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Perspective

Therapeutic suggestions with critically ill in palliative care
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Introduction

Nowadays, the progressive development of the technology 
of life support and monitoring has led the health care 
professionals (HP) to underestimate the importance of 
human contact, and gradually ignore active communication 
with the patient. Especially in cases of critically ill patients, 
professionals rely much more on the numerical values 
produced by machines and monitors than on direct 
communication with the patients.

We argue that critically ill patients require not only 
physical (somatic) care, but also psychological support. 
At any stage of illness, HPs need to help the patients to 
understand the aim and usefulness of the treatment, and 
to give them information about the peculiar or frightening 
aspects of the situation, in order to promote positive 
processing.

Research data show that HPs are not aware of the 
communicational inefficacy in their practice (1). For 
example, 35% of cancer patients receiving palliative care 
believed that their treatment was curative, and 33% with 
metastases believed incorrectly that the cancer was localized, 
while in 98% of these cases the physicians believed that 
they had correctly described the disease to the patient (2). 

In another study, 87% of patients were not familiar with the 
concept of radiation treatment before radiotherapy (2).

Patients who are unconscious, responding poorly 
to surgical/medical treatment, or breathing through a 
tracheostomy, as well as those patients who are conscious 
but unable to move, see or talk, are considered “critically 
ill” in psychological sense [e.g., (3-5)]. In his papers and 
books, Cheek called attention to the special needs and 
psychological condition of the patients in a “critical state”. 
These patients often have a sense of helplessness and 
dependence, experience loss of control, see themselves 
as victims of a “hostile medical system”, and consider 
themselves as passive recipients of incomprehensibly 
complex medical technology (6,7). This applies particularly 
to critically ill patients who are treated in the intensive care 
unit (ICU), where about 50% of hospital deaths occur.

The elements of a “good death”, based on interviews 
with terminally ill patients about their needs, proved to be: 
awareness, autonomy, self-chosen coping style, and open, 
honest communication (8). In cases of chronic patients, 
where no cure is available, courtesy (the general consideration 
of others), respect (the expression of regard for a specific 
individual), and engagement (the sense of commitment to the 
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encounter) were the commonly expressed communicational 
needs of patients across various conditions (9). Thus, it 
is essential to explore novel and effective communication 
approaches in palliative care.

One of the emerging new approaches is the use of 
therapeutic suggestions in medical communication with 
patients enrolled in palliative treatment. 

Therapeutic suggestions

Suggestions are verbal or non-verbal messages that the 
receiver involuntarily accepts and follows. Not only our 
spoken or written words but also the environment, objects 
and nonverbal messages (eye contact, sighs, and touches) 
can have suggestive effects (10). 

Formal hypnosis is based on suggestive techniques; 
however, we can use suggestive methods without inducing 
hypnosis. This is due to the clinical observation that a 
person in a special (altered) mental state, like most of the 
patients undergoing medical interventions, can be highly 
susceptible to suggestions without any formal induction 
technique (4,6,7). 

The effectiveness of therapeutic suggestions has been 
shown in many different areas of healthcare. For example, 
therapeutic suggestions proved to be effective in the treatment 
of somatisation (11) and skin disorders (12). Furthermore, 
earlier studies found that positive suggestions and imagery 
reduced pain associated with chronic illnesses, such as 
fibromyalgia (13), migraines and tension headaches (14-16),  
and various types of cancer (17,18). Neuroimaging studies 
provided support for some of these findings as well (19). 
These results are especially important in the context of 
palliative care because symptom management for chronic 
illnesses is a significant concern in this medical field.

Another highly relevant issue in palliative care is comfort 
during unpleasant medical procedures, as patients enrolled 
in palliative treatments are often subjected to curative 
or health sustaining medical procedures at the same 
time. The usefulness of therapeutic suggestions has been 
studied extensively in this area. Research confirms that 
suggestive techniques can reduce side effects and increase 
comfort with respect to various medical procedures, such 
as bone marrow aspiration and lumbar puncture (20,21), 
surgical procedures such as total hysterectomy (22-26), and 
chemotherapy (27). Benefits range from reduced pain and 
anxiety associated with the procedures to reduced nausea 
and bleeding [for reviews see (28,29)]. Similarly, the use 

of therapeutic suggestions by the medical team can reduce 
the unpleasantness of radiological procedures and biopsies 
by diminishing pain, anxiety, and procedure times, and by 
reducing the occurrence of adverse events (30-33). 

