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a) meditation causes a more general-
ized hypometabolic relaxation
state than biofeedback

b) meditation is effective in reducing
stress and tension )

¢) meditation is effective in
decreasing essential hypertension

d) meditation is the treatment of
choice for every patient with a
stress-related problem

e) meditation is an attention-
focusing strategy effective in
reducing cognitively related stress

5. The relaxation response, hypothesized

by Benson, refers to:

a) a refinement of the General Adapta-
tion Syndrome described by Selye

b) an innate response of the body,
producing a hypometabolic
state opposite to that posited
by Canon

¢) a fight or flight response

d) an effect produced by only one
type of relaxation strategy

e) a technique effective only for
minor stress problems

Answers on page 64

"m“’ It has been suggested that between
50% and 70% of pati€nts seen by family phy-
sicians have an illness that is either stress
induced or exacerbated by stress.! Evidence
also exists that stress is associated with
increased utilization of health care? and
with increased morbidity.? As medical spe-
cialists who recognize and advocate treating
“the whole person,”* family physicians in
particularly need to be sensitive to the exis-
tence of stress-induced or stress-compounded
diseases.

The authors have considered ways in
which the physician can identify stressful
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events that may be exacerbating disease
and nonpharmacological strategies that
may alleviate stress. The patient can either
be taught these strategies or can be given a
well-informed referral.

Drugs should be used as a complement to other
therapeutic measures, rather than as an end in
themselves.

-l.;e emphasis on nonpharmacological ap-
proaches here is not intended to exclude the
use of drugs, but merely to view them as an
alternative. At times drugs may be essential
in treating patients with anxiety, tension,
or other stress-related reactions. But medi-
cation can become an end rather than a
means to reestablishing the equilibrium to
deal with necessary lifestyle changes. More-
over, research indicates that medication
may become a problem due to side effects,
addiction, or dependency.5®

There are several advantages to a non-
pharmacological approach. Besides allevi-
ating the symptoms of stress, it can be used
to effect positive lifestyle changes. For ex-

- ample, patients can be taught that misper-

ceptions may cause them to “reflexively”
activate their emergency response systems
at inappropriate times.

The techniques can be learned by the phy-
sician and are easy for the patient to learn
as well. They can provide the patient with a
sense of competence and the calm peaceful-
ness associated with relaxation. There are
few adverse side effects.” For patients with
many problems, like the psoriasis patient
with a sleep disturbance, the effects of some
of these techniques are nonspecific. Thus
several different conditions may be posi-
tively affected by the same treatment.
Finally, nonpharmacological strategies
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tent problems such as hypertension.!?
Moreover, relaxation of one muscle group
(e.g., relaxation of the frontalis muscle for
headache) does not necessarily generalize to
other muscle groups.?>?! More relaxation
of a particular area but less overall relax-
ation is achieved than with meditation.

Which type of biofeedback is better for
which type of clinical problem is still be-
ing examined, although it has been estab-
lished that temperature biofeedback is more
effective for certain types of headache.?223
Still a matter of concern is whether control
established in a laboratory can be achieved
in the natural environment where no bio-
feedback equipment is available.192°

Autogenic training involves statements
that an individual makes internally: “My
hands are feeling warmer.” “My heart is
slowing down.” They are designed to develop
relaxation sensations in various parts of
the body. Often autogenic training is used
in conjunction with biofeedback.

Progressive relaxation, developed by
Jacobson,? involves telling the patient to
tense and then relax large and small mus-
cles, progressing, systematically from one
end of the body to the other. Cues are given
along the way to alert the patient to the
contrast between tension and relaxation
and to identify the warmth and heaviness
of the relaxation experience. This tech-
nique is sometimes combined with positive
imagery and visualization techniques to
enhance relaxation.

Systematic desensitization is often used
in conjunction with deep muscle relax-
ation.?® It may be used to address un-
healthy panic or an anxious response. The
individual is instructed to list a hierarchy
of anxiety-producing or stress-inducing
events and is then taught to combine sys-
tematically the visualization of these
with a state of deep muscle relaxation.

