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VIRTUAL REALITY HYPNOSIS FOR PAIN
ASSOCIATED WITH RECOVERY FROM
PHYSICAL TRAUMA1,2
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and Sam R. Sharar3
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Abstract: Pain following traumatic injuries is common, can impair
injury recovery and is often inadequately treated. In particular, the
role of adjunctive nonpharmacologic analgesic techniques is unclear.
The authors report a randomized, controlled study of 21 hospitalized
trauma patients to assess the analgesic efficacy of virtual reality hypnosis (VRH)—hypnotic induction and analgesic suggestion delivered
by customized virtual reality (VR) hardware/software. Subjective pain
ratings were obtained immediately and 8 hours after VRH (used as
an adjunct to standard analgesic care) and compared to both adjunctive VR without hypnosis and standard care alone. VRH patients
reported less pain intensity and less pain unpleasantness compared
to control groups. These preliminary findings suggest that VRH analgesia is a novel technology worthy of further study, both to improve
pain management and to increase availability of hypnotic analgesia to populations without access to therapist-provided hypnosis and
suggestion.
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Pain resulting from bodily injury due to physical trauma is common,
but its treatment, particularly with nonpharmacological approaches,
is poorly understood. Acute pain naturally accompanies virtually
every type of injury, such as orthopedic sprains, fractures, and dislocations, and is present in all patients hospitalized immediately
following trauma, ranging from mild to severe. Postinjury pain has
long-term effects and was present in 63% of a cohort of more than 3000
trauma patients at 1-year following injury (Rivara et al., 2008). Further,
recent evidence suggests that inadequate early pain management after
orthopedic trauma (Feldt & Oh, 2000) and burn injuries (Patterson,
Tininenko, & Ptacek, 2006) contributes to less favorable long-term functional outcomes (e.g., functional outcomes, psychological adjustment,
quality of life), adding further support for the need to develop and
provide effective pain therapies for this large population.
In very general terms, there are two types of pain in victims of bodily injury during the immediate days to weeks following their trauma.
Background pain refers to the pain experienced by the injured patient
while he or she is at rest and is associated with the physical trauma
itself. Background pain is usually constant, typically diminishes with
time and is exemplified by the pain that accompanies a fractured
bone. Procedural pain refers to that which results from brief medical
treatments related to the injury. Procedural pain can be severe—but
is usually of short duration—and is exemplified by the pain associated with the initial physical manipulation of a broken bone to align
(i.e., set) the fracture prior to casting. Both types of pain are very common in individuals who have been hospitalized as a result of traumatic
injuries. Procedural pain can be difficult to predict and treat in trauma
patients, because therapeutic medical procedures tend to be intermittent and highly variable. However, background pain can be more easily
addressed because of its more constant and less variable nature.
There are a number of important reasons to justify adequate treatment of pain experienced by hospitalized patients with traumatic
injuries. First, poorly treated pain can be a source of distress and intense
misery for patients (Melzack, 1990); i.e., the principals of beneficence
and nonmalfeasance in medicine dictate that pain relief should be an
important priority for heath care workers. Second, poorly treated pain
has been shown to be associated with cardiovascular and immune
system dysfunction (Kehlet, 1997), and there is evidence that adequate pain management may facilitate long-term healing and recovery
(Patterson, Tininenko, et al., 2006; Ptacek, Patterson, Montgomery,
Ordonez, & Heimbach, 1995). Last, there is evidence that treating acute
pain effectively can result in substantial reductions in medical costs
(Lang & Rosen, 2002; Montgomery et al., 2007).
Opioid analgesic medications continue to be the treatment of choice
for trauma-related pain (Patterson & Sharar, 2001). However, several
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drawbacks accompany the use of these analgesics and necessitate the
development of alternative pain treatments. For example, opioid analgesics do not adequately control all pain problems in all patients.
Further, extended use and high doses of opioid analgesics can result in
several adverse side effects including gastrointestinal, respiratory, and
cognitive dysfunction, impaired patient-staff communication, masking
of patient symptoms, and prolonged hospitalization.
Hypnosis is becoming increasingly recognized as an effective complement to (or even replacement for) opioid analgesics for pain management. A recent review of 17 controlled trials indicated support
for the efficacy of hypnotic analgesia (Patterson & Jensen, 2003),
and a meta-analysis of clinical and laboratory pain studies showed
that roughly 75% of patients benefit from hypnotic interventions
(Montgomery, DuHamel, & Redd, 2000). Although hypnosis has been
reported to be useful to treat pain resulting from or associated with a
number of acute clinical care problems (including cancer procedures,
Hilgard & LeBaron, 1984; childbirth, Haanen et al., 1991; interventional
radiology, Lang et al., 2000; acquired amputations, Chaves, 1986; Siegel,
1979; and the care of severe burn injuries, Gilboa, Borenstein, Seidman,
& Tsur, 1990; Patterson, Everett, Burns, & Marvin, 1992; Patterson &
Ptacek, 1997; Patterson, Questad, & Boltwood, 1987), to our knowledge,
no controlled studies have been published on the use of hypnosis to
treat pain associated with traumatic orthopedic injuries.
One reason that hypnosis is seldom used in trauma centers is the lack
of clinicians who have the specialized training necessary to perform
medical hypnosis. Health care professionals with extensive training
in hypnosis are few and far between, and ones that have training in
acute pain management are even more rare. For this reason, the use of
new technology that can facilitate hypnotic analgesia may fill an important void in the field, if proven effective. Although technology cannot
completely replace the finely nuanced, individualized hypnotic interventions necessary for psychotherapy with most Axis I and II disorders,
treating pain from trauma is straightforward enough that standardized
hypnotic interventions are likely to address the clinical needs of most
such patients.
To test this hypothesis in the present study, we utilized a paradigm
combining virtual reality (VR) and hypnosis. This approach relies on
the use of immersive VR hardware and software to provide a hypnotic
induction followed by suggestions for comfort and pain relief. VRbased hypnosis (VRH) uses a high-resolution, head-mounted display
that delivers absorbing visual images and high-fidelity audio that provide an induction (suggestions that the individual is “sinking” into the
VR environment, while being cued with ordered numbers as a means
to deepen his or her state of relaxation), followed by suggestions for
comfort and pain relief (Patterson, Tininenko, Schmidt, & Sharar, 2004).