Reduced procedure and room times, hospital stay, 
medication consumption, and complications also result in 
significant cost savings for institutions and patients. For 
example, Disbrow, Bennett and Owings (34) were able to 
realize a cost saving of $1,200 per patient by implementing 
a simple 5-minute personalized suggestive script. The 
script contained suggestions concerning the early return 
of gastrointestinal motility, and was used with patients 
undergoing intra-abdominal operations. Other cost-
benefit analyses have also found that the use of suggestive 
techniques in conjunction with unpleasant medical 
procedures is cost-effective (30-32).

The scope of palliative care has been gradually widening 
in the past decade. While palliative treatment was 
historically considered end of life care, only provided when 
no curative options were available, it recently has been 
introduced to more and more medical fields as an adjunct 
to curative or life-prolonging interventions. Accordingly, 
there is an increasing recognition of the need for proactive 
palliative options in the intensive care unit (35), providing 
pain and symptom management, and improving consistency 
of communication with the patients. As shown by a recent 
series of studies, therapeutic suggestions can be considered 
a viable option. These studies found that patients who were 
supported by a technique called psychological support 
based on positive suggestions (PSBPS) (36) needed less 
benzodiazepines, opioids, and α2-agonists during their 
stay at the ICU, indicating improved non-pharmacological 
symptom management (37-39).

Stress cognition and suggestions

Patients treated in the ICU unit find themselves in a 
strange and foreign environment where not much makes 
sense due to a lack of information and lack of context. 
An absence of security, information, and control cause 
stress (40), provoking extra physical burdens (41). Their 
experiences reach them as little mosaic pieces, from a 
self-centered point of view and every stimulus can affect 
them as a suggestion (4,6,7). When patients try to piece 
their “mosaic of experiences” together they might form 
a frightening picture. The key principle of PSBPS is to 
guide the interpretation of the whole situation in a positive 
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direction, in order to achieve trust and co-operation. 
Despite evidence in psychological literature proving that 
warmth, love, and security are as vital to life as the perfect 
physical care (40,42,43), we usually don’t bear this fact in 
mind in somatic medicine, especially when a patient’s life 
is in danger. In situations of life and death, the provision of 
comfort and communication is often neglected. However, 
using PSBPS, professionals are able to reframe medical 
interventions perceived by the patient as intrusions into 
physical and mental privacy as actions of healing and care. 
This positive interpretation of external and internal events 
can act as an autosuggestion, which can further promote 
healing or prevent the harmful effects of excessive stress. 
PSBPS is a complex and versatile intervention package 
that not only relies on verbal therapeutic suggestions, but 
also uses therapeutic psychological techniques such as 
guided imagery, relaxation, attentive listening, and even 
silence. These other techniques might not be immediately 
recognizable as “suggestion techniques” because they do 
not, or do not only, use words. Nevertheless, the therapeutic 
process engendered by the use of these techniques can 
be interpreted in a similar way to the workings of verbal 
suggestions. They evoke involuntary thoughts, emotions, 
behaviours, and mental states, which in turn promote the 
healing process. Interpreting suggestions in this broader 
sense allows for the therapists and medical staff using 
PSBPS to fit these various psycho-behavioural tools into a 
coherent therapeutic framework.

In our recent series of studies in the ICU, 220 ventilated 
patients received either standard care, or standard care plus 
a 30 minute long psychological guidance based on positive 
suggestions every day of their hospitalization, irrespective 
of their medical state and state of consciousness. Control 
and intervention groups were comparable regarding 
demographics and health status. According to a meta-
analysis of this study series, mechanical ventilation and 
length of stay were reduced by 2.5 days, which is 25–30% 
less time than control patients. Survival was 20% higher 
in the suggestion group, although this latter difference 
between groups did not reach statistical significance (44).  
One of the most interesting findings was that both 
surviving and deceased patients had comparably shorter 
care in the suggestion groups (39). Regarding subjective 
experiences, suggestion group patients had fewer negative 
perceptions, less pain, more positive thoughts and emotions, 
more positive attitude towards the staff, more intensive 
physical activity, and feelings of self-efficiency (45). These 

benefits are shown to serve as protective factors against  
PTSD (46). The same effect was reached using in-person 
communication or playback of a recorded script (37).

