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ABSTRACT S

Even though fibrositis has long been considered to be

one of the most common forms of the rheumatic disorders,

little is known about its etiology or treatment. Various

©

studies have postulated that ekcessive stress exacerbates
the symptoms of fibrositis and that stress management
tecﬁniques may therefore be effective in treatment. So

far few studies have been conducted thét‘test this

hybothesis. This study attempted to address such an issue

by.investigatidg‘the effects of stress'management traiﬁing
on the following symptoms of fibrositis: teﬁder’point
sensitavity, thé subjective experience of pain; and sieep
integrity. The subjects' levels of anxiety-and depression
were also monitored; | |

Three subjects participatéd in the research project"
that utilized a single-subject multiplevbaseline across *
subjects design. Three types of data were collected:

paper and pencil measures, including the State-Trait

Anxiety Inventory, the Arthritis Impact Measurement

les, the Beck Depression Inventory, the McGill Pain

Questionnaire, and dolorimeter readings. These dafa were

‘collég&?d at study entry, pretreatment, posttreatment, and

at study end. Subjects also.monitored throughout the

study their daily pain ratings, nightly sleep patterns,

. medication intake, and physiological responses to the

relaxation practice sessions. Treatment consisted of six

-
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~weeks of training in stressor. and stress response’

o

identification and in relaxation techniques.

Participarts in the Studf reported an increased

ability to relax during the course of the trestment.' This

ks

was evident in thelr self- monltored phy51ological
R i &

responses to the relaxation practice sess >~ However,

'

no overa%l decrease in the target sympt ms of any sf the‘
subjects was demanstrated by‘;he dépendeﬁt ﬁeasurgs. Each.
subject expressed difficultj with the assignments in the
‘ traininé program that fos;ssed on learhi?g to become aware
of physiologicsl indisators of stress and pacing sf daily-'
activities. Implicstioss and future reSearcg directions

: s
are presented.

%
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“CHAPTER 1

14

Fibrositis has long been considered ts be one of

the most cemmon forms of the rheumatlc dlsaxders (Graham

1953; lenefelter. 1972) vaen though fibrositi's has

been retpgnized as a distinct clinical syndrope éiﬁpe’
1904 (Cdgers, 1904)-it remaiﬁs,a_medig&l chéllépge.: Its
Jiagnogtic éfitétia'areﬁstiil\debated (Reynoidé,'LQBZ;
Yunus, Haéi,'Célabro. Hiller,~&,Feigenbaﬁm, 1981), its

eliologyland pathogenesis remains.unknown (Simons, .1976),

and the recommended treatments are numecrous,

inconsistent, and demonstrate various dégrees of efficacy

'(Siméns, 1976).

The‘fibrési;is syn&;ome is characterized by

" chronic, generalized aches and pains, exhaustion, and
increased tenderness at specific body sites (Smythe,
1979; Yunus et al., 1981). The symptoms é}% ﬁsually
\exacerbated by several mo&ulators inﬁluding'cold.
humidity, too much or too littlé activity, aanxiety, ana
fatigue (ngons. 1976' Smythe, 1979 Yunus et al.. 1981).
The patients' well preserved mus&ulature is in noticable

contrast to their contlnual complalnts of pain and

dlsa\1lity (Smythe\ 1981) The syndrome is considered

. o

ptimary when there Bs no known cause or contributory

disorder (Yunus et ai\. 1981). It is considered

| 3



~secondary when there is an identifiable'dssbciated.;rauMa

Ny T

‘or disease state (Smxthe} 1981).

There is.still debate over what constitutes the

-

spééific diagnoéticycriteria'for fibrositis. In 1977
Smythe (Smythe & Moldofsky, 1977) attempted to establish .

e e -firmer diagnostic criteria for fibrositis. These were

g
S YO .

further refined by Smythe (1959) and by'funusra;d is : ’
collegues;(YunUS et éi., 19Bf).i They g%zided t |
diagnostic.criterié into three major‘cafegorie§;
obligatory criteria, majorkcriterion, and minorrcritefia{v
There were two obligatory critér%a;- The fi;st;%gs the

presence of generalized aches and pains or prominent

——-.—g‘

stiffness involving three or more anatomical sites for at
v

least three months. The second was the absence of , . P

secondary causes (traumatic, rheumatic, infective,

_

endoc¢rine, or malignant), and normal laboratory tests and

- — e, i . . . e
roentgenograms. The major criterion was the presence of. L

at least five typical and consistent tender points. The
S : . ) :
minor criteria consisted of ten types of symptoms:

modulation of symptoms'by weather factors; aggravation of

symptoms by anxiety and stress;bpoot sleep; generalv s o

farigue or tiredness;‘anxiety;‘chrqnic headache;
' :iTritable bowel syndrome; subjective\gwelling; and
numbness. For a diagnosis of primary fibrositgsfgii

patients must satisfy the’ two obligatory criteria, as
well as the Eijgf/criterion, plus at least three minor

- . It

L - v B P
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'1979),M_Ihe/5fob1em with fibrositis arises

. el

./.:2;"’/7/777 - ]

criteria. If the patient has onlytthree,dr'four tendér

—

p01nts, then the authors suggest that five .minor. criteria

"

need to be met.

F1br031tls is a benign- cond1t16h wh;\h may have

exacerbatlons and remissions (Yunus ek al., 1981)

Excellent general health can be expected and muscle bulk

and passive movement-of thg joints remain normal ythe,"

en-pain and

exhaustion lead to failing performance and the patient

.

becomes less agtivé/(Smythe,71979). ﬂnxietyAandf
depression can result'whiah may lead to a further

decrease in activity and an increase in symptoms. A

- L

vicious ¢ircle'is then established.

=

As in any phyaical disturbance paychological

variables probably contribute to the experience of the’

— - N .
fibrositis syndrome. Unfortunately there is little, if

Rt
P

any, empirical evidence at this time to indicate what

“ these variables ma& be and to what'extent they act as

symptom.modulators. There is however eggugﬁ/data to

justify formulating a hypothesis that certain

psychological variables acerbate the symptoms of

fibroSitis://EBpué/gi/ai. (1981) found that the 7 ’
' Py

o

f1brosltls patients differed 31gn1f1cant1y from the

control group in veported anxiety. Seventy percent of

the subjects reported being unduly anxious and in 68%

symptoms were reported to be made worse by anxiety and

i
<
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mental states (mental states was undefined). Anxiety

correlated‘wi;h slee% prob{ems, headaches, irritsble-
bowel syndfome,/TBWfback péin, and tender points at phe;
/pssterior—iliQC'crest and the lumbar spine. ihe drawback
with thisﬂséudy is that the authors do not indicate
whether the_patients"anxisty'yas determined pprely by
anecdotal report or By recbgnized'psycﬁdmetric |

’ - o 1

instruments. _Ths same problem is found in other studies
’ .. - // -

that mention anxiety and emotional stress as symptom

exacerbators (Campbell, Clark, Tindell, Forhand, &

Bennett, 1983).

-

There are other variables that havs°the poiential
of affecting ths mood states of fiﬁroSitis‘patients, and
théerefore psssibly their symptoms. One of shese is that
fibrositis patients'haye no obsérvable signs that
validate their expressed discomfort. They s%mp}aiﬁ of
rpain and fatigue wﬁile appeafing physically hé;lthy.
Observers may therefore think the patients are

exaggerating, faking it, or just not pushing themselves

'hard'enough. The patients may begin to have the same

4
doubts themselves. Another important vargﬁ%le that must

be considered is that fibrositis patients have often beeh -
previously misdiagnosed and therefore subjected to

ineffective treatments (Campbell et al., '1983; Yunus et

-al,, 1981). Both of tﬂe above factors will af@éct the

patients' perceptions of themselves:. and their illness,



by

=
)

which in turn will affect their illness behaviour.A }hié'
proﬁeés can’lead to a number of emotional reactions
including anxiety, depression, anger of;frustration, and
5 concomitant increase in symptoms (Campbéil ét al.,
1983).

The modulating effégt.aﬁ.mood stateé in fibrositis
is recqgnised/aﬁd relaxgtion fechniqueé sufh as
relaxation training, vacations, changes of life style and\ )
increases in recreational releases are réCOmmended as
part of treatment (Simons, 1§76; Smythe, 1981; Yunus et
al., 1981). However, there is little that deécribes how'bh
tthe changes are to be accomplished, and if these
techniques actually do reduce the patients' symptoms. It
is hoped that this project will shed»m;?e empirical light )
on obe aspect of- treatment, namely the clinical benefit
of coping strategies that focus on stress management.

The major symptom of fibrositis is chronic paiﬁ.
Prior te 1965 there were two basic theories of pain,
the ‘specificity theory' and the ‘battern theory"
(ﬂelzack & Wall, 1982): In 1965 Melzack and Wall
proposed the gate control theory‘oﬁ pain that has become
the basis of modern pain theory (Lipton, 1979). It
appears to offer the best explan;tion so far‘;s to why
pain can behave so incosistently. Briefly, this theory

suggests that there are a number of mechanisms operating

in pain percegzion. It postulates that at the spinal
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- - -

cord level there is a ‘gate' that under certain

circumstances allows pain stimulation to pass through. to )
higher centres an&véiiother&times suppresses it. The

gate is not only under local control from’peripheral

nerve fibres, but is also modulated through a éentral
descending control mechanism. »Therefore cértical

activity can affect the gate and this can happen very

rapidly (Lipton, 1979; Melzack & Wall, 198277

The gate control theory of pain explains why

numerous psychological variables exert an influence on

pain and its pércepfion. It is\now well accepted that
the pain experienced is not simply affunction of the
amount of physical damage, but is dete;mihed by our
previous experience (conditioning), our.ability to
understand its causes and consequences; our cultdre,“
socf&—economic status and life circumstances, our moods,
including anxiety and depression, and our aSsessment of
our ability to deal Qifh‘the péin (Bond, 1980; Craig,
1983; Melzack & Wall, 1982; Merskey, 1974). .

Anxiety is freguently one of the accompanying mood

~states of patients who suffer from chronic pain

(Sternbach, 1974). The anxiety can be the result of

"numerous factors including anticipation of further pain

or life disruption (Craig, in press), fear of being

considered.neurotic,rfear of being denied further medical

help (Bond, 1980), fear of losing control over the pain
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and one's physical well-being (Melzack & Wall, 1982), and~
) . \';3 “ %\ . .
the stress that chr&%ic‘bain creates in interpersonal

relationships and work situations. All of these factors'i

‘are-pertinent to the experience of the fibrositis patient

~and makes them prime candidates for pdtentially high

levels of anxiéty.

- The literatﬁre demonstrates that chronically
aﬁ;ious pédble appear particularly vunerable to the
océurrence and amplification of pain (Craig, in press;
Merskey, 1974),. Durihg séressful times the body
establishes the ‘fight-or-flight' response, which leads
to an increase in muécle tension, blood‘pressure, heart
rage and adrenalin flow (Selye, 1978). Melzack and Wall
(1982) state that all of this activity feeds into the

-

nervous system producing feelings of tension and

‘irritability, and may either produce pain directly. (such

as tension‘headaches) or indirectly by facilitating
acti;ityin‘theneuron pools that project pain signals to
the brain. It'haaréiéd;beenxfpund that raised levels of
hnxiety can‘be tﬁe result of iliﬁeéé“andkpain (Stef&t?ch

)

& Timmerman, 1975). Thus a vicious circle of”éﬁxiety
increasing pain‘;;d pain increasing anxiety can be
established,

Relaxation training is n;w frequently used as: an

intervention with chronic pain. Benson (1976) has

proposed that as the body has an innate ‘fight-or-



fligh%‘ireéponse it also has an innate ‘relaxation-
responsef."He and his colleagues believe that this
response is the basis of all meditative .practices. They
suggest that relaxation reduces the activity\of'tﬁe
sympatlietic nervous system and indiuces the subjective
experience of wellfbeing. ”
Reiaxationftraining has two objeqtives;,the ”tx
reduétfgn of muscle Qénsion and thejreducﬁiqn of
'psythological .stress as a method of pain control. The
‘basis of thé relaxation approach“tolpain is the
belief that organiC“processes'ari‘relevant-and*that.they.
can be influenced by learning (Linton, 1982). Behaviours
thqﬁ are normally protective' in natdre’become a k
conditioned response to a variety of stimuli. These
behaviours are now destructive to the bbdy. ‘For example,
when the body is injﬁred the tendency is to tense the
muscles in the injured area, thereby immbbilizing i;, and
‘protectiﬁg it from further tgahma. This response is
obviously valuable in acute injury. However; if the .
muscles become chronically tense, the tension itself will
.produéz pain, which in-turﬁ creates -further tensing. A

pain-tension cy¢le is established (Linton, 1982).' One of-

the obj ives of relaxation training is to teach Q\yjp
patients to |reduce overall as well as specific muscle
tension in ofder to break the cycle.:

In the previous section it was shown that anxiety
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‘may be a primary affective component of the chroni¢ pain
experience. It is thought that relaxation training can
affect th;ee asﬁecté of this anxiety: 1) it lowers the
arousal level and thereby reduces the intensity of the
réaction; 2) 4t arrests or reversesgrising anxietyI
levels, fhereby reducing_the time it takes to dispel: the
negative effects of anxiety; 3) it reduces. the freqﬁency
of the known stressdfs in a persdn's life (Maftin,&
Heibert, 1985),.

Relaxation induction in some f&rm has become an
essential feature of many approaches tb pain management
(Melzack & Wall, 19825. Relaxakion has been used
extensively with acute pain and is ﬁ&w)becominglmore
widely used in chronic pain management. Lintbnv(1982)
completed a critical fevie; of the literature on the
behavioural treatments of éhronic benign pain other than

’

headaches. 1In the section on relaxation tethniquesvhe
concluded thafdthe data suggests that many patienté”maf
benefit from relaxation training in pain control. Some
of thghétudies included patients with @yofaséial pain-
dysf;nctionJ(Dohrman & Laskin, 1978), back pgiﬁ (Noﬁwen &
Solinger, IQZQ), arthritis (Varni, 1981), and .
temperomandibular joint: pain (Casqs, Beensterboer'&
Clark, 1982).

Relﬁxation training ha; been used to teach chronic

pain patients anxiety reduction techniques (Strenbach,



~

1974). .These techniques have been effectiverpain‘
management interventions Esnthé; help patient; deaf with
~the stress of daily living as well as with the sgzéss |
that is unique to chronic pain.

Another benefit of relaxation traininé derives from
the fact chE it 'is a self-control approach. Patients
learn it and institute it when they think fit. Russel
(1978) démonstrated that self appraisals of power or
potency are major determinants of emotional states.
Therefore the patienﬁéf}assessment of their abiiity to
control experienced or impending physfcaf—pain influences
the pain's émotional impact (Craig, in press). Melzack
and Wall (1982) state that it is possible to chanmge the
level of paiﬁ by giving people the feeling that they4ha§e
control over it.  Relaxation may aid in this as it is a

~

self-control procedure.

The Problem

The fibrositis syndrome is characterized by‘chfonic,
generalized aches and pains,'éxhqustion and increased
enderness at speéific bddy sites (Smythe, 1979; Yunus et
al., 1981).  Various studies have ﬁoétulated_that
excessive emétional strest exacerbates g%e symptoms of
fibrositis and that relaxation tecpn}quesimay therefore
.-

assist in reducing them (Smythe, 1981; Yunus et al.,

1981). There is, however, at the present time, little
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.
empirical data:specific to fibrositis to support this
. _ sk
The present investigation was designed to test .

recommendation. .

whether relaiatibn coping strategies (a combination of a.

&

modified Jacobson's deep muécle’relaxatioﬁ training,
autogenic training and ﬂégtal imag;£y); and‘stresson and-
Stress }eaction identificat;on can Aécr;ase the symptbms’
df”pfimafwaibrosinis.oﬂ‘the following variables: the
éubjective experiénce ofwgene;alizéd pain, the objectivew
‘measurement of tendér pocint Sensitivify, And sleep
integriﬁy. The subjects in this study also mon;tored
Jtheir anxiety and depression levels. This research
project not.onfyrdéVeloped a stress management treatment

«

program but field tested this program as well.
Overview

ThisltheSis presents the results of a st;dy designed
to address the above problem. In‘Chapter Two a detailed
literature review is presented of the theoretical issues
relating ;o fibrositis, chronic pain, relaxatign,4andrthe
‘1ﬁterre1ationéhip between thesé concép;s. ’Chaptér f;ree
describes thé\research de%igp and the treatment
procedures. In Chapter Four the data analysis and
conclusions are p;esented. Chapter Five focusses on the
implications arising‘from the study and concfudes with

-

some suggestions for future research.
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CHAPTER 2 S
REVIEW 6? THE RELATED LLTERATURE - .
Fibrositis has long been congsidered to be one.of the
most commonﬁforms of the rheumatic disorders (Graﬁém, 5

1953; Klinefeltef, {972)& Oné of the most prevalent. -
symptoms of fibrositis is chronic pain. Even though
fibrositis has been récogni?ed as a distinét clinical
syndromé since 1904 (Gowers, 1904) it remains a méaical.
challénge. Various studies have postulated that excessive
stress exacerbates the symptoms of fibrositis and that
relaxation techniques may therefore reduce them (Smythe,
1981; Yunis, Masi, Calabro, Miller & Feigenbaum, 1981).

In order to uﬁderstand how relaxation training may be an
effective intervention technique in the treatﬁént of
fibrositis, it is necessary to review the theoretical
basis of each of the components involved. The purpose of
tﬁis\chapter is-to provide such a framework. The
discuégign of the relevant literature is organized‘intp

N

four major\Qifisions in the fé8llowing order: (a)
. : : ’ N
fibrositis, (b) pain, (c) relaxation training and chronic

~

pain and (d) relaxation techniques.

AN



Fibrositis

Diagnosis

Clinical picture. The fibrositis syndrome is

3

characteriééd by chronic, generalized géhes and pains,

exhaustion and increased tendernesé at spécific body sitqs

(Smythe, 1979a; Yunus et alw.ﬁ;:‘”l9891)f The symptoms usuallj
: ppear to be exacerbated byrsgveral modﬂlatOré ingludingi‘
f/giold, humiditf, too much or too little activity, ;nxdety

and fatigue (Simons, 1976; Smxthe, 1979a; Yunus, et al.,

1981). The patients' Well—preservéq muéculaturézis in
noticable contrast to their éifounﬁ of continual pain and
disability (Smythe, 1981).

Préblems in diagnosis occur because of the non—'
specific and vague 1§calization of much of the generalizeq

obyious clinical

paig and because of the absence of any
findings. For these reasons fibrositis ﬁa;ienté have
;ften received the diagnosis of-psyéhoge_ c rhéumatism
(Céﬁpbell, Clark,»Tindall,;Forghand & Bgnnett, 1983).

Primary vs. secondary fibrositis.

L syndrbme is
considered.pfimary when there is no known cause or
contribgtory disorder (Yunus et al., 1981l). It is
congidereajsecondary when theiﬁiis an idehtifiable
associated trauma or 3qpthéf diseaselstate. There may be '
two kinds of secondary fibrositis. The first is when the

- -k .
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“underlying disease proguces pain and tenderness. TPhre—-

_second'is when the original'pain is amplified by the same

mechanisms that are operating in patients with primary

fibrositis (Smythe, 1979b).

Diagnostic criteria. Although the deaefiption of the
genefal clin;eal picture of fibrositis is fairly
consietent,‘thefe is still debate over waat cbnstitutes
the epeeific diagnoseicvcriteria. Prior to 1977 the prime
diagnbahie ihdicators of gibrOSitis were generalized
muscle eain, stiffness, exhaustion (Abgl, Siebert & Earp;
1959) and trigger pdints'(Tra$e1, Rinzler & Herman, 1942).
It .was also acceptea that thersymptoma could‘bec
pretipitated or accentuated by cold, dampness, drafts or
emotional upsets.(Graham}kl953). ‘ | _

In 1977 s@ythe (sﬁythe_& ﬁoldgfsky, 1977) attempted
to establish firmer diagnostic critefia foe fibrosit;s.:
By 1979 Smythe (1979a) had refined these'to what he
eonsidered to be 5 necezj3$y symptoms: (iz widespread
acﬁihg of more than thrée months duration; (2) local
tendérness at 12 of lbfspecifi,; sites; (3)'skia roll

tenderness over the upper scapular region; (@&*&isturbedr

sleep, with morning fatigue and stiffness; (5) normal ESR,

SGOT, rheumatoid factor test, ANF, muscle enzymes, and

a

sacroiliac films.
In 1981 Yunus and his colleagues (Yunus et al., 1981)

compared fifty fibrositis patients with fifty normal

’
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controls, using Smythe's criteria, They suggested,somé

L , , T :
changes in the diagnostic criteria based upon their
findings. They divided the criteria into three ///5/

categories: obligatory criteria, major crit€ria, and minor
"criteria. There were two obligatory criteria. The first

was the presence of generalized aches and pains or

e

prominent stiffness involving three or more anatomical

P B
"sites, for at least three months. “The second was the
’ - e

pd
N X e . R g - .
absence of secondary causes gpfaumatic, rheumatic,
i o —

infective, ehdocrine, or malignant), and an&al 1aboratory

AY

teuts and roen!genog/ams. The major criferion was the
"presence of at least five typical and consistent tender
points, The minor criteria consisted of ten types of

symptoms: modulation of symptoms by weather factors;
aggravarion of symptoms by anxiety ;r stress; poor sleep;
general fatigue of_tiredneSS; anxiety; chronic heédaCHE;
irritéble bowel‘syndrome;usubjecbive swelling; and
nuymbness, For a diagnosis of primary fibrositis to be

made all patients must satisfy the two obligatory

criterin. as well as the major criterion plus at least

three minor criteria. 1If the patient has only three or
four tender pogg;g; then the authaté suggeét that five
minor criteria need to be met.

. Reynolds (1§82) believes that Smythe'é description of

" fibrositis is too broad and runs the risk of incorporating

ybthet syndromes, including psychogenic rheumatism. At the

vy
A
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‘moment however, with the adjustments made by Yunus and his
colleagues (1981), it is the most rigid diagnéstic

L

standard évéilable.

General}zed pain. The pain or aching of fibrositis
N 7 //: g ] 7
is‘diffﬁse,'poorly circumscribed, and is widely

distributed through deep tissues (Smythe1'l979a).‘

Generally, patients experience pain in the broad regions
//” ) ' - < !

of reference of the cervical and lumb segments,

/)///%/ inbluding'the shoulder- and pefv'c gird eéf upper chest,

elbow, and knee regions,'~na-hand§‘(Smythe, 1979a). When

the pain is referr

-

centrally it is aching in characfer.
When it is [gfefred peripherally it may feel like a
swelliggj/stiffdess or numbness (Smythe, 1981). There is

va,féndency for the patterns of pain to shift, making it~

"difficult for patienté to describe the exact location .of

“their pain (Smyt:j;/}Bﬂﬁa). i
: The aching .and pain is affected by‘cold, changes in

the weather, fatigue, anxiety and. mental stéess'(Smythe,
1981)(//;fris now generally accepted that the pain and
ach{ng has to have een'présent for three or more mqnths
to meet the diégnos;Zc criteria of'fibrosifis (Smfthe,(

~ 1979; Yunus et al., 1981).

Stiffness is often a part of this syndgome.l It tends
‘ .

Ly

to be felt all oveﬁfamﬂ be worse in the mornings. Like -7

the aching and paih; it is affected by led, fatigue and

“ mental styess (Smyshe, 1981; Yunus et al., 1981). "Smythe

-

-
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<

(1979a) believes that the presence of stiffness is a

0

A . -
‘necessary part\gf the diagnostic criteria. However, Yunus

-

et al. (1981) found,that‘léz of their subjects did not

. experience any stiffness. Stiffness, although common in

e

fibrositis, may not necessarily be criterion for

¢ =

diagnosis. o 7 y

Tender points. ~Originally, tender points were called

trigger points (Travgll, Rinzler & Herman, 1942)Lﬂbecauée.
pain was geferfeq t;%; distant site"byiapplyiné pfeésdre'r
on the trigger‘point: However, in fibrositis, this
refer;ed pain is not always produced, and the term;:tendef
point'>is now fklt'to be more descriptive (Yunus et al.,
1981). -

. vThe ﬁender points are not always ﬁ%lpéble, even

though they are sensitive to palpatation. When they are.

palpable they have been describedvas noaular,

‘spindle—shaped, or shaped like a band, rope or string

.7SSimons, 1976). They are bften unknown to the patient -

~

prior to the examination and often not even central to

‘their- areas of identified pain (Smythe, 1979a). So far,

fourteén‘tender point sités have been identiﬁied,whichrare
fémargably‘constant in location across age, sex”;nd race
(Smythe, 19f9a). Thege areas are usﬁally slight%y tender

on normal subjects. Therefofe, it is a combination of Eﬁ;4~

amount of pressure that is needed to elicit pain, the

intensity of the pafn experienced, and the ‘point count'

.

N

- .
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that contributes-to the diagnosis of fibrositis.
- » L - L . . N
" "To correctly identify a true tender point is a skill

that ﬁakes practical familiafity. Specific anatomical
locaFions for 14 tender points have been identified,
althoughityese‘afe not coﬁSideredvto belali,inciusive
(Smythe, 1981). - How hard'tpbpreés on theée sites is
3udged by applying pressufe'io clinically ‘silent' areas

(i.e. areas that are not nbrmally tender) - the lower
ribs, the forearm or thigh muscles or the fat pad medial.
to the knee (Smythe, 1981). It is suggested that the

examiner work at -the threshold of tenderness on these

sites and then use approximately 80% less of this pressure -

on the tender sites (Smythe, 1981). A site is considered‘
a tender p&ipt if very distinct tenderness is repo;ted.
This is often demonstrated by a sudden;”dramatic leap
known as the “jump sign' (Smythe, 197§b). The patient
tends to recoil in,anﬁgnner that is out of proportion to
the amount of pressure applied (Kraft, Johnson & LeBan,
1968).‘ Some, authors also consider an evident verbal
response to pain; physical withdrawal of the part or an
expression of paid on the face as sufficient criteria for -
callingrthe sigé a tender‘pdint (Yunus et al., 1981).
There is some discfepancy as to how many points are
;needea for a diagnosis of pr{mary fibrositis. Smythe

'(1979a), the leader in standardizing the diagnostic .

criteria for fibrositis, believes that 12 of the 14 -
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specified sites must be présent. Yunus et _al. (1981)
found in their study that a minimum of‘S or 6 specific

‘tender points was adequate for diagnosis. This study used

12 tenderApointS?as one of the diagnostic-criteria.

Laboratory étudieé.‘ One vathe ma jor ériterion for a
diagnosis ofrfibrositis is hegative routine bloodistudies.
The studies should include cellmcbunts,-erythrpcyte,
sedimentation rates (ESR), sefﬁm proteins and muécle V
eniyﬂes (émythe, 1979a). -Roentgenograms of the.involved

sites should also be negative (Yunus et al., 1981).

-
AN

" : .
Disturbed sleep and fatigue. Fatigue is one of the

ma jor complaints of patients with fibrositis. 1In fact, it
may be oqe»of,the most disabliﬁg symptoms. Patients
:alwéys feel tiréd andvoften wake up feeling more exhausted
‘than when they went to bed (Smythe, 1979a; Yunus etval¥,
1981). However, even though fatigued, ﬁatientg may or may
not’complgin‘of sleepiﬁg poorly. If they do sleep'poorly,
they may or may not relate this to their aches or pains
(Yupus, 1981). Campbell et al. (1983) found that the
sleep disturbance complaints dincluded difficulty in
falling asleep, waking frequently and waking early.

The universal fatigue and the iﬁconsisteﬁt sleep
patterns may bé,related to some findings in selective

e : .
sleep stage deprivation studies. Moldofﬁky; Scarisbrick,

England and Smythe (1975) studied the sleep EEG's of ten



fibrositis patients. They found that all éubjects
displayed non-rapid-eye-movement (NREM) EEG sleep

‘disturbances. Seven subjects had spontaneous occurrences

“of alpha“ane intrusion into their stage 4 .slow wave

(NREM) sleep. The remaining three subjegts disp}ayed no
stage 4 sleép and no, of very little, stage 3.sleép. The
’generalizability of this study is 1imited by the small
subject number and the fact that one of the criterioﬁ'for
subject éelectidn—was a complaint of disturbed sleep for
more than tﬁrée months. However, the second part of this .
study and a fbllow—upﬁstudy (Moldofsky & Scarisbrick,
1976) found that fibrositis symptoms could be induceg-in
normal, healthy subjects.by-stage 4 sleqp deprivation.

The auditory stimﬁlus used to arouse the uﬁjects from

stage A_tp lighter sleep caused an al‘phal rjthm to intrude

on the slow wave (delta rythm) sleep. he consequent EEG

- e —————s.

ﬁattern was similar to that of the fibrositis subjects.

~Moldofsky et al. (1975) hypothesized that the disturbance

in NREM stage 4 sleep was associated with the appearance
of the musculoskeletal aﬁd mood symptoms of‘fibrosipis.
This would account for the overniéht increase in the
symptoms of fibrositis patients; especially their pain,»
stiffness, and fatigue.

Another interesting phenomenon thot emerged from th;s

study was that the stagé 4 gleep deprivation subjects only

heard 2 or 3 out of théABften hundreds of stage 4



depriving stimuli.~VPerhaps'fiprosifiS'patients are
experiencing alpha wave intrusion of delta wave sleep but %
are unaware of it. This would account for the fact that

some patients complain of gleep‘disturbanéés and others do

not.

Psychological variables. - Many of’thg patients with

fibrositis find that their symptoms afé exaCerbated by
emotional streésors and anxietyT(Cémpbell et al., 1983;
Yunus ét al., 1981). Smythe (1981)_describes the
fibrositis patient generally as perfectionistic and
demanding of theméelves and others. He also states that
they deeply resent any su;gestion that they are using
their illness as a crutch, drive'themseives harder than
most and dislike relying on chemicai; such as alcohol and
prescribed drugs. Smythe is the major source‘ﬁéed by
other authors for this profile. However, it should be
clearly ﬁhderstood that empirical data for the support of
Fhis profile-is currently lacking. There are few studies
in this area and those that exist fail to cénsider a |
number of important variables. |

One of these variables is that fibrositis paﬁisﬂts
have no observable signs that validate their expressed
discomfort. They complainvdf pain and fatigue while
appearing physically healthy. This may elicit different
behavioural responses from pedple‘éréund them than would a

patient with observable indicators of distress. Observers
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may think the patients are exaggerating, faking it, or

just not- pushing themselves hard enbuéh. The;ﬁatients may

VBegin to have the same doubts themselves.f This»will
naturally affeét their obseryablevbehaviour and possibly
any test reéultsﬁ Combaring these patients With patiepts

~who are either not affected at all or who are not affected
és greatly by this variable Wilf‘pfoduce bfaseq test

results.,

' £

MA.sepond pfoblem is the samé‘prqbl?m found fﬂbmost,
if not‘ail, studies of patients with ch%onic'iilneés. The
'studies are usually carried out‘retrogpectively énd
cdnclésions are then dréwn about causaﬁive factors. It
cannot be &eterminqﬂ_by retrospective studies whether the
current personality profile was a precursor of the »
illness, or whether the illness contributed to the currenta
pﬁréonality profile. Conclusions égéut‘causation need to
be dfawn from long-term projective studies.

Another‘importaht variéble that must be considered is

that fibrositis patients have often been previougiy
misdiagnosed (Campbell et al., 1983). Yunus et al. (1981)
found that 24% of the ﬁatients in their study had
experienced unwarranted and often distressing
investigations prior to receiving the correct diagnosis.’
Sixteen percéntrof these patients had beeq diagnosed as

having psychogenic pain. The patients in this study were

seen by a median of three previdus physicians (mean of
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53;5), with range of 1 to 1'li. Even with this, more than
half the patients (-52%) did not have a dia&nosislﬁhen
referred to the study. Seeing varioas-docto;s; ;eceiving

no diagnosis or a number of different diagnoses, and .

£
AN

possibly having been subjected to ineffective treatments

—~

(Campbell;et al., 1983; Yunus et al., 1981) is a

compoundingAVariable that is qund to ihfluence the

Y aq?‘ . ‘ e o »
patient. Their perceptjg&s,of themselves and their

‘? i ® *

illness willybe affected, which in turn will affect” their

illness behaviour. This may weli account for Smythé's
(1979a) description of thé fibrositis'patient as being
thét of a p?tient who is on the‘defensive, qnd reécts
negatively to any suggestion that ;he symbtoms are of
emotional origin or that the patient is inadeduate or
deliberately‘mafingering.
| It‘can be seen from the above discussion that any
study examining the psychological profiles of fibrositis
patients needsvto recognize that théy are a very distinct
clinical group. The selection of comparative groups'must
be carefully choéen before any conclusions can be drawn.
Any tests Eﬁst also be interpréted in light of the‘
confounding variables.
i} This is not to say that psychﬁlogical factors do not
exacerbate some of the symptoms of this syndrome. Yunus
et al. (1981) found that the fibrositis patienés differed

ES

significantly from the control group in reported anxiety.