VIRTUAL REALITY HYPNOSIS FOR TRAUMA-RELATED PAIN

291

Preliminary findings from a case report indicated that this approach
may be useful for treating chronic neuropathic pain associated with
spinal cord injury (Patterson et al., 2004). In this study, a patient with a
high-level spinal cord injury and resulting neuropathic pain underwent
33 sessions of VRH over a 6-month period. She was also encouraged
to practice self-hypnosis at home and was given an audiotape of the
induction. This patient’s ratings of pain intensity and unpleasantness
declined by an average of 36% over the course of the treatment. Both a
case report and subsequent case series indicate that the approach may
also be useful for decreasing acute pain during burn wound care with
VRH (Patterson et al., 2004; Patterson, Wiechman, Jensen, & Sharar,
2006). A total of 13 patients received virtual reality hypnosis prior
to undergoing burn wound care. These patients reported an average
20% drop in worst pain scores from baseline to postintervention and a
29% drop in anxiety scores. Surprisingly, there was a 50% reduction
in the amount of opioids required before, during, and immediately
following wound care. Although compelling, these three reports are
preliminary and anecdotal, given that control groups and randomized
assignment were not used. Thus, VRH as a means to deliver hypnotic analgesia shows promise but lacks empirical rigor in outcome
analyses.
In the current study, we applied a randomized controlled design to
test the efficacy of VRH for the treatment of background pain in patients
hospitalized for treatment of physical trauma (e.g., internal injuries,
long bone fractures, gunshot wounds). Our primary study hypothesis
was that trauma patients receiving standard analgesic care plus a session of VRH would report greater improvements in pain intensity and
pain unpleasantness than those receiving either (a) standard care plus
VR that does not include a hypnotic induction or suggestions for pain
relief or (b) standard care alone.

