, true migraine lacks the autonomic changes
and the marked regularity of the attacks.
Treatment has been carried out in the past with varied
results by histamine desensitization, by section of the greater
superficial petrosal nerve9 or by injection of the sphenopalatine ganglion.
Sir Charles Symonds10 has recently
shown that the paroxysms can be prevented by the regular
administration of intramuscular ergotamine tartrate until
the patient enters his pain-free period, when the injections
can be discontinued.
DoW has stated that interruption of the trigeminal nerve
gives certain relief.
(b) Temporal Arteritis
This disorder is part of a generalized vascular diseasel l
occurring in elderly patients. A subacute inflammatory
process involves the media of the arteries, and giant cells
are present. The characteristic clinical features include fever
and sweating, with anorexia and joint and muscle pains.
Headache, which is severe and constant, is a major feature
and visual disturbances are common. Temporo-mandibular
pain occurs fairly frequently. When the superficial temporal
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,meries are involved they are acutely tender and may become
illrombosed, so that the pulsations are decreased. The
.usease tends to run a slow course and finally becomes
;lrrested, leaving a variable degree of disability.
Relief may be obtained by the use of vasodilators or
potassium iodide in large doses. Excision of small portions
()f the affected arteries may afford prolonged freedom from
pain.
J.

PAIN REFERRED TO THE FACE FROM DISTANT STRUCfURES

Oiseases involving the heart and lungs may cause pain
\vhich radiates to the face, as may also pathological processes
involving the cervical spine.
In cases of prolapsed intervertebral disc or cervical
spondylosis the patient may present with orbital or periorbital pain with radiation to the temple or towards the
vertex. There may be pain in the mastoid region or at the
oceiput. 12 The pain is constant, with variations in intensity,
and is affected by emotional disturbances or by changes
in the weather. Movements of the neck may influence the
pain, and also any actions which raise the cerebrospinalfluid pressure such as coughing or straining at stool.
Delmas, Laux and Guerrier, as quoted by eurwith12
have described the presence of sympathetic fibres in the
ventral nerve roots C5, C6, C7, C8 and TI and, as the pain
often corresponds to the fields of arterial distribution of
the external carotid system, it is supposed that the facial
pain can be explained on a basis of sympathetic irritation.
[0 any patient with facial pain of undetermined aetiology,
and especially if there is evidence of cervical root involvement
with motor and sensory signs, it is advisable to carry out
radiological studies of the cervical spine and, if indicated,
to institute treatment with traction or by means of a cervical
collar.
'i. MISCELLANEOUS NEUROLOGICAL CONDmONS ASSOCIATED
WITH FACIAL PAIN

eurological conditions having facial pain as one of the
are numerous, and include tabes dorsalis,
disseminated sclerosis, intracranial aneurysms, posteriorInferior-cerebeUar thrombosis and post-herpetic neuralgia.
in these conditions the history and physical findings will
give a clue as to the diagnosis, and treatment where indicated
can be carried out.
In post-herpetic neuralgia the lesions probably involve
both the peripheral and central nervous pathways and
treatment directed towards the peripheral pathways alone
,s not likely to succeed. In severe cases where peripheral
alcohol injections have failed one may have to resort to
Ptefrontal leucotomy or other allied procedures, but it is
always worth while to try the effect of deep X-ray therapy
~ymptoms

litst.
6.

ATYPICAL FACIAL NEURALGIA

It is unfortunate that, all too frequently, patients present

ith severe facial pain and yet the clinical features are not
,C,vered by those described in the foregoing groups. For
'lint of a better term, these patients are said to be suffering
"\lm 'atypical facial neuralgia'.
It is considered by many that this type of facial pain is
- 'ychogenic in origin, but there are certain features which

GENEESKU TDE

933

seem common to all these unfortunate suffere and thi
tends to suggest that there is an organic ba is for the pain.
Admittedly there is a p ychogenic overlay in many of the
patients, but thi is po ibly merely the reaction to a
Probably the
demoralizing and debilitating condition.
condition is due to irritative lesions involving the thalamu
or thalamic connection in the brain or brain stem. Dou!
believes them to be ascular in the older age-group and
neuro-degenerative in the younger.
The disturbance of sen ation known a thalamic overreaction', although rare in a fully developed form, is well
recognized and is thought to be due to damage to the lateral
nucleus of the thalamus. In this condition the pain is deeply
situated and is constant and gnawing. Although the threshold
for pain is raised, the stimulus, when effective, arouses
sensations of a peculiarly unplea ant character and all
sensory modalities evoke a disagreeable sensation.
A
particular stimulus applied to the affected side causes a more
severe reaction than when it is applied to the unaffected
side, and the precise localization of the stimulus is impaired.
In patients with atypical facial neuralgia these characteristics
are present in a very modified form but do nevertheless serve
as a basis for the pain usually described. These patients
complain of a constant, ill-defined, deeply situated and
poorly localized pain. They often describe it as being drawing
or crushing or tearing. The pain is often bilateral and cannot
be related to any particular nerve and there are no 'trigger
zones'. These patients often over-react tq their pain emotionally and drug addiction is common. Careful examination
always fails to reveal any local or intracranial cause for the
pain.
The treatment of atypical facial pain is always difficult
and, more often than not, unsuccessful. Dott! has stated
that on no account should any peripheral nerve injection
or operation be done and many other neuro-surgeons,
from bitter experience, also hold this view. Some cases do,
however, respond to interruption of the peripheral pathways
for a limited period until nerve regeneration takes place
and in these cases a retrogasserian neurectomy may be
indicated. Sympathectomy has been tried, with discouraging
results. Psychotherapy may be of value and should always
be tried before any surgical procedure is advised. If the
patient bas deteriorated to such an extent that he is already
unable to hold his place in society, prefrontal leucotomy
may be indicated, but here again the results are variable
and relapses are frequent.
The question of Sluder's sphenopalatine neuralgia is
always raised in a discussion of facial pain. Sluder described
a pain of wide distribution starting at the root of the nose
and exteBding on to the face and head and sometimes as
far as the arm and finger-tips. The pain does not appear
to have any specific characteristics, and it is difficult to know
in any case presented as one of Sluder's syndrome that
Sluder himself would agree with the diagnosis. For this
reason the diagnosis of Sluder's neuralgia as a definite
type of atypical facial pain is best avoided. Sluder ha claimed
successes in the treatment of atypical facial pain by
cocainization or extirpation of the phenopalatine ganglion,
but this has not been the general experience. However,
the injection of alcohol or hydrocorti one into the ganglion
is still a common practice and this will no doubt continue
until a more pecific form of therapy has been advanced
for this difficult condition.
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SUMMARY