)



fl

Seventy percent,of'theﬂsubjects’§Omplained of héihgmunduly e

anxiou:\hng\68% repérted that their symptoms wvere mpdé{
worse by anxiety and mental states (mental statgé’was;

undefined). Anxiety correlated with sleep probiémsk

headaches, irritable bowel syndrbme¢‘1ow back'péin and
; u

A ) .
tender points at the posterior-iliac crest-and the lumbar

spine., However, it did not corrélate withﬁ;hé stiffnq;;,
nuﬁbness, fatigue, of subjective éwelling. One problem- f‘
wiﬁh this study is that the authors do not indicaté how

the patients' anxiety was measured. 'It'would:be

interesting to know how the anxiety levels of these
imtients compared with tﬁe norms OfArechniied’

psychometric instruments.
) - %

Additional symptoms. There are other‘sggns or
- 7 < _
symptoms that may or may not be present. Smythe (1981)

lists the foilowing: the grip test results are weak and
variable; tﬁerg is skinfold tenderness, especially over
the upper scapular regfbn; and the skinfold test is often
followed by marked reactive hyperemia of the overlying
skin. - | !

‘Yunus et al. (1981) and Campbell et al. (1983) also
found a high occurrence of the followihg sign; and ,
symptoms. In many patients the-acﬁes, pains, dr’stifféess
were worse in the morning and in the evening, usually when

resting after a day's work. A number of patients

complained of the feeling of sweliing: mostly in articular
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or periarticular sites or in the fingers or whole hand.
‘No osjec;ive evidence of swelling was found, even though
‘at the time of the examination most of the petients were
;ceftéin’that the areasffelt sﬁollen. A large number of
patients had irritaele bowel syndrome (iBS) and/or
headaches, with or'without having a history of migraines.
Both the headaches and IBS in Yupus et al.'s (1981) study
were significantly more freduentiZmong the pétiepts who
felt that they were anxious.

Modulators. The symptoms of fibrositis are

characteristically made worse by'cbld, humidity, and «

. -sudden changes in the weather (Smythe, 1981; Yumus et al.,

1981). Physieal fitness may also be a modifying va;iable.
Moldofgky ef ai., (1975)_found that the three physically
fit normal subjectsh two ofkwhom ran 3 - 7 miles a day,
did not experience any s&mptoms or significant altefatione
in dolorimeter scores dering'the.stage 4.sleep»dep;ivatioh
study. Other patients -have reported that a sedentary °
state br'overactiiity exaterbates their symptoms (Yunus et
al., 1981). |

-

The subjects in Campbell ey al.'s study (1983) felt
. B /\' .
that excessive emotional stress increased their symptoms.

Unfortunately the authors did not specify what these
emotional stressors were or how they manifested themselves

(i.e. anxiety, depression, excitement, etc.). Half of the

patients in this study felt that their fibrositis was
< . . . e
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precipitated by injury, illness, or emoticnal stress.

Fibrositis vs. Psychogenic Rheumatism

Although fibrositis is recognized as a distinct
syndrome, the literature on how to distinguish it from

psychogenic rheumatism is often confusing. Psychogenic

.

N

pain is described as regional with often.sharply defined\\\
boundaries by some (Smythe, 1981)Mand es vagnefand )
inconsistent by others (Beetnam, 1979; Yunus et al.,’
1981). Another supposed difference is the response
demonstrated by psychogenic patients to physical pressure

.

during examinations. Their reaction is described as 3
exaggerated (Yunus etAal., 1981) and as 'an overreaction
with fecial grimaeingvand a touch—mefnot withdrawal
(Beetham, 1979). However, when the tender points of
fibrositis patients arektouchedktheir response has also
been described as a recoil reaction that is ont of
proportion to the amount of pressure appiied (Kraft,
Johnson & LeBan, 1968).

Beetham (1979) states that psychogenic patients wake
updtired and not stiff. However, as pointed out earlier,
Yunus et al., (1981) found that 16% of their fibrositis .
patients had no stiffness either, but they all woke up

- feeling tired. Beethem (1979) states that psychogenic

patients’ complain of various other symptoms including

constipation, tensiqn headaches, and indigestion.
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‘Campbell et al. (1983) and Yunus et al., (1981) found thgse

complaints in their fibrositis patients as welltk‘/
' h

@ Y

Finally, psychogenic patients are described a
an inappropriate attitude and appear tense, hostile,
nervous and defensive during the examination (Beetham,
1979). . This can also'fit the description of fibrositis.
patients as they are often on the defensive during the
interview and can easily misinterpret the physician's
statements as meaning that they are malingerefs or
inadequate (Smythe, 1979a). The interview with the
fibrositis patient has been described as exhaugting for
the doctor as well as the patient because of some of these
factors (Smythe, 1981).

Perhaps part of the reason for the confusion between
fibrositis and psychogenic rheumatism is that much of the
assessment relies upon the physician's interpretation of
what is an appropriate responsé and what is not.l The
physician naturally brings his or her values to fhe o \
assessment of how patients are reacting physically and“
emotionally to their presentinggsympto;s. The physigian(
then has to-'decide whether or not these reactions are
appfopriate to the stimuli and make a diagnosis -
accordingly. A large subjectivé component is therefore
affecting the diagn;éis.

N There has however been agreement in the literature -

for a number of years (Hench & Boland, 1946) on some of
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‘the more Objeéé%vefdifferences between the two diagnoses.
Firstly, fibrositis symptoms are moduldﬁediby external
factors, such as changes in the weather, as well as ‘some

- internal factors, such as emotional stréss.' Psycﬁogénic
syﬁptoms are modulated by internal fact;;s‘ahd . | lﬁ
characteristically dﬂ not vary with external factqrs
kBéefham; 1979; Yunus et al., 1981). Secondly, there

ﬁéppears to be a pattern of diurnal variation. in

fibroSitis, with the symptoms increasing in'the‘early

°morning\aqd late in the evening. Psychogenic symptoms do

Mnot demonstrate this pattern but remain reasonably stable

R -

(Kiinefelter, 1972). Thirdly, patients with fibrositis
can find periodic rélief from their si;ptoms through tﬂe
apéliéation of heat, rest, relaxation or medication (Yunus
et al., 1981). Psychogenic patients find:that nothing
reaily helps and usually continue without any ;emittance
in their discomfort. . 1

® .

The recent identification of the anatomically.
distinct and consistenﬁ,pender points has added to the
ability to differentiate between these two diagnoses.
Theée tender points®are hot only consistent in individual
patients but across*patiénts as well. The psychogenic
pgtient does not exhibit the number of -tender points
reqﬁired to meet the diagnosis of fibro;itis.

~ . :
It can be seen from the above discussion that it may

not be easy to distinguish fibrositis from psychogenic
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rheumatism., A correct diagnosis can only be achieved
through the taking of a detailed history, a careful
physical examijation énﬁ workup; and an accurate

‘monitoring of symptom modulators.
g “

Prognosis

P , :
Fibrositis is a benign condition which may have

" exacerbations and remissions (Yunus et al;, 1981). It may

also subside spontaneously although this is unusual
(Beétham, 1979). Excellent general health ﬁan be
expected, and myscle bulk and passive movement of the
joints remains normal {Smythe, 1979a). Follow-up situdies
—at regular intervals ;}e important in order to dgtect the
progression of any underlying disease (Beetham,’19?§).
The problem Qith fibrositis arises whan pain and
cxhaustjon lead to failing performance and thé patient
becomes less active (Smythe, 1979a). This can cauSepthem
to either resign or be fired from their . jobs. A fh;therr

\ : " : .
reduction in their activities and possibly an increase®in

~anxiety, depression, and their symptoms\ may result. A

vicious circle is then established. Smythe (1979a)

believes that very few of such patients ever return to

full productiﬁe capacity.
Fibrositis doés not cripple. However it can still
have devastating effects and the prognosis for each

patient varies. .



Etiology

Tne—term'"fibrnéitiS";was introduced in théﬁearly
1900's by Goweré (1904) inué‘paper on lumbagoaiiﬂé
believed‘tnat fluscular rheumatism wasfthéi;éSult of the
inflammatinn of the fibrous tissue of the muscle.
Subsequent histological investigations have n§ua11y failéd
to support this hypothesis (Snythe, 1979a). |

Simons (1976), in his excellent review of the
iiteratnre, has listed.the numerous hypotheses that have‘
been offered on the precipitation and aggravation of
fibrbsitis.» He dividés ihésé into three categoiies;
physical factors, medical factons and pathophysiological
factors.‘ Physical factors include chiliing'of the muscle,
trauma leading to bleeding, acute ovefreaction or chronic
strain, habitual poorbposture and.expoSuné to noxic
substances. Medical fapFors‘include acute febrile%
illnesses, chronic foci infection, and psychogenicrfactors
such as secondary gafn, emotional stress .and nervous
tension. Pathophysiological factors include inflamed

=

connective tisslye, impaired circulation leading to local

muscle hypoxia, t hyperactive or hyperrespopnsive reflex

neural circuit orp/some malfunction in the autoimmune
process. He concludes by stating that the anatomical
structures and ysiological mechanisms responsible for

the symptoms of fibrositis remain controversial.



31

n Smythe (1979a)'hypotheSizes‘that local‘factors e
/ -

determlne the 31tes of involvement, and the duratlon and

severlty of the sy éromp are due to a comblnatlon of a

chronic tension state and the refleg phenomena that

,accompanles deep pain. Some of%*the local factors include:
lo¢a1 lesions; /trauma, either a single incident or

a long period, that creates a soft tissue
G

recurring ove
A

lesion that results in mechanical instability of a-
pain-sensitive structure; and exposure to told or- sudden
changes in weather that activates mechanisms that are not

.

fully understood. If the painris in deep ‘body structures,

Fhe patient will be unable to identify its locale. Smythe
also stapes thatfuﬂlike ou;—su;erficial'body parts, we
have no cerebral corfical representation (i.e. ‘quy
image') of our deebly lyihg structures. Pain-'of degp'
origin must thereforebbe referred and misinterpretéd as
arising/in'other areas within the body image. Protective
reflex changes, such as muscle spasnm, increased blood
flow, cutaneous or deep hyperalgesia, occur with persitent
Vpain; Since deep pain is referred these refle* effects
may be found in ‘areas far remoyed from the original éite.
This Esﬁféred pain may latér be reinfoiiis and prolonged
by reflex hype;alagesic mechnisms. These symptoms. may
then be prolonged by chronic tension states that have

associated sleep disturbances and possible secondary

gains,
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In another paper Smythe (1979b) hypothesised that
fibrositis may also be a disordef«df pain modulation; He
suggested that fibroéi}is‘ﬁatients may have a rélative
insufficiency of endorphines. Howevgr,lhe did admit that
as Yét thére is norgifect expe;imental data to support
‘this hypothesis. In the study by Campbell et ai.,‘C1983)
fibfosi;isjpatients were cqmpared with the general hedical
population. Even though the fibrositis patients had many
r_‘yére tender points than the control subjects, ghe agihors
were unable to de&onstrate that they had diminished pain
thresholds and tolerénce.

Two interesting sleep ;iudies were carriediout by
Moldofsky. 1In one (Moldofsky et al., 1975) it was found
that fibrositis patients demonstrated a pattern of EEG
sleep disturbance. Their stage 4 sleep (delta wave)
exhibited‘alpha wave intrusion. Three subjects hiﬂ a
complete or almost complete absence of delta wave sleep.
In‘the second study (Moldofsky and Scarisbrick, 1976)
normal subjects were deprived of stagelé sleep and began
to experienée overwhelming physical tiredness, heaviness

or sluggishness to the point of experiencing diffiéulty
with yalking or standing up, and an\increaségin muscle
tenderness. Moldofsky proposes a number of hypothesés
from these two studies. First, he suggests that a
disturbgnce‘inhNREM stage 4 sleep is related to the

symptoms of f.brositis. Second, that traumatic or

—
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emotionally disturbing situations may trigger an " -
eﬁdogenous stage 4 sleep disturbance. The énsuing
fatigue, irritabiiity, anfiety and muséuloskéietal aching
and stiffneSSxdevelopsﬁgjto a destructive, éelf— »
perpetuating, nonrestorative sleep cycle.

It has been suggested that fibrositis is of
psychogenic origin (Payne et al., 1982). Smythe (1981),
however, cités four lines of evidence that support the
belief that fibrdsitis is not purely psychogenic: the
predictability of the tender points; the reactive
hyperemia; the strong association with a specific sleep
disturbance; and the temﬁorary inducement of fibrositis in

~-

‘normal subjects.
At present there is no widely acceptedn
neurophysiologic or pathologic explanation of fibrositis
(Simons, 1981). It may bé that there is a common ,
end-pathology to a wide variety of traumas (Glyn, 1971).
It has even been suggested that patients who aré diagnosed
as having primary fibrositis'may éctually have a secondary
disease that has not been identified (Wolfe, 1984),
Whatever its etiology and pathogcnesis, %ibrositis is a

syndrome that creates a great deal of distress for a large

number of people.

Treatment and Management

-

zMedical. Simpns (1976) gives an excellent review of



the medical treatments that have been found to have had

varying degrees-of succeéé“Wfthxiihgpsitis. Included in

[
these are massage, acupuncture, exercise, wet

mechanical support such as back and neck braces,

"instructions to the patient such as dietary suggestions,

reloggtion to a dry climate and warm clothing, and
Ny ‘

A

vappiQolant sprays over the tfigger>zone. Smythe'(1979é)

aphas'ses the need for a neck brace atlnight and fo;!

efercises to-build up the ababm;nal muscles to supporf the
~lower baék.;’Yunus et al..(l981) ehcouraged their patieﬁts
to participate in various strefching exercises to keep the

muscles supple, to avoid chills, and to“use heat in'the

erm‘of showers|or hot packs.

Pharmacological. Drug therapy has ranged from potent
anti-inflammatory agenfé such as corfiqést roidsAthrough
analgesics, tranquilizers, sedatives and diuretiés
(Simons, 1976). Smythe (1979a) suggests the use of

salicylates or other simple analgesics to break the

chronic pain cycle. He, as -well-as others (Yunps et al::

Vine

v1981) have ascribed to the use of medications such as
amitriptylene to help restore sleep. It is believed that
this medication reducgs alpha wave intnusionl
Chlorpromazine has also been used for sleep but leaves
morning drowsiness and is unsuitable for long :ermmmsé.
Recently it has beer suggested that ahitriptyline mayzalso

have an independent analgesic action at low doses .



(Watson, 1984). Tendqrrpoints'have\also been injectéd

with local analgesics such.as procaine or xylooaine (Yunus’

-~

et al., 1981).

Psychological. The literature emphasizes that it is -

:importaot'to reassore;patients that their symptoms are_'.
benign (Smythe, 1979a; Yunus et al., 1981).~ Concommitant
with this is the conveyance of the fact that thei} paih
and discomfort is real and oot "in the head". Thié is
accomplished by an explanation of the>pain and the various‘
interac&éng factofsTthat leads to symptom perpetuation
A(!gnus et al., 1981). Care is need;d invthis”explanation
as patients may be very defensive and ready to interpret
what is being said asrén accusation of wilful oalingering
(Smythe, 1979a).

Patients can also be eocooraged tq use relaxation
techniques, téke a vacation, change their attitudes
towards respoooibility, change their lifestyle, and
increase their recreational releaseo (Simons, 1976;
Smythe, &981; Yunus et al;, 19813. However, there is
little in the‘literafure that describes how these changes
are to be acoompliﬁhéd and if these techniques actually do
reduce the patients symptoms.

To summarize, although fibrositis is a .syndrome that

is frequently seen by rheumatologists, little is known
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about its’etiplqu and treatment.. There are also many

variables that must'be'considEred‘when assessing patients

-who are experiencing this disorder. - There are exambles in
the research literature where these variables have not

conclusions have been drawn,

I3

. been considefed aqd erroneous
to the eventual detriment of these patients.

Various treatﬁénts have been suggestedvfor pétients
with.fibrpsitis: It is ohly;récently'that these | |
‘treatments have begun to be subjected to empirical
research. This study hopes to add tovthis body'of

information by testing the effects of stress management

training on some specific symptoms of fibrositis.

%

Pain

The field of pain, its perception, manifestation and | -
treatment is vast. The literature is accdmulating rapidly

as the topic becomes more of a fotus of study. Over the

”»

past two .centuries medicine has directed its attention

-

towards finding cures for pain causing diseases (Melzack &

gf%

Wall , 1982). The limitations of the disease model are
now becoming evident (Fordyce, 1982) and current research
is more and more focussing on symptom control (Melzack & ..

"

bty

Wall, 1982).
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Oneaof_Lhe discoveries of recent research is
that there appears to be a significant difference bétweenA
the experience of acute and chronic pain (Sternb@d?,
1578). Acute pain means pain of recent onset. The overall
paétern is one Qf'ap emergency.reéponse that initiates the
fight or{flight reaction in the body. The pain ié intense
and usually diminishes and disappears when héaling is wéll\

»

under way (Melzack & Wall, 1982). Chronic pain means pain

~

>

of at least several months-duration that has pefsisted
long after all possible heaiing has occurred, or at least

long after it has served any usefui—purpose (Melzack &

Wall, 1982). The pain has now become a medical probiem in

its ‘own right,
As fibrositis is a.chronic pain syndrome this

literature - review will focus on the empiricélcfindings'in v
the field of chronic pain. Specifically it will review

the literature on the theories of pain,ﬁthéatontributingﬂ_ﬁ,_

variables, and the use of relaxation training in chronic

pain management. ' ) .
. Theories !
' . ' ‘ s 4 L N
Prior to 1965 there were two basic theories of.

-V . . . . t\
pain. The first was the specificity. theory. Briefly, the
basis of this theory!is that there are specific pain

receptors that carry messages to specific areas of the-

)

brain through specific pain pathways ‘(Mglzack & Wall, s

1982). The idea is that the sensations we experience are
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\

. . \
made specific in the central nervbus_S}stema\ Therefore, .

no matter how we stimulate this-painkpathway\we'will
’ . A .

Y

always experience the same kind of sensation (Cohem,

A

1980). The proBlem with this theory is that aIthugH it

has been demonstrated that there are certain specific pain
. Led ‘ ccLl]

receptors; it is also known that we do not feel)

pain in a
résponse to numerous variables (Cohen, 1980).

_ , ) , L Ve 5

fixed manner. Our experience of pain sensation ghanges inm
. : ,

examp%ﬁ, if we are in a frightening situation we

For
realize we have hurt ourselves until we are out of| the

%ay not
\

situation and no longer focussing on survival.

\
|

\ o
\
7 \
The second set of theories have been grouped

\
togethef under the heading of ‘pattern:theory'.

(S

\

\\‘
. Proponents of this theory believe that it is not a

\

\

4 a
" particular sense-organ or brain receptor whichldetermines
what we feel._ Rather, our individual sensations depend
~  -upon the arrangements of special patterns of nerve fibres

and the timing or frequency pattérﬁ with which they are
stimulated (Cohen, 1980).

5

Pain resultsg when the total-.
output of the nerve cells exceeds a critical level

(Melzack & Waii,~1982). The problem with this theory is

that it does not take into account the fa

-t that there is
(Cohen, 1980).

G
a high degree of nerve specialization and that there is
selectivity in the central términation of these nerves
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-In 1965 Melzack and Wall pfoposedvthe gate control
tﬁeory‘bg pain that has become the basis of modern pain
theory (Lipton; 1979). It appears to offer the best

explanation so far aS to why pain can act so

£ . .
inconsistently. It postuiates that -at "the spinél cord.
level there is a ‘gdte' that dhder certain circumstances
allows pain stimulation to pass through_to hiéher centres
and at cther times suppresses it. The gate is not only
under 1oc61 control from peripheral nérve fibres, but is
aléo modulated through a céptral descending'conkrol
mechaniém.‘,Therefore cortical activity can affect the
gaté and this can happen very‘rapidly (Lipton, 1979;

Melzack & Wall, 1982). This is explaineh in moré detail
in the section on contributing variables.
Clinicians have long recognized that pain is a

complex phenomena. A theoretical framework has now been

provided for this observation by the gate control theory.

/3~{t brings to the forefront the need to view pain as a

affective, motivational and cognitiveﬂsyétems (Craig, in

press). : - : » o

"Contributiﬂh Varidbles

‘

The gate control theory of pain explains why

numerous” psychological variables exert .an influence on

§

. '\“ZE*‘O\‘ "3



pain and its perception. It 18 now wéll accepted tﬁat the
pain experienced is not simply a funﬁtion of the amouﬁt'of
physical damage, but is determinedvby our previous /
experience (conditioning), our ability to understand the
pain's caiuses and consequences, our culture, socio-
~economic status and 1ife—cir;umstances, our moods, -
including anxiety and‘depression, and our assessment of
our ability to deal with the pain (Bond, 1980; Craig,
1983; Melzack & Wall, 1982; Merskey{ 1974). Pain therefore
acquires cultural and social qualities that effect the way
we and others respond to it. R

| The development of pain behavior patterhs currently
is viewed as having three sﬁages: acute, prechronic and
thonic (Keefe, Browﬁ, Scott & Ziesat, 1982). 1In each of‘
of these three stages the overall response s}stém can be
"divided into the overt behavioral fesponse, the
cqgnitive/affectibe response and the physiological
response. This theory is expiained in more detail below.
However it should be stated that at the moment this theory
apéearé to be based on a descriptive summary oflwhat seems
to happen and not on an empirical data base. More
research needs to be conducted, including longitudinal

and réﬁrospeéiive studies of people with chronic pain, to
detefmine if this is actually the proéess'that occufst

According to this theory patients in the acute
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stage (0-2 months) decfease their‘activities, éeekihelp
from professionals, believe their péin iéycontrollable
through medicél treatmegkv display an active coping style
even though experiencing gigh levels of anxiety, and
éxperiencé reactive muséle Qpasms and autonomic arousal.
In the pre-chronic stage (2-6 months) patients
continue go make an active attempt to deal with the pain.
They altefnate betw;en periods of pushing themselves
harder while cutting down on theif medication,‘with
periods of passivity, low levels of activity and high -
medication intake. The danger here is that they’push
themselQes too hard and cause a pattern of flareups
leading to an increased dependence on medication and
further reinfprcemnet of decreased activity and ;;inL
behavior. During this stage théir pain varies in
intensity and becomes more reactive to étressors.
In the chronic stage (6 mon£hs or more)
patients display stereotyped and firmly entrenched
response patterns. Significant others now treatrthem
differently and may encourage them to décregse their
activity and provide solicitous attention for pain
behaviour. Pétients may ‘docFor shop' and becomé

preoccupied with their somatic complaints. They

experience chronic muscle spasms due to posturing and



~guarding behavjor, and this can lead to other
psychophysiologic disorders such as muscle contraction

headaches. They also believe that the pain is
A Y

s

uncontrollable and a depressive, passive coping.style -is

v

adppted: ' .' ‘ ‘ “- P

Sternbach (1974) provides further insight into
the variables thap contfibute to the chronic pain patieﬁts
experience. He points outpthat the patient cannot give‘
meéning to their pain. They may understand the exblanatidn
'given bv the doctor, but the ﬁéin mayﬂstiil make no éensek
as it is not acting as a'warﬁing signaI or protector as b/k/
tﬁey believe pain should. Opr culture often dictates that
there be a purpose or meanihg for sufferigg and the oo
cheronic pain paﬁignt is left wondering ‘why me?' when
there are a lot of péoﬁle who are-more wicked etc.
’P?tients may expend a great deal of energy searchynghfor';
infofmation that would give meaning to fheierain (£raig.
1978) . Thié can result in a great déél of P{tterhess and
anger if patients have to resign themselves to
éxperiencing purpoﬁeless, chppnic pain. |

Chronic pain patients ma; also experience aw
feeling of endlessness to tﬂeir.suffe;ing{ There is no
time limit and no guaranteed end to the péin.“ éafients

K

may see numerous doctors who prod and poke and who
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prcscribe different trentmi%ts of varying effectlveness.

N
On top of this patients coné&huafly live with the

A,

ﬁapengjng threat of a further decrease in capacities .and
an increase in physical distress. These threats can
precipitate serious distress in the form of disorganized,

'

hysterical behawvior, inappropriate avoidance strategies or

&ﬁbsﬁantial physiological arousal (Craié.xin‘préss). This
may ?untriﬁute,to their sénse of helplessness, lack offi
-gbni}nl,ﬂanger a;d”frustratiod. ‘
This type of {éacticg has.béen dgmonstréted through
: vhrigu&;péfsonnliby tests. “Therﬂipnésoga Multiphasic4
Persnnality4lnventory has beenkused to stﬁdy“thg profilés
“of chronic pain pat{ents.meheﬂmést‘interestiﬁg finéinglis
that tﬁése patiehté that have ;ain of identifiable organic
or:g;n do not differ signiflcantly in their profiles from
thoso having pain that does not have an 1dent1flab1e
orgunic origln (Sternbach 197&) Ail the patienté

display neurotic patterns.lwith*hypoéhondr1881s and
depression as the significan; ﬁeanures.,ln’fact, it is
common for chronic pa;hkpati@ﬁts'td-teceive a’diagnoéisnoff
neurotic depressiona (Sternbach, 1974). This bédfibe /
'disp1p§3 itseif'in patients with fiﬁrositis (Payne;;;
’ Leawiié; Garron, Katz, Gdiden, Glickman & Vanﬁefplate.
1982), o : I

. S
The }ife gisto;ies of thgse\patients show that most

-~
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of them fynctioned quite adequately at home, at work, and
in social situations, prior to the disease or injury that

resulted in chronic pain. It seems. reasonable to conclude

-,

>

from this that the effect of chronic pain is to céusé
emotionmal disturbance (Merskey, 1974; Woodforde & Merskey,-
1972) and that psychological pfocesseSS cannot be ignored

even if there is an identified organic basis for the pain
(Craig, in press). ) |

| It is‘nop suprising, given the number of

Contributing variables, that anxiety and‘dépféssion are
frequently the dom}nant ac;ompanyingymbod states ;f
patients who suffer frém chronic pain‘(Sternbath, 1974).
The anxiety can be exacerbated by numérgus other factors
including anticipatioﬁ of further pain or life disruption
(Craig, in press), fear of being considered neurotic, fear
of being denied further medical Help (Bond, 1986), fear of
1osing‘contr01 over-thf pain>and of one's,;hyéical
well-being (Melzack. & Wa11,11982), and the stresé*éyat
chronic ﬁain creates 1in interpersoﬂal relationships and

«

work situations. Clinical studies of patients with chronic
4 \

benign pain disorders have revealed a link between pain

and anxiety. Levels of pain appear to reflect variations

in the patient'svemotional tensions rather than any .

substantilal change in the disease. In one way then, the

\ g
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‘pain acts liké an ‘éﬁogional-bafoheter' (Sternbach, 1974).
All of these factors are pertinent to the experience of
the fibrositis patient and makes them prime candidates for
potentially high levels of anxiety. |

‘The literature demohstrates.that chronically
anxious ;éoplehappear pafticularly vulnefable to the
occdfrénce‘and amplification of.pain (Craig, in press;

Merskey, 1974). During stressful times the body

es Fhe ‘fighE-or—flight'.response] which leads to;
an increaseYin muscle tension,; blood pressure; heart rafé%
and adrenalin flow (Selye,‘1978).» Melzack and Wall (f982i‘
believe that all of this activity may feed into thev
Jervous system producing feelings of tension and
irritability, and may either_produce pain directly‘(such

as tension headaches) or indirectly by facilitating
activity'inothe neuron pools that proiéct pain signals to
the brain. It was discussed earlier in Fhiq revie; that
raised levels of anxiety can also be thevrésulﬁ of illness
and pain., Therefore a vicious Eycle of anxiety increaéing

pain and pain increasing ahxiety is often established.

—
Y

Pain is therefore a complex neurophysiological,

behavioral and psychological-phenomenon, and as such,

demands a:multidimensioni}.treatment approach, It is now

~ £ ‘ )
~well accepted that it is’possible to reduce many kinds of



‘ T 46

clinical pain by means of different psychblogiéél
therapies (Helzack & Wall, 1982). Bonica (1974)“states
that all patients with severe, chronic pain require
psychological help: :Lipton (1979) feels that it is .
insufficient to treat pétients’ pain without.also treating
their anxiety. Therefore, relaxation fraining is closé to

becoming one essential component of the psychological .

- approach to chronic pain management.

Relaxation Training and Chronic Pain Management

~Relaxation induction inrsomé form has become
an essential feature of many forms of pain‘manégement
(Melzack & Wall, 1982). RelakationAhas béenrused'
extensively with acute pain and is now beéoming more
widely used with chronic pain. .Why it works is not
completely understpod althoﬁgh a numBer of effects have
been identified. |

The basis of the relaxation approach to pain
is the belief that grganic processés are_feleiant and that
‘tﬁey"can be influenced by learning (Linton, 1982).
Behaviours that are hormally protective in nature become. a
conditioned response to a varieﬁy’of stimuli, These |

behaviours are now destructive to the body. For example, .

when the body is injured the tendency is to tense the
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muscles in the injured area, thereby immobilizing it, and
protecting it ffém further trauma. This ;ésp3ﬁse'is
obviouél& valuable in acute injury. HOweyer,rif'thé
muscles become chronically tense,'the tension itseif will"
produce pa£n, which in turn creates-further tehéing.;rk
pain-tension cycle is éstaﬁlished (Linton,. %98é; Merskey,
1974;. D
Not all of thé effects of relaxation on pain_
reduction'ca?_be attributed fova ;oyeriné of:ﬁuscle

tension. Studies now show that there is not necessarily a

correlation between pain intensity and muscle tension

v

(Philips, 4977). Relaxation may be affecting other psycho-

physiologic response pattefns. Emotional stress,lsdch as
anger, depressioﬁ and anxiety may precipitate substantial
autonomic and visceral activity as well as ;keletal
activityz These changes may exacerbate pain (Craig, in
preés; Merskey, 1974). | |
Another theory for the gffects of relaxation on paih
management has been suggested_By Benson'(1976);"He haé./
proposed that just as the body has anrlnnafe:‘fight—or-
flight' response it aléo has an innate ‘relaxation
respoﬁse'. He and his cblleagues'believe thét this
response is the basis of all med;tative practices. They

suggest that relaxation reduces th.s activity of the

sympathetic nervous system and induces the subjective
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experience of well-being. ) : S  , e
, ° : —-
Relaxation training also incorporates several
othgr psychologicalltechniques that have proved to be
effective in pain management. First, the actuai
relaxation exercise distracts the patient}s attention from
the painful areas to a different inpernalrfeeling. It is
recognised that pain is diminished when atteﬁtioﬁ is
wilfully directed towards other events (Melzack & Wall,
1982). |
Second, relaxafioﬁ is a self—c&htroi approach.
Patients learn it andlinstitute it when they think fit.
Russell (1978) demonstrated that self-appraisals of.power
or potency are major determinants of emotional states.
Therefore patﬁfnts',assessment of their ability to control
experienced or impending_physical pain infldences théi
pain's émotiOnal impact (Créig, in presé). Méizack and

. - . ]
Wall (1982) state that it is possible to change the level

’

of pain by giving people the feeling that they have

control over it.

Third, part of relaxation training involves

- . o

- teaching people to identify what is anxiety producing for

them. This provides them with an opportunity to modify

the stressors and their reactions to them. If pain

-
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1

‘ -
producing stressors can be reduced then concommitantly

the pain~experienced should be reduced: Relaxation
.training may reduce pain by effecting three éspects of
anxiety: 1) it may lower the arousal level and thereby
reduce the intensity of the rgaction; 2) it may arresﬁ or
reverse rising anxiety levels, thereby reducing theréime
it takes to dispel the negati?b effects of anxiety;-3j it
may reduce the frequency of controllable stresgdrs in a
- persons life (Martin & Heibert, 1985).