Method
Participants
The participants for this study were 21 patients (17 [81%] males)
treated at a major regional Level 1 trauma center. The average age was
31.8 years (range, 13 to 59 years; SD = 15.2). Eighteen (86%) of the
participants were Caucasian and 3 (14%) were African American. The
participants were admitted for a variety of traumatic injuries, including
injuries caused by motor vehicle accidents, gunshot wounds, and other
sources of trauma. The type and extent of injuries from these causes
varied considerably and included long bone fractures, severe lacerations, and joint dislocations. In most cases, a single traumatic event
resulted in several concomitant injuries (e.g., lacerations and fractures).
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Study inclusion criteria included: (a) ages 12 years old or older;
(b) ability to read and write in English; (c) no history of severe psychiatric disorders; and (d) ability to complete the study questionnaires.
Exclusion criteria included: (a) inability to complete questionnaires due
to impaired oral communication, traumatic brain injury, memory problems, or language barriers; (b) extreme susceptibility to motion sickness; (c) face/head/neck injuries precluding VR helmet or headphone
use, and (d) seizure history.
Standard treatment for trauma consisted of surgery (e.g., repair broken bones, remove any foreign bodies, clean and suture lacerated skin)
followed by recovery from surgery, additional surgery or surgeries
as indicated, and discharge once all surgeries are completed and the
patient is able to take care of his or her wounds or injuries at home.
Although having surgery was not an inclusion criteria for this study,
the types of trauma admitted to this particular hospital almost always
require that the patients have some type of surgical repair.
Measures
Pain intensity and pain unpleasantness were measured using 0–10
Graphic Rating Scales (GRSs). The validity of such subjective pain
scales is supported through their association with other measures of
pain intensity, as well as their ability to detect changes in pain over
time (Jensen & Karoly, 2001). The GRS consists of a line, 100 mm
long, with cross-marks in increments of 10 mm. Descriptor labels were
associated with each mark to help the respondent rate each pain magnitude in each domain. For pain intensity, the GRS descriptors were no
pain, mild pain, moderate pain, severe pain, and excruciating pain. For pain
unpleasantness, the GRS descriptors were not unpleasant at all, mildly
unpleasant, moderately unpleasant, severely unpleasant, and excruciatingly
unpleasant. Participants were asked to mark a position on the line that
best represented their pain intensity or pain unpleasantness (they were
allowed to draw a line anywhere along the 100 mm line). Three temporal domains of pain intensity were also assessed: (a) current pain
intensity; (b) average pain intensity over the past 8 hours; and (c) least
pain intensity over the past 8 hours.
Procedure
Study participants all received standard analgesic care (typically a
combination of oral and/or IV opioids and benzodiazepines) under the
direction of their trauma care providers who were unaware of randomized group assignments. In addition, subjects were randomized to one
of three treatment groups: (a) VR with posthypnotic suggestions (VRH)
for pain reduction/forgetting about the pain, emotional calm, improved
sleep, recalling positive experiences, and looking forward to a better
future; (b) VR distraction without hypnotic suggestion (VRD) to control
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for participation in a trial and receiving VR (i.e., no suggestions were
made in this condition for any reductions in pain); or (c) a no treatment
with VR control condition (NT) in which patients received standard
analgesic care only.
VRH consisted of VR exposure with hypnotic suggestions. In the virtual world, the patient began by descending into an icy, arctic canyon,
complete with starry sky above, gently flowing river below, and vertical canyon walls containing ledges and crevasses. Simultaneously, they
saw the numbers 1 to 10 float by in order while the psychologist’s voice
prepared him or her for what he or she would next experience. As each
number passed, the patient became more and more relaxed. After the
numbers reached 10, the patient passed through a visible fog and into
a lush virtual valley with a lake, a setting where the majority of the
suggestions were given. The psychologist said things such as “You find
that your entire body now just feels very, very good, not a care in the
world, your whole body deeply, comfortably relaxed” and:
I’m going to ask your mind to start going backwards in time. What you
find will happen is that you will start getting images, feelings of pictures
of some time in the past. Any image, picture, or feeling is perfectly fine
as long as it is a positive one. You will only have positive experiences.