Facial pain is discussed under the following headings:
1. Local involvement of the facial structures
2. The cranial nerve neuralgias:
(a) Trigeminal neuralgia
(b) Glossopharyngeal neuralgia
(c) Superior laryngeal neuralgia
(d) Geniculate neuralgia
3. Painful vascular disorders of the face:
(a) Facial migrainous neuralgia
(b) Temporal arteritis
4. Pain referred to the face from distant structures with
special regard to cervical pathology
5. Miscellaneous neurological conditions associated with
pain in the face
6. Atypical facial neuralgia with a note on Sluder's
syndrome.
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THE USE OF SYSTEMATIC DESENSITIZATION IN PSYCHOTHERAPY
ARNOLDA. LAZARUS,M.A. (RAND)and S. RACHMAN,
M.A. (RAND)
Johannesburg
As the result of experiments conducted during the years
1947-48, Wolpel was the first to systematize the principle of
reciprocal inhibition in its application to the field of psychotherapy. He provides evidence that neurotic behaviour is
'persistent unadaptive learned behaviour in which anxiety is
almost always prominent and which is acquired in anxietygenerating situations'."
Successful therapy of the neuroses,
therefore, would depend on the reciprocal inhibition of
neurotic anxiety responses, i.e. the suppression of the anxiety
responses as a consequence of the simultaneous evocation
of other responses which are physiologically antagonistic to
anxiety. Wolpe4. constructed an elaborate therapeutic
system based on the assumption that if a response which is
incompatible with anxiety can be made to occur in the
presence of anxiety-producing stimuli it will weaken the bond
between these stimuli and the anxiety responses. Whereas
most psychotherapists report cured or improved cases in the
vicinity of 60 %, Wolpe claims a 90 % level of cures or 'marked
improvements' with his methods. By applying the x2 test for
significance, he proved that it is highly improbable that the
higher proportion of his successes are due to chance factors.
Arising from this, the following query has frequently been
raised: Would Wolpe's techniques prove as effective in the
hands of other therapists?
This paper illustrates that Wolpe's technique of 'systematic
desensitization based on relaxation' has proved highly effective
in the treatment of anxiety states by two independent psychotherapists. The illustrative cases were treated individually by
one or other of the co-authors. Although the limited scope of
this article covers primarily the use of desensitization, Wolpe
has described a wide range of therapeutic methods to cover
the entire field of neurotic behaviour disorders.
The rationale and application of systematic desensitization
based on relaxation first appeared in this Journal in 1952.
It involves a planned attack on neurotic anxieties, designed to
reciprocally inhibit these unadaptive reactions by means of

.

relaxation responses. Jacobson6 has shown that intense
muscle relaxation affects the autonomic nervous system so
that the characteristic effects of anxiety are inexorably
suppressed. It is therefore to be taken as axiomatic Mat
relaxation inhibits anxiety-their concurrent expression is
physiologically impossible.
PROCEDURE

Wolpe's articles4. on reciprocal inhibition therapy contain
descriptions of numerous types of techniques. Because the
present article is restricted mainly to systematic desensitization, we propose to present a detailed description of this
procedure only.
An inquiry is first conducted in order to ascertain which
stimulus situations provoke anxiety in the patient. The
patient is told that he can add to or modify this list at any
time. The stimuli are then categorized by the therapist and
the patient is asked to rank the stimuli in order, from the most
to the least disturbing. This ranked list of noxious stimulus
conditions is referred to as the hierarchy. In case 3 for
example, one would refer to the 'ambulance hierarchy' and
the 'hospital hierarchy.' Hierarchies can contain from 5 to
25 items. The hospital hierarchy mentioned above consisted
of the following stimulus situations: a hospital in the distance,
a hospital ten corners away, walking past the hospital,
standing outside the gates, walking in the grounds, standing
outside the foyer, in the foyer, walking in the corridors,
standing in a small ward of 4 beds, in a larger ward, in a
surgical ward with a few bandaged people in bed. The
construction of the relevant hierarchies generally takes 1-3
i n t e ~ e w sand the patient is concurrently given practice in
hypnotic and relaxation procedures. Hypnosis is not an
essential requiremect. and in those cases where the patient
refuses to be hypnotized or requires prolonged practice the
procedure can be omitted and deep non-hypnotic relaxation
employed instead.