The theory of stress cognition (47) and an evolutionary 
approach (48) helps to understand the effectiveness and 
mechanisms of such an intervention. 

Kulcsár’s (47) extensive literature review explains that due 
to critical circumstances, changes take place in the central 
nervous system (CNS) which lead to an altered state of 
consciousness, and in this state, the processing of affective 
information is predominant. The changes that occur in 
the CNS as a result of stress involve altered functioning of 
the hippocampus and amygdala. This altered functioning 
can result in a disruption on normal memory processes, 
specifically, causing a disconnection of space, time and 
agency within memory events (49-51). These alterations are 
greater if the stress is more serious (51-54). In this altered 
state, the need for social support increases, as the person can 
become more susceptible to suggestions, and depending on 
the emotional interpretation, an event can suggest danger 
or reassurance (55,56). Due to the aforementioned changes 
in the CNS, the boundaries of the self weaken or vanish (57)  
because of reduced activation of the “who system”, the 
brain system responsible for consciousness of the agent of 
an action (58), and the “emotional who system”, a neural 
system supporting the attribution of an emotion to self or 
other (59). The weakened self-boundary strengthens the 
bridge between mind and body, because both social and 
visceral information is processed in the insula (60-63), and 
here social influences are transferred to a visceral level. 
Thus, words can directly affect the body of the other (47). 
Increased importance of the communicating partner is 
demonstrated by the finding that stronger suggestive effects 
are achieved through steady rapport (39). 

At first glance, this function that leaves us so vulnerable 
to social interactions in critical situations might seem 
maladaptive, but only so long as we don’t recognize its 
purpose. According to Csányi (64,65), the purpose of 
evolution is improving survival, and the key to survival is 
adaptation to the environment. This explains why animals 
in the wild have fine-tuned sensory organs. As humans, we 
must to adapt to an alternate environment, namely the mind 
of the other. By co-operating with ingroup members, we 
become more than ourselves, a super-organism or survival 
machine, while the outgroup can signify mortal danger. 
Accordingly, it is crucial to be faithful to the ingroup, 
including its customs and rules, and to avoid becoming 
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involved with the outgroup (64,65). According to our 
theoretical framework, we as health care providers represent 
the outgroup for the patient on a basic emotional level of 
interpretation, a threat to survival. But, if we can include 
them as a member of our own group, they will likely calm 
down and co-operate. 

We argue that the opened self-boundaries and self-
centred point of view might have an evolutionarily adaptive 
role, namely to allow us to break the integration with our 
original group and join a new group if it aids our survival. 
This flexibility of boundaries can be just as important in 
positive and negative critical life events and can mean the 
difference between posttraumatic growth and posttraumatic 
stress disorder when lacking a group we are in a state of 
constant stress; however, when part of a group we are 
much more ready to trust and follow the group›s lead. In 
a medical setting, this can act as an energy saving function 
that can lead to the acceptance of treatment and reduced 
stress at the same time. Bejenke (6) said that patients accept 
suggestions according to a subjective hierarchy, and we also 
argue that the provision of a trustworthy, supportive, and 
strong group amidst an environment full of “alien minds” 
is of utmost importance for the patient. Often, the most 
trusted group member is the one at the top of the hierarchy; 
however, the most important conditions for earning the 
trust of the patient is being aligned with the patient’s 
inner world, and acting according to her/his expectations 
[The ongoing nurse-led POPPI trial is a good example of 
utilizing the potential of carers who are not on top of the 
hierarchy to provide psychological support for patients 
in the ICU (66)].The role of the suggestive technique of 
“pacing-leading” (see Box 1) is to provide continuity and 
trust between the former and the new group. Using this 
strategy, a patient is better able to accept what the carer 
gives, attune to it, and use the seeds of support provided to 
grow an entire tree of competencies and support (48). 

This approach can be very powerful and leads to 
improvement, even with a limited number of sessions. The 
effectiveness of the approach can be well demonstrated by 
cases from the clinical practice of the first author, AKSz. As a 
psychologist in the ICU, she treated a man on one occasion 
only, and told him to switch his brain to a channel where 
something agreeable would happen while he was recovering 
in the ICU. After 2 weeks of ventilation and anaesthesia, 
he was surprised to wake up in the ICU because he had 
experienced being on a two-week fishing trip. Another 
lady felt that AKSz was her unremitting guardian angel for 

a month, when in reality they had only met 3 or 4 times.  
Both of these patients had successfully recovered.