Linton‘(1982) completed a critical review of
the literature on the behavioral treatments of chronic
pain other than Headache. In the secfion on relaxation he

concluded that the data suggests -tffat many patients may
benefit from relaxation training in pain managément.‘Some
of the studies involved pati;nts with myofascial
pain-dysfunction (Dohrman & Laskin,’1978),,back pain
(Nouwen & Solinger, 1979), a;thritis (Varni, 1981), and
temperbmandibular joint pain (Casas, beensterboer‘&\01ark;
. 5 , v
1982). These and other studies have found that not-only
were there physiological changes as a result of relaxation
training but that patients' attitudes to theigﬂp&fa\
changed. The experience of the pain may belchanged

because of the alteration in the cognitive and emotional

factors involved in the pain experience (G;gesiak, 1977).
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In summary, pain is defined as a category of
experiences, signifying a multitude of different, unique
experiences having different causes and charaéterized‘by‘
different qualities varying albng a number of sensory and
affective‘dimen ions (Melzack & Wall, 1982). The body

displays certayjn physiological responses to psychosocial

stressors. Some of

LS

ese responses have the potentiai for
increasing the perception and manifestation opraih.
Relaxation tfaining has been shown to alter the
physiological reactions to, as well as ay individual's
perception of a stressor. Because of this it has been
demostrated to be a useful tool in the management of

. _J
various physical ailments including chronic pain.

Relaxation Techniqués

There are currently a number of techniques to induce

relaxation including medication, hypnosis,'meditation,
biofeedback training and progressi%e muscle relaxation.
Proéressive.mhscle relaxation, cue-controlled relaxation
and differential relaxation were the methods of treatment
"in this study. This review will focus Qh each of these

'Eechniques.

Progressive muscle relaxation. ' _ _

i

Progressive muscle relaxation»&PMR) was developed by
, P ‘ .



position, ensure that there will be no disturbances or
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Jacobson (1938). It is a—cechnique that focusses on che
pgysfcél_cbmponent of the stress reaction. The primary
goal of this technique is to train people'to recognize
muscle tension throughoutAthe body in order to be able to
eliminate unnecesséryvtensiOn, and thereby induce erta;e

of relaxation (Lehrer, Schoicke£57Ca§rington;’& WOolfelk,”

<

1980). Although it is still unclear as to how exactly

L]

-this procedure produces relaxation, there is ample
evidence of 1ts effect1vemess as an intervention techn1que

_fdr a number of complaints incLuding hypertension, tendion

headacnes: dnd’chronic‘musqie_tension (Blanchafd &
Epscein, 1978;‘Everly &\Rosenfeld, i981; Shoemaker &
Taeto,al975)f |
ﬂThe»technique invo ves the snBject aystenaticalfy
tensing and relaxiffg major.muecle groups, and focussing on

the physiological experience of the chenge. It is a

~a

learned technique and therefore involves regular daily-

practice. The subject is required to be in a comfortable

noise,:and preferebly be in a darkened room (Benson,

]

1976) . e

- . 4 —

PMR is an easily learned technique and because of

4

this it is recommended for people who have never been

involved “in relaxatlon training before (H\ebert, 1980).

Because of PMR s simplicity and versatility the tralnlng

can be conducted, under a therapist's d1rect10n, either

i\;} hY
{.
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iive, by audiotape or with a combination of the two
‘(Israel & Beiman; 1977; Paul & Trimble, 1970; Riddick &
Meyer, 1973).

Cue—Cbntrolled Relaxation

One.of the goals of relaxation training is to teach

people to be able to induce the relaxation response in
stre§sfuI situations whenever and wherever they require it

(Burish & Schwartz, 1980).. This naturally calls for

techniques that can be_uﬁeﬁ‘unobtrusively in pubLic

situations.' A technique that appears to be effective for |
“this is cue-controlled reléxation'(Barrios & Shigetoﬁi,-
1979).° Through a training 'process the relaxation response

becomes a conditioned response to & particular cue. Cue-
. . - AT, ° - ——
: S

confroiled relaxation ﬁés been favourébly'comparéd with .
systematic deseﬁsiti;ation (Russeil, Wise, & Stratoudakis,
1976), and hés been shown to betan effective intervention
in aéxie£y reduction (Guzicki, Coates & Goodwin, 1980;
RussellfeMillq< & June, 1975).

‘ The training for this is simple but must be followed
closely to ensure skill acquiéition (Barriosi& Shigetom%;
1979). A specific cue is blaced at the end of thé
relaxation practice session when the subject is fully
relaXéd. This is practiéed until the éubject can return

to a fully relpxed state with the cue. It is through this

frequent practice that the .cue becomes associated with a
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fully relaxed state and thén, theoretically, becomes a
conditioned response which éan elicit the relaxation
fésponse (Barrios & Shigétomi, 1979). 1The sﬁbject
introduces this technique in-vivo in a'slow graduated
manner, beginning with non-stressful situations and
advancing'to more stressful situat%ons on;y when

.proficient at.the current stage.

2

' L3

Differential Relaxation pi

Differential relaxation is bagéd_pn the concept that

only certain muscles are required for each activity .and

that these‘muscles need only be tensed to a certain )

degree., The technique .therefore focusses on training
. ‘«\

people to reifx the noqgsseqtial muscles and to tense the
gssential muscles only as much as necessary (Walker,\
1975). Through regular practice éessions.subjects are
taught to recognize essential and:noneSSential muscle
g??ﬁps for a variety of activities and to relax each
accordingly (Appendix F and Appendix J).

<

_Pglsiological Measures of Relaxation

It has been shown that the stress reaétfon increases
the activity of the sympathetic nervous sySfem. vTHis i :
results in phjsiological changes such as increasedf heart
and respiration rate, muscle tension, and endocrine

secretion (Bensen, 1975; Budzynski & Peffer, 1980).

A
\



Con#ersly, relaxation training appearS“to reduce the - e
activity of the sympathetic nervous system (B;nsen,
Greenwood & Kléﬁchuck, 1975; Budzynski & Peffer; 1980).'
It is because of the above fgctqrs that physiological
measures such as heart and respiration rate andrperipherél »‘j :
skin temperature have b;en used ds measurement out;Omes K;
for determining the level and effects 6f-relaxatiqng'*
training (Corson, Schneider, Biondi & Myers, 1980;
Hiebert, 1980). | , 7 o I

t i
i v ‘ ’ . &

Pl

This literature review has focussed on the main . . "

issues involved in fibrositis, pain, chronic pain. and”
‘relaxation training, and the actual relaxation procedures
N ® g
. . . B
themselves. It has been shown that fibrositis.is a

i

complex syndrome and that little can yet be of%pred in the

way of treatment. One of the most distressing symptoms of
’ t LI

fibrositis is chronic pain. Other studies have ) ! v o\

demonstrated the effectiveness of relaxation and stress'
ménagement training in either reducing chronic pain, or‘ ; <
in assisting patients with chrohic pain to regéin SOme(

.control over their symptoms. There is every indiéation
therefore that similar procedﬁres will be as effective 7 oo

with the symptoms of fibrositis.
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Hypotheses

The above considerations have been formulated into
thegiollowing4hypotheses:

1. Subjécts receiving stress reduction training will

. EAN B N
experience a reduction in tender point
Y . -

sensitivity, as measured by a dolorimeter.

2. Subjects receiving stress reduction’ training will

experience a decrement in the subjective

¢ B

experience of pain as evidenced by end of

-

treatment and post treatment scores on the
McGill Pain Questionnaire, the Arthritis
Impact Measurement Scales, and self-

a

monitoring pain.’'charts.

23

3. Subjecfs‘récoiving stress reduction training will

ﬁegperience %1reﬁuction in their ievels of
v Q :
anxiety ané depression as evidenced by

score comparisons on measures of anxiety

and depfessionf)

- «'“ ‘ s -

4, Subjects receiving stress reduction training will
) . o

°  experience an increase in the total amount

of sleeg obtained per night as measured by

-

their self monitoring booklets.
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CHAPTER 3 -

DESIGN AND METHODOLOGY

Originally this research prpoject was designed to test -
the effects of stress management training on the symptoms
of fibrositis via a group comparison method. The original:

design called for 100 subjects to be assigned Handomly to

‘one of four groups: control group, medication group,

L)

experimental group,.and benign treatment group. After

w
3 o

several months it became obvious that not -enough subjects

were available for this research design and the pfoject
: o .
was redesigned on a single-subject multiple base line

“across subjects format.

a
3 - . A

Single-Subject Design

Historiéal Basis

Single subjeét designs have been used for a number of
years iq many areas of research, including educétioﬁ, |
rehébilitatioh, psychology, and many other disciplines
(Kazdin, 1982). Although single subject deSigns have been
glsomewhat neglected research method for a number of years
there has been a recent resurgence 6f interest in_théir

use in experimental psychology (Hersen & Barlow, 1976;

| g
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Kardin. l@ﬁi)' In fact single~subiect d;sign«wés a
fﬂunding research methodology for modern behaviour
modification techniques.. Kazdin (1982) pDints out that
much of'tr;di;ionalgresearch %gs based on the careful
invcstigétion”of ;ndividuals ;ather thaﬁ on between group
tompafiﬁcns..‘is examples of this he cites the work of

. o, .

rgﬂcérchers such;§§w§avlay‘(18b9-1936)'wh93e éxpérimgnts
vere based primarily on the sfudy of one or a fe# animals
at -a ikm.. Thorn&ike‘(187&~lgb9) whose best knoyn work is
his.inveat}gatioh of cats"escaée‘érbm puzzle Boxes,‘and
B.F. Sﬁinne} (1904) whoge single-subject research became
the'bésyﬁifor opefdnt canditioning. _

T%bﬁe ?ré‘;lsn histérical$examples of the Qse of "
siugle~su§je;£ designs in clinical psychology. Kazdin
'(1982)‘onée agaip(gives examples of peoﬁlé who have been a
major 1nfluence in the de»elopment of modern cllnxcal |
psychaLégy: Freud (1856-1939) used data derived from the
- in-depth study of individusl cases to develpp‘his theory
of‘personaliig‘and behawiopf (e.g., Litfl;%ﬂans. Anna 0.).

“Watson in 1920 made a majoprcontributign to the
. ’ ’ . |

ufiderstanding of the development of the fear reaction.
" through the now vell known case of the infant Albert.

These are just a few of the examples that are present in

i

the literature demonstrating tge‘contributibn"
, , : ‘ .

single-subject designs have made to the formulation of the
i . “ LN .

theoretical basis of present ddy psyéhdlogy,(HerSen & .

5
o . . 3 3
o i
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'Advantages‘

Barioﬁ, 1976; Kazdin, 1982).

Sin§1e~aubject design is based on the philosophy* that

vgluablevjnformation can be obtained by studying the
e

varlables that affect 1nd1v1dua1 performance rather than

groups of persons. The ultimate goal of this attempt to

&

<

<

identify law§ oz/ﬁndividual Eerformance is to discoVer

generalizable r lationships (Kazdin, 1982)f' As Hersen and .

Barlow (1976) p01nt out, if behaviour istawful. then'tne
1dent1f1cation of the’sourCes of variabilty in one sub ject

should offen_important information ;gout_the sources of
vaniabilityfin similar-isubjects undergoing~the same¢(

treatments.
To this end single-subject designs do have some , -
'u’ R N

advantages over group comparison methods. First, group-

comparison de31gns demand large numbers of homogeneous

-

subjects. This naturally calls for the investment of an
enormous amount of time “and- money Often the number of
subjects needed are not available or the procedures

required for the study are beyond the experiménter s
budget or ability's. Single;subject designs can bringithe

study within ‘the experimenter's resources and subject
14 E

‘availability.

Second, one of the criticisms levelled against

between.grouﬁ comparisons 1is that the resths mayvﬁot.be

~a

relevant to clinicians. Statistioal,signifiCante in an

5
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experiment does ‘not necessarily mean clinical

significance. The difference between statistical

2 -
31gn1f1cance and clinical 81gn1f1cance often becomes

overlooked in research (Hersen & Barlow, 1976).
Slngie subJect de31gn is based on the cont1nua1 monitoring

X

of the subject s behaviour. The'effeqtiveness of a

technique is Judged on clinical improvement and not

statistical 1mprovementf This consideration does not

negate theeuseﬁef statistics in single-subject designs.

The controversy in the. literature concerning the

appropriateness of statistical procedures with T
) Py .
single-subject designs, is well documented by Hersen and

. ) v
Barlow (1976). Researchers that advocate the use of

statlstlcs believe that they are appropriate when it is
d1ff1cu1t to establish stable basellne rates of behav1our,
when variables with unestablished effects are being

investigated, and when thereiis a relatively large

'intra-subject variabilityv(Hersen & Barlow, 1976). It was

dec1ded not to use statistical procedures in this study as
none of these factors applled to th1s research project.
However, statisticalﬁfests for single-subject designs are
siowly beFoming more popular and have iocludedit and F
tests, time-series analysis, randomizatioo tests, Rn test .
of rank, and split-middle technique (Hersen & B:rlow, |
1979; ka:;;o, 1982). The advantages and oisadvahtages ot

each of se tests are described in&ﬁetail by ﬂerseo and

- -



Barlow (1976) and Kézdin (1982).
A third»édvantgge ofésjhgle—éugject designriies iﬁ
'opportunity it affords to a?sésé individuél variabiiiﬁy.
In groug/égmparisoﬁé\individual va;iability‘of tﬂér
subject's response tgxéhe iﬁtervention is loét in the
compilation of the group data. Inter-subject variability
is the rule rather fhan the excep£ion iﬁ research (Hersen
& Baflow, 1976); and yet groﬁp comparison methods shed né
light on this variability. In reality it may be more
important'to know Why'cértain subjects did or did not
improve from treatmeht than it is to know,th;‘gr;up
result. Bergin (1966) clearly demonsFrated that years
were {ost to applied research because investigators
"overlooked the differences in effect of treatment on some
subjects. Single-subject designs by their‘nature avoid
this type oE pitfall, " |
Fourth, group compari;on designs present problems in
the generalizability of the results to individuals. |
‘Theoretically, this research design is' based on obtaining
a truly ranaom sample. In most studies, however, subjects
are chosen on the basis of their availability and are then
randomly assignedato groups that are matched on relévant

<

characteristics (Hersen & Barlow, 1976). These types of

: 4
procedures create problems. Since the subjetts are not a

true random sample the results cannot be generalized to
~ 4

the population. However, since the group is heterogeneous -
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on any aumber of characteristics the results cannotrbe'

generalized tb an individual. Hersen and Barlow (1976)
’Z

contend therefore that it is logical to generalize the

results from a single individual whose response and - R

biographical'characteristics have been well specified, as

f

is the\tasefin-singie—subject design.
Single-subject design is also a useful technique fFor

testing the effectiveness of treatment packages.

B 1
Treatment packages are usually multifaceted and contain
several different ingredients. Single-subject designs
allow for the immediate analysis and manipulation|of the

variables during the researgh process. Therefore|it is

] .
possible with this type of research methodology to test

the various components of a treatment package in order to

A

prior to 445:

H

understand, adjust and refine the overall package

testing its group effectiveness (Kazdin, 1982).(
. ]

i

Limitations

Although there are some distinct advantages to usingv

single-subject designs there are also some limitations. .

First, single-subject deéigns have been p}imarily used in
.y ’

outcome reséarch, that is to assess the efffectiveness of
a particular intervention (Kazdin, 1982). ,However,‘it is
not po:sible to use single-subject designs for comparing
the effect of different intervehtioﬁs or variations of a

particular intervention for the same behaviour disorder

(Hersen & Barlow, 1976). The‘reasbn‘for this is that most

#
&
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,deéiéns ingtitute different experimental conditions at
different points in time. As a result a number of
extraneous variables may be confoundihg the treatment
outcome, such asﬂthe sequen;e<of treatﬁent ihtroductioh or
the interaction of treatment and sequence (Kazdin;>1982).g’

Secornd, single-subject designs are not as effective
as.group comparison designs in addressing the issue of
whi¢h clients are best suited for the treatment (Kazdin,
19é2). Between group comparisons caﬁ accomplish this
théough factoral desigﬁs where subjects are grouped on a
number of vafiables (such as age and sex) that may be
relevant to treatment outcome (HerSeh & Barlow, 1976). In
single-case designs ‘the reéearcheg«has no systematic way
of determining whether out;ome°effects were the result of
treatment or of subject characteristics (Kazdin, 1982).
This difficulty can be confounded if only a small number
of subjects are ﬁged to assess the eﬁfecgs of a particular
treatment intervention. It m;y be that th; subjects ‘were
all either idiosyﬁ;fgtic non;esponders or resﬁonderés
Evén‘though it is possible to generalize the findings of
single-subject research designs it is the a%oye facforé
ﬁhat;make&it more difficult to assess‘tHe facfors tﬁat
contribute tp‘this<gehepariiy (Kazdin, 19é2).

It is fo; tHe above reasons that many researche;s
believe that a single—subject design may bé a good way of
the starting an investigatién of an intervenﬁion téqﬁniﬁpe

i

X
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bu; not of énding it (Leitenberg, 1973). Single-subject

designs-allow for the identifiéation éf individual sources
'Aof variaBilipy and the ﬁanipulation énd adjusfment of thec
critical components of the treatment intervention or
pégkage. Herse@rand Barlow (1976) contend that it is then
advisable to tgst the intervention in a lérge group ~§§,
outcome study since the researcher is now less concerned

with individual variability and more concerned with the

-~

.magnitude of treatment effect. A

0

Methodology B . .

There>aré various types of single-subject designs
(refer to Hersen & Barlow, 1976; and Kazdin, 1982, for
specific detailé ahd(instructions on usei. However, they
;re'all based on the continual monitoring of the subjects
behaviour. This research project used a multiple-baseline
across éubjects design. This method measures the effect
of treatment across a number. of subjects. Baselineé aré‘
obéained‘on all subjecté,'and-oncefthese are stable the

«iﬂtgrvéhtign‘isrintroduced to different subjects at
rdifgpreﬁt pd%pts»in time; It is basicaily an Aé research
design where A-is‘baséline and B is the infervéntiOn. - The

‘“\ dependent measures are continually monitored throughout

.

N

K

\}hg\i%sea;ch project. If each subjects baseline changes
when QQE intervention is introduced, then the effects of
this ch&nge £§y be attributable to the intervention and.

not to extfhneous vériabies (Kazdin, 1982). .

N,
N
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This method'was‘chosen for this research projeét for
a number of reasoﬁs. First, it was not possible to
instituteva'reversal.phase in the design as is requifed in‘
an ABAB design. Subjects were i}structed iﬁ,the use of
re}axat{on procedures. It could not be guaraﬂteed that
the subjects would étop using these tecﬁniqués if
instructed to. Sécond, the subjecté were using the
relaxation techniques for péin management. Even if it

were possible to ensure that the subjects stopped using

the relaxation techniques when instructed to, it raised
- L] .

the question of whether it was ethical to make this

W
-

request. Discontinuing»thg intervention technique may
have increésed ér prolonged their discomfort. Given these
’conéiderations it Q@s decided that the multiple-baseline
across subjects'deSign would prpvide the necessary
information wh?le controliing fdr some of the problems
inherent in ABAB designs (Hersen & Barlow, 1976} kézdin,

1982).

Generalizability

It is a well accepted precept of research that fhe
identifiéation of sources of vériability increas;s the
ability of the researcﬁer‘fo generalize thé results.
Sidman (1960) points out that it ié unrealistic to expect
that .a given variable will have the same effect on all

-subjects under all conditions. Therefore by identifying

and controlling a greater number of conditions affecting a



A

particular intervention, it is possible to dec;easg the

variability of that interientipn. It should—theﬂ~be

N

'~ possible to obtain the same results in a greater number of
subjects. Single-subject designs allow for this

identification and control of a number of variables within
~the experimental operaiion.
.Single-subject designs allow for the replication of

5

the study not only across subjects but also across

'thefapists and across settings. The original experiment

can be replicated a number of times across each of these

I, - .

variables. Because of this,‘Hersen'and Barlow (1976)

contend that in terms of validity or-generality of

findings the single-subject design can far surpass the

o 2

experimental/no treatment control groub design.
Single-subject design uses the subjéct as his/her own
control. Because 6é;this‘it is poséible to estimate the
effect of en!ironmental facforé'gn treatment outcomes by
either observing the degree of deterioration when
. i

treatment is withdrawn, or by identifying patterns of

‘Tesponse across subjects when treatment is introduced

-~ ~ .

(Hersen & Barlow, 1976).
Many proponents of single-subject designs believe
that this research app?oach‘may have as much internai
validity (i.g., the power of the design to isolate
independent variables responsible for intervenﬁion

effects) and external validity (i.e., the ability to

o
7
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generélizg findings across subjects, settings and
therapists) as group designs with no—tréatment controls
(Hersen & Barlow, 1976; Kazdin, 1982; Paul, 1967). [Kazdin
also stétesbthat the stringent criteria applied for |
evaluating the effectiveness of treatment in
single-subject research may identify interventions that
are more potent and genpralizéble than those evaluated by

statistical techniques.

Summary : ' .

Single-subject designs hold many advantages fof the
clinical researcher. Their flexibility and time, budget
and subject requirements may make them the research method
‘of choice for a number of clinical experiments. The
design also allows for thé identification and cohtrol of
contributing variables, making them a powerfulltool for:
the development and testing of new intervention

strategies.

‘'Sample

Sample Selection y

—

A letter was mailed to rheﬁmétologists aséoqiated
with the Arthritis Society, B.C.bDivisidh ééking them to
participate in the study by referring pati;nts that had
‘beén newly diaénosed as ha&ing fibrositis. The letter

described the study, the inclusion and exclusion criteria
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for subject selection, and what was expected of tﬁe
referring rheumatologist (Appendix A). The.
rheumatologists also received.a sheet which gave a
standardized format of how to explain fibrositievto the
patient (AppendixiB). This was to ensure thatkell
patients received the same type andsemoﬁntm?f infofmegjon'
about this eyndrome.) A study information sheet’wes
included in the package mailed to the rheumatologists
fAppendix C). This sheet told the patient abeut the studyA
“and what was expected'ofvtheﬁ if tﬁey’e;;eed to
participate.- It elso‘empﬁasizeﬁ that their me&ical
‘treatment would not be Fompromised if they did not wish: to
pereicipate, and that they could‘withd{aw frqm the stqdy;q
at any time without jeopéndiiing further treatment. | |
Oece the rﬁeumetblogiet referred'a Qilling sﬁbject,r
the»Patfent reeeived‘a.standardigee pﬂysica1 exam at the
)Arthritis Sociefy to ensure diagnost}e purity. They were
also given the Zung Self-Rating Depression Scale- (Zung, .
1965) to 'screen for~prpfouud°c1;hitel Segressien; Those
subjects that wereeexoludea ffom‘the siedy?@ere refeqred
.back te‘their,rheumatologiet‘with%én exp}ehatory letter.

were asked to

4

Three subjects met the study criteria and
' 8ign a eohsent form (Appendix Df:and complete a

demographic data form (Appendix 'E).

Subject Profiles . o » e -
.f‘ ‘A detailed profile of&the[suﬁjects is provided in

Tables 1 - 4. S , o

~
S
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"' Table 1
Demographic D§;a
Descriptors Subject Subject Subject
. 1 2 3

Sex Female - Female Female

Age 53 56 62

Working No : No No

Disability No No No

Pension

o
Table 2 |
History of Symptoms \ A

Descriptors Subject, 1 Subject 2 Subject 3
Years of Muscle 5+ 2+ to 5 5+
Pain/Tension :
Ist. Contact 5+ 2+ to 5 5+
With Doctor years years years
# of Doctors 3 or 4 3 or 4 3 or 4
Seen .
# of Other 0 2 2

Diagnosis
" for Symptoms

Previous
Treatment/s

Medication
Physio.
T.N.S.

Medication

Medication
Physio.
Acupuncture
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Table 3 Y
Symptom Intemsity « . B -~
Decsriptors "Subject 1 Subject 2 Subject 3
# of Years 7 G
Symptoms Have 2+ to 5 2+ to 5 2+ to 5
Interfered With : -
Activities
% Of Time 75% 507 75% -
In Pain '
'What Increases Cold Stress Cold
Symptoms Weather Chge. Exercise Weather
, : Chge.
. Exercise Anxiety Emot.
) Upsets
Overtired Stress
. - ~ Anxiety
S Heat
What Decrease Heat Heat Heat
Symptoms Medication Medication Medication
S Rest
- Recreation
Trouble Getting Often Rarely Sometimes
To Sleep -
Feel Tired In Often Sometimes Often
The Morning
Feel Tired Often Sometimes Often
During the Day ‘
Do Symptoms
Interfere With:
Activity Often Often Often
Work , Often Often Often
Socialization Rarely Sometimes Often
,Personal Relat. Rarely Rarely Sometimes




" Table 4

‘Affective Variables

70

Descriptors Subject 1 Subject 2 Subject 3

Do You Believe

You Have Control No Somewhat Somewhat

. Over Your Pain ' ~0 <?

Do You Have The

Following Moods: . »
Depression Rarely Rarely Sometimes
Anxiety Rarely Sometimes Sometimes
Anger Rarely Sometimes Rarely
Frustration Often Sometimes Sometimes

Do Emotions -Rarely Some of Rarely

Affect Symptoms

the time

Research Design

Three subjects were chosen for this single subject

multiplé base line across subjects research project. All

subjects monitored tﬁeir pain, medication intake and sleep

patterns for 4 weeks pretreatment (baseline), 6 weeks

treatment, and 4 weeks posttreatment follow-up. They met

individually with the researqéér once a week during the

length of the study and handed in the self-monitored data

at this time. Each subject received a standardized six

week stress reduction training program. Participants were

tested individually at study entry, pretreatment, post-

treatment and poststudy on self-report measures and

dolorimeter readings.

Scheduling of appointments paralleled each other in

order to control for effects related to the time of day



- 4' 4 : .
’%fdf xeétiﬁg. Dué td.thg”sidwness of subject ref#;rall‘
5ubjec£§%§ta?ced‘in the‘stud} 35 noén as.théy het]stu4y>
rcquiréménts. it was therefore not- poss1b1e to

standardize the iength of time between sub]ect start

4

:.g!&tes .

Dependent Hhasures
Thf&e types of depgﬁdent?measurés were useq in this
study: self-report questioanaires, includiné the
S;ate—Trﬂit Anxietydinyentorf (STAI) (Spielbérge;, 1968),
the Arthfitisgfmpact Heasureménﬁ Sééles (AIMS) Cﬂeenap,
fﬁgrtmén, Hasbn#& Dunaif, 1982), tﬁe Beck Depresssion ‘
Inveﬂtor? {Beck, Ward, ﬁendelson, Meck é'ErLaugh 1961),
and the McGill Pain Questionnaire (MPQ) (Melzack 19?5)'
\Qp duldrimetcr {pr°squre algometer, Chatillon, New York,
C¥.Y.); and self goaitnring charts.on_péin levels.
medication iﬂiake”anﬁ»éleép integ;ity; f%} dependent
S measures were tested under pre»st;dy{ pre—treathént,
‘post-treatment and p;st—study condigiéns, |

State-Trait Amxiety Inventory ,

b #

The Staie~?ééitLAnxiety Inventofff(STAI) is a .

self- evﬁiuation quastlonnairs based on a theoretical

‘dis&iact;oq between state anxiety (STAL~ S}. a transitoryv

condition q‘ pe?ceived anxisty, and trqittanxie;y

3

(STAI-T), a rélatiégly stable condition of anxiety*‘”

proucncsé. The éTAI consists of fo::y,brféf;items: 20 to

u

71
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3

T

oy



"
108

; 72
2 ) B & .

asseéss "how’you-fgei néﬁ“ (STAI—S);_and 20 to ‘assess "how
¢ Yyou generally féei"'(STAI—T). Both forms were uéed in
this study. Norms for thié_scale aferbased’on 377vhigh I
'gchool juniors, 982 coilegg freshmen, 484 cbllegg‘§tudeh£sﬁ

!enroiled ip an‘introductofy psyéhoiogy‘course,;46i‘male “

'neuropsychiatriéApatients} 16lﬁgeneral medicai and3'
éé&giCal Qafiénﬁs; and 212 priéoners( The scalé‘ |

vdemonsgrétes adequate reliability (Kendali, Finch,

. Aue;ﬁaﬁh, Hboke‘& Mikeulé, 19?%9, and validity (KendaJl{é}
al.: 1976; Spie1berger, Gorsqéﬁ & Lushene, 1970).. EécauSe'7
the STAI so paténtiy appégrs'to'be what it purpqrtsfto be,
it is open to fak%fg'ﬁo aggreater extent’than more éﬁb;le
self-report tests (bfeéé:, 1965). The'examinor'is =
‘therefore advi;ed to ascertain ihdependentlyrwhether

;xamineés would be likely to biaSvtheir responses énd“in
whgﬁ direcgion (Dreger, 1965). Test-retesv’st;Piligy
coefficénts‘for the STAI-T range f;bm .73;f0 .86 7 L
(Spielbergér, eteal., 1970). Howevep,‘they tend to”le‘low'
‘for the STAI—S'scale; median r=.32. -This:result is. to be
expected ag'ﬁhe STAI—S écqle“is designed to measure
situational influences at the time of ﬁestiwg aﬁd not ‘a
persistent characteristic of the individual (Spielberger

et al., 1970).  Internal con;}§$ency ranges from ,83 tpi_

‘ 5.92 (Spielbe;ger et al,, i970). The correlation betweénv
;the STAI-T and the IPAT (Cattell,'l957) ranges,betuéén .75

and .77 (Spielberger et al., 1970), indicating adequate .



concurrent validity. -

The Arthritis Impact Measurement Scales , . S

The Arthritis Impact Measurement Scales,(AIMS) are a
battery of Self—evaluationﬁheelth status questions aimed

ét-aSSessihg the'physicbl, emotional and social well-:

being of individuals with with rheumatic diseases. Since

3

fibrositis is a rheumatic syndrome, and since there is no

Y

}further analysis.

secale designed specifically for this syndrome, these

'ecales ﬁefefchosen.fer this—Studyf The 45 health status

fquestlons are grouped 1nto nine component scales:

Mob111ty, Physical Act1v1ty, Dexterlty,.Household

Activities, Activities of Daily Living,)Anxiety,

J

'Depression, Social Activity; and Pain. The ebaleé‘contain_

4-7 items, and each item contains 2-6 possible responses.
Item responses are summed by group to produce scale scores

and then brought to a normal standard score of 010 for

Bl
R

e

Tbe norms for the scales are based on 625 patlents'-

336 with rheumatoid arthrltls, 108 with osteoarthrltls; 57

-

w1th systematlc lupus erythematosis, 34 with seronégative

‘varlants, and- 61 with other diseases, including

a

7

'soft-tissue rheumatism, and crystal-associated arthropathy

(Meenan, Gertman, Mason & Dunaif' 1682) The scales
demonstrate adequate reliability with an internal

consistency alpha of ,70, a Guttman coefficieat of = .

'reproducibility of .90, and a;testéretest stabilitf
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coefficient of‘;80~(Meenan, et al., 1982). Validity was

assessed by three methods: correlating normal scores with -
general and specific clinical measures is dlsease-
activity; performiﬁg a factor enalysis on eachygroup of
items to determlne if it’identified ; single factor; and

s P ~ .

runnning a sfries of multiple regressions on the AIﬁS as a
whole, using patients' and physicians' estimates oékg‘
overall health status as the dependent variaBles (Meenenu~

et al., l982). The results suowed that all nine scales e

were significannly correlated Qiéh both general and - ‘
speclfic blinical measures: that all SCeles exc%pt.‘; $”'r“
Household Act1v1tles loaded on.a 51ngle fae{pr, and that
Lthe nine scales taken together expla1ned at least 60%%06“
the jariance in the" f%?r summary healthostatus est1metes~
genefated by physlclans and patientsa(Meenaﬁ, 1982)

The general;zab1l1ty of the AIMS was assessed by i - ;_ le*

repeating the validity and reliability analyses gn a e

variety/of sobiode ographic, diagnostic

and funetional -

subsets. The results closely resembled e findingsvfor

AIMS can be used

in a variety-of clinical settings}.end tﬁat this one

the overall sample ‘and indicate that th

-]

b s :
1nstrument has broad appllc tibnS'acrdss disease and

—demographic groups (Meenan et al., 1985)

The Mcéill Pdin Questionnaire . : ' .
The McGill‘PainjQues;iohnairq{(MPQ)\{epresents an

P

oA

J,,_gygu N~
o
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' described different aspects of their pain experience
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%

attempt to develop a multidimensional measure of pain. It

"contains 20 cdategories of verbal descriptors that are

considered to be representative of three major
classifications of the experience of pain: words that

describe sensory qualities (temporal,‘spatial, pressure,

thermal and other properties); words that describe the

affective qualities (tension, fear, and autonomic
. , . ) -
properties); and evaluative words (subjective overall

~ s

'intensitybqf'the total nain experience), (Melzack, 1975).