Hypnosis is experiencing renewed popu-
larity in medical settings,?® although re-
searchers and practitioners still disagree
on an all-encompassing definition. Some
maintain that hypnosis produces an altered-
state trance experience; others assert that
most achievements accomplished with hyp-
nosis are in the range of normal human
capabilities so the concept of trance is un-
necessary. In any event, hypnotic techniques
involve, to a greater or lesser degree, sug-
gestibility, deep relaxation, placebo effect,
and intense transference. Hypnotic induc-
tion may include cognitive statements, at-
tentional focus (e.g., on the palm of the
hand), and sometimes imagery.2”

Hypnosis may be therapist-induced or
self-induced, and may be direct or indirect.
The ability to experience hypnotic sugges-
tion depends on the person’s response, which
some believe to be a relatively stable at-
tribute.?® Others suggest that hypnotic
susceptibility can be learned.?® With re-
spect to stress, hypnosis can produce feel-
ings of calm and tranquility.

Behavioral self-management techniques
are derived conceptually from social learn-
ing theory. The initial self-management
strategy is self-observation,?® a technique
designed to teach the patient to monitor
his or her own behavior in relation to the
environment. For example, behavioral self-
observation can be used to help the patient
become aware of his or her specific response
to stress: physiological cues (tension in
the neck, sweaty palms), cognitive state-
ments (“I feel out of control, helpless”),
and images (visualization of falling or dis-
integration).

The individual is then instructed to ob-
serve the persons, events, places, thoughts,
and feelings that trigger stress, and the
consequences—how he or she copes with
stress regarding eating, drinking, avoidance,
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or depression. At this point, the individual
may be instructed to practice a variety of
coping?!3° techniques, specifically tailored
strategies that focus on a more beneficial
rearrangement of cues and consequences.
These techniques include environmental
planning (rearranging the environment)
and behavioral programming (appropriate
reinforcement and punishment).?!

In coping strategies, the individual learns
to make stress a cue for relaxation rather
than anxiety. Then he or she practices stress
inoculation,3® which emphasizes modifica-
tion of internal dialogue through practice.
The goal is to modify stress-related reac-
tions by talking differently internally, sub-
stituting analysis and relabeling for the
panic reaction.

Multimodal behavior therapy attempts to
cover the wide range of variables control-
ling any disorder in a systematic fashion.
Lazarus’ BASIC ID32 addresses seven areas
(which make up the acronym) applicable to
stress-related intervention: behavior, af-
fect, sensation, imagery, cognition, inter-
personal relations, and drugs.

Paradoxically the patient may view stress as

beneficial. The physician’s evaluation of mo-
tivation, therefore, is an important aspect of
treatment. g

Before introducing any of the strategies
mentioned above, it is necessary, at least
informally, to assess patient motivation.
Does the patient want to decrease or man-
age stress? Some people may feel that stress
is the “glue” that holds them together, or
they may fear the effects of not having stress
as a motivation. Stress reactions, or the ill-
nesses exacerbated by stress, may have a
secondary gain. Moreover, the patient may
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resist change, despite apparent misery, be-
cause of the attention he received from an
otherwise preoccupied family.

The concept of self-control implies indi-
vidual responsibility. The old model of the
dependent, passive patient and the omni-
potent physician is antithetical to the em-
ployment of self-control skills.3® However,
the physician must use his or her tradi-
tional high status to support the importance
of self-responsibility in the health-care
process.

Successful self-control strategies, indeed
any successful medical regimen, depend in
part on the patient’s rapport with the phy-
sician.?* By adopting a warm, sincere, and
empathetic attitude toward the patient, the
physician can facilitate teaching these skills
and encouraging their practice. Attention
to “the whole person”3® stimulates the de-
velopment of individual responsibility and
successful adoption of the strategy.

Generally, if the patient appears depend-
ent, with a high locus of external control,
the physician needs to take a stronger pos-
ture in teaching self-control.>® He may also
have te work on the patient’s belief in his
own ability to master himself and his en-
vironment.?” The physician should also as-
sess the patient’s attitudes toward the dif-
ferent self-control strategies being consid-
ered. The techniques described have gone
through popular phases and are generally
known. Some patients may not like the sci-
entific precision of biofeedback, whereas
some may be attracted to it for this reason.
Similarly, the terms hypnosis and medita- .
tion may evoke positive or negative re-
sponses. With the few exceptions mentioned,
all self-control techniques appear to work
equally well. All work better than a pla-
cebo, but none is better than another.!*
Therefore the patient’s attitude is a factor
in the choice of a strategy.
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Specific therapy is recommended for specific
kinds of stress.