The psychologist then talked about the future, suggesting to the patent,
“Imagine you will see yourself functioning very well. You will be
happy. Your pain will be well controlled. You will be sleeping well, and
you will be completely healed.” After completing this sequence, the
patient was taken back through the fog to the same icy arctic canyon
where the numbers begin counting from 10 back down to 1. At that
point, the patient was awake and relaxed. Participants in the VRH condition received the 40-minute intervention at the same time of day
(between 10:00 a.m. and lunch, depending upon their schedule and
availability).
The VRD condition consisted of patients experiencing the same
three-dimensional virtual icy canyon. However, instead of descending
into the canyon, they wore a helmet with a head-tracking device that
allowed them to slowly float through the canyon and interact with the
world by targeting and shooting snowballs at objects such as snowmen,
penguins, and igloos, while listening to soothing music. There were no
posthypnotic suggestions. Participants in the VRD condition used the
program for as long as they desired (usually 10–20 minutes) on a daily
basis at the same time of day (in the morning before lunch).
Randomization was structured so that (a) all participants had the
potential to be assigned to each of the three experimental conditions,
but (b) more participants would be enrolled in VRH than in VRD or NT,
in order to ensure an adequate number of participants in the primary
treatment condition of interest (VRH) for providing reliable estimates
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of treatment effects. The clinical nurses who provided patient care on
the trauma unit were not aware of the condition assignment.
Of the 27 eligible participants who expressed an initial interest in
participating in the study and who were assigned to one of the three
treatment conditions, complete data were obtained from only 21, due to
the complexities of performing research and collecting data in a trauma
center where patient care is the first priority. For example, patients
were sometimes asleep when it was time to collect posttreatment data,
and research staff were instructed not to wake the patients. Similarly,
patients were sometimes busy with activities associated with their clinical care, such as bathing or wound care, at the time when they would
be scheduled to complete the outcome ratings. Of the 21 patients who
provided complete data, 11 were assigned to the VRH group, 5 to the
VRD group, and 4 to the NT group.
On the morning of study participation before 10:00 a.m., all participants were administered GRSs for current pain intensity, current pain
unpleasantness, average pain intensity in the past 8 hours, and least
pain intensity in the past 8 hours. VRH and VRD participants were
then given 40 minutes of VRH or as many minutes as they wanted of
VRD. One hour after completing VRH or VRD, these participants were
then readministered the GRSs for current pain intensity and unpleasantness. NT participants were administered the GRSs for current pain
intensity and unpleasantness at noon (just before lunch). Finally, all
participants were administered GRSs for average and least pain (in the
past few hours since the previous questionnaire) again in the afternoon,
at approximately 4:00 p.m., depending on when the participants were
available (e.g., awake and not busy with other activities associated with
their care).
Data Analysis
There were only 5 participants assigned to the VRD control condition
and 4 assigned to the NT control condition, which limits the power or
ability to detect the hypothesized differences between the VRH condition and these control conditions. In order to increase our ability
to detect possible differences between VRH and control participants,
we elected to combine the control participants into a single group,
after confirming that no significant differences in outcome between
the two control conditions were observed. Therefore, we first compared the participants in the two control conditions with respect to
pretreatment to posttreatment changes in pain intensity or unpleasantness. No significant differences emerged in these analyses, so the
participants in the two control conditions were combined into a single control group to compare with the VRH group. We then performed
a series of repeated measures analyses of variance for each outcome
measure (GRS ratings of current, least, and average pain intensity, and
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pain unpleasantness) as the dependent variable, with time (pretreatment and posttreatment for current pain intensity and unpleasantness;
pretreatment and evening for least and average pain intensity) and
treatment condition (VRH versus control [VRD and NT combined]) as
the independent variables.