Although patients fill out the questionnaire themselves it e

is advised that the examiner be present in order to ensure

that 1nstructlons are followed and that the patlent
understands the meaning_of the words. The data from the

MPQ can be analysed in four ways. the pain rating index

 based on the mean scale values (PRI S), the pain rating

1ndex based on the rank values of the words (PRI R), the

number of words chosen (NWC), and the present pa1n

inten31ty (PPI) wh1ch is an 1nd1cator of overall pain

LI

,1ntensity at the time that the tést is taken (Melzdck, -

3

: &
.19T5). L All fonr indices wene‘used in this study. : o

- i

In the development of the questlonnalre, subJects

Vwere asked to cla531fy 102 words obtained from the

* T

clinical pain literaturé into.smaller groupsjﬁhat

(Helzack; 1975). These words.were then elassified into

‘the three major classes and 16 subclasses. Next, an. .
5 C (S ;

]
S
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2

attempt was. made to determine the pain intenslties‘implled
w : . ‘

. ) :

by the words in each subclass. A numerical scale was

devised that-ranged from least pain to most excruciating

. -

- \pérn, Doctors, students and patients were ,asked to assign

- The correlat1on between the PRI S« and the PRI R‘ls h1gh ' s«“rﬁ

e h;ghly\w1ih the

N 3 .
AR .

'He1de & Prleto,’l982 Prieta, Hopson; Bradely{ Byrmeﬁ@nﬁ

that there is conS1stency'1n an 1nd1v1dwa1 s‘ch01cé ozj

an intensityivalue to each word. Although\the precise

intensity'Scalevvalues varied between groups; thej
p031t1ons of. the words relative ‘to each other were the o -

same (Melzack l975) ‘Numerous factor analytic stndlesly - Lo

o ;{ . o el e :F\x:' n
have been conducted that give credence 'to the L SRS

3 . . T

pconceptualizatibn'of pain as & 3—dimensional*phehomeha‘

. . Lot ape T N N .
. - . B A " e . o
Y - P s LR PR

(Byrne, Troy, Bradelyl Manchisello, Géisiﬂgeﬁ,pVan*dq;am”ﬂ.

oy v o

Gelslnger, M1dox & March1sello, 1980& Readlng, 1979) ‘Nk“ . v
i~ L <y 5 ﬁ‘ < K Q'.,\' . - ‘:‘
‘ ’"Test retest stud1es have y1e%ded ev1den0e to sugg%st R

!u\‘ . . o N

2a . e

category scales aCross a one week t1me perlod (Fox &* ~‘ﬁ .
‘ IS & E f [
Melzack 1976 Melzack *975 Melzack & Perry, 1975)w“ a a

n,-’ DN

n K] Y
Studles have also been conducted on the correlatlons

(B3 N . EE

— .

between tbe varloag methods of scorxng (Melzack 1975)

\ 2 f

(0.,¥or h1gher for call c,tagoraes) The NWC cOrrelates d

RT=S (r4 0. 97),and the PRI-R (r—:O 89)
’ Ly @ ¢ Lo
".The corré@atlon coeff1c1ents between the PPJ agd other o

1
e

1nd1ces a?@ NWC’ 0. 3; _PRI-R. 0. 42 PRi s o 42 Melzack

o

(1975) hypothes1zes that although the PPI correlations

, : 3

R ,
with, the NWC and the PRI are sﬁatwsthally signif1cant i‘
o \

ﬂﬁ . . =, P "
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7

*are ranked to reflect the sev%{lty of the symptom. Each ‘ ,

)
the ‘low correlations may be indicative that a large part

of the variance may be determined by other factors. The - ™

PPI appears to display less consistency and be-more"

susceptihfe to influenceaby other variables (Melzack,

1975). However, when changes in pain are examined the

correlations between the PPI and the PRI—R'are»O.9§

N =

(Melzack, 1975). The original PPI score and the words -

that comprise the PRI-R may show considerable variability.

however,rany changes in the“pain indicated on the two

' &

a

meashres are remarka&l§ consistent. These results
1nd1cate that the MPQ is a usefull todl ?ﬁr measuring the
effect of varlous pain intzrvéntion methods. R _ .

w g

The Beck Depress1on Inventory

The Beck Depress1on Inventory (BDI) is a self -report

@

measure developed to prov1de a quant1tat1ve assessment of

. * 3
A

. the, 1ntens1ty of depr8351on;a It is a1med at" reglster1ng

9 , o - R ¥ .

varylng degrees of depress1on along a cont1nuum and is not

LY » 4 l’-
‘*‘,

dESigned ‘to d1st1ngu1sh amoung standard d1agno$t1c
P
categor1é§ (Beck Ward Mendelson, Mock & Erbaugh 1961)

i A a
The 1nventory is composed of 21 categorles of
- . - 4 ™ . 3
symptomS'and attitutudes that descrlbe a spec1f1c S

¥ 5

behavloural manlfeétatlon of depress1on.~ Wlthln each

i

r'category theré are 4 to 5 self evalua;lve statements that

)

statement is ass;gned a numerlqal value from 0- 3 where

o Ty

‘zero equals neug;al’and~three equals max1ma1 severltyw

~0 . . .
2
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The examinee reads the statements and cirtles.the

~

- . . | 1
appropriate rating. ' T .
) ‘ , ) o }
The items in the inventory were primarily clinically

[

. derived. The} were chosen because of their_relationship
to the behavioural manifestations of depression and not

because they reflect an} theory regarding the etiology ‘or

e

underlying processes in depression (Beek-et al., 1961).

5 g

For the development of the inventory systematic

®

observations and records of'the'characteristic attitudes

-

[
W

and symptoms of depressed patients were”made. The . J;ﬁ‘

4

pat1ents for this 1n1t1a1 study were choseh becquse their
attitudes and symptoms were consistent with the

[y

descriptions of depressionhin the psychiatric literature.

B

It was from these observatlons that the 21 1tems were

° .. Vo g

derived.

) The- 1nventory is, based on: the studyuof 409 patlents

1 ©
= . ;

who .were drawn from rout1ne adm1551ons to psychlatrlc

by -

toutpatlent and. inpatient departments of two hospltals in

X © A

two separate studles. The patlents were seen eather

= LA 3 : »

.d1rect1y before or, aﬁter ;he admlnlstratlomaof the

X . B A &(

1nventory by exper1enced psychlatrlsts. The psychlatrlst

Ve

formulated a psychlatrlc dlagnos1s and fllled out .a

*
e

comprehens1ve study form. Four psychiatrlstshparticipated
in the study. They all met prlor to- the study and agrged

-on the crlterla to be used ine maklng the1r cLinlcal

- -

Judgements, and developed a detalled 1nstruction manual o

e no
I N .

R

'y . L : Rl e

o



that served as a guide in their diagnostic eva’uations

\\\ (Beck, et al., 1961). TwO'nandomiy paired psychiatrists

interviewed the patient and the other two observed the
processrthrough a one-way screen. They then established a
diagnosis for each patient as well as estimating the

: N
degree of depression. The agreement amoung thie
psychiatrists regarding ﬁhe ma jor diagnostic categd?y was
713%, whiie‘their agree@ent about depth of depression was

97%. * These ratings were then compared with their BDI

= rating and obtained—correlation;CSéfficients of r=0.65 and

1

1

S

0.67. '

‘

Two methods were ised for evaluating the internal

@

,thsingnéy\dfithe‘B.D;I.ﬁEFirgt,‘the protQédls of 200

R . . )
patients, were analyzed. The score for each of the 21
Categdries was'éompa;ed withffhe'individuals total BDI

K]

.-score-and tliis was then submitted to statistical analysis.

. -
« «

All categories showed a significant relationship to the

toté}‘scbreb(ﬁeck)‘et a1;3‘1961). Second, the Split—half

° 3

feliabilityﬂwas getérmined on 97 cases and demonstrated an

r=0.86 which rose to r=0.93 with a Sﬁearmah—Brown

“‘correction.(Beck, et al., 1961). 1 . B
L [ o e : ¢ * v - : - ¢ .7 l;fV(
" Two indirect methods were used for estimating the’ ./ =«

reliability of the inventory. First, the BDI was . K
- . gx\. . ) °.

0

administergd to §8 patients at two different times, and -

3% 3

the results were then compared to the deﬁth of depression g

rating made by one of the psychiatrisis.' The two scores .

v »
2 . N
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closely paralleled each other in the direction of tﬂe
changes (Beck et al., 1961). Second, each of the scores
obtained by the psychiatrists were,plotted'againét the
clinical ratings. A high de;ree of agreement_aﬁong thé
.interveiyers was observed for the mean of bo£h<scores
obta;hed at each level of depression (Beck, et al., i961).
Tﬁe Mann-Whitney U test was used to appraise the
pQQey of the BDI to discriminafe‘bétweéﬁ‘the spécifi;
depth of depression categories. Significance was shown at’
<0.0004 in the difference betweeﬁ adjacent cétegoriES'
(i.e., none, mild, moderate, severe), except for between
the msderate and severe céfegofieé which had a p—Qalue of
<0.1 in Study I and <0.02 in Stud IT (Beck et al., 1961).
The BDI hés been compared to many other depression
measures including the Form E of the Depression Adjective
Chec%}ist (Lubin, 1967) and tﬁé Generaliéed Contentment
Scale (Byerly'& Carlson, 1982;. Hudson & Proctor, 1977).
The forms were compared 6n two groups: psyéhiatric
?2pqtien£37gnd psy?ﬁzzfringftpatients. For the inpatient

wsémpig;e%ﬁh scales correlatiéﬁ%xggre identical at 0.73,

hwﬁiie in the outpatient sample the%EBT*&QEEelated with the

o =
"
n

_@Depression Adjécti#e Checklist Form E 0.67, a %\&iir the, o

<

Gene}alizéd ContQQEment Scale 0.80 (Byerly & CarISOJT‘\%\
‘1982).'Thesgv}esu1ts indicate adequate concurrent e,

validity.~ This samg.gtgﬁy also computed Kuder-Richardson

réliabilitespﬁor all ihrée scales. PBDI reliabilities were
o ‘ . . :

ge
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‘number of years for a variety of reasons (Beck et al.,

81

- ? hd

0.86 for inpatienté and 0.81 for the*dutpatients (Byer1y~ér

- v

Carlson, 1982). :

v

The BDI has béen“a useful assessmenp,tOOi,foraa’ .

1961). It provides'a standardized measure that is not

relatéd to the theoretical orientation or peréonalﬂ
characteristics of the tester. It can be easiiy'taUght

and administered. Since the inventory provides a . -

5]

numerical score it allows .for the comparison of

quantitative data. Finally, it reflects the changes ih‘ .
the depth of depression over time and Eherefore providés <

-

an.objective measure of treatment outcome.:

The Dolorimeter . SRR

13

The dolorimeter (preésufe algometer,,Chatiilon, Ney
York, N.Y.) is a spring loaded gauge with a-range of 0-9
kg, with a protective rubber stopper (1.54 cm2) attached
to the plunge;. The instrument ié‘used to measure<9
quantitive muscquskeletél tenderness. In this study the
participating fheumatologist administered the testing.

The area to be tested was lighfly palpitated first :o

identify the most tender point. The dolorimetzr was then

placed directly ovér the point and force aﬁplied slowly

and steadiliy. The patient was asked to verbally identify
when pain first began and the score was recorded in

tenderness units on the appropriéte form. The dolorimeter



has been used in previous research inta articular
tenderness (MtCarty;_Gatter & Phelps, 1965), .and

¥

fibrositis (Cambell, Clark, Tindall, Forehand & Bennett,

1983). T . :

There are some difficultids with using the
dolorimeter for precise tendern-~ss measurement (McCarty et
al.,.1965). First, there is tHe probiem of ensuring that
readings are taken from the exa;t same spot when there are
long gaps between testings. Se;ond, readings taken on
areag_thqt'may be padded with fat or muscle may not be
~accﬁrate. Third, the rate of application of force is an
important variable. A slower rate produces higher scores
Because of the temporal summation of painful impulses. It
may also be difficult to produce the same rate of force
across festings to ensure uniformity of results. Despite
these limitations®the only aiterna;ive so fartolthes‘
dolorimeter is manual palpitation, which offers simila;

; ‘

’prbblems and is more difficult to quantify.

4

Self-Monitoring Charts

Subjects were given self-monitoring booklets wéek}§.¢

‘Each booklet contained a chart for each.dayrof the wé?#,ﬁ?

-

listing a five point pain rating scale on one axis and an, .

. -

hourly time scale on the other. The'frontyéf.eachgﬁqoklet‘*ﬂ

A [

. . ' o 1, ,'»'r e
contained an explanation of the five.  point pain-scale: D ="

A}

no pain; 1 = very low level - aware of it on}yré},timés}
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2 = pain level can be ignored at times; 3. = painful, but
can continue to work; 4 = severe, makes concentration
difficult; 5 = intense, incapacitating. Subjects were .
instructed to rate their pain level each waking hour, to
mark by the appropriate hour what medlcatlon they took,
and to mark when they went to bed, wheh thewaellaasleep, 4
_and the number and length of sleep interruptlons. There - " % 4
- e mE R T e
was also a place on the booklet where[sdbjectsxcouldGmake P
. R TR - - v s . S
notes about any unusual daily‘actiyities oT occurrences N
(e.g. more than normal phy31ca1 activityf famlly _ d.%&éﬁ'/ﬁ‘V.f
dlsturpandes etc ) Eaeh subJect was glven the samef“if‘?j°3&,
B B E (..; = & g’n_ .j . k t“ ‘{A f‘bﬁ
explanatlon on how to usé the booklet and asked to A S
R -, N . < o AN By ;ﬁ
°practlce u31ngfit'in thevre archer >s’ presence prlorﬁto é@sv By
the commencement of the study.; Sub}ects were also taught Yéaﬁ;s
' o BT
.how to monbtor thelr pulse and reSpi;atlons prlor h@ j;f..fi
beglnnlng treatm tt fhe acéuracy of thelr obpervatlonsf’gﬁﬁl
weré”teated.by t e esearcher 3L nhls t1me and at the end . T
,of treatment They were asked to record thelr pu1§e and v
. - ot ‘ S RN )
a,refplratdon rates before and after every relaxatlon” w L e
pract;ce se551on.p ) MR :¥L~ . R E,g Lo T e
> ® < [ "@ 05:, o ) V ’ . ’ < :Q'v ? IG’*,&/EC‘\ Q:"v‘ t < e
. : . . 5 ‘
« e o 8 e N ¢ ‘
i . o . 1 R S
ate T — SO Facilltiésf : A aﬁ .
¥ [ o 8 ’.4‘. = e
50 .
i Ali test%gg and treatment sessions were held at the o
Arthrltls Soc1ety in Vancouver. Testlng océurrid dur1ng ®f
office hdurs te ensure the avallablllty of ther ~ - S “"““
patt;c&patlng rheumatologlst. aTesting was”conducged ip'a” -
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L

Pre-Treatment
«~for the study they were asked to re-reéd the studya

" {Appendix D). They then completed the . entry study

84

private office made available for this purpose, All
treatment sessions were held after hours to ensure a quiet

environment free of interruptions.

Staff

The therapist was a female, senior masters student in .

counselling bsychology,'yho had five years clinical

expe€rience and had completed two counselling practica.

2 ¢

The theraplst ﬁdmlnlstered and scored the self evaluatlon -

®

measures, conducted the st;ess reductlon tra1n1ng .and S
compiled all the data. Ehefparticipating rheumatologﬁst

was a male, and is the Medical D}rector of the Arthrijtis

Sociegy. The rheumatologist. was responsible for the ‘ _,d

. ' \
prescreening physical exams and%ythe dolorimeter measures.

y

PP

) Treatment Procedures ,

S
¥

After snbjects were screened and deemed approprgéte

-

‘1nformat10n sheet (Appendlx C) and sign, the consent formv

¢

'testlng, and. were &@alned in the uSe of the

BEN

" self-monitoring booklets. They were asked to begln using

b4

the booklet and given appogntments_for\the next foyr‘weeks

~

where they could hand in their Bobklet and receive the one

g » o ’ ., S «

a

for the next week. At‘the end of ‘this time they B

-
et

Ao
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participated in the pretreatment testing and appointments;

were scheduled for the six weeks of treatment.

c.

A}

Treatment = o }7

Treatment sessions were held for six consecutive

-

weeks,. Each subject was seen:individually for T e

approxiﬁate{y 50 minutes each time: 20 minutes for theory,

20/minutes_§ev§tedvto practiée.and‘io minutes for ‘\?
éumqarizat;op.' Thgggoals of the tr;ining program-:freléo
teach the ;%bjects hdw to identify tgeir particular

s;resgdrs and ékress résﬁoﬁéés and how to uée techni&ues‘

«

such as deep musc%e reLaxat1on, cue- controlled relaxat1on

and d1fferent1a1 relaxatlon to help them cope wlth these

stress responses. Each session‘followéd the same format.
The session was overviewed, self-monitoring sheets were

collected, home practice ‘'was reviewed and any questions

answered, neWw concepts were introduced, the concepts were

)

practiced, the session was summarized, and homework was
assigned. The following is a session by session outline

of the stress:management training program (Appendix F for

- -

§eiailed lesson plans). ~

Session One

°

Séﬁ$ion one focussed on the theoretical basis of the

- b3

S

# : L
-training program Subjects . were informed«that there are

three main views of stress, The first view conceptualizes

stress as a8 reaction to environmental pressures and

i o
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\therefore focusses "on altering the person's environment.

o R
Y . : . = Bl

The second view states that stress is the result of the
body's response to the demenee‘placed upon it and
interventions are geered towatds alterihg these
hhysidlogitalﬂtespdnses; Theysubjects we?f informed that =
this training program ceneeptualized‘stress acggtﬁing to
the third view. .Propornents of this view state that stress

-is.f result of an interaction between the body's physical

.'reactlonS‘and the demands placed upon 1t. Interventions

-

-

within thlB frEEEWQ<k‘are designed to alter both the

g:::——kindixidhal s physiological responses and the environment.

The subjects were given the definitions of stessors and.
‘transitory and chronic stress, and were informed about the
variables that may effeeu thelstress reactlon.; The stress
reaction was defined as hav1ngathree distinct ceﬁpohehts

;

(cognitive;rbehavioural, and phyeielogical)’that tend to —%L

L)

occur as anm integrated response. It was further explained

that'although everyone reacts-to stresséin a4 general way,
ever&one has e personal pattern of conditioned responses.
The ;subjects were then introduced to the theory of

re}axationutraining. TheAgoal of the training was
identified as being twe%é;d:'to be abfle to use the
relaxation response'wheh%yET and wherever needed; and te
be'able,te identify those situations that were generating
the ;tress response. The history and the techniques

1nvolved in the relaxation exercises were explained.



<

Pre-exercise instructions$ weré given and subjects were run

throﬁgh‘the exercise to ensure they understood the

instructions. They were then taught.to take their pulse

-and respirations. and to practice this until they could -
) . . 2 .

demonstrate proficiency toiﬁﬁé’researcher. The researcher
- S e E o
simultaneously checked their coynts to ensure accuracy.

£

The sﬁgjgcts were then asked to make themselves .
comfortable and the researcher led them ‘through a formal
. ; o ,

relaxation session (see Appendix G for script).

After the relaxation practice the session was$ 7

: ¢
summarized and fina{ questions were answered. The - ¢

subjeéts were then assigned homewdrk; They were asked to
practice relaxing with side ‘one of their relaxativn tape
at 1éast“once everyday and to(moniton their‘pulse and
.-respirations Before and ‘after each Practlce se531on aﬁd
ret¢ord the responses on the sheets\prov1ded

@

Session Two

" The sépond session began with a review of the
subjects' home p;aEticé Egglthe answerinrg of any‘ques;ions
;r concerns. Tﬂe concepts introduced in the last sessi@n
were also briefly reviewed. .The subjects were then
introduced to thé%préctice of keeping a stress log (see
Aﬁpendix H). They werev;hfo;med that in order to be able

to utilize relaxation techniques effectively it is

important to b€ able to recognize not only the stress

-
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respénse but alsa the stressors that,a;é,tfiggering it.-
The stress log was described as a tool that would help

them identify these two components. Théy,were instfucted

] -

in how to use this log and askyd to write down the

2
=

infd}mation at the tiﬁé of.the stressful event.

The subjects wefe‘theg 1ed\fhrough the relaxation
exercise. After this the session was summarized and
homework was assigned. They were asked-to :ontinue theiT
daily relaxation prégtice and to complete their stréSS'log
as faithfully as théy could. The subjects were also asked
to review their stressrfog prior to'tﬁe ﬁext session and
see if there was any'qonsistency in the types of stressors

and/or -physical stress reactions,

v

In the third session the subjects' relaxation
i

practice and ﬁéﬁework was reviewed. The concept of the

Session Three

o

stress log was also reviewed and the results of their

stress,log~discu35g§,V~The—subjects were £héh‘introdUCéd
to the idea of cue-controlled relaxation (Bérrioé & |
Shigetomi, 1979)., It was explained that this techniqueis
. . :

~a way of training the body to become rela¥ed in répponse
to a self-produced instruction or cue. Their cueg;és ﬁhe
two four count breath gui1£>into the relaxation exercise
(Appendix G). The theory behind‘this’concept was

explained and they were then told that they would-be given

-
-« a s N
-~ °



ystep by steB instructions on how to introd&ce this

> method for helping them~tox¥e1ak during and after

v oo V S 7 ; ?'\

L,,

P I

technlque slowly 1nto everyday life. They were told that

_once they had learned this: technlque they would be able to

“ -

use it for "mini- relaxatlons throughout the day ‘and as a- .

- ®

stressful evehts.

Thevsubjects were theh léd through the relexation
exerc?ée.“ Howeve;jigtkthe end of the exgrcise they were -
led in and out of the relaxed state three more times with
the relaxation cue. After this, homeuork was'assignedF(

They were asked to practice the relaxation exercise dailf

but .also to practice relexing with their cue at the end of

a

‘the esch-relaxation session and in nonstressful

situations. _As well as this they were.asked to contdinue
: . )

keeping their stress log. ‘ R :
¢ o « Vo

Sessiomr Four oo <

-

‘As usual, session four began with the collection of

“the self-monitoring forms and a review of their home

practice. The subjects were then introduced to‘the first
stép in’shortening their‘strese‘log monitoring. Thevﬁtpre -
asked to still'stop and.think about the stressful

situatiohs as they occurred. However, indtead of uriting
them down as they.happened, they were aske'd to write them

down at mealtimes and at the end of the day. It was

explained that the purpose of this training was to teach



Vix

them how to monitor their stressy¥responses mentally.

E . - -

> The subjects were then introduced to the short

E

version of the relaxatioq‘exercise (Appendiin). It was

explained ihet'this-versfon of the relhxation exercise
relLed mostly on them being able to recall what each

Eﬁstle group felF like’when it was relaxed. They were
informed thah this technique would allow them to have ’

shorter relaxation practice sessions, as well as provide

them with another 'relaxation tool to use in real life - .
sithationgj' The pfocedures involved in th;svteehnieue’ e

were expiaihed‘and then briefly precticed'tQ ehShRe‘thét ' g
the instructions were mndeistq?d. Followihg these o

. ' ) .
. ) . P y

instructions a relaxation session was held using this -

shortened technique’. ‘Practice of the relaxation cue was

( . oo~
included at the end of this session. ‘ ‘?ﬁ
Aftervthis the sessién was summarized ahd any Lé
> . o §
answered.‘ Fo;_homework, thejsubjects were askeé
to use he stress log format described in thlS se331on, : ’
‘and to continue with the practice relaxabyon se531ons. j% N

A
However¥, they were also asked to alternate these sessioms

between the leng version and the -short vereion.'lThey were
asked to practice tah;ng?fhehselyes in and out of |
relaxation with their cue et the end of both versions.

They were also reminded to practice using their cue invivo

in mildly stressful situations.
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dperiod'

Session Five

PRI . . s

(‘j ENG n

In the fifth se351on the subJects rev1ewed ‘their home -

practice ‘and discussed the data from their cstress logs,‘"

. — ,—-—“:\

They were then 1nstructed in the next step involved in
V

monitoring their stress. The subjects were told ‘that .
Since they were vell practiced -in the formal method of
stress logs, they could now move onto:a more informal
method ' They were asked to stop and conSider the
follow1ng questions when confronted with t;N first

phyéical indicators of stress: what is it about the

situation that is stressful{;,can the situation be

changed?; if not, then“what technique should they insitdte

‘to cha:jj/their reaction to it? .They were also asked to

akly san‘iheir bodies for indicators of tension

v

that they may be ignoring. They wereiasked to do this at

N \

mealtimes: and then take five minutes at the end of a day

to review the stressful times that they had noted mentally
and to write them dgz%,;n their logs.
After this the subjects were introduced‘to the ~

J'

conakpt of dlffe;:ntlﬁl relaxation (Hiebert, 1980;,walker,
l975? It was explained that the procedyre involved the
periodic identification of tension during.an activity'andl

the relaxation of nonessential muscle . The subjects were'

told that the goal of d1fferentialtrelaxation is tp induce

2

relaxation in musclés the4 are not réquired for~the

activity, and to eliminate excess tension from those

et
- S g =

5

FE



start using their relaxation cue in moderately stressful

- : . 4 - a® .
.. > .

6
‘a .14
y

rmuscles necessary for the act1v1ty. The subjects’wére

& ¥

asked ‘to practlce the technggye, glven 1nstruct10nion how
e’ .
N . e

to slowly 1ntroduce it into everyday life and then

. received a handout on the steps involved in thE//

implementation (Appendlx J).

The sessikg»concludeﬁ with the préctice'df the’

differential relaxation technique in a variety of

positions. Subjects were asked to use their relaxation

- -~

pue and to then scan- their body for tension and relax the

non—essential'gusdles and reduce the tension in the
essential muscles. ‘ L L

For homework they were asked to use their stress log

4

as instrdcted in this session, to continue with the ,
relaxation practicg)ﬁbjL this time to alternate between

] v

usihg:the tape and doing it tape free, and to practice the

differential relaxation for five hihutes four times a &ay
according to the instruction .sheet. They were asked to .

situations. .

Session Six (
. S -
¢ 1]

- The sixth and final session of the trainihg began

with a review of the home miaétice. The complete course
f

content was then reviéwed.f This was followed by a summary

v

of the main principles invhlved in the training. It was

’

emphasized that relaxation was a learneH4§ki11 and that



like'a%% skills pronC1ency would decrease if it was notuwpni“ N

s - R

~used. Practice was therefore stil}/ésSeﬁEial ifuthp1

o

techniques were,«to maintain their effectiveness. * They

were told that if they neticed'tﬁeir proficiency declining

i

~in any 6f‘the techniques they would have to go back and

practice the original steps once again until their skills

returned.-
) o . 3 b . .
After this review they were led through a relaxation
° . : iy ¢
training session that included the shortened version of

1

.the relaxation exercise, cue-controlled relaxation, and

)

differential rélaxation. Subjefts‘were also asked to

. . . ~ -
measure their respiration and heart rates pre and post
' . L Le
relaxation practice. Their measurements were checked by,
the researcher to'ensure accuracy. The session was then
summarized,  questions were answered, and apfointménts were
set up for the next four weeks.

At the end of the six week training the subjects met with

the researcher for the paper and pencil testing and with
) . 3 . .

‘the participating fheumatologist for theé dolerimeter

e

measurements. They then met with the researcher weekly

for the next four weeks to hand in their self—mpnitOiing
booklets’ Any questions about the relaxation tfeiniﬁg

were answered at these times. ﬁowever, no new infermation'
or instructions were given. At the end of the feqr weeks

the subjects were once again administered the same tests
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by the rfesearcher and the rheumatoldgistf The.subjectq_

‘were informed that TT they wished they could see the

results ‘of the study once they were compiled. .
! «
. . -
- , y
i
%
R 1 —_
. - '
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CHAPTER 4 -

1

. DATA ANALYSIS AND CONCLUSTONS
Three types of data were collected from the subjects-
in this study: paper and pencil measures (STAI-S, STAI-T,”

——

'AIMSN BECK;:and MPQ ); dolorimeter readingg;'aﬁd
self-monitored measures (déiby pain ratings, nightly

%sleeg patté?ns,'medi;ation intake, and phyS%gldgicai
responses to relaxation practice sessions: fesp%;apion‘
‘rate and hequﬂ%ate). The reséafch Hypotheses, the
analysis of the.data, andvcogllusions are presented in

* this chaﬁter;;fEach hypothesis ;s listed iﬁdividually and -

is followed by the results and conclusions relevant to
; . . :

thet hypothesis. ' :25

.

Missing Data

~

Missing data occured in the self—monitorii& cf pain ' .

PR A

and sleep patterns. One subject missed 2 nigﬁts of sleep : ‘
monitoring (not consecutive nighté) and aﬁotﬁér subject
missed monitoring 3 nights of sleep (not consecutive nights)

and 1 day of pain. 1In accounting for the missing data from

- A)

these self monitoring sheets means for the week were
. , - . - . -

acheived by calculating the average of only those days that

were reported. )



Hypotheses_

STy L ) i -

Hypotheses #1

T

Subjeets receiving‘stress reduction training will e -

experience a reduction in tender point sensitivity, as$

measufed by a dolorimeter.

Results. Dolorimeter readings were taken on 16 tender

points. Data from\the dolorimeter readings were charted for

’

. ) 3 . .
comparison (see Tables 6-7)., There was no consistency in.

the readings with any of the three subjects. The scores of

PN

each subject varied across the study in such a manner that

distinct patterns were difficult, if not impossible, to

-

- detect. C A

e

of ) . .7
o . ) \

o
SY

Conclusions. There was no evidence supporting the

hypothesis that stress reduction‘;ﬁéining reduced tender

point sensitivity.

1
1




Table 5 : N ° 5‘

Dolorimeter Readings‘%f 16 Ténder Points

" Subject Ot
,4_,—"‘\

Tender Point ~Enter Begin ' End. . Post"
° ' _ Study  Treatment Jreatment - Study
" Right Side

Paracervical ‘ 5.00 - 1.00 6.00 ., 5.50

Trapezius - 12,00 10.00 - 6.00" 18.00

Supraspinatus 15.00 9.00 22.00 20.00

Origin : :
2nd Costochodral 6.50" 9.00 7.50 . 5.00
‘ Junction ' , ‘ ‘ o
. Lateral Epicondyles ~ 8.50 . 9.00 5.00 7.00

Paralumbar’ : 12.00 14.0Q . 9.00 |, 13.00

Buttocks “ 13.00 11.00 22.00 10.006

Medial Knees ~ 6.00 7.50 7..00 3.00
~ Left Side

Paracervical 8.00 7.00 - 4,00 10.00

Trapezius 10.00 11.00 7.00 10.00

Supraspinatus, 10.00 14.00 ‘ .12.50 8.00

Origins ; e o
2nd ‘ B :

Costochondral 7.00 8.00 ' 6.50 5.00

Lateral ’ ;

Epicondyles ~ 6.00 7.00 5.00 10.00

Paralumbar 14,60 16.00 . 16.00 13.00

Buttocks ) 7.00 5.50 . 13.00 : 9.00.
"Medial - C ;
-Knees, 7.00 ¢ 9.00 4,00 8.00

ST
. %

\‘\7, ;‘]‘
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" Table 6 =
Dolerimeter Keadings of 16 Tender Points
. oo T Subject 02 -
- BT - \, ‘:g‘;f‘f;; - :‘ »‘, X 7 . - ‘ - ‘ s | -
_ Week . i Enter THegin End = Post
, ‘ Study TreatweatL_Trea§§:ﬁ; Study
- Right Side I ST Lo A
Parascervical 12,00 . 10.00Q . 11.50 . 13.50
Trapezius. . - 18.50 -+ 11.50 14.50 - 16,00
Supraspinatus - - 22.00 " 2.00 < 16.50 $.22.00
. QOrigins ; R o . o
Ind Costochondral 15,00 10.00 13.50°  10.00
Junction : - ‘
Loteral EBpicondyles 10.00 15.00 13.50 10.00 -
Paralusbhar - 11.900. 22.400 11.00 . = 18,50
Buttocks, 19,00 14.00 17.50 20.50
Medial Ences i O 17.00 0 14030 - 14.50 . 16.00
Left Side :
. Paracervical 12.00° 13.00 - 8.00 -13.00 -
Trapexivs -~ - 16,50  17.00  14.50 v 14,50 0
Supraspinatus «  20.00 17.50 13.3& » 7; {22Q00#
~Origins’ - : : S
- 2nd- . , T ,
Costochondral : }1.00 - 10.00 6.5 - 6.50 -
Junction : '
Lateral : ' ‘
tpicondyles 12.00 16.50 9.060 22.00
Paraluabar’ ‘ 13.50 12.00 22.00 17.50
Buttocks 13.50 17.50 . .19.00 15,00
Medial . . - S
Ences ' ; 18.00 14,00 . 10.50 13.00
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Table 7 -
oy Dolorimeter Readings On 16 Tender Points
Subject 03 C
o > ' o
Week Enter-  Begin End ~  Post
e Study Treatment Treatment Study
"Right Side o o EA
Paracervicalas 11.00 ° 13.50 8.00 - 9.00
Trapezius . 22,00 . 18,00 —- - .14.50 14.00
Supraspinatus 1600 ~ 11.00 15.00 13.50
Origins AR S -
" 2nd Costochondral 9,50  ° 8.00 6.00 .5.50
B Junction . . . . -
_Lateral Epicondyles - 9.00° 4.00 4.00 4.50
. " Paralumbar 7,00 13.00 7.00 8.50
"~ Buttocks 19.00 18.00 9.00 - 9.00
Medial Knees 5,00 “6.00 7.50 - 7.00
Left Side T : o
- Paralumbar e 7,50 12,50 8.50 7.50
~ Trapezius - 22.00° 20.50 16.00 15.00
Supraspinatu 12.00 . 14.00 4.50 6.00
: Origins o . :
-2nd . : '
Costochondral 7.00 9,00 .5.50 - 6.00
‘ - Junction ' : o
Lateral L -
Epicondyles- . cae 17050 10,50 8.00 7.00.
Paralumbar S 12.00 . 15.00 7.50 - 7.00
Buttocks 22,00 22.00 9.00 10.00
MeYlial T e ‘ -
Knees LS 17.50 . 9.00 ©7.00 7.50_ _
¢



Hypothesis #2

Subjects receiving stress reduction training will

e r}

——expeérience a decrement inethe subjective experiente of =~

‘pain as evidenced by end of treatment and post treatment -

:‘/SGQFES on the MPQ, AIMS, and sélf monitoring pain charts.