One reason for the effectiveness of these
strategies is that they involve attention,
cognitive statements, and imagery. A gen-
eral antistress response has been posit-
ed:"3® It seems that self-control tech-
niques share a common denominator—that
is, all promote a psychobiological response
antithetical to the stresses of daily living.
Generally, selection of a particular tech-
nique depends on the individual practi-
tioner’s familiarity with it, pragmatic consid-
erations (access to biofeedback equipment,
for example), and the patient’s attitude.

Preliminary research indicates, however,
that the following strategy differentiations
can be made: (1) For detecting a relation-
ship between the patient’s environment and
stress, behavioral self-observation is the
treatment of choice.?! (2) For tension head-
ache, the electromyogram type of biofeed-
back is the treatment of choice, and for mi-
graineitistemperaturetraining.?23%(3) For
general relaxation, use meditation; for a
specific stress area, use biofeedback.?° (4)
For cognitive stress, hypnosis or meditation
appears more effective than a somatic strat-
egy.*? (5) For somatic stress, exercise or pro-
gressive relaxation appears to be most ef-
fective.*® (6) For a patient whose response
is primarily auditory, a visual feedback
stimulus is preferable when using biofeed-
back. When using meditation or hypnosis,
an auditory stimulus is preferred.*!

In addition to assessing initial motiva-
tion, the physician should be sensitive to
decreasing motivation and negative expe-
riences. Onceinitial enthusiasm forthetech-
nique is dissipated, patients may not struc-
ture practice periods unless they receive

continuous encouragement and attention
from the physician.®® Also, because neg-
ative experiences occasionally occur (feel-
ings of sadness, depression, withdrawal,
unpleasant images), the physician must be
vigilant in monitoring the self-control prac-
tice and dealing with it. If the disturbance
appears severe, referral for psychotherapy
may be indicated.

Maintaining the self-control behavior may
often be facilitated by the pleasurable na-
ture of the experience itself, or by reduction
in symptoms. It may be useful to enlist the
family or social contacts as support. It is
often possible to make the practice of medi-
tation or progressive relaxation a family
exercise, which may improve family har-
mony. Setting up a contract with the cli-
ent*? giving specific instructions and re-
minders*? also ensure compliance.

Noone strategy isright for every patient.
Physicians, as scientist-observers, must
evaluate the efficacy of the self-control
strategies carefully. Is the patient follow-
ing instructions? Adhering? Making prog-
ress? If not, why not? Might not another
strategy be more beneficial? How will a
decrease in stress in one family member
affect the entire family? These and similar
questions deserve careful attention, and will
contribute to a more complete science of the
clinical management of stress. §

RECERTIFICATION POST-TEST

1. On the Holmes and Rahe scale, an in-
dividual who scores below 150:
a) will almost certainly not develop
signs of physical illness over the
next six months (0% to 10% chance)
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b) has a 25% to 75% chance of
developing a health change in six
months

¢) has a 30% chance of developing a
health change in two years

d) none of the above; there is no cor-
relation between life events and
illness

e) has a 90% chance of developing a
health change over the next six
months

. The treatment of choice for primarily
cognitive stress is:

a) exercise

b) exercise plus deep muscle relaxation
¢) progressive relaxation

d) hypnosis or meditation

e) all of the above

. Which statement about behavioral self-
management is false?
a) it involves self-observation
b) it is more effective with hyperten-
sive patients than hypnosis
¢) it emphasizes both environ-
mental planning and behavioral
programming
d) it is based on social learning theory
e) it has been used successfully
with stress-related problems

. The antistress response refers to:

a) the relaxation response

b) a refinement of Selye’s General
Adaptation Syndrome

¢) psychobiological responses
antithetical to the stresses
of daily living

d) stress inoculation training

e) the fight or flight response

. One drawback in biofeedback is:
a) it is not effective with cyclic
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disorders .

b) it is too complicated for the
average patient to understand

¢) it is just the same as meditation

d) techniques learned in the laboratory
often do not generalize to the
natural setting

e) it only provides generalized
muscle relaxation

Answers on page 64

REFERENCES

10.