Results
The mean GRS ratings for current pain intensity and pain unpleasantness for each treatment condition (VRH versus combined control)
obtained in the morning and 1 hour after VRH and VRD (or at noon for
the NT participants) are presented in Table 1. Consistent with the study
hypothesis, significant Time × Treatment Condition effects emerged for
both the pain intensity and pain unpleasantness ratings, with participants in the VRH condition reporting decreases in pain intensity and
pain unpleasantness, between the pretreatment time point and 1 hour
after VRH. In contrast, participants in the control conditions reported
increases in pain scores between these same time periods. Although the
pretreatment pain rating means appeared to be somewhat higher in the
VRH participants than in the control participants, t tests comparing the
pretreatment means indicated that the observed differences were not
significantly different, t(19) = 0.90, p = ns for the current pain intensity,
and t(19) = 1.24, p = ns for the current pain unpleasantness, indicating
that the random assignment was successful.
The mean GRS ratings for average and least pain in the past
8 hours, obtained at pretreatment and then in the evening for all study
participants are presented in Table 2. The same pattern observed for
the current pain ratings emerged in these analyses, with pretreatment
to evening-time ratings decreasing for the VRH participants and
Table 1
Means and SDs for the GRS Ratings of Current Pain Intensity and Pain
Unpleasantness, Pre-VRH and Post-VRH, Relative to the Combined Control
Conditions
Outcome
variable

Current pain
intensity
Current pain
unpleasantness
Note. ∗ p < .05.

Condition

VRH
Control
VRH
Control

Time ×
Condition
Effect

Pretreatment

1 Hour
Posttreatment

Mean

SD

Mean

SD

F (df )

48.33
38.33
62.08
46.67

26.23
23.45
30.56
24.37

38.33
47.78
35.83
51.11

28.63
25.75
30.88
33.05

4.88∗ (1, 19)
5.24∗ (1, 19)
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Table 2
Means and SDs for the GRS Ratings of Average and Least Pain in the Past 8 Hours,
Pre-VRH and Post-VRH, Relative to the Combined Control Conditions
Outcome
variable

Average pain
intensity
Least pain
intensity

Condition

VRH
Control
VRH
Control

Pretreatment

8 Hours
Posttreatment

Time ×
Condition
Effect

Mean

SD

Mean

SD

F (df )

55.00
44.44
21.67
25.00

28.44
16.85
20.82
24.24

41.67
46.67
13.33
35.00

23.29
26.57
20.15
33.91

2.64 (1, 19)
6.82∗ (1, 19)

Note. ∗ p < .05.

increasing for the control participants. The pattern of findings, as
indicated by Time × Treatment Condition interaction effect, was statistically significant for the ratings of least pain intensity but not the
average pain ratings.