-

T T ™

- Results

e I'd

‘ ./;Tﬁé=Qata‘from tﬁe MPQ were anglysedxby
calcﬁlg?fﬁgw£he pain rating index based on the gubjects'

\kf——_—:héan scale vaIUe%ﬁf%RI—S)thhé pain rating/ﬁndex based on
rthe‘rank‘valués of theiwords (PRI-R), thé number of words
chosen (NWC), and the preéent pain intensity (PPI). For
each of these cétegdpies the data was divided.into
sensory, affective, and évaiuative words. TEe results
were charted for ea;h subject-for comparison (see Tables
8-10). Forrsubject 01 there was little'change across thé
Vlgngth of thé the st;ﬁy on any of the scores. \Theré was a
slight increase in the sensory class in each ofyfbe‘ |
indexes at the end of treatment, yut.these decreased toﬁ
previous levels at ‘post tréatment testing. S.ubjeci:‘Ol'~

also expefiehped a slight decreage.in her PPI score at thé

beginning of treatment, although this did not reflect

itself in any other scores at that time. The PPI score

returned to its initial level at -end of tr%@tﬁent»(see

Table 8). Subject 02 experienced little change in any of
' - ) x » -
the scores during the study. There was a slight decrease
£

in the PPI at the end of treatment, but this returned té
P ’

100
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previous levels at the post tfeatment testing. The éc%:eg e

with this subject were low to begin with and therefore

these slight changes/are likely to be an unreliable \/ f‘g
9 _ . ,

indicator of any actual chénge.

Table 8

¢«  MPQ Scores

Subject 01 . -
Measture Enter’ ° Begin "End - Post
' Study Study Study Study
PRI-S A
sensory 1.70 1.70 2.25 1.33
affective 2.00 0.00 2.00 4 2.00
evaluative - 0.00 0.00 : 0.00 . 0.00
TOTAL 1.75 - 1.70 2.20 1.50
PRI-R !
sensory 6 4 11 3
affective 1 0 1 1
evaluative 0 . 0 0 0 *
» TOTAL 7 4 17 4
"~ NWC
sensory

affective
"evaluative

TOTAL

*

o 0O~ W
§ 4
WO O W
NOO — L
N O =W

PPI




102

Table 9
.. MPQ Scores
~ Subject 02
2 oo e e
Measures . .~ Enter Begin End Past
' Study Study- Study Study

PRI-S° - ,
sensory 1.8 1.83 - 1.67 2.12
affective 0.08— 2.00 - 2.50 ©2.50
evaluative "’ 2.00 3.00 2.00 2.00
TOTAL 1.83 2.00 __ 1.89 2.18

PRI-R :

- ” ‘sensory 14 16 14 21
‘affective 0 1 2 3
evaluative 2 4 3 3

4 TOTAL 16 21 19 27
" - NWC
sensory -5 6 6 - 8
, affective ’ 0 1 2 2
eyaluative 1 1 1 1
TOTAL 6 8 9 11
PPI 3 3 2 3
o Table 10
‘ MPQ Scores
Subject 03
Measures Enter Begin End "Post
' Study Study Study Study
PRI-S .
sensory 2.00 2.00 1.80 2.00
affective -~ 2,00 2.00 2.00 1.00
evaluative 2.00 0.00 0.00 0.00
TOTAL ~2.00 2,00 1.83 1.80
PRI-R
sensory " 18 ‘12 15 14
gffective . 3 1 1 1
evaluative 3 0 0] 0
TOTAL 24 13 16 15
NWC —_ )
sensory 7 4 5 4
affective 2 1 1 1
evaluative 1 0 0 - 0
TOTAL 10 5 6 5.
PPI 3 2 3 2




This subject also exbe;ienced a slight ;ncrease in the
sensory’class across all indexes at therost treatment o figf‘\\
stage (see Table 9). ASubjgct 03 experienced a decrease in“i |
PRI-R, NWC, and PPI scores from entfyvto the‘beginning of
treatment. However, there wés no re31 chgnge once
treatment'began. In fact/ her-PPI scorerreturned to the
entry séore level at the endtof treatment, althbugh
decreaseq again~at post-treatment (see Table 10). All
. e
sd%jects scored the highest on the sensory class across’
indexes and the lowest on the evaluative clﬁsg. Overall
there was no indication that any of the subjects |
experienced a decrease in the levels of pain aftéf
tre;tment.-

- The scales of the AIMS that were used in this

portion of the study were mobility.(M),~physical activity

(PA), dexterity (DX), household activities (HA), social

activity (SA), attivitiés of daily living (ADL); and paih
(P), The scores were charted for comparison (see Table‘
11)., The'scales are scored in such a way that a: low score
indicaﬁes |a high health séatué. Subject 01 showed a
decrease in the PA, DX anva scales:- across treatment.
There were no significant changes in any of tﬁe other

. stales. Subject 02 showed an incréase'in the PA, HA,-SA;
-

and P scores at the post-treatment testing. Subject 03

showed no significant change in the PA, DX, HA,’SA: and
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ADL scores. There was a significant decrease in the M

. . ] - N \
score as well as a slight decyrease in the P score %{om

study entry testing.

Table‘ll

AIMS Normalized Scores For All‘ThreeASubjects

—Time M . PA DX HA SA ADL P
Subject 01 . .

Enter 2.5 ---8.0 8.0 .77 3.5 0. 7.0
Begin - 0 4,0 8.0 .77 4.0 0 5.5
End 0 6.0 6.0 .77 3.5 0 5.0
Post 1.25 6.0 4.0 .77 2.5 0 4.5

Subject 02 B
Enter 0 4,0 2.0 .77 4.0 0 5.5
Begin 0 4,0 2.0 .77 4.0 0 5.5 .
End . 0 4.0 2.0 0 4.0 0 5.5
Post 0 6.0 2.0 2.3 5.0 0 6.5

Subject 03 - 7 ~ s
Enter 2.5 8.0 2.0 6.77. 3.0 0 7.5\\/
Begin 0 8.0 0 .77 2.0 0 5.5
End 0O .8.0 2.0 .77 3.5 0 5.0
Post 0 8.0 2.0 77 2.5 0 5.0

Pain charts were collected weekly and the data was

graphed using daily means and ranges.,
then calculated and graphed (see Figure 1).

Or showed a reduction in; pain in week nine.

4

=

began to rise again by

treatment levels,

ﬁeekly means were

Subject

The level .

ek 11 and remained at pre-~

Subject 02 demonstrated a“steady.

decrease in pain from the beginning of treatment except~

for week 12,

. Her level ‘decreased after that and remained
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n

below pre-treatmentvlevels. ‘This data ié in contrast to
her scores on the MPQ and the AIMS. :Subjgct‘OB |
demoﬁstrated a slight and sustained decrease in pain from
pre-trearment levels.: No diétincf pattern could'be
detected,when all three subjeéts levels were graphed to
gether (see Figure 1). ) |

Subjects monitored their analgesic medication intake
daily. Subject 02 took no paidfmedication'during the
 cour;e of the study. Subjeét 02 maintained her regularly
prescribed medication with no alteration'duringrghe study.
SubjecEMOBktook p.r.n. (take as—néeded) medication on 'a
regular basis and there was ﬁo alteration in the amount or
type of'this medicétion during the Study"

Conclusions. There is no data to support the

ﬁypothesis tﬁat stress reduction training reduces the
subje;tive experience bf pain in?fibnositis. ‘KT?EBth
some pain reduétion is evideht in_all three subjects-
self-monitoring charts at some péint‘in the treatment it
cannot be clearly attributéd to stress reduction training.
It is<impo;tant to note that although subject 02
demonstr;ted a clear reduction inqpain according to her

sélf—monitoring charts, this is not shpported by her

scores on the MPQ, AIMS, or by her aﬁalgesic medication
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intake. Possible explainations for this are discussed in’

the next -chapter.-

Hypothesis #3

" the AIMS from when she entered the study to when she begaﬁ

>
el .
3 . R 3 ] . £ 3 s :
Subjects receiving stress reduction “training will

experience a reduction in their levels of anxiety and

3

depression as ‘evidenced by score comparisons on measures

of anxiety and depression.

-

i1

'Regults. Depression levels #ere measured by the Beck
epression Inventorf and the depression scale of the AIMS,
Da was‘Ehar;ed for comparison (see Tables 12-13).

Subject 01 showed an increase in her depression level on

treatment. Her score after this remained relatively

stable. This increase did not display'itself on the Beck.

In fact there was a slight decrease in hﬁf Back score from

N

study entry to the beginning of treatment. Subject 02
showed af%light increase in her Beck score from study

4

entry to the beginningyof treatment, then ardecrease at
post-treatment, gné an increase onc; again at post-study
testing. ‘The changéslhére hBM£§er éllbfi}ply slight. Her
AIMS séore dropped-slightly at the end éf ;reatmént but

rqturhed to previous levels—at the post-treatment testing.
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There was no change on Subject 03's Beck score across the

LY

study and a sllght drop in her AIMS score from study entty =

to the beginning of treatmenti4 This Level remalned stable

«

throughout the remaindsz)of_thefstUdy.

Table 12
- Beck Depression Inventory Scores .
For All Three Subjects

o -

Time _“Subject 01 "~ Subject 02 ‘ Subject 03 o~
Enter Study 4 3 2 o
Begin Treatment 3 6 2 .
End Treatment- 3 . 3 3
Post Study 3 o5 2 .
Table 13
AIMS Depression Scdle Scores
For All Three Subjects

Time - Subject ‘01 Sub jec H 02 Subject 03
Enter Study 1.65 2.45 4.29
Begin Treatment =~ 5.94 2.3 2.31 ,
End treatment 6.27 . .99 - 2.97 )
Post Study 4,63 : 2. 64 2.45 :

L ,

iy

A
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-

. Anxiety was measured by the.STAI—T,VSTlI—S; and thé
anxiety scale of thé‘iIMS. Scores Qere“compiled and |
chartedrfor cbmparison»(see Table 14): Siject 01 shoﬁed
a,sligh£'increase in her STAI-T and her AIMS score étithe
end(of t}eatmént; However, her scores returqed to
previo§s ievels af the post-study teSting. Subject 02
showed é Arop in bqth herAS?A}—S and her AIMS scores from
study entry“to the beginning of treatment. Both oé these
scores rose égain ;t the post-study testing. Subject 03
showed a stead§ decrease across treament in bbth her -
STAI-T and her AIMS scores.

~ Table 14
STAI-T, STAI—é, and AIMS Anxiety Scale Scores

Fotr A1l Three Subjects

Measure - Time 4Subject 01 " Subject 02 Subject 03
STAI-T Entglr Study 35 39 .. - 48
Begin Treatment 33 40 43
End Treatment 36 37 41
- Post Study 33 37 40
STAI-S  Enter Study 24 45 29
Begin Treatment 26 28 - 30
End Treatment 24 - 37 28
Post Study 29 49 28
. " . . '
AIMS Enter Study 2.97 3.75 5.61
- Begin Treatment 2,31 . 3.63 4.62
End Treatment -3.96 3.63 - 3.96
Post Study: 2.64 1 2.97 ~3.50
"’,t )

on a scale of 1-10 (1 beingvyéfy calm, 10 being very
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Subjects were also asked to monitor their heart rate

. | &°

before and after every relaxation practice. Weekly. e

had

averages were caitulated on the before, after and

\

difference s.ores (see Tables 15 17) All three subJects

demonstrated an ab111ty to relax w1th the relaxat10n>'~

exercises. Subject 01 showed no accumulative effect in’ N

her .ability to relax over the course of treatment by

N .
° N

.either her heart rate or her reSpiration'Tate. Subjeet'03

showed no accumulative effect on hergEeartlrate and only a
slight accumulation effect on her-respfra‘ﬁonwraten,

However, subject 02 showed an aceumulatien effect‘on both _
her heart rate and her respiration rate from the third

week of treatment o, Subject“01 showed a'slight’decrease

in her after practice tension levels from the third;neek

of treatment on but the difference scores snow no-’
accumulative effect. Subject 02 showed a marked décreaseﬁ

in her before practige tension ratings from the third weekfk
of of treatment on. This appears to indicate that an

accumulation effect did occur. .Howéver there was no{
acgd;ulation effect in her d1fference scores across
treatment. This however may be the result of her low
before prattice scores. Subject 03 showed no particular
pattérn in her tension scores. Although she seems to have

been able to relax with the exercises, there appears to

have been no accumulative effect across treatment.
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B Table 15
. Tension State Mean Scores

For A11 Three Subjects

Week Before Practice After Practice ~Difference
Score _ - S , ’f—\“\5\\
Subject 01 -— ) _ .

1 2.90 - 1.80, 1.00

2 2.58 1.16 1.42

3 3.14 1.43 1.71.

4 2,31 -5 1.38 . 0.93

5 2.28 1.20 1.12 \

6 2.43 1.18 : 1.00 ——
Subject 02 . : E '

1 : 6.20 R 3.40 . 2.80

2 2.29 o 0.57 4 171

3 4.43 A 1.57 k 2.86

4 3.25 _ 0.88 2.38

5 2.83 0.33 2.50

6 2.25 : 0.42 2.34
Subject 03 : o

1 ' 4,14 1.86 : 2.28

2 3.14 1.43 , a 1.71

3 =~ 3,29 1.29 , : 2.00

4 , 2.67 1.33 _ - 1.33

5 3.29 1,57 , 171

6 2,71 , - 1.14 ' - 1.57

B,



Table 16
EUR Heart Rate Mean Scores

For All Three Subjects

Week - . Before Practice After Practice Difference
Subject Ui o
b oo 68,80 62.60 6.40
2 68,50 62,686 5.83
3 72.85 £3.71 9.14
4 67.38 63.38 4.00
'5 v, £8.50 . 62.70 .5.80
. 6 - T71.36 63.50 7.86
Subject 02 . ‘ , ‘
i 82.20 74,60 '7.60
2 82.28 R 73.43 8.85
3 82.57 ' 74,86 S 7.71
4 84.00 . ’ 73.00 11.00
3 B6.0GO 72.23 13.67
R 86.50, - 71.62 14.88
Subject O3 - v o
1 75.14 _ 62.29 12.85
2 71.14 ~ 64.29 6.85
.3 72.29 63.71 8.57
4 72.00 ‘ 66.33 5.67
5 - 75.14 ‘ 64.29 10.86 .
6 74.57 66.86 7.71
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Table 17

Respiration Rate- Mean Scores
For A)ﬁ Three Subjects

P
Week Before Practice After Practice Difference -
Subject 01 o .
1 / 12.30 o 10.80 . ' ' 1.50
, 2 -10.83 - S 9.00 - : 1.83
3 11.00 - — - 8.71 - 2.29 -
4 10.62 9.38 - - - 1,24
5 10.60 : 9.06 ~ 1.54
6 10.80 CF 9.01 - . 1.79
Subject 02 " , ‘ :
1 .16.00 13.00 3.00
2 - 16.00, ‘ 12.00 4.00
3 16,29 : 14.29 2.00
4 15.75 : 12.75 3.00
5 0 16.00 . 12,00 4.00
6 16.50. : g ~12.00 4.50
Subject 03 o
;7 1 15.86 - 11.71 ‘ 4,15
, 2 14,57 ' 11.00 3.57
3 14.57 10.00 ) 4,57
4 14,00 - 9.00 , - 5.00
5 16.71 - 11.86 . 4,86
6

15.29 10.00 . , 5.29
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Conclusions. There is no datg to suggest that stress

reduction training markedly reduced the levels of anxiety

and depreésfan‘in any of the three subjects. It shqu1d>be_

Lo

-

noted however, that subjects with moderate. and higher .

levels of depression had been screened out pf‘thé'studya* ‘

} : A
Thereforé dramatic decreases in depression levels 1d - -
e@g\g§e/ amatic decrease : epression leve coul
notlbe expectéd. Also, subjects displayed normal anxiety
levels at the'beg;nning of the study. Once again';t is
therefore not suprising that anxiety measures were/.
gnaffééted by the étress managemeht,t;aining.',Thé
self-monitored dafa from the relgxatién practice seéé?bhs

demonstrates that the subjects were able to relax at these

times. P ' S x

- Hypothesis #4

booklets.

s

Results. Subjects monitored their sleep patterns

(continuous and interrupted sleep) nightly from the time

they went to bed until the time they got up for the d;y.

* The data was charted on daily -graphs and then ,weekly means

*

were calculated for continous and interrupted sleep, and s
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1"number of interruptions (see figuréé 2-4 ). The number of

interruptions obviously does not correlate necessarily

with the number of hours 6f interrupted sleep. Subject 01
sho;éd a pattern of difffculty getting to sleep, a low
number of interruptions once asleep, and occasionally loﬁg,f
pefiodq of wakefulenss once ihterrupted. This pattg;qv[idi
not change significantly throughout the course of the
étudy; Subject 02 demonstrated Z pattern of either having
no difficulty falling asleep but having a higher number of
interruptions thréughout the night, or of having i
difficulty falling asleep but having few interruptions
followfdg. This pattern did not c¢hange significantly
‘during the~study. Subject 03 demonstrated'difficultj with
}falling asleep and waking up early. -Her_igterruptions

¥

were usually of a short duration once asleep. - Her total

“number of hours of, continuous sleep rose slightly past

treatment, and concomitantly, her total number of hours of
interrupted sleep decreased. However, since there is ﬂo
firm descgrnable patternqovef thé course of trgétment,'
this rise cannot be attributed to the tfeatment.

Subjects also mohitofed £heir sedation medicatidn
intake. Subject Ol took minima1 amounts of a hypnotic
medication periodidaly with no discernable pattern or .
change during the étﬁdy.' Subject<02 fegularly took a
minor tranquilizer for éleep, and did not change this

S
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Eiy%erp during the study. Subject 03 also took a regular
minor tranquilizer for sleep, and continued to do so

-

throughout the study. | e

[ @

Conclusions. There is no data to support the

hypothesis that stress reduction training affected the

sleep integrity of the subjects in this study.'

Subjective Reports

Throughout the stﬁdy there were consistent statements
made by all three subiects. These statements have a
.bearing on the resultg‘of the study. These will be
'discussed under the following _headings: éffect of the .
tfeatment; monitoring of physical symptoms; validq;ion of

phenomena; and pécing,

Effect of The Treatment

All three subjects commentéd on the fact that tﬁey
enjoyed the relaxation exercises and found them helpfull;
There was a seétion on the relaxation monitoring forms for
comments. Subjects were directed to use this section for
keeping track of any difficulties they had or how they

perceived that that particular training session had gone.

—

No other guidelines were given. Comments included

statements such as, "Had best day I've had for a longr

time. Starting to realize how very tense I really am.", "I
g .

wish I had this a long time ago.", "Helpfull < always
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enjoy.", and "Pain made relaxing difficult, but it alweys
does éoqd&. These same kind of statements were made to
the researcher in the training sessions. At each;of the
‘testing points the subjects would meet with the -
participqtlng phy31c1an for approx1mate1y five minutes to-
have/tnelr tender points measured by the dolorlmeter. At
these times, on the dqctors enquiry, they wopld each state
- that they were not any”better and indicated that they were
not finding the treatment very helpfull No comments were
‘made on this discrepancy by the researcher in order not to

influence the subjects at future meetings.

Monitoring of PhysiCaIYSymptoms

All three subjects expressed difficulty in monitoring .-
their pain levels and physical'indicators of stress.
There was general agreement tnat they had attempted to
cope with their pain by trying to ignore it. This coping
technique a;peared to have generalized so that they
attempted to ignore all physical symptoms, whether they
were pain related or not. It was difficult for all threey
subjects to identify when they were feeling stressed or
what their particular physical indicators of stress‘were.
As a result all three subjects had preblems instituting
‘the relaxation techniques at the 1ower end of the stress

reaction scale, as well as the pain scale. All three

subjects indicated that they found the relaxation



techniques helpful for pain levels 2 and 3 buf not for
pain levels 4 and 5.

Validation of Phenomena K

All three subjects commented on the-fécﬁ»;hat they
wére very relieved at having ﬁheir symptoms and
experiences validated. Ail three subjects had'béen
experiencing their symptoms for more than five years °
without obtaining a satisfactbry explanation from thefir
physicians. Two of the subje;ts had received more than
one other diagnosis for theirvsymptomatology. As is often
the case with pétients with fibrositis, some of their
previous physicians héd intimated that the cause of their
distress was psychsométic All three subject§ stated that
they themselves were beginning to wonder if this was the
case due to lack of overt pathology, vafiability of
symptoms, and physician feedback; They”alsq expressed
appreciation for the r;searchers time, the 'acknowledgment
of their pain levels, and the understanding ofnthé-
problems that accompany the chronic pain experience. They
stated that these needs had not been usually met by their
physicians. in fact they all expressed the concern that
their phy;icians were frustrated with them becadse they
-were not beﬁefitting from treatment and appeafed tq prefer

to see them for as short a time as possible. ™ Whether this
2 .
was the-~case or just the subjects assessment of the

situation was not investigated by the researcher,

121
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Pacing
All three shbjpcts had difficulty pacing their

physical activitiés in relation:to their painbleve}s. If
they had loﬁer painpigvels for'a day or more they would 5
tend to exert tﬁeﬁselves physically (e.g.,_clean thé whole
house;,weed,the garden, etc.). This woqld’result in their
pain}levels ;ising the next orkfdllowing day. 1In all
subjects these eléyatéd pain levels would continue for two
" or three days. They offered two explanations for ;his"’
bepéviour. First, théyifelt that if they didrnot do this
wdrk‘when they were feelgng better then it woﬁld not‘get
c&mpleted. ‘Secénd, they expréssed feeliﬁg a certain
amount of guilt cquérning their decréased funct}onal
abiiities, fThey did not want to appear as if they‘were
using their physit#l condition to avoid acti&ities that
they were previopsly responsible for. Therefore, they
would try td maké up for the time they had iost\tecause;of
pain'éqgfattempt to complete everything in one go. |

All three subjecté also experienced some difficulty
in pacing their activities with friends and relatives. ‘ .
For example, one’Subjecf livedrin a male dominant
household, Her role-was to cook and clean up after all’
meals, and maintain the house and the garden. She found
it difficult to ask for help or to not completq'a task if
she felt’{n a lot of pain. Consequently she tended to

=

overexert herself which sometimes resulted in an increase

J



study. Although this data was derived from subjective
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in pain. Another subject went away with éomévfriendé for' -
the wéek-end. When,theyrdecidéd to go for a ioﬁg hiké Ehé ;
went along despite being in a lot of'pain. She felt if
shé refused the rest Qf the grdup, in order not ﬁo make
her feel left out,IMay not have gone. Consequently, this
subject had to remain in bed the next day because of ;igh‘
pain levels. These are two exampies of the tyﬁeiofﬁ ’
behaviour pattern exhibited by all three sﬁbjecté.'
Whether this behaviour was the result of poor

assertiveness skills or somg other factor was not

investigated by the researcher.

Conclusions. The above data suggests that a number

of variables may have been confounding the results of the

reports it is important to consider the implications to
overall study outcomes and future treatment and research

plans.

Discussion of these results, their implications, and some
direction for future research in this area are discussed .

in Chapter V.



CHAPTER 5

s IMPLICATIONS AND FUTURE DIRECTIONS

Various studies have postulated that excessive
stress exacerbates the symptoms of fibrositis and that
stress managemeﬂt training may bg a effective treatment

tinterVention (Smythe, 1979; Yunus, Masi;‘Calabro, Miller
& Feigenbaum, 198I); This study attempted té address
-this issue by ihvestigating the effects of a 6 week
stress management training progfam on the following
symptoms of fibrositié: tendeeroint sen;i;ivify,;the
subjective experience of pain, and sleep integrity. The
subjects' levels of anxiety and depressionhweré also
monitored. In this chapter, a summarf of the res@lts,
limitations of the study, strengths of the stddy, and

directions for future research are discussed.

Summary of Results

Thrge types o{ data were used in this study:
self-report measures of pain, ahxietf, and depressioh;*
dolorimeter readings of tender point sensitivity;»énd
self-monitored data of pain levels, sleep, medication»
intéke, and physiological responses to reiaxa;ion
practice éessions. |

Support For Treatment

124

Lno

All three subjects demonstrated an ability to relaxv.»
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with the relaxation exercises during the practice
sessions. This was demonstrated by- a consistent change
in all three subjects pre- and postpractice measures of
. heart amd respiration rates and tension levels. However,

only one subject showed an aCcumulation effect across" -

-treatment in both her physiological résponses and in her

<
¢

tension ra;ings, indicaFing an.increased ability to }glax
‘across treatment. |

Ail Qf the‘subjetts learned to identifiy some of
their stressors as well as some of their physiological
indicators of stress. This was evident ffom the data-
recorded in the streééiiogs that they each.kept.j Thejv
lfound that by applying the stress managément techniques’
in stressfullsituations they were able to lower the 1eve1:
of their stress reaction and/or return to pre-stress |
levels more quickly. However, none of the subjects were
able to apply these techniques consistently to all
identified stressors. - They also continued to digplay
difficulty with recoghizing eariy indicators of physicai
stress and lower pain levels,

All three subjects commented oﬁltpe fact that they
enjoyed the training program and had found it helpful for
a number dﬁ re;sons. First, they felt that the

relaxation exercises, especially the practice sessions,

made them feel more relaxed. In fact they all made the

x
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ythtcacnt that they lédka& forevard to,thé’ﬁfaéiite
seﬁsioAsf;ndvviawed them as a "speciel" time justrfbi!
thégsn!v@x. Second, they felt tﬁat they uefé dble to

handle some life situstions more easily by applying the

sLTess ﬁnnageuent tgchniques in vive. Th{rd, all three

subjectﬁfstated that by the end of the z;ainingvprogram

they ware better able tc pace their activities according

to their daily functiaqéﬁ levels. Fourth, all of the

-

subjects stated that they were able to use the techniques

they had learned as a pain control method, However,

. -

those techniques were only effective for pain levels of
2-3, and not 4-5,

Overall, the subjects felt that the training progranm

had taught them how to "slow down" and to not feel

rcs:oﬁé‘hie for iaaédiateiy meeting all the demands tﬁqt
t;cy snd others placed upon them. These factors appé;red
to allow theam to feel more in,c9nt}oi of themselves and - ’
their eﬁéironaeut.
Resulty

There vas no evidence to suggest that the stress
management training program reducéd tender point
ﬁensitivity. medication in;ake'or that it improved sieep
in;egritg. None of the s%lfwreport measures indicated

any rcduction f{n the subjective experience of pain for

any of the subjects.  However, the self-monitored data

&
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inQicates that Subject 6£'did have a steady dec;e;se in
pain levels across treatment.

There was also ;o marked.redﬁction in aﬁy of the‘
subjectsklevels of énxiety orfdepression. Hdweier,
highiy_depressed subjec{s were not accepted into the
study. Since the subjeéts"pretreatment depreésion,
levels were low ang.their anxietyplevels were modérafe to
begin with no change in these:levels during treatment
/ﬁmxj'could"have Beenﬂexbected. ‘ L

The subjects did display an ability to relax in the
relaxation practice sessions, but did not seem to be able
to qonsistentiy generalize this skill in-vivo, especially
in the area of pain management. Ohe‘explangtion for this
lack of generalization may‘be because of the’difficulties
that they had with the training program. These
difficulties were consistent across subjects. All
subjects demonstrated problems with learning to recognize

their ph}siological indicators of stress and lower pain

levels, and in pacing their activities in accordance with

- »

their changing functional levels. The.exercises in the
training program aimed at teaching these techniques
éppeared to be dounterintuiti?e,to fheir normal coping
patterns., These patterns included ignoring physical

symptoms, overexerting themselves when they were feeling

better and overcompensatory behaviour that seemed tq stem

} ' =~
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from the fear of being seen as a malingerer. The
consistency of these difficulties?acroés subjects
indicates that a number of variables were effecting the

results of the training program. These variables are .

discussed in detail in the next section.

"Limitations T

The data from this study has allowed for the

identification of a number of limitations in ‘this
~ a -l i

¢

traihing»program.’ These limitations have direct "

implications for future treatment and research.

7

o~ - -

ent Success

3

Definition of Treat

ow (1976) point-out that one of.the

p—t

¥

Hersén-and Bar
difficulties in group comparison research designs is that
statistic?l significance may not mean clinical
significance. Single—caSE'désigﬁs tend to avg:d this
type of problem as they focus on an iﬁdividuéi subject's
data and usually assess treatment results based on
clinical significance. waever, since pain is a
subjective*expefience it may be importaﬁt to obtain from-
the subjects at the beginning of Fréa}ment what level of
pain reduction needsnto be reached before they would

consider the treatment to have been effective. Unless

the patient evaluates the treatment as effective, the

/o

oa
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(3]
K #)

<

techniques learnged will most likely not continue to be

used and the patient‘will not have ultimately benefitted.

One subjectdggdthe,study demonstrated a‘sligh;

‘reduction in pain levels, one demonstrated a period of

pain reduction, and one demonstrated an acéumuiated
reduction in pain.levels, Howeve;, in tﬁe seif-repdrt
testsfthej all reported no chahge in their pain
experience. It is possible that the subjects in the

study may have only considered the treatment to have been

effective if either they were experiencing no pain, long

1

periods without pain, or a general level of minimal pain. .

Without idenﬁifying clearly at the begining of the studj
the subjects;"success criteria the researcher is once
again placed in the position‘of defining outcome
significance.

One possible method of defining criteria for
treatment success is Goal Attainment Scaling (CAS). This
program evaluation system was orginally designed for
community menta} health programs by. Kiresuk and Sherman
(1968). VGAS is“é scaling technique that utilizes
single-subject design. Each subject rates various
possible’treatment outcomes on a 5-point scale. The
outcomes are defined in clear:~é§asurable begaviouralf

P
terms, and focus on the specifc problems and goals for

each individual client (Bartlett & Colon, 1982). The

%
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tredtment outcome that the patlent expects to most Iikely

~
.

occur is rated as 0 and this acts as the midpolnt of the
scale._ The upper portion of the scale represents further
improvement so that +1 equals a more fevoﬁrable”treatment

N

outcome and +2 equals the most favourable outcome -

-

ppssible.‘ The lower portion of the scale represents

deterioration in the same manner: -1 equals a less

o

fevourable outcome and -2 equals the leest favoerable
outcome possible. Each behaViour'tergeted fer treatment
can be weighted_fo} importance by the client. Forv
example, a client may consider a decreaee in hie or her
pain level to be more of a t;eatment ptidrity than a |
decrease inmanxiety;:”““*

Thfough this type of process GAS'cen be used\to
measure short-term thetapeutic goals or ongoipg treatment
(Kratcoski, 1952). GAS ensﬁreé that the patient and .the-
therapist are talking.the same language when asseesing

treatment outtome.”