11.

12,

13.

14.
15.

16.

17.

18.

19.°

20.

. Pelletier K: Mind as Healer, Mind as Slayer. New York,

Delacorte, 1977.

. Roghmann KJ, Haggerty RJ: Daily stress, illness, and

use of health services in young families. Pediat Res
7:520-526, 1973.

. Leir L (ed): Society, Stress and Disease. London, Oxford

University Press, 1971.

. McWhinney IR: Family medicine in perspective. N Eng

J Med 293:176-180, 1975.

. Coates T, Thoresen CT: What to use instead of sleeping

pills. JAMA 240:2311-2314, 1978.

. Bakal DA: Psychology and Medicine. New York,

Springer, 1979.

. Benson H: The Relaxation Response. New York, Wil-

liam Morrow, 1975.

. Selye H: Stress Without Distress. Scarborough, New

American Library, 1974.

. Lazarus R: Psychological stress and coping inadaptation

and illness. Internat J Psychiat Med 5:321-333, 1974.
Raskin JG, Struening EL: Life events, stress, and ill-
ness. Science, 1013-1020, 1976.

Shapiro D, Giber D: Meditation and psychotherapeutic
effects. Arch Gen Psychiat 35:294-302, 1978.
Mahoney MJ, Arnkoff DB: Self-management, in Pomer-
leau OF, Brady JP (eds):. Behavioral Medicine. Balti-
more, Williams & Wilkins Co., 1979.

Benson H, Beary JF, Carol MP: The relaxation re-
sponse. Psychiat 35:37-46, 1974.

Shapiro D: Meditation. New York, Aldine, 1980.
Shapiro D: Precision Nijrvana. Englewood Cliffs, NJ,
Prentice-Hall, 1978.

Pribram K: Languages of the Brain. Englewood Cliffs,
NJ. Prentice-Hall, 1971.

Smith J: Meditation as psychotherapy. Psychol Bull
82(4):558-564, 1975.

Brown R: Stress and the Art of Biofeedback. New York,
Bantam Books, 1978.

Holroyd KA: Stress, coping, and the treatment of stress-
related illnesses, in MacNamara JR (ed): Behavioral
Approaches to Medicine. New York, Plenum Press, 1979.
Schwartz GE: Biofeedback as therapy. Amer Psychol
28:666-673, 1973.




R

21.
22.

23.

24.

25.

26.

27.

28.
29.
30.
31.
32.
33.
34.

35.

36.
317.

38.

39.

40.

41.

42.

43.

Schwartz GE, Shapiro D (eds): Consciousness and Self-
Regulation, Vol. 1. New York, Plenum Press, 1976.
Budzynski TH et al: EMG biofeedback and tension head-
ache. Psychosom Med 35:484-496, 1973.

Costa FX, Yamamoto J, Wilcox SA: Application of elec-
tromyographic biofeedback to the relaxation of schizo-
phrenic, neurotic, and tension headache patients. Con-
sult Clin Psychol 46(2):383-384, 1978.

Jacobson E: The two methods of tension control and
certain basic tchniques in anxiety tension control, in
Kamiya J, et al (eds): B iofeedback and Self-Regulation.
Chicago, Aldine-Atherton, 1971.

Wenrich W, Dawley H, General D: Self-Directed Sys-
tematic Desensitization. Kalamazoo, Mich: Behavior-
delia, 1976.

Frankel FH: Hypnosis and altered states of conscious-
ness in treatment of patients with medical disorders, in
Karasu TB, Steinmuller RI (eds): Psychotherapeutics in
Medicine. New York, Grune & Stratton, 1978.
Zimbardo P, Maslach L, Marshall G: Hypnosis and the
psychology of cognitive and behavioral control, in Fromm
E, Shor RE (eds): Hypnosis. Chicago, Aldine, 1972.
Tart C: States of Consciousness. New York, Dutton,
1975.

Mahoney MJ, Thoresen CT: Self-Control. Monterey,
Calif., Brooks/Cole, 1974.