While communicating with the patient, we are aware 
of the fact that many aspects of our presence, not only our 
words, act as suggestions. Taking advantage of this, we strive 
to activate the patient’s spontaneous response processes by 
stimulating their inner source of wellbeing, namely their 
healing and calming thoughts. This type of communication 
helps the client to find a new and reassuring frame for her/
his situation. Evoking one sensory modality of a past event 
can result in the automatic activation of other modalities 
of the same event or memory. Therefore, by evoking a 
good memory, the comfortable state of the body which 
accompanied the event is evoked at the same time, helping 
the body to return to a more agreeable state (67,68). Again, 
we interpret this as a suggestive effect, whereby feelings 
and ideas involuntarily evoke other related feelings, ideas, 
and bodily processes. This cascade of associations happens 
automatically, without the presence of a skilled therapist. 
Thinking in this framework can be used to explain not only 
the effects of words on physical and mental well-being, 
but also those of the environment, context, ideas, and 
mental states. The PSBPS techniques allow control over 
this process by guiding the patient towards more positive 
association chains, or by minimizing the effects of negative 
ones. By providing a positive narrative or interpretation 
of the patient’s experiences and bodily sensations we can 
guide the chain of association. For example, instead of 
interpreting strange sensations as pain and signs of illness, 
we might focus on the intensive work of the body as it 
moves toward recovery. A solid positive narrative may be a 
protective factor against PTSD and might nudge the patient 
toward post traumatic growth. 

 Studies indicate that some forms of semantic information 
processing remain intact in unconscious patients (69,70). 
Our studies also indicate that starting PSBPS with patients 
early, while they are still unconscious, can lead to better 
results than waiting for the return of consciousness before 
starting treatment (36). In our clinical experience, patients 
sometimes repeat the words they hear while unconscious, 
treat us as if we are familiar upon regaining consciousness 
(71,72), or give indications of recognition while in a coma 
vigil. For example, a patient who was blind after an extensive 
stroke, and thought to be completely lacking consciousness, 
could learn to communicate through hand-pressing, and 
started crying at an emotional part of a conversation. How 
reassuring would it have been for him to be treated as if he 
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were alive by someone?
Reasonable quality of life and well-being can be 

maintained, even when there is no chance for a long life. 
Even the last minutes of life can be very valuable if they are 
used well. Furthermore, as death is our final life crisis to 
resolve well (1,73,74), it’s important what happens in these 
moments, whether we are in the ICU or elsewhere. But, 
the constantly busy ICU staff often views spending time 
with dying patients as a waste. In reaction to this attitude, a 
colleague working in hospice said: “in hospice, when everybody 

is busy, we will even direct the cleaning lady to hold the hand of 
the dying one.” The ICU staff can view death as an event 
which consists mainly of fear and suffering, rather than an 
opportunity to say farewell to loved ones and the world (75), 
which can be damaging to the mental hygiene of the staff 
themselves. It is better to encourage the dying patient to 
relax and exploit every minute, allowing both patient and 
staff to learn something reassuring about death. See Box 2 
for case examples.

Often our only task is to clean up the inner psychological 

Box 1 Principles to create suggestions 

Principle Description

Establish rapport and cooperative 
relationship

When realizing and satisfying the real needs of the patient it is easy to develop rapport quickly

Create positive expectancy By being confident that the suggestion works

Law of reversed effect The harder one consciously wants to do something, the more difficult it becomes to succeed—e.g., to 
fall asleep

Repetition of suggestion The same message can/should be repeated several times, e.g., three or four times

The principle of successive 
approximations

Allow time for the development of the response, don’t expect an immediate result. For example, say 
“Soon you’ll sense a softness starting to develop in that hand … you can begin to wonder just when 
you’ll first sense a sensation of relaxation … and that hand is becoming relaxed”

The law of dominant effect Connect suggestions to the people’s emotions

The carrot principle Instead of pushing people from behind, motivate them from the front, attracting them toward a goal

The principle of positive wording 
of suggestion

Instead of saying: “You won’t eat sweets (or anything else) very often” you may suggest, “You will 
protect your body, treating it with kindness and respect …”

 The principle of positive 
reinforcement:

Give verbal and/or nonverbal reinforcement: “good”, “uhumm”, etc.