Symptom Undulation

At the moment there is no consenéue on the natural
history of fibrositis. Currently the literature
indicates that the symptoms probably vary up and down in
intensity and th%t'there is no pregressive deterioration
FSmythe, 1981). This study attempted to compensate for

this uncertainty by obtaining lengthy baselines pre- and
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posttreatment and staggering‘treatment onset across e
subjects;; Any cyclical variation as opposed to treatment
effect should therefore have been evident.

@

Multi-Component Treatment Approach

In this study stress is conceptualized from an
intéractional perspective. Accdrdigg to this model
stress is @efiﬁed as éﬁ iﬁdizidﬁal's response téla
situation that exceeds the p;rson's perceived coping
abilities (Cox, 1978; Hiebert, 1983; Kasl, 1984).  The
stress response has three components: physiological,
cognitive and behavioural (Lazarué, 1974). 'These‘threé
components tend “to occur as an‘integratea response and a

., change in one typically leads to a change in.tﬁe other
,two (Hiebert, 1983).

It is now well accepted that the perception of pain
is a complex phenomena (Melzack & Wall, 1582). It
involves aﬁ interaction between the same components that
make up the stress response: physiological reactions,
cognitions, and behaviours (Bond, 1980; Craig, 1983;

- Melzack & Wall, 1982;:Me}skey, 1974). Pain can- therefore .
be viewed as a stressor in and of itself thét triggers a
complex response that may exceed a perSOn's<se1f—_
perceived Eoping Pbilities. As such, an~effective
intervention package may need' to combfn% techniques that

oW :?‘.;,
are aimed at all three of the response spheres. This
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study mainly focussed on the physiological component of
the stress response. The implications of this for future
treatment and research are discussed in the final section

of this ch7pter,

Length of Tréatment

Chronic pain develops over a lgng pe?iod of time.
It thefefore”éllows_for the accumulation of well
entrenched conditioned responSesiin?the realms of

behaviour, cognitions and physiological reactions. The

s .
effects of this process were evident in the subjects in

"this study. All thcee subjects in this study had been

experiencing chronic pain for a number of years. They
dispiayed many of the characteristics common to chronié
p;in patients such as fear of being seen’as a malingerer,
discouragement about not being in ;ontrol of their pain,
and concern thét physicians would no longer bépéble to
offé@ them aggistapce (Bond, 1980; Craig, 1978;erefe,
Brown, Sgdtt & Ziesat, 1982; Melzack & Wall, 1982). The
subjects in the study also demonstrated histofies and
prokiles that are typical of fibrositis paﬁients.‘ fhey
had seen numerous doctors and had obtained a variety of

different diagnosis, they were concerned that physicians

and family thought that their symptoms were psychogenic

and had begun to wonder about this themselves (Campbell,

Clark, Tindall, Forehand & Bennett, 1983; Smythe, 1981).

w

g
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They had also developed behaviours that were initially
protective but were now destructive to ;heir bodiesr
This was demonstrated by such behaviours as‘failing to
attend to physical cues df stress or lower pain levels,
inabili to pace their activities with their daily
functional levels and periodically disregarding persongl
needs for fear of being seen as a malingerer.
Consequently all three subjécts had developed a number of
well entrenched conditioned—responses in all three
spheres (physiolggical, cognitive and behé?ioural).

The treatment in this study lasted 6 weeks. Given
all of the above considerations it is probable that the
treatment time was too’short to enable the subjects to
1earn.alternafive coping behaviours and.iniergrate them
into everyday life. It was not possible to pace the
treatment to the individual needs of each subjéct as the
‘treatmeht protocol was fixed and did not allow for an
‘alteration iniappfoach, as would normally be‘the case in
single-subject design,

At this time it is unknown what the optimum length
of such a treatment program fbr patients with fibrositis
is. If is also unknowﬁ what the relationship is for
patients with fibrositis between onset of treatment and

onset of effect; i.e., at what point in treatment should

positive effects be expected and is there a posttreatment
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cumulative effect if patients keep practicing the‘ o

4

)

N

techniques. o

Nonmedical Treatment Approach t' -

Although the subjefts‘were referred by their
rheumatologists, all contacts with the subjects occurved
at the Arthritis Society and a physician was involved in
the testihg bqune of the~depehdent measufes, there was
no direct med{calrinvolveﬁént in treatmgnt. The
:treatment was based on a nonmedical‘model. It is:
possible that this may have had a number of effécts.

First, the subjects had all received medical
interventions for their symptoms prior to this study. A
nonmedical interventidn requires patients to make a
change'in their conceptuélization ofvpain prqcésses and

treatment approaches. Patients may therefore require a

treatment program that incorporates a more in depth

educational component to assist them in making this
- .

conceptual transition. This educational component, could
focus on examining pain not only as a symptom bué;as a

complex, interactional syndrome that requires the

knowledge and techniques of different specialties to
assist in itsrcontrdl (Roy, 1984). Other topics such as

the misperceptions and myths that often accompany

[

fibrositis and the chronic pain experience as a whole
=]

could also be examined.
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Second, research indicates that chronic pain
patients fea;'being denied further medical help (Bond,ﬂ
1980). - A nonmedical treatment approach could potentiéliy
be fhreatening'to patiepts‘as ﬁhey may fear that it |
indicatés*that all,medical'interventigns have beenr
exhausted and that no further help will be offered. " To
reduce the potential negative effect of this variable, it
may be impo;tant to have a physician reéssﬁre the'patient
that continued medical assistance will be available once
the nonmedical treatment is concluded. )

Third, it has been documented that fibrosifis o .
ﬁatients react negatively to any suggestion that they are
deligerately malingering, or that their symptoms may be
psychosomatic (Smythe, 1981). This behaviour is partly

-

in reaction to the frustration demonstrated bylfamily and

physicians at not being able to help, andrthe often
concomitant underlyinggznsinuation that there is really
nothing phys&bally wrong (Melzack & Wall, 1982). Stress
management training focuses on teaching patients how to
limit the amount of self-induced symptom exacerbation.
Tpe approach may therefore be threatening as patients ﬁéy
fear that if it isvsuccessful significant others may
'interpret the results as indicating that t@e symptoms

§-

were ‘purely self-induced. One way of reducing this

factor may be to have medical involvement in the

|
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educational component of the treatment, and the-
reassuranee‘of continued medical 1nvolvement if necesgary
after treatment. It is perhaps for these reasons that
Merskey (1974) states that a psychologist involved in
pain treatment should be part of a phy31ca11y based team.
If not, the referrlng phy31eian should explain to the

patient the rationale for nonheﬁical treatment,

ﬁﬁ The above considérations may account for the

discrepancy in Subject 2's data. This subject showed a

steady red n in her\eelf-mohitoted pain levels and
yet showed no change in any of the other dependent
measures.

Small Number. of Subjects - .

° e

Due to a vatégty of cirewmstances this study was
conducted using only three subjects. It is possible that
these subjects were all idiosyncratic non~responders and
that the results have been effected accordingly; Given

"the small "n" caution must be exercised in generalizing

. any of the data to the general fibrositis population.

Self—Report Discrepancies
During the study each of the subjects expressed to

_the researcher that the treatment was helpful, and to the

B

physician that it was not. The reason for this

discrepancy may be related to some of the above factors

discussed in the section on Nonmedical Treatment
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Appréach.’ It could also be due t9 a,numbef of other
factors. First, ﬁhe subjects may not have wanted to
‘hurt' the researcher's feelings and they the;efore 
conveyed what they thought the researcher‘wanted tobhear.
Alternately, .they may not have wanted to ‘hurt' the
physician's feelings by iﬁdicating that medical treatment

had not been as effective. Second, the patients may have

been concernéd that if they indicated that a nonmedical

.treatment had been effective, they would be denied

further medical help. Third, it may.also have beeﬁ due
to the lack of definition of terms. It wasAnever clearly
defined in the sessions with the physician what the
physici or thHe patient meant by ‘helpful'. Melzack and
Wall (19 2) have descfibed the difficulties batients have:
in conQ fing in words what they are‘actually
expgrieﬁcing. These difficulties may eg;end fo the term
‘helpful' as well. It is conceivable that each party was
using a different definitioh for the term and that thé
patients were being honest in both cases. Kremer (1983)
contends that the content oé a patients' disclosure is a
function of the age, sex and professional staturé of the
examinor. Further to this, Kremer also states that
patients{:}g\self—reports to not only convey pain
cbmplaints but also information and requests. It is

possible that a number of the above variables were
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contributing to the self-report discrepancies found im -
' o : ~ - SN

this study;

Lack of Famjly Involvement

Research has shown that the réaction of significant 
others to the patients"behaviourgﬁot only effects the
behavLodr itself but also the patients' painvpgrceptian
- (Block, Kremer & Gaylor, 1980; Fordyce, 1982). -
Nonmedical treatment>intervéntions lead to behavioural
changes %n the treatment subject. It is therefore
important that significant others not only understand the
vprocesséé that are involved in chronic pain butvthht they
" are also given an understanding of the changes in d
behaviour that the patient may be making during the
course of treatment (Fordyce, 1982). Each of the
subjects in- this study expressed concern about how their
| faﬁilies wouid react if they made the changes that they
had identified as necessary (e.g., fefraining froﬁ,v
certain activities that they normally had atteﬁp}ed to
do). In fact, some changes were either not made or were
delayad for long periods because of this. The'familieé
of.the subjects were not directly involved in this h
.research prPJect and this is now seen to have been a

limitation of the study.

Dolorimeter ‘Readings

Chapter three described the difficulties that are
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involved in obtaining precise :éahings of}tehde:;point
~sensitivity wiph a dolorimetéf; Somé of these include
the broblem of ensuring that the feadings qré~taken from
exactly the dame spot every time, tha% theaséme amount of
‘presépre is exe;ted at eqc@rtesting and that there is the
éxact same time- lag betdeeﬁ thé time that the patient
'says stop and the timerthat°pressure~is discontinued.  In
ofder>to‘compensa£e for some‘6f these/difficulties°it
qWOuid have been advisable to have takén three consecutive
readihgé at each site during each session and averaged
‘the results into one reading.n This woﬁld allow for a

‘higher level of confidence in the readings. s

Strengths —

The design of this study contained a number of
strengths that allowed for the identification and
subsequent éxt{apolation of a number of important
factors.

Single-Case Design

The fac£ that the study was based on si#gle—case
design ensured that this treatment approach could be
investigated within a reasonable‘cime-frame,vénd without
having to have subjects wait an inordinate amount of time

before being able to receive treatment. This research

method also allowed for the identification of a number of

/ .
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variables that may not necessarily have surfaced in a
group c;aparésoh approach, such as difficultj with
physiolcgicai'monitoringénd pacihg of aciivities. Theﬁe
sultiple-baseline across subjeité design aiso allqwg¢ for
study replication.: Therefore a firmer data base'QAs z

obtained for generating recommendations for future

)

treatment and research.

e

Adharénce to Treatﬁent Prouogol

ﬁicﬁisubject chéived the same information handouts
about the study and on fibrositis. Fach treatment
session adhere& to a vé?y detailed:treaﬁment protgéal.
This ensured thﬁ; each-subjéct received exactly the same
information fp the Qame format and order and that any
differences in treatment results were not dué'to
differences in information a&i'training.

@

Self Report Measures

"All of the self-report measures used in this study
have been previously used in research with either chronic
pain patients or patients with fibrositis. This allows

for the results of this study to be more easily compafed

with research in this area,

: ' Ny

-

- Future Treatment and Research Directions

Although none of the subjects in this study showed
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any jmprovement on the dépendént measures there is gﬁhé
justification for recommendiﬁg—ﬁhat this stress
management training progrém, in a modified form, should"
be tested again. |

First, the study allowed for the idengification of.a
number of limitations™~in the treatment design; ,This is
one of the advantageSv;f single—subject‘désign.
Single-subject design is based on the philosophy tﬁat
through the identification of ‘laws of inJividual
performance generalizable relatidnships can be ideﬂ%ifiéd
(Kazdin,,1982). As Hersen and Barlow (1976) poinf outtif
may bg more important to know why certain suﬁjeets do . or
do not respond to treatment than itris {p Enoy the group.
result: It is because of these facngS that .
single;subject design is e useful/ééchnique'for teSting
‘the effectiveness of treatﬁent,p;ckagés. It is poss{ble'
with this type of regearchmetﬁogblogy to test the\
various components of a treatméq;cpéskage in‘order to =
understand, adjust and ;efine‘thq overall ﬁackage prior
to testing its group effectiveness (Kazdin, 1982).> The
limitations i&entified in this study give rise td a
clearer understanding of what may be the necessary
components of an effective stress management»;raining

program for patients with fibrositis. It is therefore

important to test this refined training program on a



‘larger number of subjects until there is a definitive
answer on whether-it is or is not an effective treatment

intervention.

Second, the patients in this study all stated that
they found the treatment program helpful.‘ In faqt;when

contacted by the researcher between six to nine months

. / ,
after the end of treatment to go over their individual

test results all three subjécts were continuing to use
“ E :E; » 14
the relaxation exercises andgtbeistress management

e

techniques. These subjective“reports should not be
discounted too readily. Roy (1984) states that the
common measures of treatment success include: reduction

in pain time; reduction in medication intake; and

——— -

increased activity level. He argues that sin@e pain is a
biopsychosocial syndrome these outcome measures appear to
be too narrow and constricted as they do not identify the"

effect treatment may have had on the functioning of the
patient in a variety of roles. Grzesiak (1977):

hypothesizes that relaxation trainings' main effect is to

alter a patients’ attitude

owards Epat pain and givé
more of aPsense'of control, ;ather than pain relief.
Sternbach (1974) found that after treatment many patients.
< , ,
inqreased their activity'level and had an improved sense
of well-being, but did not have lower pain levels.‘ Ié isi'

therefore~possible that the outcome measures or“ﬁepehdent

[ 8]
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variables were insensitzve to measuring the actual effect'
.of treatment. Once again. it is important that this
hypothesis be tested before a final cqnclusion can be
drawn on the effectiveness of a stress ﬁenaéehent e
trainiqgﬁprogram in the treatment of fibrositis,
Thigd,.stress management techniques have beeq ﬁsedv
effectively in the treatment of e number of chronic pain
.syndromes. As yet, there is no firh data to support the
argument‘that it it could therefore not be as effective
in the treagﬁent of'fibrositis. This study has
identified a number of questions that need te be
answered. It is important that this type of éreatment
package continue to be tested and refined before a final
jedgement can be made on the usefulness of this approach

in the treatment of fibrositis. This, after 11, is the

goal of clinical‘research.(._;

Recommendations

Fibrositis is a complex syndrome that involves a
number of response systems. As such, it mest likely
calls for_a multimodal treatment approach‘thaf.includes
medical, physi&therapy interventions and nqnmedical
treatment packages such as stress management training
(Keefe; Brown, Scott, & Ziesat, 1982). As Gailaghe{ and
Wrobel (1982) state, it is important that pain'manegeﬁent

be multidisciplinary so that different specialities can
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combine their knowledge and skills in such a way that
there is a systematic accumulation of data thafmﬁigﬁ€'  '

otherwise be lost in separate treatmenf?approadhes. A

multidiciplinary approach may also assist in reducing

some of the negative effects that may occur ifvpétients

are afraid of being denied further medical treatment, or

of significant others'ihterpreting the effects,of

treatment as indicative that their symptoms were

psychogenic or that they had been malingeriﬁg (Merskey,

1974),

e

It also appears that any ;tréss management training
package needs to be broad based and incorporate
behavioural, cognitive énd physioiogical-étrétegies; The
co%nitive component should include both re-education and
cognitive reStfucpuring. Patients need to understénd thg
conceptual framework that allows for\a nonmedicél
treatmen@.approach to be used in what they have moét\“> .
'1ike1y previdusly viewediaé a purely medical ﬁroﬁlem.
Patients also need more education on the processes
involIved in chronic pain so that they unde;stand that
although many of their behaviours exacerbate their
symptoms this is not an‘indicator of ps&chosdmatisism or
malingering. Further to this, patients may also need
asgisthnce in understanding the development of

conditioned responses and the déstructive coping patterns
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that often accompany these. ' Without this coﬁcéptual ‘, R
basis patients may see many of the requirements of stress
management training as counterintuitive and threatening,
and thefefore have difficulty complying with the
procedures.

The sybjects in this study demonstFated many
negative cognitive coping‘patter:!, suéh as beiieving
¥they had little control over ;he’pain, that tHey were
overexaggerating their physical limitations and external -
demands and fhét ;héy were responsible for ensuring that
all éignificaht others were'hdppy and content. In order
to éombat some of these negative cognitive coping

patterns the intervention package should include some

cognitive ;estructuring-téthniqﬁé“. This portion of the

tréining covrld incorporate techniques such as statement
.
sUbs&itution, and the identification and eyaluatioﬁ o%f
basic irrational belief systems. k?
The physiological component of.the training’should

focus on teaching patients techniques'for reducing their
Qphysiological\react%ons to stress. This should not only

incorporate relaxation traiging, but alsoistressor and

stress reéction identification, This portion of thg

training should focus on teaching pétients to recognize

not only what factors increase their pain, but also what

the early indicators of pain and/or increasing pain
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levels are. These indicators could then be viewed as
cues for initiating coping techniques as early as
possible and not as s&mptoms that need to be avoided;
The behavioural component of the training brogram
should focus on teaching alternative patterns of coping
with stressors. The subjects in this study had
diﬁficult}lwithmpacing their attivi%ies according to
their functionai“leyel_at the time. When feeling ,
siightly betfer they would tend to overexert themselees
Vand then have-£O”face the consequence of increased pain
levels for two or threée deys afterwards. Techniqﬁes.such
as problem solving, goal-planning, priority plaﬁhing and
time management may be tools that would help them
accomplish necessary tasks without dire physical
tonsequeﬁces. They would be able‘to use their symptoms
as a guide for their activity level. It shouldbbe
emphasized here that the goal of this training is not to
teach them to avoid physical'activities but ratherrhow to
maintain an activity levelAdespite changing funcfional
states. The subjects in this study also periodicaliy had
difficulties in stating that they were unable to compiy
with the requests of friende and family because ofitheir‘f
physical condition. It may therefore also be a necessary

to add assertiveness training to the behavioural

component of a pain management treatment package.



147

) It may also be necessary to hold one or two éessions
with significant,dtﬁers. They couid be briefed on all of
thélprbcessess involved in fibrositi; and chronic pain
syndromes. In order to accomplish this it is probablyr
adVisable that significant others be inyolvéd in the.
eduéatioﬂal component of the treatment program. They"
.should also be advised as to the changes that-the pgtient
will be ésked‘to make during treatment. Making family
members active participants in treatment may reduce the
potential negative effects of family confu§ion and/or
misinterpretation of behaviourel changes. This may
assist in helping the patient make the necessary changes
more easily. .

The éctual relaxation training should be long'enough
to allow for more directed practice and a slower
integration of this teéchnique for pain managément. The
slowing down of this process should assist in ékill
azquisiton and generalization. At this time it is
unknown what is the optimal length of a .relaxation
training program‘for fibrositis pétients.

It would also be uéeful to have each patient
;dentify what changes they would have to see in'each of
the targeted treatment areas before they would consider
the intervention to have been a success. This could ber

~

determined through the process of Goal Attainment Scaling
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prior td the commencement of treatment. This procedure
would not only make the patient a .more active;participant
in treatment, but Qould also avoid the Pitfall”ofﬁthe 
therapist determihiqg treatment success.

It is necessary to submit these adjustments to the

‘stress management training package for patients with

fibrositis to empirical investigation. As stated

-

earlier, there is not yet enough.data to determine

whether this approach is or is not an effective

.intervention, or even what the most realistic dependent

variables are by which to measure it. If in future
trials the refined packagJappears to be effective it
will then be important to determine what the”épitical

components. are. It will also be important'to‘dfiérmine

-~

if a treatment package has to intervene in a
spheres* (i.e., physiological responses, cogﬁifions and-
behaviour) concomitantly, or if it is more effective in

some particular order. It also needs to be investigated

~what the weighting is of each component in the overall

éffectiveness of the treatmeg} package. .Pérhaps:more
time has tb be devoted to one particularhresponse sphefe 
than another: Finally, it needs to be determined whether
direct mediFal invo{vemeﬁt in the treatmenf package
increases treatment effectiveness, decreases the length

of the treatment program, or hss no effect at all,
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In conclusien, altheugh this study showed no
reduction in the targeted symptoms of fibrositis a number
of important factors wereaidentified that have
implications for future treatment approaches and
research. Fibrositis is affectieg the lives’ef many
people. Since there.is currently no consensus on
treatment it is important that research be conéinued inA
this area. This stgdy has made a number‘of
recommendations for tﬁe development of a broad based
stress control program for the tfeatment of fibrositis.
Stress management treining has demenstreted its
effectiveness witﬂ\other chronic pain syndromes and as
yet there is not enough eQidence to preclude its

incorporation into a multimodal treatment approach for

fibrositis.



APPENDIX A
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Letter to Referring Rheumatologists

Dear , ' /

Simon Fraser University, in conjunction with the
Arthritis Society, B.C. Division, wildl be conducting a
research project to test the effects of a stress

management training program on the symptoms .of primary

fibrositis. The study will begin this summer and your

participation is requested in subject recruitment between
S~

-~ the months of May and August.

You will find listed below a &escription of the
studies inclusion/exclusion criteria, and what is
expected of you should you agree to participate. What is -
expected of the patient is stated in tﬁe‘accompanying
patient information sheet. Also enclosed is.a copy of a

standardised explanation of fibrositis.

Inclusion Criteria

A diagnosis of‘primary fibrositis based upon the
following criterea:
1) the presence of generalized aches and pains or
prominant stiffness involoving three of more
.anapémical éites, for at least three months.
2) an absence of secondary causes (rheumatic,
Q infective, endocrine or malignant)'and normal -

laboratory tests and roentgenograms.,
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3) the presence of at least 12 typical and
‘consistent tender points.

4) the presenqefof at least three ofﬁth; following:
P modulation of symptoﬁs‘by weathe: factors; |
aggravation of syﬁptoﬁs by anxietg or stress;
poor sleep; genezalﬁfatigue or tired;ess;

anxiety; chronic headache; irritable bowel

syndrome; subjecfi?e\swelling and fumbness.

Exclusion Criteria

1) The presence of a co-existant muscliloskeletal
. ) #

disease or angina pectoris. Pétients with other
mild, stable disease processes may be reffered to
the study and their inclusion suitability will be
assessed by the examining‘phy31cian.

2) If ‘the patient ié on‘any tricyclic or
phenothiazine medication. The patient may be
included if ;hey are on a stable dose of a
nbn-steroidal medication and if they agree to
maintainingrthot dose throughout the study, barring
any unforseen emergencies. |

3) Profoupd clinical depression.

4) The inability to speak English or foi{dw
instructions. |

5) Active treatment of their fibrositis by

either their general practioner or rheumatologist.



Expectutions of the féferfing‘doctér

1) Initially ;xpiaining to the patient about the
étudy using the patient informat{on sheet.

2) Referrihg the patient for the stﬁdy to Mé;'
Marilyn,Cﬁoy at theoAﬁth;itis Society, B.C.
Division, 879-75P1, local 213.

3) Explaining to tlge patient about fibrositis using
the standardizéd patient information sheet.

4) Agreeing not to treat the patieht for their
fibrositis thbe tHZy are participating in the

study.

We feel that this is an imgortant study as so

little is known about the treatment of this prevalent

syndrome, You will be forwarded the results once the

stud;ris completed. —

o [ e

We hope you will agree to join us in this research
project. If you need any further information pléase feel
free to call Ms. Choy at 879-7511, local 213.

Yours sincerly,
Dr. Andrew Chalmers . %

Lynda Gifford
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Appendix B

Fibrositis Information Sheet

You have just been diagnosed as having fibrositis.

4 )

‘This information sheet will tell you more about what that
‘ & " . .
implies. To have received this diagnosis means that _you
have been experiencing chronic, generalized aches and

2

pains for a while. This is even harder to deal with when
¢ ? ' ’ ’

thefe ?rg no observable signs4of your distress,
Observers can often become frustrated with pcople who
complain of pain or fatigue while looking perfectly
healthy. Unfortunately, this is oné“:f the étCributes of
fibrositis. This is also why it is sometimes difficult
to diagnose.. Fib;ositis does not cripple or continug to
slowly get worse. However, the pain and discomfort"are
real and follow a usual pattern. | |
'Fibrositis is a rheumatic disorder. 1t received
its name because initially it was thought to be the
resﬁlt of inflammation of the fibrous tissue of the
muscle. However, this did not prove to be the case.
Fibrositis is not a diséase, but rather a syndrome; that
: L 4
is a collection of related symptoms. At the moment it is
not known what causes fibrositis. 'It is thought that
there may beAa number of causeg, and that tﬁese initiate

a similar body response that results in a distinct set of

symptoms, The fibrositis syndrome is characterized by
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chronic, generalized aches fnd’ﬁiiﬁs, exhaustion and-
é :

increased tenderness at specific body sites. Other
symptoms can include poor sleep, anxiety,.CEroqic

headahes, irg@téblg bowel syndrome , and the

feeling of swelling énd‘nnﬂbnesé.'ﬁ

The generalized pain comes from what are called

.deep body structures. Unlike our superficial body pafts;
‘our brain does not have a "body image”-of our deeply
1;1;3 structures, Therefore the pain is referred to

4

anocther part of our body and the“brain misinterprets it

A,

as beginﬁingzin that part. T?isvis calléﬂ ‘referred
pain'. It is widely‘dispribﬁted and thérefor& it is
often hard to describe exactly where it is.

| The painful spots you felt when examined byijour‘
doctor are called ‘tende? points'. .You may‘not ﬁaﬁe
known gh;t tbey vefe thefe until they vere‘tbugée&. Your
doctor . kuew where toyfiﬁd,them because the} a:é
aﬁatonicglly speéific in patien{s with fibrqsifis,
although their number may vari;“ It is not known what
causes them.

As in other rheuﬁétic disoraers Fhe symptoms of
fibrositié can be affected by a nuhﬁgr ;f different
f&ctor§: Some of those ghét have béfn identified are,
.heaf. cold, changes in the veather,7anxiety,(emofionalﬂ

?upséts and depression, These changes ‘are not all in the

head. Our body is complex and our brain is capable of

\\_‘



- producing physical ‘changes. The symptsms‘are'very:real}‘

no matter what has increased them. 'What this means is
that ?éu méy be able to QIter.some‘of your‘symptoms
fhrough changes in atéitude; relai%tion.-exercise and
stress reduction tfbhniques. 4

Although we have known about fibrositis fbr~a long',
time, it is still difficult to treat. ihere are a numbgf
of treatmeat options available, although their |
effeckiyeneés may vary amoung patients.‘ Your doctor may

offer you various types of medication. These can include

.salicylates or other simple analgesics, to help you with

your pain. -Another medication may be a low dose of an
antidepressant to help you sleép; Your doctor may
recommend some form of heat, massage or liniment to be
;pplied to certain painful areas. It may also bé
suggesped that you use some R?pe of- brace at night when
you'sleep. This is to give your neck and back support,.

Exercise may also be recommended, especially for building

"up the atdominal muscles, Your doctor will also suggest

that you look at th @uch streés there is in yo‘f life
and how you deal with it. You may need to take some
stress reduction training and learn how to relax. ‘ .

One finai treatment option that is available this
sumnmer is participation in a ;Esearch project. Your
doctor has more information about this if you are

interested.

155
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Appendix C

Study Information Sheet

You have recently learned that you have a syndrome

called fiﬁrositis;b As your doctor has explained to you,
although we have known about fibrositi; foria long time,
it remains difficult to treat. Your doctor reviewed with
you the various treatqgnt options available., One of
these included pagticipa;ing in a research project being
carried out this summer by Simon Fraser UniverSity iﬁ
cbnjUnction‘with‘the Arthritis Soﬁiety, B.C. Division.
Before you decide that you wouid like ‘to join in this
project we would like to explain to you what is involved
and what will be expected of you.

Firstly, we want to emphéﬁizewthaf participation‘in
thié study is volun;aéi. If fé@ feel that for some -
reason you do not wish to be invol§ed, then that is your
right. Your continued treatment will not be jeopordized .
in anyway. If you begin the study and later changg your |
mind then you may withdraw, without cdmpromising further
treatment. However, if you do'agree to participate Qe
would like you to commit vourself to séaying with it,
barring any unforseen emergenciés.

' This research projectdwill.be testing the
effectiveness of a stress management training program for

-

patients with fibrositis. Y&ur treatment will be taken
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over by the research team for the léngth’of the séudf.-
the study will will last fourteen weeks, You will be
expected to bé ;Vai1ab1e,to attend weekly meetings'ag tﬁe
Arthritis Soéiety in Vancouver. |

You Qill also be asked to keep a daily record of
various symptoms for the entire length éf the study.
Everything you need for this will be provided and 1t\\\\
shoufd,only take you‘a>f;w minutes throUghout your’day.,
At‘variopsastages in the study you will be asked to |

complete some measurement forms, These will enable us to

see what effect the treatment is having on your symptoms.

All the information that you give us is strictly
confidential and willwberavilablebonly ﬁp the research
team. At the end of the sfudy you will be offered the
treatment that was the most effective (if you were not in
that "‘group).

We-feel that this is an important research project,
As a patient you know better than ényone how distressing
the symptoms of fibrositis can be. This research should
tell us more,aboht what may aileviate some‘of phat
distreSs. If you would like to participate you just have
to let youf rheumatologist know apd he or she will inform

.

us, We will then contact you..

=]

join us in this study we hope

e

Whether or not you

that you are able to find some relief from your symptoms, -

N

\ | | :
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APPENDIX D

Study'ébnsent Form

I, B -, have read the

accompanying information sheet and agree to take part in
. - ' p
the fibrositis treatment research progect.

I understand my participation willripvoive
attendingﬁweekly group meetings at,;he Arthritis Society,
Vancouver,as wei} as taking the Arthritis Impact
: Meésurehent Scaies, the Beck Depression Inventory, the
- McGill Pain Questionnaire, and the State-Trait Anxiéty
Inventory on two occassions. I also understand tha£ I
will be asked to spend a few minutes-each day fhroughout
the project recording my pain level. The data f-om these
questionnairgs will be kept confidential. My fespdnées
will be coded on a computer file for the purposes of data
analysis and the questionnaire wiil then be destroyed. I
understand Epat I can obtain the results frdm(my own
questionnaires and a copy of the final research results
by contacting Lynda Gifford at the above address.

I understand that I-am free to decide the‘degree to
which } will follow the training proced;}es-outlined to

me, I understand that I can withdraw ff&m this project

-

~at any time I wish.

I understand that if I have any concerns or
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questlons about the prOJect—%—can~tETEphone Lynda Gifford
at (number deleted) or Dr. Bryan H1ebert at (number
deleted). : S © .

I have received a copy of this consent form.

Date Signature
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" APPENDIX E ) Y

Demographic Questionnaire

For the purpose of this sﬁudy we need some basic
information about you and how your fibrositis is
affecting you. All the information you give us is
strictly confidential. Please take some time to fill out

this questionnaire as accurately as possible.

. Ny



Subject No.

PERSONAL INFORMATION SHEET

NAME . L DATE
ADDRESS .

PHONE - (home) (work)
DATE OF BIRTH AGE h
WORKING 0

DISABILITY/COMPENSATION HOW LONG

How long have you experienced muscle pain/tension?

___;1ess than 1 year _____5-10 years
1-3 years _____more than 10
3-5 years
Whea did you fiTst‘contact a physician about
less than 1 year ____5=10 years
. 1-3 years ____more than 10
____3-5 years

When did you first see a rheumatologist?
less than 1 year 5-10 years.

‘% 1-3 years more than 10

3-5 years

years

pain?

~

years

years

161



What kinds pf doctors have you seen since

began?
Rheumatologist‘ _“__;_Chi}opractorx
__;_Nafuropath _____Acupuncturist
Physiotherapist ___ Other .

Have you received any other diagnosis for
other than fibrositis?

Yes No

162

your pain first

your symptoms

“If yes please list the names of those conditions.

How long ago did your symptoms begin to interfere with

usual activities?

P less than 1 year 5-10 years

1-3 years more than 10 years

3-5 years

N



- Have you received any previous treatments (including
medication) for your symptoms? How effective were these
treatments? (0=No effect l=Low Level Effect 2=Moderately

Effective 3=Very Effective).

Treatment : Effectiveness

What is your most troublesome symptom?

Please rank in order of concern the areas where you

experience aches or pains.

1. Neck pain R

2, Shoulder pain 2,

3. Low back pain 3.

4, Hip pain 4, o
. 3. Other pain 5. .

(please specify)



: - 164

How much time do yoﬁ spend experiencing pain?

1. 10Z of my time

2. 25%
3. 5032
L. 75%

5. Nearly all of the time

3

What relieves your symptoms or makes you feel better.