Discussion
The findings from this preliminary, randomized, controlled study
indicate that in patients with ongoing pain due to physical trauma
and injury the addition of VRH to standard analgesic care results in
reduced subjective pain at 1 hour and during the 8 hours following
VRH, relative to standard analgesic care alone or combined with VR
that does not include hypnotic induction and suggestions for pain
relief. Overall, the findings suggest that VRH is a promising treatment
for background pain associated with trauma and that more studies
examining its efficacy are warranted.
To our knowledge, this is the first use of immersive VR to
deliver hypnosis for treating background pain in hospitalized patients.
Although modifications and advances in the hardware and software
will likely occur (and may result in improved outcomes, see below), the
findings from this study are encouraging in that we detected positive
results in pain reduction using this technology. Success of VRH would
potentially overcome one current barrier to the application of hypnotic
analgesia (i.e., the lack of trained clinicians), allowing more patients
to benefit from its use. In this way, an “automated” hypnosis delivery
system that captures the patient’s attention and includes suggestions
that are specific and effective for various types of pain could reach
substantial numbers of patients in settings where clinical hypnosis is
not available. Not only will it be important to continue to develop more
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sophisticated means of delivering hypnosis from a technological standpoint but also it will be equally necessary to use rigorous study designs
that are similar or superior to that utilized in the present study.
There are a number of important limitations to consider when interpreting the findings of this preliminary study. Our small sample size
limited the statistical power to detect significant differences. The small
sample size also results in findings that are less reliable than those from
studies with larger sample sizes. Despite this, statistically significant
differences between the VRH and control conditions still emerged, suggesting that the effects of VRH might be substantial. The stability of the
effects found in this study need to be replicated in future research.
In addition, our analyses were limited to those subjects for whom
complete data could be obtained. Performing clinical research in the
inpatient trauma setting is challenging, as evidenced by the fact that
several data points were missed in our subjects. It is possible that the
findings from patients who did not provide complete data might vary
in some systematic, but unknown, way from the findings from patients
who did provide complete data. Future research should not only seek
to obtain data from as many eligible patients as possible but also to
assess descriptive data from all potential participants to help determine if there are any systematic differences between participants and
nonparticipants (e.g., severity of injury).
In addition, we did not assess general hypnotizability in our study
population and do not know if this variable moderated outcome.
It is important to measure hypnotizability for theoretical purposes
as well as to help determine if this variable might be useful as a
screen for patients who might benefit most from the VRH intervention.
Future research should seek to assess hypnotizability whenever possible. Another limitation is that this study examined the analgesic effects
occurring after only a single session of VRH. Future studies will need
to determine if the outcomes differ when VRH is administered over
multiple sessions (e.g., on a daily basis, throughout hospitalization).
Despite the limitations of this preliminary controlled trial, the findings support the potential efficacy of VRH for posttrauma injury
pain, given that we were able to detect significant analgesic effects
with patients hospitalized for trauma. Although we do not advocate the replacement of opioid or other analgesics with VRH for
all patients, we do advocate for maximum pain control and relief
for all patients. Nonpharmacological pain management strategies can
potentially contribute to this goal of multimodal analgesia. Although
nonpharmacological adjunctive pain treatments have received very
little empirical attention, such techniques may result in better pain
control with fewer pharmacologic side effects and bode well for
long-term patient outcome (Lang et al., 2000; Montgomery et al., 2000;
Patterson, Tininenko, et al., 2006; Ptacek et al., 1995).