Create an acceptance or yes-set Using truisms, undeniable statements or facts, make it difficult not to continue responding affirmatively 
to the suggestions that follow

The principle of interspersing and 
embedding suggestions

Within stories, anecdotes, or tales

The principle of utilizing the 
partner’s cues

Language patterns, or non-verbal manifestations

The principle of confirming the 
acceptability of suggestions

Obtain any kind of commitment that will increase the likelihood of accepting subsequent ideas

The principle of visualization of 
the desired effect

A visual image of the desired effect enhances the potency of the suggestions

Use the word do, rather than try Trying implies doubt. Instead of “Try to raise your hand” say, “Please raise your hand”

Pacing-leading The essence of this technique is that before giving the key-suggestion we follow the patient’s lead: e.g., 
(Pacing:) “I see you are very frightened, no wonder, all this happened so unexpectedly… you need 
some time to settle your thoughts and feelings.” (Leading:) “Let’s see how the treatment can help your 
earliest recovery.”

Source: (1).
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environment of the patient, to help him/her establish goals. 
For example, one of the old male patients on AKSz’s ward 
became catatonic one day. AKSz realised that because the 
catatonic state had developed in the ICU, staff at the ICU 
were also the ones who could break it. After the patient 
had been catatonic for half a day, AKSz started a kind of 
de-hypnosis and isolated the patient from the stimuli. 
Within a few minutes the patient established contact. The 
patient revealed that while in catatonia, he had horrible 
nightmares. It is not certain whether his life was extended 
by breaking the catatonia and ending the nightmares, but 
his remaining lifetime became a life worth living. Many 
of the patients admitted to the ICU are at the end of 
their lives. So the goal can’t be the restoration of former 
functioning, either physically or psychologically. As we can 
see from the above mentioned cases, the psychologist can 
restore the patient›s courage, dignity and ability to make 
personal decisions, during recovery and in the process of 
dying. AKSz cites many cases when after a long treatment 
with no improvement, a patient could either die or recover 

after having the chance to look at her/his global state (71). 
This can even occur while a patient is in a coma vigil. We 
believe that open and positive communication likely enables 
patients to make their own decisions, and to choose life 
or death. We think that our finding, which shows that the 
length of recovery and the process of dying were shorter 
due to PSBPS, complements and supports this idea.

The main contribution of our work is to point out 
that we are evolutionarily wired social beings in need of 
a protective relationship. If this inherent characteristic of 
our patients is not taken into consideration, treatment is  
25–30% longer, mortality may increase, costs increase, 
quality of life may decline because of physical and 
psychological iatrogenic effects. Furthermore, the patient 
will have a greater risk of developing PTSD following 
treatment. If, however, these psychological and social needs 
are provided for, then the patient may progress in his/her 
own way, be it recovery or farewell to life. Meeting these 
needs contributes not only to a better quality of life, but 
also to a better quality of death. 

Box 2 Case descriptions (from the practice of AKSz)

Case Case description

Case 1 A dying, but conscious, man in the ICU. The nurse is tense because the man is talking about his fear of death and she 
doesn’t want to be the person telling him he is actually dying, so she wouldn’t contact with him beyond the basic nursing 
tasks. Since a bad certainty is better than ambiguity, the patient calms down when I admit his death is coming. He’s sad 
because of the emotional distance the nurse is keeping, as they had a good relationship in the past

“It is unbearable for us not to be able to help you to have a much longer life. However, what we can do is to help you feel 
better. What would you like?”—I say

“To recover.”—comes the straight answer. But it’s impossible. So, we find an appropriate and attainable objective: recalling 
memories and experiences which he feels were worth living for. As I come back to him from time to time, he keeps stroking 
my hand, acknowledging my presence without the need for him to open his eyes. Later, we are talking with the nurse about 
the patient standing beside his dead body. It was a moment of calmness for all of us

Case 2 If the staff can’t bear death, it can lead to other difficult situations. An old patient with progressive muscle degeneration 
was alive only by respirator. The doctors asked me to motivate him to co-operate with the treatment because without 
it, he would die. We concluded that although his body had given up, his soul and his cognition were still functioning. He 
was surprised by, and grateful for, the positive thoughts and memories his mind provided in the absence of his bodily 
functioning. But, because he was an industrial worker who lived most of his life in the physical dimension, he was able to 
sort out the spiritual and mental dimensions of his life in a matter of days, after which he decided that he wished to die. One 
doctor, not able to bear this situation, lied to him that he would recover. As a result, he wait patiently. When I told him the 
truth, after 100 days of hospitalisation, he died the same afternoon. But as he was “sentenced to live”, he was resuscitated, 
giving even less purpose to his doctors until his death two weeks later