1. Heat

2.‘Massage

3. Medication ) “

(please specify type)

4, Relaxation

(please specify type)

5. Recreation .

(please specify type)

6. Other




What makes your symptoms worse at the moment? -

Heat

Cold

Weather chahges
Emotional upsets
Stress

Exercisé

Anxiety

Other

3
you believe that you have control over your pain?

No
Somewhat
Usually

Always

.

Sleep problems (l=Rarely; 2=Sometimes; 3=0ften)

.

1.

2,

Do you have troublergetting to sleep?

Do you wake up at night and have trouble getting
back to sleep?

Do you take medication to sleep?

Do you feel tired in the morning?

Do you feel tired during the day?
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. Do your symptoms interfere with any of the following

areas? (l=sRarely; 2=Some£imes; 3=0ften) [

If so, how{

l. Activity

2. work‘

3. Social

4, Personal

relationships

Please chueck if any of the following mood stgtesv
apply to you (l=Rarely; 2=Sometimes; 3=0ften)

l. Depression --- ?
2, Anxiety -+-

3. Anger ---

4, Frustration ---

medications you are now téking for medical problems.
Name of Drug Dosage How long Effect
tamount-

times/day)
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APPENDIX F

Treatment Protocol

o

Training Session I - Introductioh to relaxation therapy

Over?iew
1, Structure session

2. Introduction to stress

3. Introduction te the relaxation response
4, Igtroduction to relaxation training

5. Relaxation exercise

6. Summarize session

7. Homewogk

I. Structure Session - -

A.Overview of the program

-~ we will be meeting once a week for 0 consecutive

weeks.

- each session will last 50 minutes with the firﬁt;
20 minutes devoted to theory,the second 20
minutes devoted to practice, and the last 10

minutes for summariZzation

T

- you will be learning about your' physical responses

to stress and how you can reduce these responses

i

through relaxation training
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- each session will include actual relaxation

pract}cev
- eéch session will bé summarized
~ homework will be assighed at the endaof each
seésion
#B. Overview of Lhig session
‘- this first seésion is to give you some baCkgfound
information so that the rest of the program is
understéndable
‘- we will begin by discussing stress and how
A,relaxatio; can bevusgd to counterﬁstress
- Qe will then go through a rélaxation exercise
- finally, we will talk abou; the relaxatioh"
‘exéncise and how thig wiL& fit.into thebpfogram
:ﬁut is designéd to train yo9 to relax whenever
yoh uéﬂt to R - | f' -
- ﬁhis'first seSsioniwill probably take a little
. longe% tﬁ?n the others R

'
S

“pléase 'stop me'af anytime if something*is unclear

A~ . . . . - H

2. Introduction to Stress

A, What stress is:
- there are curreatly threé views on-what stress is.

- the first is that stress is the bodies resporse to

any démgéd placed upon;it . L .

- t%erefore_it is due-to our physical response an&

stress manageuwent focuses on changing these o .
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. ‘ = L A .
.and  stress management focuses on“changing our

- and stress manapgement fccuses on changing both of

stress results from an interaction between

o | o 169

physical reactions
the second view is that stress is the result of
thg pressures in our environment, Lherefore;it is

due to an external cause

e - ) - 7 Lo

‘eavironment

the third view is that stress is the result of an
) ‘:’d' - .
interaction between our physical reactions and
. .

external demands

these "
the last view is more popular and seems to fit into
peoples common experience of stress

I will be following this last appfoach

personal factors (how we view the situation,gthe

amount and type. of coping skills ‘ve have)

and environmental factors. (how diffichlt the

_situdtion is, how threaterning the situation is to

s, etc.)

I am defining stress as a complex reaction to a

“sitvation that exceeds a persons ability to cope

»

with that situation
the environmental factors zre usually referred to
as "stressors" .

the term "stress™ usually refers to the 'persons

o

5
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reaction to therstressonr

it is important to undgrstpndithat é certain

amount of stré#s is-peffectiy»ﬁormal for 2 reasons
first,it is»normal‘beCausg everyone expériences it

second,it is péft of the uay‘in'which our body

warns us that something is potentially threatening

itJisAéheréfofé a protgctivé methanism.
Transitory versus chronic stress.

‘when ﬁp&er stress we automaticaliy try to restore
bélante to;our body and our envipoﬁment

wgﬁdo féis by.éngaéxhﬁ in coping behaviours, that

is by trying to handle the situation

when the demand on us decreases, or if our coping

‘attempts are successful, our body begins to

=

rettrn to normal and balance is restored
s . \ . N

when a stressor is encountered (e.g. an accident, a

~work demand) we typically react, handle the

situatiqn, and return to normal, «with few.
negative gide effects - -
this passing reaction is called transitory stress

however, if the stressor continues, or if our

-response system is continually being activated,
and we rarely restore our body's balénce. then our
hightened physical state is maintained and chronic
stress is the result

prolonged stress is hWarmful as it wears down the



body éqd can result in various forms of physiecal

dadage

.

- medical evidence now clearly demonstrates

-because of this relaxation tra1n1ng is becoming

C.

demonstrates that stress cén,make'thé symptoms of

. ™
'any phy51cal dlsorder worse

‘an eqsential compqpent in the treatment progrém
of chronic pain é?hdromes for several reasons*®
'—it lowers'the physical arousal level during
’ TN
stressful times as well as speedlng up the\
return to a normal state after we have been
stressed - loweredtphysical arousal means .less
‘pain |
-it acts asla distractor from the pain, and

this has been shown to lower the amount of

pain experienced

-and it aliows people to do something -

about the pain and therefore gives them more
control over it - this has been shown to lower
the amount of pain experienced

What stresses us:

~-stress is the result of a situational demand and

-~

our perception of our ability to cope with that -
demand R

~-the demand may be external (noisy children, an

actual danger to ourselves) or internal (worrying

<
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aboﬁt delivering a speech, thinkingrabout a meeting
~with your childs teacher,.etc.)_ a "‘ .
-when a demand dcﬁufsxue assess our ability to cope
with iﬁf
-if we feel we can handle the situation, stress ?s‘
either not experieﬁceﬂ:or decreases as we cope with

the demand

—hbwever, if we feel our.copihg~strategies‘will be
ineffective our stress fEspoﬁsé will continue
“:ETEéEWhat is a streséor for one pérSon may not be a
étressor for another
-and what'may be stressful one day, may not be
stressful on another, depending onloér ability to
déal‘uith it, e.g£exce$$ive tirédnegs,rnuﬁser of
demands , . o |
b, S;re;s reactions
~the stress reaction has 3 cbmponentsl
-first, thé physical component consists of héightened
physical arousal such és an in;rease in heart rate,.
respiration rate, muscle tension, ed&ogrine secretion,
etc. -
~this is called the fight-br-flight response; our
body is preparing either to fight the stressor or
run away from it
’ -second, the cognit‘vg reaction is whaﬁ we think

about the situation and involves an appraisal of the

~4
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degfee of ;hfeat in fhe situation and of our ability
,to cope with it o
\~th§s can result in an overéxaggeration 6f the demand
involved and ap'underest%mation_qf our‘abiiity to
cope with"it v
-third, the behévioural réacbion résu1ps in such
habits as incréaéed‘smokinggand drinking,

nail-biting, speedy behaviour etc.

‘~these 3 componernts tgnd—to occur as an integrated

-

response - thatvis, they all hapben mdre or less
together. ”

-avchange in any one of these components typically -
leads to a chanéé in the other 2

—-everyone .reacts to st;ess in a general ;ay with
increased heart rate, muscle tension, etc.

-however, we all tend to Ha;e a pérsonal p@tterﬁ of

" stress reaqtion so that if we get avknot ig our

s;oma;h during rusﬁ hour traffic, we will ténd:to

get a kmot in our stomach when the boss yells at ug

-our reactions to stressors are terﬁed automatié

because they just seem to happen i.e. we don't try

to produce them : ,v

S

-however over time ye have learned to associate
certain situations with stress
- o

-this association is often so strong that a habit is

formed of reacting stessfully to situations that

N
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have little or no real danger to us
E.Coping with stress
“because stress is a learned interaction between the

environment and our internal reactions to it we can

v

change and feel less stressed whether or not the

N \]

environment or other people change
-if it was only the{resultmof the environment then we
would often be at its mercy as there are thingé that

we cannot change

-

-howevér, if we have learned our what are stfessors
for us to start with it means we can leain new ways
of'dealing with them

-this is the basis of relaxation training

-do you have éqy questions so far about what I have
>

@2 3
said? _
III.Introduction: to the relaxation response
b

-typically when.p@opie arg/éiressed they experience -

, an increase in heérgﬁrgle, respiration rate, musclg
ten;ion, etc.

-and typically when péople rélax fhey eiperience the
opposite of this; a decrease in heért rate,
respiration rate ana mascle tension etc.

-this is called the relaxationtre;pqnse

~-the gbal'ofgrelaxation training is to deveidp tﬁigwu

physical response as it is incompatible with the ~

stress f@sponse



~-that is, you éannot be relaiqd and stressed at ﬁhé
same time

~there is growing medical evidence that when people .
are relaxed they are more produCtive add have fewer

heaith problems

IV.Introduction to relaxation training
- : .

.A.The goal of relaxation training
-as I said earlier, although we r?spond,to stress
cognitively, physiologi%élly and behaviourally, a
chpngé in any one of these areas typically leads to
a change in the ogaer 2

-these training sessions are aimed at teaching you to
change your physical response to stress

~this. is important in ény physitgl‘illness, and
especially Qithra musculoskeletai syndrome like
fibrosi*is

-the training has 2 major goals;

l.to train you to use the relaxation response

whenever and wherever you decide to

2.to ideqtiﬁy‘thosé situaqipns that afé‘generating'
tﬁé stress response in you so»thdt you know where
it would be appfopriate for you to use your skill

in relaxation
B.What the training consists of

-the procedures that - I have been discussing in terms

of reducing your tension are collectively called
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progressive muscle relaxation

-they were first developed in the 1930's by a

physiologist

called Jacobson, and since then have

been modified to make them simpler and more

effective

-the first part of the training consists of learnihg

to sequentially tense and relax various groups of

muscles all through the body, while at the same time

paying close atttention to the sensations associated

with tension and relaxation

-we will be fdcussing onvdecreaSing the physical

arousal caused‘by stress. However many people find

. that there is an accompgaying mental calmness

"-you may think it is strange that to produce

relaxation we start off by tensing the muscles

" -there are 3 reasons for this:

1.1 want you
noticeable
to dd this

the m&écle

to learn to produce large and
reductions in ténsion and the best way
is to produce a good deal of tension in

group first. The release of this

tension creates a momentum which allows the

muscles to

drop well below their previous level of

tension - this is the_ pendulum effec®

2.1t will éive you a chance to focus on the

tension and therefore become aware of what it

feels like in each of the muscle groups - some
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“
people are so used to Beihg tense thgy,no 1on§er o
khoﬁ what tension feels like |

3.This procedure provides-you with a vivid contraét
between tension and relaxation aﬁd will give you s

°

an opportunity to compare the two and appreciate
.

—_—

the differznce -
~knowing the difference between the sensatyg;s of
tension and relaxation is the first step in learning
t; relax s
-it is important that you do not overtense your
muscles espeecially those that are painfﬁl
-during the exercise only tense the mus;les to a
level that you feel safe with
~-the tension exercise is not comfortéble but‘neither
should it be painful
~the second part of the training involves the use of
imagery
~I will ask you to imagine various relaxing scenes <
~this is to help you become even more deeply relaxed
~-initially the relaxation exercises are quite
long but as the training progresses I will be
teaching you shorter ver§ions
C.The importancé of practice
-it is important to understand £hat iearning fhe ' ,
relaxation response is like learning any ofher skill

-in order for you to get better at it you have to
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practice, just as you would if you were léa;ning’to
drive a car |

-it is important to realize that progressive
relaxafion training involves learning on your part
fand this learning is slow and gradual

»thefe is nothing magical about‘thesé procedudres
-each new proceedure takes a lot of practice and»is
carefﬁllyiand grgdually introduced into your
eQeryday life

-we have spent years learning to becomeqténse'and we
must give our bodies Fime to learn an alternate
response

-without your active cooperation ‘and regular practice
of the things that you leafn gach week, the training.
of little use

-do you have any questions about what I've/said éo

far?

Relaxation Exercise .

Preliminary instructions

-relaxation is a passive exercise - that'mea;s you do
not wo;k hard at it; "you don't try to relax

-1 want you to passively follow@y instructions and
relaxation will occur as a byproduct of this

-if yéur mind wanders don't become upset, just let

yourself drift back td my voice and begin following

my instructions again
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-I will be dealing with a number of muscle groups
-when 1 ask you to tense a group of muscles i want
you to do so immediately, but only to the point that
feels safe for you
-when I tell you to rela; that group of muscles I
again want.you to do so immediately, don't graduélly
let them gov
-I will be asking you to notice tne sensations when
you are tensing the muscles and when you are
relaxing‘them
B.Relaxation‘sequeng&
(eéch [rocedure is demonstrated by the therapist as it is
being described)
-I will briefly run through the sequence of muscle
tensing before we start the actual exercise
-we will begin with tensing the right hand by making
a fist
-you should be able to feel the tension all around
the hand and the fingers
-now let it go immediately
-next we tense the lower right arm by bending the
hand backwards, andarelax
-the-upper right arm is tensed‘by pushing it‘in
towards your chest .- make sure that you are tensing
dnly‘the muscles that we are focussing on anc not

the rest of the arm, and relax
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-now we move over to the left arm and follow the same
5] .

sequence
-clench the left fist, and relax
u—next Lhe left lower arm, and‘relax
- —-and now the left upper arm, and relax
-now we mo?e to the shoulders. Buéh both your
shoulders up to your ears. You should feel the

tension all across the shoulders. Now let it go.

~the neck is tensed by first of allﬁpﬁshing your head .

down into your shoulders and thgn stretching it up
like a giraf, and relax

-now we mer to the facial muscles

~tense your forehead either by pushing your eyebrows

up or by phshing them togther, Pick whichever one

creates the most tension for you, and relax

~Now Clo&e your eyes tiggtly as though you're
protecting them from a sandstorm or blinding light

—good,'now let. them go

-the cheeks are tensed by makihgrtheabiggest upward
smile that you}can, and relax

-the mouth is tensed by éushing your tongue flat .
agéinst the roof of the mouth, and relax

-finally the lower part of the jaw is tensed by
clenching ;our teeth, and relax

-now we move to the cLest and baék_area

-push your shoulder blades together and this will

——

a
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tense your upper back, and relax

-1 want you to plabe\one hand on your chest and the -
oth§r on yogr stomach

-now take a deep breath in for the éaunt of 4,
1;2.3!4. Good, now'let it out. Youbshould feel your
chest ‘and your stomach rising as you breath. If your
stpﬁach'is not fising you are breathing too

shallowly and need to practice some deep breathing.

* am—

~

-the deep breath tenses your chest muscles. You don't
have to pl@cé your hands on your chest and stomach
during the relaxation exercise. That was just for

)
demonstrqtion purposes

-now I‘%agt yod to tighten up your stomach muscles as
if you were going to be hit. Do this either by

sucking in your stomach or by pushing oout hard

against the wall of your stomach - use whichever one

creates the most tension, now relax
‘“-now we are going to move down to the legs

-start by tensing the right thigh., StXaigh®eh your

from you with your heel, and relax
-now tense the lower leg and calf area by bending
your foot back and pulling your toes towa?ds you,
and relax | - , -
-now tense your right foot by turning the foot

inwards and curling the toes, and relax

k4
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-the same sequence is followed{ﬁith the left leg
-tense the left ;high, and relax
-the left lower leg and calf;fand relax

L B

L . - ¥
-and the left foot, and relax
~=now that is the sequence'we wili be»folloﬁing

-

~-do you Have_any quéStions Before we beg;; ?he

I4 E
. 1

o actual eXércise?> S : - . t
C;Re}axaﬁion exercise
_Preamble . : .

-some peéple find it difficult to‘picture the scenes - -
déscribéd.v If 'you havé‘tréublg with ihﬁgérx then
N . 3 N : 2 C

just think-ébodt whaﬁ I am saying instead, it works

just as well

-some ﬁeoplé’find it‘really difficult to relax with

,;hers.around. If you experience that difficulty

then go through .the exercise so that you know what

-

to do at home but do not worry if you don't

experience any relaxation. It will come with . - v

. PpKactice » Qv

l - A -~ . S
-beflore and after each relaxation exercise [ want “you
- v : s ,

) > E 'L " Lo [ E -
to take your pulse and respiratidn . . .

-people generally find that after the ‘exercise these

~ * are lowered, and charting them giQes them a good

2
~

ressing in their training = S

o

idea of how they are prog

-you find your pulse by/éutting 3_fingers on-the side - : -

- v i
of  your neck amd slowly running them in towards the



;@

windpipe — o . R o ]
‘-you should feei y;ur pulse in the dent " v. |
-would you tfy/thét“a;qouéxp of timeéjgg.make %1
you.can fiﬁdhiéiéonsiéggnﬁli- | ': | \, ‘ L
~-good., Now you count fo;\QQ seconds and -double thq ) '
# _' final~nﬁmbéf o v . |
. vsf?f?’tf?‘fﬂat a EoUple of‘times, | g | o f;
-your respirations araﬁCpuqfed'forVBO%segéqulas well
. -lets try ghgt ; 33?p1e of times - )
= -do you feel you are able tb take these measuremehts -
1accurat§i§5 ; B .
—I,willlbefgiving you Shgrﬁé"to‘regprdrthesg'onl - )
befofé:and gf£er»é;ch of ybﬁr home pp?cfices( L o . ;WQ

L]

‘-each week you Vili{ﬁpnd them in as it will let me-

= hd [N

know how your practicqs‘are going .
-noQ I want you to find yourself 'a comfortable
positiopf ‘ ' ' : ’
‘-l?t me kﬁbw if you need anyapillowé or'additiOnal
" supports . .

-you may want to cover youself with your coat as some

peopie‘get a little chilly when relaxiné

-if for some reason you feel you do not want to

. continue with the exqr&iéeklet me know
- are you ready to begin?
-find your pulse ags.

start counting when I tell you

to

e
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-

- . H

—startiﬁounting

., L -

-stop counting and write down your pulse - remember
it is the "number you counted doubled,
-now count your breaths-when 1 say start

¢
-

-start o ' ' S — o

-stop counting and again write down the number

‘doubled

7 - -now we will start the exercise

RELAXATION EXERCISE %RACTICE SESSION ) ' =

\ .
- ) ' ) . : ~Ny

VI.Session Summary o

-I just want to briefly summarize what we have
F- . N .

covered today. We will be going over it again in

future sessions. o ; L

A.Stfeés. : , : : .
o . _ . A /*\5'

-stress is ‘the result of some demand and our reaction

" to it

-our reactions are an attempt to meet the demand and

4

therfore weduce-the pressure

-most of the stressful situations and our reactions

to them are learned ¥

~we react cognitively, behavioufally and . e

‘physiologically to stress , _/' o »
: , \
-a change in one of these areas effects the other 2

T j -

-we can learn new ways of reacting to stress

4

s =



‘B.Relaxation respohse ’ - - R

- . N

¢

-stress reults in an increase in heart rate,

fespiration rate, muscle-tension and endocrine

-
> ~ e —_—

secretion

-the relaxation respbnse”brings about the‘yppbsite of

s

‘this

-the relaxation response can be learned . w

* - Vo

C. ReLaxatiah training -

-relaxation ?raining focuses on reducing the
physiological arousal of stress by teaching people.
~how to induce the relaxation response whenever and

wherever they wish - yoﬁ cannot be relaxed and tense

at the same time

’

-it is a learned procedure that takes regular
practice : .

-it starts by getting you to tense-and relax various
‘grgups of m;étles so that you begin to recognizeﬂthe

difference between tension and relaxation

-imagery is used in order to deepen the relaxation

experience : e,

B

‘-a Eelaxed body has less physicalﬁﬁioblegg"and

typically a relaxed state of:mind accompanies the
;élaxation respBnse

- do you have any questions?

~-
~

VII.Homevori

.-as I said earlier, these exercises will only be



- >"dﬁfing the day as well

- - B 186

effective with regular practice ' _ SRR
-you will take a tape home and I want you to
practig;\once a day
;rightﬂnow only use side 1 of your tape
-now there are some eésenﬁial prereduisites forrthié
—you;must have:a quief plaée where you afé not going
ttovbe distracted by.outside noises

_-you must have enough time to do the exercise without

being disturbed

-it is ﬁrefgrable that yodﬁdqithe exercise\in a

'dérkenedﬁréom so thatvyou caﬁ relax

:finally you must have an ggea that yéu céh get
comfortdble in; either 1ying down or resting in a
comforta51erreclining chair. «Make sure your body
has enough suppé%z—so that it can relax

-try not to fall asleep as the idea}right now is for
y;u'to learn how to felax Qhen you need to and not
to send you to sleep whenever you do’thé exercises

-hbwe#eg if you use the exercise to help you get to

sleep then make sure ydd practice at some other ‘time

~

—dq'hotftfy and use the relaxatian exercise ‘in
everyday life yet. This will be introdyg¢ed slowly

and carefully at a later date

. 3

-here arfe some sheetg-for you to record your pulse .

and respiration on before and after each practice

L) ‘>
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+~are - there any questions before we close?.

" Session 2: Review of the concepts of stress and

: " relaxation and introduction of keeping a

< gtress log

Cw

Overview

1. Structure session
\ : o
2. Review home practice

3. Review the concept of stress

4, Review the concept of relaxation

LS
-

5. Introduce log keeping

6. Relaxation exercise. : -

7. Qummarize ssession

8. Homework

1.Structure Session L , kli _—
- o

-1 want to briefiy state what we will be covering

todai ‘

-first of all we will be discussing how your home
practice -'went : ’ -
-next I want to .review the concepts of stress and

relaxation

A



-then I w111 be talklng to you about stress logs
—we w111 then have a relaxatlon sessﬁon
-and we 'will close by-summariziqg yhat we we'did and

by assigning homework again

2.Review home practice . o -
-can T collect your pain booklet and relaxation sheet

-did you have difficulties with the home practice?
-did you manage to practice everyday?

-did you have trouble keeping their relaxati%&

* . -

record?

-did you notice any differences in your abilitylto;

relax the more you practiced?

+

g . .
3.Review tihe concept of stress

-

-last week I defined stress as a g;izlex reactlquto

S |

a situation that exceeds a persoén bility to cope

>

‘with that situation

-if we view the demand being made upon us as
: : ;

threatenlng, or if we feel wéddo not havefthe skilIs\

“to cope with it we will experlence a stress reactlon

,

-therefore, stress results from the interaction
. - . N

\6\between personal and environmental factors

-
-the stress reaction is made up of 3 components.
N

ph331olog1ca1 cognitive and behavioural .

-there are general characterisitics to a|stress



vreactioﬁ but each of,uékhas ourfown;individuélr

pattern;e.g. increased heart.rate, muscle tension,
. ) - . ‘ -
upset stoémach

- .

-these reactions happeh‘so quickly that tﬁéy‘are,

3 . [y

called ‘automatic . R
‘ ' 1

., -however we,QéVe;generally learned what situations

3 .
4

will be stressful %or us B
-this'meaﬁs that we can- learn new and moré.helpful

responses in these game situafions

-chronic stress, that is a stress reaction that is

orgoing, is harmful as it wears down the body and

, . " ‘ ‘
can result in various forms of  physical damage,

>

L -
o

Review the concept of relaxation

i

'-the opposite of the stress response is the

relaxation rtesponse
-the relaxation response is evident by a decrease in

2

body arousal such as heart rate, respiratio?‘ifEET"

S

muscle tension, etc. - -
-this relaxation respense can be learned .
-the goal of relaxation training is to develop this

physiological response as it is incompatible with

*

the stress response

-a change in the physiologicalfcomponent of the
. s . v

stress respohse usually results ia’a chiange in the

other 2 >



-to be, of any use relaxation training needs ygur
B 4 . i o » . .
active co-operation and regular. actice - e

-

5.Introduce keeping a log

-we have discussed the fact that everyone has their

own individual stress reattion , i

¢

o

-to learn when we need to induce relaxation means: »
learning to recognize when we are stressed

-there are 2 parts to this learning

P

-firstly, we know we are stressed because our body.
- ’ 2®
tells us so e.g. upset stomach, headache

-we can tune out many of these physical indicators of

stress so that, for example, we end up wi?h

headache because we didn't listen to our body when

. ‘&

it was trying to warn us it was stressed with tight
neck muscles

-a stress reduction technique is more successful ;he
sooner it is introduced

-therefore it is important that we start learning
what are the initial physical signs of stress for us.

-secondly, in order to reduce our stress we also have

to start learning which situations are stressful for

us

-once again, we can become so familiar with being

stressed in a certain situation that we no longer

notice it or, maybe we only notice it when we are
- *
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‘out of it

-~once we know what 'situatidns are stressfull we can’

© .
’

either change the éituatibnhér change our response

e . - _;‘ . - |
-the major point here is:that we Have to start tuning

into ourselves - our/bﬁﬂﬁ is giyi;g us lots of”
-people ?ho experieﬁce chroniC‘Rain:héve learned to .
Anot pay attengion to tﬁeiilbodj,’as 5:means of ..
éoping witﬁ tite pain.

-although this may be protective in the short term,

~it-can be damaging in the long term

-if we igﬁbPe the,warmings,our\ﬁody is giving ué, we

will continue to maintain a hightened arousal state,
N h. . ,-; f Y
and therefore continue with an increased.heart rate,

muscle tension etc, - .
;this can only lead to further physical damage and

therefore increased. pain in the :long run
T

a

information if we would just take the time to listen

- B

*

-

- -many people find that keeping some kind of log helps

them find out this information a» |

~they write down what situations they found stressful

o

and what physical sensations they experienced

-this gives them more accurate information than

trying to remember what they felt a couple ofida?s‘

afteﬁ the event - o o .

-these notes should be jotted down at the time of

2
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the stqgssfull event

-a time gap beEVeen the event: and the recordlng means

s . o ——

that you are relylng on your memory and the

information will not be as acurate .

A 1

_-here‘are some 1ogs for you - there are 7 pages and I

will give you fresh ones each week,

»

-on the left hand side is a column for the date and

‘time - some people find that certain times of the

day are worse for them than others . \ BN
. . : i ’ i » Y

) . =t R

-the next column jis for the event - what was

actu&ily happening, i.e. where you’iefe,énd what was
- g® = ‘ B

going on- ~J i

-

-the next is to rate how stressful the event was - on

a scale of 1 - 5 with 1 belng m11d1y stressful and 5
) I 2
belng as stressful as it ‘could be

=

L4
-the next column is for you_ phy31ca1 reactions e. g.

Y

if you felt VOur heart beat faster, or your‘stomach
R ’ -

I

4

becbme upses etc.
-the last column is for any additional comments

-1 want to record this as the events happen
’ -

) s ﬁ »
throughout the day for 2 weeks

-then when you have betome skilled at th%sii wilﬁ be

teaching you a ‘shorter method - .

o

-1 am aware that you have quite a few things to keep

track of

-they are all impprtedt and will be well worth the




~

- o

éipe that it initially E;kés you
-the iogs Qill heip<you Fecégnize when you are
stressed énd’ﬁhat it is that qtresées_yqu
+as'I said, as you become more proficient at this'I‘

.will-be téaching you progressively shorter versions
-are thefe any questions before we continue?

N *

.

e —

6.Relaxation exercise = B B

-now we will have our relaxation time
-once again find yourselves a comfortable position

-are you ready? L ' if

_RELAXATION EXERCISE PRACTICE SESSION ; ‘ N

7.Summarize Session

e

-let us briefly review the main points .of todays

3

session
—good_stréés réduction techniqués come from learning
th re;ognize when Qe are streééed and what it is
that stresses”hs’ —

-we know we are stressed becauée our body tells us so
with certain physical signs and symptoms

-we have to start\payinéraftention to our body

~keeping a log helps us get that information

accurately - _ ' ' : ,

7
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Qiniﬁigliy we need to jot down the information as ' .

the event happens .

-as we become more skilled at this we car learn

‘shorter methods '

~are there any questidns ?

S;Egmewofk

&

-1 want you to continue practicing your relaxation

exercise once a day .

-1 also want you to keép your stress leg and to

review it before coming next week - .

. R A

. R & S
-when you review it I want you to look for any \

situations that keeping coming;up>’
-éhy physital siéns 6r‘symptbms that ksep coming up
-what you ére’lookingifor‘are your particular ;
patterns of stressors qdd stress responses
-do you have anf questions before we close?»Training

. ‘ - : .

Fl

Session 3 - Review of keeping a’ stress lqg-and

ingroduction of cue-controlled relaxa:idn

Overview .

1., Structure session

2, Review home practice : : - -

3. Review stress log

\
"t:.\

a
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7. Homework

-2
.

N

4. Introduce cue-controlled relaxation
5. Relaxation exercise = - °

. . ‘ ,v,.v,‘ -&
6. Summarize session ¢ .

l.Structure session 7 ' L

~today ve'wiil bevéfarting odt,as usual by discussing

- ,";(" :
.- how 'your home practice went

-we will then talk more abdut the stress log and

ahythingfthat*you héye noticed about youfselfas»yod‘

have been keepihg;it

-next I uill be,introaucing a new relaxation

"tecﬁniqug called'cue-poﬁtrolled relaxation

-ve will then have our relaxation ses;ion

itgdq}é session will close by shmmarizing what we
_talked about and assigning this weeks hﬁmework

Revicw home practice

— -can 'l have your pain book and relaxation sheet

-did you have any {ifficulties with your relaxation

practice?

e —

-did you nanage to practice everyday?

- -did you have any trouble keeping your relaxation

record?

— -

~did you notice any differences in the level of

’

relaxation as you practiced more?

»

[N
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about the home praiyité? - -

-do you have any~§ue$tions

-

3.Review stress log

-last week we- talked about the need to recognize what

our symptoms of stress are and in what situations

they arisé ?V\F:J : . , ' ‘ A

L4 S

-one way‘of doing this is~byrkeebing a stress log e

-this gives us more reliable informf€ion about

ourselves

-a.log helps us to idemtify what warning signals our
body is giving us that we are becoming stressed . .

~-we can then uge these signals as a reminder that we

need to induce relaxation _
. . - © ¢ »
-a log also helps us to identify what situations are

stressful for us
~-we can then decide:if we should either change the

sifuation, change our reaction to it, or both

y -

-you have been keeping a log fqt one week gﬁw
-did you have any difficulties doing this?

—ng_¥§re asked to review your‘log before todays
session for any recurring physical symptoms eL\

4

situations ) - . .
~ =-what symptoms or situatons did you notice? ) -
-1 would like you to continune -monitoring yourself in

the s4ame way for another week

-2 weeks of close monitor'ng.usually gives people



r .

enough information to review Ytheir stress reactidéns

accurately o ' g

#

-are there' any questions before we move on? ' .

¢ .
4,Introduction to cue-controlled relaxation

-in some ways we should be discussing this technique:
' * * T v -
next week as it is the shortest version of

relaxation induction - ’ e

— @

-but I want you to have had as much practice as
possible with this technique diring this training,
course, and have had enough time to introduce its

.use slowly into everyday life o : .

®

-30 next week we will discuss another short version -

of relaxation induction,'but it is not as short as 7
. , , ) N

this one . .

-you will have noticed that in the relaxation

exercise I instruct you to take 2, 4 count breaths

-1 wanted you to have had enough practice at the full

relaxation technique before I explained the purpose
of those breaths )
~-the goal of relaxation training is for you to be-

able to become relaxed whenever and wherever you

. need to
-one way of doing this is to. train your body to
A
_become relaxed in response to a self-produced

instruction or cue
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«

-with practice you will be able to relax your body by
taking those 2, 4 coqntAbreaths; they are now your

cue to relax , ' . .
Y . . 7
-let me explain the theory behind this ° *

\

-we know that things which happen at the same time

become associated with each other, or, in

psychologihal terms, a conditioned response ' , -

-and the more ofgen the events occur together, the
stronger the association or conditioning

-the 2, 4 count breaths, or your relaxation cue, has

been placed at the end of the relaxation exercise so
that you are relaxed when you say it

-a strong association is then.built between the cue

‘and the feelings of relaxation
-after much repitition and practice the cue will be

able to ";;igger off" relaxation

- -

-there are some important points to remember in

building up this association ' Y

- - -

-you must reserve your cue only for producing the

relaxation response
{

/

-it must be repeated several times at the end of your

relaxation practice so as to strengthen the A
assyociation between your cue and your feeling of
relaxation

~with practice the association between your cue and

relaxation will be so strong that simply using your

0
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cue will produce the relaxation response

- -

‘~the use of the cue in everyday situations is

introduced slowly

-to begin with, the cue is only used in nonstressful

situations, where you are sure that the cue will.