Meichenbaum D: CognitiveBehaviorModiﬁ'cation. New
York, Plenum Press, 1977.

Thoresen CT, Mahoney MJ: Behavioral self-manage-
ment. New York, Holt, Rinehart & Winston, 1974,
Lazarus A: Multimodal Behavior Therapy. New York,
Springer, 1976.

Shapiro J, Shapiro D: The psychology of responsibility.
N Eng J Med 301:211-212, 1979.

Antonovsky A: Health, Stress and Coping. San Fran-
cisco, Jossey-Bass, 1979.

Baker EM, Cassatta DM: The physician-patient rela-
tionship, in Taylor RB (ed): Family Medicine. New York,
Springer-Verlag, 1978.

Housten BK: Control over stress, locus of control, and
response to stress. JJ Pers Soc Psych 21(2): 249-255, 1972,
Glass DC: Stress, behavior patterns, and coronary dis-
ease. Amer Scien 65:178-187, 1977.

Stoyva JM, Budzynski TH: Cultivated low arousal—an
anti-stress response, in DiCara LV et al (eds.): Biofeed-
back and Self-Control. Chicago, Aldine, 1975.

Glueck BC, Stroebel CF: Biofeedback and meditation in
the treatment of psychiatric illness. Comp Psychiat 16
(4):303-321, 1975. :

Schwartz GE, Davidson R, Boleman D: Patterning of
cognitive and somatic processes in the self-regulation of
anxiety. Psychosomat Med 40:321-328, 1978.
Davidson R, Schwartz GE: The psychobiology of relax-
ation and related states, in Mostofsky DI (ed): Be-
havioral Control and Modification of Physiological Ac-
tivity. Englewood Cliffs, NJ, Prentice-Hall, 1976.
Kanfer FH: The many faces of self-control, in Stuart RB
(ed): Behavioral Self-Management. New York, Brunner/
Mazel, 1977.

Weiss SM (ed): Proceedings of the National Heart and
Lung Institute. DHEW (NIH) No. 79868, 1975.

ing Center, American College of Cardiology, 9111
Old Georgetown Rd, Bethesda, MD 20014. Method:
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Eleventh Annual Pediatric Postgraduate Program.
Marbella, Spain. Office of Continuing Education,
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Hyde Park, NY 11042. Method: TBD. Fee: $185.
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March 2-6
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PR. Program Coordinator, Continuing Education,
The Johns Hopkins University, Turner Auditorium,
Room 19, 720 Rutland Ave, Baltimore, MD 21205.
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UCSD School of Medicine, La Jolla, CA 92093. Meth-
od: TBD. Fee: TBD. Credit hours: 20 AMA.

March 11
Hypertension. Breese. Office of Continuing Medical
Education, Southern Hlinois University School of
Medicine, PO Box 3926, Springfield, IL 62708. Meth-
od: L. Fee: $25. Credit hours: 4 AMA.

March 11-12

A Refresher Seminar in Pediatrics for the Pediatri-
cian and Family Physician. Cleveland Clinic Edu-
cational Foundation, 9500 Euclid Ave, Cleveland,
OH 44106. Method: L, W, D. Fee: $100. Credit
hours: 12 AMA.

Northern Kentucky Seminar. Kentucky Academy of
Family Physicians, 2200 Medical Arts Bldg, Louis-
ville, KY 40217. Method: L, Sem. Fee: $20. Credit
hours: 8 AMA.

March 12

Gynecology Symposium. J acksonville. Office of Con-
tinuing Medical Education, Southern Illinois Uni-
versity School of Medicine, PO Box 3926, Springfield,
IL 62708. Method: L. Fee: $25. Credit hours: 4
AMA.

March 12-13

Gland Rounds (What's New in Endocrinology). Office
of Continuing Education, Washington University
School of Medicine, Box 8063, 660 SEuclid, St. Louis,
MO 63110. Method: L, W, AV. Fee: $150. Credit
hours: 13 AMA, 13 AAFP Prescribed.

March 13
Traumatized Hand. Office of Continuing Medical
Education, Southern Illinois University School of
Medicine, PO Box 3926, Springfield, IL 62708. Meth-
od: L. Fee: $25. Credit hours: TBD.
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