Case 3 It’s important to notice, when a patient expresses a wish to die, that she/he’s often just too desperate to find a goal. An 
elderly lady finds herself too old to live and is not motivated to go home. This attitude gives her a weak chance to survive 
in the ICU. The only common goal we could find was dying without the tracheotomy tube. After one week she left the ICU, 
and 2 weeks later she could walk alone. Step by step, she found something worth completing before she dies
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Speaking about death and dying

We can speak directly or indirectly about death and dying (1).
A large majority of terminally ill patients (about 80%) 

are not afraid of death, but they may fear the process of 
dying: Patients are afraid of the prolonged dying process, 
especially if it is full of pain and suffering (76). Fortunately, 
these aspects can be managed—among other things—by 
well formulated suggestions.

Contrary to the common preconception, most patients 
find that open communication, and talking about death is 
very important, as it provides satisfaction and rest (8). It is 
recommended to use the words “death” and “dying” when 
discussing end of life issues, instead of the euphemistic 
phases ‘poor prognosis’, or ‘things look bad’ [(77), p. 102]. 

A report of a nurse who was engaged in the treatment 
of an ICU patient illustrates the possibility of open 
communication about death. The male patient in his 30s 
expressed his wish not to be on a ventilator (after 6 weeks 
of mechanical ventilation): “I told him at the time that ‘you 
understand that means that you would probably die’ and he said, 
‘yes I know that’.” [(78), p. 298].

When the patient raises the topic of death, we can 
elaborate on it by inquiring about the motives underlying 
their initiatives (before or after giving answers to the direct 
questions). For example, a technique reported by a nurse 
in a study on discussing end-of life issues: “I am going to 
die?”—‘Well, what makes you ask that question?’… or: “How 
long have I got?” ‘What makes you ask this?’ [(79), p. 139]. 
These “turning-back” questions may start a deep and rich 
communication tailored to the actual needs of the patients.

With indirect communication it is still possible to address 
the topic of death and dying with those patients who do not 
want to discuss their prognosis.

There are a great many possibilities to express that death 
is a normal part of our lives. 

Some suggestive techniques based on images or themes 
that may be helpful in this regard include the following:
 Circles of life, seasons, falling leaves, as they enrich 

the ground, thus supporting the new cycle, etc.;
 Some patients would like to contact a religious 

consultant;
 “My grandfather just started to plant grapes now. He is 77...”;
 Ebb and flow, big storms, the waves of the sea, 

sunrise/sunset—all lend themselves to speaking about 
the inner, profound laws and processes of nature. In 
this context, death also appears as a phenomenon that 
has its own laws.

Usually the consideration that the next generation (our 
children and grandchildren) follow us, or that the world 
became richer by means of our contributions (books, 
theories, methods, teaching, houses, meals, gardens, etc.) 
gives a sense of peace and satisfaction to many patients. 
By simply talking about close relatives and/or “results” of 
actions, the patients may come to realize the richness of 
their lives, and consequently accept death more easily.

Discussion

As illustrated above, therapeutic suggestions can assert 
a clinically meaningful effect that can seriously improve 
the well-being and quality of life of patients by facilitating 
effective symptom management and a reduction in required 
medications. 

Using PSBPS to support ventilated patients in the ICU 
reduced their opioid and sedative requirements by 65%, 
and decreased time spent on mechanical ventilation from 
232 hours on average to 85 hours on average, resulting in a 
substantial increase in patients’ capacity to make informed 
decisions and communicate (37,38). 

The method of therapeutic suggestion, used as a simple 
communicational device, can easily be incorporated into the 
everyday work in a clinical environment and can be readily 
learned by the entire medical and nursing staff. 

The more people who adhere to this style of communication 
(i.e., doctors, nurses, physiotherapists, psychologists, and 
other staff members), the more a beneficial effect can be 
expected. This is especially true when the communication is 
individualized, custom tailored to the special requirements 
of the patient and the personal style of the caregiver. See 
Box 1 for a summary of key principles to create suggestions. 
Box 3 lists possible techniques to elicit non-pharmacological 
pain control.
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