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Virtuelle-Realität-Hypnose für Schmerz im Zusammenhang mit der
Genesung von physikalischem Trauma
David R. Patterson, Mark P. Jensen, Shelley A. Wiechman
und Sam R. Sharar
Zusammenfassung: Schmerz nach physikalischen Traumata ist weitverbreitet, kann die Wundheilung beeinträchtigen und wird oft nicht korrekt behandelt. Insbesondere die Rolle adjunktiver nichtpharmakologischer schmerzlindernder Techniken ist nicht ausreichend geklärt. Die
Autoren berichten einen randomisierte, kontrollierte Studie von 21 hospitalisierten Trauma Patienten, die die analgetische Effektivität von VRHypnose () untersucht (VRH: Hypnotische Induktion und analgetische
Suggestion, die durch spezielle Virtual-Reality-Software/Hardware erreicht
wird). Selbstberichtsurteile über Schmerz wurden unmittelbar und acht
Stunden nach der VRH Behandlung (adjunktiv zur Standardbehandlung)
erhoben und mit der anjunktiven VR-Behandlung ohne Hypnose und
zur einfachen Standardbehandlung verglichen. VRH-Patienten berichteten
geringere Schmerzintensität und geringere Unannehmlichkeit im Vergleich
mit den Kontrollgruppen. Diese vorläufigen Befunde legen nahe, dass VRH
Analgesie eine vielversprechende Technologie darstellt. VRH könnte die
Schmerzbehandlung verbessern und die Verfügbarkeit von hypnotischer
Analgesiebehandlung für Populationen erhöhen, die keinen Zugang zu
Thereapeuten-basierten Hypnose- und Suggestionsbehandlung haben.
Ralf Schmaelzle
University of Konstanz, Germany
L’hypnose en réalité virtuelle dans la gestion de la douleur associée au
rétablissement d’un traumatisme physique
David R. Patterson, Mark P. Jensen, Shelley A. Wiechman et Sam R. Sharar
Résumé: La douleur éprouvée à la suite de blessures traumatiques est
courante. Elle peut nuire au rétablissement du patient et est souvent traitée
de façon inadéquate. En particulier, le rôle que tiennent les techniques analgésiques non pharmacologiques est mal défini. Les auteurs mentionnent
un essai clinique randomisé comparatif mené auprès de 21 patients hospitalisés ayant subi un traumatisme, afin d’évaluer l’efficacité analgésique
de l’hypnose en réalité virtuelle (HRV), soit une induction hypnotique
et une suggestion analgésique fournies par l’intermédiaire d’un logiciel
ou d’un équipement de réalité virtuelle (RV). Des évaluations subjectives
de la douleur ont été obtenues immédiatement, puis huit heures après
l’HRV (laquelle a été utilisée comme thérapie complémentaire aux soins
analgésiques standards); elles ont ensuite été comparées aux méthodes
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par RV auxiliaires sans hypnose et aux soins standards administrés seuls.
Les patients ayant reçu l’HRV ont déclaré avoir ressenti une douleur ou
des malaises moins intenses comparativement aux groupes témoins. Ces
résultats préliminaires indiquent que l’analgésie par HRV représente une
nouvelle technologie méritant d’être approfondie, tant pour améliorer la gestion de la douleur que pour faciliter le recours à l’analgésie hypnotique
aux personnes n’ayant pas accès à l’hypnose ou à la suggestion hypnotique
administrées par des thérapeutes.
Johanne Reynault
C. Tr. (STIBC)
La hipnosis de realidad virtual para el dolor asociado con la rehabilitación
de traumas físicos
David R. Patterson, Mark P. Jensen, Shelley A. Wiechman, y Sam R. Sharar
Resumen: El dolor después de las lesiones traumáticas es frecuente, puede
perjudicar la rehabilitación de la lesión, y es a menudo tratado inadecuadamente. Particularmente el papel complementario de las técnicas no
farmacológicas analgésicas no está claro. Los autores informan de un estudio
aleatorio y controlado de 21 pacientes de trauma hospitalizados para evaluar la eficacia analgésica de la hipnosis de realidad virtual (HRV), es decir
inducción hipnótica y sugestión analgésica emitidas con equipo y programa
de realidad virtual personalizada (RV). Obtuvimos evaluaciones subjetivas
de dolor inmediatamente y 8 horas después de HRV (utilizada como un
complemento a la atención analgésica estándar) y las comparamos con RV
complementaria sin hipnosis y con sólo atención estándar. Los pacientes
de HRV mencionaron menos intensidad y molestia de dolor que los grupos control. Estos hallazgos preliminares sugieren que la analgesia HRV es
una tecnología innovadora que merece más estudio, tanto para mejorar el
manejo del dolor como para aumentar la disponibilidad de la analgesia hipnótica a poblaciones sin acceso a hipnosis y sugestión proporcionadas por un
terapeuta.
Etzel Cardeña
Lund University, Sweden