’N) produce relaxation ; ' ) o
—for.examplg, when you are sitting quietly igﬁa ’
' chai;,'or lying on a sofa 'c
-}oﬁ should not initally userthe cue whgn you are
feeling stressed
- ~the cue is then gradual}y used.in more demanding
‘ " situations < ' L
-it is important io keep in mind that you want to
proceed so gradaélly that your, cue Qiil'wérk’in each
new situation . ’
) _ =-this is to build a strong habit of a successfull cue.
-when ‘you have a well developed relaxation cue you
can use it for a "mini—?elax" throughout the day
-you can a150-u§e it to help you relax when you fgel
stressed 7
- -the plan_is to catch yourself when you're just
starting to tense so that you can use your cue to
produce relaxétion
ol -with practice this sequence will become a hqbit 3

-you can also use your cue several times during a

situation to keep you relaxed e.g. a job interview
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|
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o

I

'=0r you can use your cﬁe to helyﬁyou relaxrbeck ter
normal after‘meeting an unexpected stressor

-in each of tQQSe\pases you will»be aetively engaging
in a coping strategy Eo‘combat stress .- no one will
notice you taking deep breathe, therefore this
technique can Be used anywhere and at any time

. =but remember, at first only use it in nonstressful
situations and proceed gradually according to the*
instructions: that I will be\giving you

«_ —are there any questions about cue-gontrolled‘

relaxation?

5.Relaxation exercise

- -once again we are going to practice the relaxation
exercise
-today, however, at the end of the exercise I am

going to_have you practice becoming relaxed again

with your cue

-I will take you back into relaxation with your cue
and out again 3 times at the end of the relaxation

\ . >

exercise .
]
-you will be practicing this same technique at home

-are there any questions before we begin?

- 0.K., get youreelf comfortable

RELAXATION EXERCISE PRACTICE SESSION
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Session Summary

‘~we reviewed toﬂéy the fact that selmeonitoring

0

L <
helps us to 1dent1fy how we p§y51cally react, to

stress and what situations are stressful for us
-this information enables us to.ac;ivate coping
techniques.to deal with tﬁe stress
-we also discussed cue-controlled relaxation
-this technique helps us to become relaxed in
respongb ta a sbetific cue
-this gue must ‘be used only for inducing reléxation;
-beéau%e the éue is placed at the end of thé

»

relaxation exercise an association between

relax;tion and the cue ié!developed
-this association is strengthéﬁed by lots of practice
and the slow, careful introductioniof its use into
everyday situations
-once we have a well developed cue we can use it to
iﬁducg relaxation throughout the day ﬁn avvariety of

situations

-are there any questions?

Homework

~I want you to continue practicing the full
relaxation exercise once a day . n

~-however, at the end of the exercise I want you té-
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put yoﬁrself back into relaxation and out .again 3

. times using your cue, just like we did today

-you &all'have to do fBis yourselvpélgs it is not on
the tdpe |

-1 also waﬁt you to practice using your cue during
the day but only Qhen the conﬂitions are=i&eal, for
example when you are watching'T.Y. or si;ting reading;
never when you are feeling sFresBed ‘

-try and do this as often as possiblé'

~keep ;; your self-monitoring as Qell

-next week we will discuss how this will be shortene?

-are there any questions before we close?

-

Y

Training Session 4 - Review of cue-controlled relaxation

[

and introduction of the short relaxation exercise
. t

*

Overv?ew 1 9
1. Structure session

2,. Review home practice

3: Introduce shortened- self-monitoring techniques -
4., Review cue-controlled relaxation

5. Introduce short relaxation exercise

6. Relaxation exercige

7. Session Summary

8., Homework
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Structure Session Y

can I havé“your pain;chart and felaxaﬁion sheet
as usual we will begin by reviewing your home
practice

we will then talk about;shorten%ng the
self-moni;oring proceedure

next, I will be introducing the shorted versibn'
of the relaxation exercige

and then we will practice it

as usual, the session yill closé by summarizing

-

what we have talked about and assigning homework

L : . _ .

Review home practice

did you have-ény aiffiqulties’with you? home
practice?

how are you finding the process of putting
yourself back into a relaxed state.with your
relaxation cue?

in which situations did you prac{ice useing the
relaxation cué |

did you have any difficulties‘with this?

what 'are the differences that you are noticing as

you practice mare? -

E

[
Q
W
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v

3.Introduce shortened version of self-monitoring

‘- you have been monitoring yourself now for 2 weeks.

what have you noticed about yourself since you have

been doing this? o ) S

now that you are familiar with the

self-monitoring technique I want to start you on
- .
the first step to shortening-~it

- 1 want you to still stop and think about  the
situations you are finding stressful as they

~

occur

- think about how stressful these. are, and how you

;ﬂare reactingto them physically

but I now want you to write down at'mealtimes and
at the end of the day what has been happening to

you up until that point

~ this is to teach you how to/continually monitor
your stress responses menta

- writing things down periodica ly helps to keep you

on‘top of your monitoring as tlfe mental habit is

being more strongly developed

4,Review cue-controlled relaxation

-you have been practicing cue-controlled relaxation
for one week now

. =1 would like to briefly review some of the'main

points about this technique
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~the goal of relaxation training is for you to be

able to become relaxed whenever and wherever you

N

need to

: . Y
-one way of achieving this is to associate a cue

with the feelings of relaxation
dtheﬁcué must be-repeated several times at the end
of your relaxation practice and only Qhen you
feel completely relaxed
~-it takés several weeks of practice to strengthen the
association between your cue and the feelings of:
| reléxation | ‘ "
-you must reserve your cue only for producing the
relaxatioé response
-the use of the cu; in everydayvsituations is built
up slowly B 1
-you want to proceed so graduallffthat your cue
will work in each new situation
-eventually you will be able to use your cue to

produce the relaxation response when you notice

your first physical indicator of stress

-last week you practiceéd using your cue in relaxéd,

—

nonstressful situations

-this week I want you to practice using your cue ¥m -

©

milddy stressful situations

-do not use the cue in more demanding situations
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-as I said it is important to g0 .80 slowly that

| your cue will work in each new situation you apply
it to \ *

~-this process takes several weeks of practiééz a;d
you need to .go at your own pace

-1 want yoﬁ'to practice this sejgial times
throdghout ghe day

~-do you have any questions about this?

»

5.Introduce short relaxation exercise

-I want to in;rdduce you this week to another

e

shortened version of the relaxation exercise

~this version relies mostly on you recallidg what

2ach of the muscle groups felt like when relaxed
e

-this version of the exercise not only allows you to
. ~

have shorter training sessions, you can also use
this technique in real life situations when:you .

~feel you need more than your relaxation cue

- —————— -
Al

~some situations are more demanding than others and

-

some people find this version of relaxation o =
induction more helpful during those times
~I will start out by having you tense and relax

“

your fight'hand
s-you will then place your right hand on your left
hand .

-1 will then talk you tﬁréugﬁ the other muscle groups
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as tthrﬁlaxed feeling in your righE hand spreads
‘through the rest of your body
~-no other muscles will be tensed

~we will then go into the imagery portion of the
.exercise hn ‘ ' .

-once again, at the enE//; will 1nc1ude your

relaxation cue and have you go back into relaxation -

\‘ N

and out 3 times . ‘

.~are there any questions about this before we do the

actual exercise? y

-

LS ’ . -
RELAXATION EXERCIZE PRACTICE SESSION

.

6.Session Summary

A.Self-monitoring ) _ -

-after g;ving enough practicé at ‘the longer Qe;sion
of self-monitoring you can begin to start 7
shorteﬂing the proceedure

-ghe first step is to review varid&s situations
mentally as they occur to see how stressful they
were and how you reacted to théh physically

-at each mealtimerand'at the end of each day, spehd
5 minutes reviewing the previous peribd for

stressfull events and your reactions to them

-this 5 minute review is written down

3
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Cué-controlled*relaxation o -
-you' can now begin practicing your cue-controlled

relaxation in mildly stressful situations -

- C e

:situations

-it should not be ‘used in more demandin

~you are very gradually introducing its use into- - "

everyday life ‘ - f .  > -;

-ig\should still be practiced at the end of jour‘

a

relaxation exercis%’in order to strengthen the
association

Al

~it takes several weeks of practice to do this and it

is important that ybu go at yo:ir own pace

-

Short relaxation exercise
-once skilled at inducing the relaxation response
with the long exercise, you can move onto the short

version

-this version can be used for home practice and for

everyday demands
-it relies on you being able to recall what thé
muscles felt like when relaxed o
-Ehis version also needs consistent praétice to be
effective |

~-do you -have any questions?

Homework

-1 want you to ¢ontinue with the self-monitoring

using the format we discussed today
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-1 want you to continue practicing your relaxation

: . ‘ .
exercise daily

-however, | want you to alternate the long and with
the short version
-yse the long version one 'day and the short one the

next . g

-the short version is on side 2 of your tape

-at the end of each exercise | want you to practice

- .

using your cue to put you back into relaxation 3

+

rimes
-also bractice using your cue in"mildly stressful
situations, none more demanding than that

-are there any questions before we close?

aining Session 5 - Review of shortened version of

»

relaxation exercise and introduction of

differential relaxation

Overviéw : -

Structure session
RKeview home bractice» ' , -
Continuatioﬁ of shortened self-monitoring
Fechniques

Introduction of differential relaxation

Relaxation exercise
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Session summary : N

Homework

l1.Structure session

can I have your pain chart apd Eelaxétion éhget

todays session will of course begin with ’

reviewing yBur home practice ' v —_—
we wilf then talk about how to shorten your

self-monitoring even further b

<
and I will be introducing you to another

variation of relaxation called differential
C

,

relaxation

L

we will then practiée that

and close by summarizing the session and homework

-

Reygiew ﬁome Practice

first of all how did you get along with thE
'shortengd ver;ion of the self-monitoring?

were you able to mentally check yourself

throughout the day for your stress reactitns?

did you find that you were able to remember at
mealtimes and at night what had happeﬁed throughout
fhe day?

v

did you have any other difficulties with this

technique?

0.K. how did the relaxation exercise go?
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- were you able tovbécome as relaxed with the shoftérF
version?

- did you manage to put yourself back intg the’
relaxed state with your relaxation cue? . ..

®

- how did your practice go with using your cue in
.mildly)stressful’situations? |

- are you findihg it helpful?

- did you have}any oﬁher difficulties with any

other part of the homewerk?

- are there any other questions before we continue?

3.Continuation of shortened self-mOnitdrimg, ;

7
¥

- the pﬁrposg of gelfﬂmonitoring is to teach you to
keep an eye on youfself in rega;ds,to stress

- it's aimuis to train you tb be aware of Hhét is
goidg on in your body 56 thét you can institute
active coping methods as soon as yoﬁ begin to

feel stressed

- now that you havefbecome skilled in more formal

methods of self-monitoring yoy can advance to the
% .

informal method

v

- you are now able to recognize what is the first

2

physical indicator that you are becoming stressed

i

- what I want you to do now is to use this knowledge

k]

throughout the day as the event occurs

~ when you notice the first physical symptom or

-~

.
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symptoms of stress I want you to stop and consider
" -

the following:
1. what is it about the \situation that is

4

stressful

2, can you change the situation

-if yes, then what.cén you do to change
the situation | ) "
-if no, thgﬁ change your reaction to it«by
inducingvrelaxatign '
3. institute a relaxation technique
it is'é good idea to periodically scan your body
for tension that you may be ignoring a
"if you make a habit of doing this at mealtimes you
will have a reminder to do this _
becausebit is easy to siip back into old habits, I
still want you to ta&e 5 minutes at the end of the
day to review the stressful times you noted
mentally and then write them down in your log
this i4 for a couple of reasons:
‘1.'it keeps you in the habit of tuning into
yourself
2, it gives you a chance to review any new
situations that have éfisen, and to think
‘aboﬁt the effect they had on you
3. it gives you an opportunity to note any

e

new physical reactions you may have
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P

"eipe}ienced.,Unless we forﬁally note these

b

down we have a tendency to forget them

- I want you to complete this nightly charting for

the next week, in order to strenghthen the

habit

- the continual body scanning should continue

iﬁdefinately;’that is, become a firm habit

are there any questiomrs about this?

4,.,Introduction of differential felaxation

a variety of muscles become tensed during most

L) behaviours

muscles necessary for the accompli;ﬁment of an
activity are frequently more tense than they need
to be

and muscles unnecessary for efficient performance
become tense during the activity

ideally, in terms of congerving energy and
maintaining a low tension level, only those
muscles directlf involved in an activity should be
tense

and they should only be tenséd only so that they
can performe the éétiyity o TN
do you foilow that?

this is the goal of differeﬁtial relaxation

r

relaxation is induced and maintained in the
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-

muscles that are not required for ti? activity
- and excess tension is eliminated from the muscles
involved in the activity =~
AN | < |
- the procedure involves periodic identification of

tension during daily activities

—~ and the relaxation of those muscles that are

=

unnecessariiy tense

- once again there is a slow introduction of this
skill into everyday use -

- it'Begins with practicing this technique with
relatively quiet activities and progresé}ng
slowly to more active behaviours in more
sfimulating surroundings

- first of all you must practice defiﬁing essential
and nonessential muscle groups

- for>examp1e, what are the essential muscle groups
Being.used,whilé we are sitting?

_ - now the rest are nonessential

e .

- scan thése for tension especially the shoulders{
jaw,ieyesvetc.

- lets stand ‘up aqd do the dame Ehing

‘

- focus on what muscles are essential for this
activity

- and now scan the nonessential muscles for excess

tension

- 0.X, sit down- -
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once we have‘identifiéd essential from
nonessential muscles  we cén proceed to relax the
muscles not in use and to lower the tension level
of the muscles in use '

we do this by using our relaxation cue and by
télling the muscle/gropps to relax, which they will
do by recall and training

there are 2 things to note about thignprocedure &5

first, it is not intended that nonessential
. _

muscles be completely relaxed

the idea is to limit activity to a minimum but
not. to disrupt th%aactivity‘

second,’élphough it initially takes some
deliberate effort to remember to use differential
relaxation, as the skillyprogressesrit ;ill
become habitual and very'littié time and effort

’

are required

-

the ultimate goal of this technique can be

characterized by the following example;

e warn

A person is driving to work and is using his
arms and feet and eyes., He scans his body
rand notices that his forehead and shoulders
are tense and so relaxes them. When he g;ts

to work he is sit*ting at his desk writing.
He is using his right arm and hand and neck

muscles. When he scans his body he notices
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that he is cafrying a lot of tensién in his
left arm, across his shoulders, his forehead
and jaw. He relaxes those. He alséxnotices
that he has more tension than he needs in his
writing haﬁd and focuseé on rgducingrthe
tension level there. Ibzg is all done as he
continues his task.

once again to be able to utilize this technique

successfuly it must be practiced

until you are skilled at it, you should practice

it for no more than 5 mindtes, 4 times a day

the practice always }Pcludes 3 elements:

— -position of the body

- activity level . | ¢

- situation or environment

you should -enly change one of these elements at a

time )

and do not proceed with further changes until you

feel you are skilled at yoﬁr present practice

fosl example, start out by practicing in a sitting

position in a nonactive, quiet place, perhaps

"sitting in your living room

then proceed to practicing in a sitting position

in a nonactive, nonquiet place, perhaps in your

living room with your family watching T.V.

[

then you can practice while'sitting doing something



in a-quie; place,e.g. typing in a study

- can you sse the steps in the‘ﬁracticeé

- you start out sitting, nonactive and quiet

- then you proceed to sitting, nonactive and
nohduieE

- next is sitting, active ana quiet

- and then sitting, active, nonquiet

- oncé you have become Skilled at this you advance
to standing, nonactive in a quiet placg, perhaps
your living room, and so on

- I have a handout for yoﬁ that lists these various

steps o

< L] -

- do you have any questions abohz this?
- in todays relaxation session we -will be
bracticing this technique 7 3 _ X
- I will start by having you take your 2, 4 count
breaths
- then I will be inétructihg you to scan your body
for tension ané relax the non-essential muscles and
reduce the tension in the essential muscles
dwe will remain in our seats while we do this

- are there any questions before we proceed?

]

RELAXATION EXERCISE PRACTICE SESSION

o hY



5.Session Summary

A.Self-monitoring

AN

it is,importanL to strengthen the habit‘of tuning
into your body's warning signals that you are
becoming stressed

g; is necessary that Ebu continue to scan yodr
body throughout the day for missed tension
déing‘mealti§E§ as a reminder is a goodrhabit to
develop

when you recognize your tension signal stop and
assess what is going on

and decide if you should change the environment,
ihitiate relaxatidn techniques or both

at night review your day and write down%%ny new
stressful situations and any new re;ctfbns tc them

this will help strenghthen the habif of tuning

into your body's stress response
. /

Differential Relaxation

this is yhere you relax nonessential muscleé and
lower the tension levels of essential ones

you can rélax the muscles through cue-controlled
relaxation and relaxation recall

it takes regular, slow, step-by-step practice to
become skilled at this

are there .any questions about this?
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7. Homework R .

Bi want'yoh to continue self-monitoring using the

format we discussed today

- ey

- continue with the daily relaxation practices;% ,

- this week I would like you to start practicing

witho;grthertape since the aim OfAthiS'COd?%e ig
for you to be able to relax whenever you wish and
not jusﬁ“;Ben you listen to the tape
- practicing wifhbut the tape avoids tape dependency
~ S0 use fhe short exercise and the next day
ﬁractice'without the tapét

- then tﬁe“next day use the tape and the day after no
‘ , \

tape, and so™on . 4 L ,
- practice the differenQ}al relaxation in the

P,

* format we discussed for no more than 5 minutes, 4
times a day R
. N ) ,
- do not proceed with the next step until you are
skilYed at the previous one
- remember, this will take several weeks of
practice and you must go at your own pace

- you may now also practice your cue-controlled

relaxation in moderately stressful situations

5 _ N
o

[NOTE: this is only if the client has been
successful in inducing relaxation in mildly

stressful ones -if they have not, then, have them

continue to practice cue-control in mildly

n

219 \ |
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L]
sressful situations until they are ready to move

—mc—

on] ,

~ are there any questions before we close?

~Training Session 6 - Review of training course and

Lo

final instructions L

N, 7
Overview *
. ' %
. v »

1. Structure session

o, , . iy
2. Review home practlcecgk
3. Review course content
4, Relaxation exercise
5. Session summary o .

l.Structure session

*

can I have your pdin chart and relaxation sheet

- -today is our last segssion
- therefore after we have reviewed the home
practice we will review everything we have

~

covered in this course .

"= we will then havera relaxation session
- and close with a final summary and information
about what will be expected of you for the

remaining weeks of the study
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2. Review Home Practice

lets start with the self-monitoring

you were to mentally monitor yourselves

I

throughout the day and then review and write down -

what had been happening to you at the end of the

day, how did that go? , o

were youvablé to monitor yourself successfuly

with this method? .

were there any new situations that arose during

the day, and if so, were you able to remember and .

‘note them down during your nightly reveiw?

do you have any more comhents or questions about .
this before we move on?:

let's talk about the relaxatign exercises

how did the bractice sessions go when you were
not using the tapé? |

are.you finding any difficulties with this?

do you feelconfident enough to practice the

relaxation without the tape most of the time now?

“how did the practice of the differential

relaxation go?

did you experience aﬁy difficulties with this?
what stage did you gét toiin your practice?
are there any questions about this‘before we
proceed?

finally, how did it go with practicing your



=
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cue-controlled relaxaticn in moderateiy sfreszui
situations? k

did you experience any difficulties with this?
"have you been finding it/helpfui?

are you finding thét you are more skilled at
recognizing’the early warning signals of stress
and therefore indutiﬁg the relaxation response
sooner?

are there any more questions about this?

\

Review course content

what I intend to do now is review each aspect of

relaxation training that we have covered in this

course
because‘it is the last éession, I‘wapﬁ you to te
very clear about each part we have covgred‘
therefore if you have any final questions now is
the time to ask them

.étress i

stress was defined as a complex reaction to a
situation that exceeds a persons ability to cope
with that situation

stress results fr;; the inEeraction between
persopal factors (how we view the situation, the

amount and type of coping skills we Hhave) énd

environmental factors (how difficult the situation
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is, how threatening the situation is to us, etc.)

223 .

-

when a stressor is encountered, we typically
rééct, handleAthe situation, and return’;b
normal, With few negative side‘effects

this reaction is called transitory stress
however, if the stressor céntinues, or if our
reépéﬂSG system is continﬁally séing actiyatéd;

then our hightened state is maintained and chronic

.. stress is the result

prolonged stress is harmful as it wears down the
body and can resu;t in various forms of physical
&amage

medical evidence demonstragfs that stréss can
agkc-&%e symptoms of\any physical illness worse
because of this rg;qxation training is now
becoming an essential’ component in the treatment
of chronic pain syndromes

rala;a;ion training has a number of results

1. it lowers the‘physical arousal level during
stressful times as well as speeding up the return

to & normal state after beeing .stressed

ngfffgb;s as a distractor from the pain.

s

.Uistraction has been shown -to be a successful

‘technique in decreasimg pain .
3. relaxation gives a person something he/she can

do about the pain, and therefore allows some



~cope with it

c , ’
more personal control over it

stress is the result of a situational demand and
our perception of our ability to cope with that
demand |

the dgmand may be external (noisy childreh) or

internal (worrying about making a speech)

when a demand occurs we assess our abilAty to

if we feel we can handle the sitﬁation stress 1is

either not experienced or decreases as we cope with

~the demand :

hoWeve}{ if we feel our coping Strategies will be

ineffective our stress ™#sponse will continue

what is a stressor fo; one person may not be a

stressor for another 7

the stress response has 3 compqnenté;

physiological, cognitive, and behavioural

the 3 tompoﬁents actras an integrated response

and a change in anyone‘of them typically leads to
\ .

a change in the other 2 .

everyone reacts to stress in a gene;al way

altho;éh we each display our own perional pattern

of reaction

our reactions to stress are termed automatic

"because they just seem to happen

1

however over time we have learned what situations

H
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will Be stressful for us; this is called

conditioning . ’ : -

- because stress is a leafnéd interaction betweén'
the environment and our reactioné to it we can
Shaﬁge and<fee1vlesé stressed whether or not the
environment or other pe?ple change

B. Kelaxation traihing in general . v

- the opposite of the stress response is the ’ .
relaxation respbnsé

- and it 1is characterized by é decreasq in heaft
rate,\respiration'rate and muscle tension etc.

- the goal of relaxation training is“to,devélop this

physiological response as it is incompatible with

-
a

the stress response

@
. .
<.

- this is done by training you to:

—

&£ 1. induce the relaxation response whenever and
" wherever you decide to ‘/,
2, identify those situations that are
generating the stress response in you

- the relaxation ‘exercises are designed to:

1. teach you the difference between tense and

'

a
s

relaxed muscles
2, condition your body to become-relaxed at a
certain cue
- it is importaﬁt to remember that éhe relaxation

response is like learning and maintaining any
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other skill °

- it needs practice and continued use for it to be
effective

- therefore, even though you have learned
cue-con}folled and differential relagation, you

still need to practice the shorter version (i.e.

s

side 2 of your tape) onceia day

- this will not only maintain your skills but be a
pleaSurablé time for you as well as it will be*
your time to relax

- if ybu find that your skills a;é slipping, you

will need to go back to the original long version

"

of the relaxation exercise until your skill has
returned T
- if you have to do this remember that the learning
_Es slow and gradual and each new'sfep is
introduced\slowly égéin and,bniy when you have
'completed the former one
-follow the same format we followed in this course
Stress log ' ' o .
- to learn when to induce realaxation means
learning to reqogﬁize when we are Stressgd
- there are 2 parts to this learning:
1. learning what are the initial physicai

indicators of stress for us

2., learning which situations are stressful for us



~

- keep{ng a4sfrésgpigé helpé peopl; clarify ;;i; ;s”
it gives them more accurate information than trying
to remember the situa£ion a couple of days léfer

- initi&lly.the log took a lot of work

- now you are gble to scan. your body for tension' and
mentally note the physical symptoms ana causative
gituation |

~ once a week for the next 6 weeks you shouid étill'
review. and w:ite_ddwn any new stressful situations
and your reactions to then

~this will strengthen the skill and help you avoid

4

slipping\back into 6ld habits
- if you find tpat you are losing this skill later
on, gorbaek~t&gthe lbngef version of the
self-monitoring until it is re-established
Cue-controiled relaxation
- the goal o’ relaxation training is for you to
become relaxed whenever and wherevever you need*to
- one way of doing this is to train your body-to 
become relaxed in response-to a self-produced cue
-~ the 2, 4 count breafhs, or your rélaxation cue, . .
was placed at the end‘of the réiaxation exercise>
so ihat a strong association was built between
the cue and thesrelaxation‘fesponse

- because of your practice you are now able to

relax your body by taking those 2, 4 coung
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- - breaths

- the important points to remember»invmaintainihg
; this association are:
1. you must reserve your cue only for producing
the relaxatdion response 3
2, it must|{&till be repeated at the end of your
daily relaxgtion practice so as to continue the
- f
association between your cue and your feeling of
relaxation
- when you notice the first physical symptom that
, ®
you are becoming tense you can use your cue to
relax

. »

- you can also use your cue several times during

the éit;ation to keep you relaxed
- Oor you can use it to help -you relax back to
: normal after meeting an-unexpected stressor
~-if you wish you can use the shorter training Yersion
of the felaxation exercise in more demanding
situations -
E Differential relaxation -
- a variety of muscles beccre tensed durihg'most
behaviours

- muscles necessary for the accomplishment of an

activity are frequently more tense than they need

i

to be

.~ and muscles necessary for efficient performance



become tense during the activity

- ideally, in terms of conservation of energy and
maintainancebbf_lbw tension level, only those
muscles directly relevant to an acﬁivity shoulﬁ

be tense

- and they‘should be tenée only to the‘degree
necessary fér efficient‘perfbrmance

- in differential rélaxapiop, relaxation is induced
and maintained in the muscles not regired for
ongoing activity and e;cesé tension is eliminated
%rom the muscles ihvolyed in the activity

- the procedure involves periodic'identifieation”of

tension duriﬁg daily activities and the

relaxation ofithose muscles that are

unneceésarily tense |

- once again, to be able to utilize this technique

successfuly it must be practiced
L

- the practice always includes 3 elements:

1. position of the body

s

2, activity level

~

3. situation or environment

- you should only change one of these elements at a

time

- and do not proceed with further changes until you

feel you are skilled at your present practice

- once again, if you feel that your skill in this

0




is slipping, then you will need to go back and

practice the original initial steps until your -

skill improves 7 .

F. Overall sumdéry

I have reviewed the principles involved in each

‘technique

let me review the general main principles as they : %
—~—~—~— .

_realiy cannot be emphasized enough

relaxation is a learned skill
2

like all skills; if you do not use it, you will

loose your proticiency at it

you need to use the relaxation skills continualiy
to maintain their effectiveness

- if you<find that you are losing your proficiency
at one or more of these techniques, you will have

to go back and practicé the original steps once

again until your skills return

‘there are no short cuts in this

"the introduction of these techniques into
/everyday life is always-a slow; step-by-step
process |

- each new step should be small enough so that
success is assured ‘

- and no new step should be taken until the first .

step is accomplished successfuly several times

T

are there any questions or comments about what we
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-have covered sco far? )

4,Relaxation exercise

today I will be leading you through the shorter
vérsion of the relaxation exercise, and then we
will go into cue-controlled relaxation‘and
finally end with some practice of differntiél
relaxation | -

I want to do this so that you will have a final -

practice of the techniques that we have learned

are there any questions before we begin?

RELAXATION EXERCISE PRACTICE SESSION

5. Session summary

v

¥

today has been a sumdary session and so there is

not too much moré I want to say

as you were told at the beginning, this study will
continue for the same amount of timw as you‘>
particip?ted before starting treatment

I want you to continue keeping your pain charts fo; ,
that time and give them to me each week

I will be sttimg up appointménts with you for the

final set of testing at the end. of that time

just a reminder that your referring rhematologist

w



° .
will not be follgfing you again until after that

it is important that you still continue to practice
your relaxation exercises daily - ~,

are there any questions before we close?
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APPENDIX G

Long Relaxation Script

I waht you to make yourself comfortable. Loosen up any
fight clothing énd’prepare yourself to reléx. Just
passively listen to my voice. If yourwbind wanders
don't worry agou At. Treat four thoughts like clouds
in a sunny blue sky ....‘they drift in and drift out,
and then let your mind wander back tq'the sound of my
voice. I want you first of all to begin taking in some
deep breaths. Slowly breath ia .... and out ..... invg
+... and out. Like wa?esvon a sea shore that drift
in.....and out .... in .... and out. And now I would
like you to concentrate on vour right hand .... your
right hand. When I say tense it I want you to squeeze
your hand into a fist and when I say let it go, I want
you to let it go immediately. Now tense your right hand
eeso hold it tight .... feel the ténsion all the way
across the _back of the hand...i.iécrbss the knuckles
eer. the fingers .... hold it‘..é. feel the sensations
of tension .... and now .... let it go .... eése out the
muscles across the back of7£he hand .... around each of
the knuckles .... and each of the fingers .... allowing
them to assume a comfortable position .... letting the
muscles go more and more .... allowing them to relax.
vs+es focus on the difference between tension and

relaxation .... letting the muscles go more and more.



Now without tensing any other part of your arm I’wént
you to tense &our lower right arm™hy bending it
backwards and pulling your fingers towards you. Feel
the tension across the top of the arm .... underneath
the arm/.... from the wrist to the elbow-.... hold itﬁ
tight coes hold it .... and .... relax .... ease.it dut
eees. let the muscles go .... across thé top of the arm
se e underneathrthe arm .... smoothing out the muscles
where theflhave_ﬁeen held tight .... allowing them to
relax .... from the elbow all the way down to the wrist
sess Now, tighten up fhe upper arm by ppshipg it in
towards your chest .... hold it tight .... feel the
tension .... around the top of the arm .... underneafh
+e+s all the way from the shoulder to the elbow ....
hold it tight .... hold it .... and .... relax .... let
it 80 ... eaée out the muscles .... smoothbout the
muscles‘across the top of the arm .... underneath the
arm .... letting 'them go more ana more .... letting the
muscles in your whole right arm become more and more
relaxed. Now, I want you to focus your attention on your
left arm. Tighten ub your left hand by making a fist
..., feel the tension across the back of your left hand
«... across the knuckles .... and eisch of your fingers
«++s hold that tension .... hold it ....:and .... relax

«se.. smooth out all the muscles across the back of your

hand .... around each of the knuckles and each of your
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fingers .,.... allow your hand to assume a comfortable

poéition cose allo; t%ﬂ mus;les towbecomé more_and more

relaxed ..;. ease ouf the tension and focus on the.

feelings of relaxé;ioﬁ in ﬁgur left hand. Now, tense

your left lower érm eeee pull your fingers towards you

«e.. feel the tension.across the topjof your left arm ‘ ' -
“+ess underneath the arm .,... from the wrist to the elhpwb

«es. hold that teﬁsion .ses hold it .... and relax ....

let it go .... ease out the muscles .... let theﬁ bedoméA
more‘and more relaxed .... smoothithem odt. Move your
attention to your left ubper arm, ‘Tense the musc1es by’

pushing your arm in towards your chest .... feel the
~tension from your ;houlder_doﬁn to your elbow ....
across the top of the arm .... underneath your arm ....

hold it tight .... hold it .... and .... relax .... let
'it‘go +... sSmooth it out .f;. across the top ....

underneath \... letting the muscles go more and more

vees all the way down'yourlleft arm. Now focus on your
shoulders. Teﬁse your shoulderé by pushing them up to
__your ears .... feel the tensi;n all the way across the

shoulders .... hold it tight .... keep fhe ténsion cess

hold it .... now relax .... let those shoulders go ....

smooth out the muscles all the way across the shoulders

+s.. ease them out where you have been holding them

tight .... let the muscles go more and more .... allow

them to relax more and more. Now tense your neck by



pushing}youf head into your shouldersg....'andbnow .
strétch your neck up like a giraffe .;.. hold itxg,;.
feel fheltension all the way around the back of the neck
+ees hold itr.... and .... relax .... ease oﬁt.thosé 
muscles .... smooth them outv...; ease out’those aréas
where you have been holding tension .... let ydur-;eck
%Begpme more ‘and more'felaxed. Move your attention up
the baCk“of &our head, acrossgthe top of yoﬁr‘head. and
to your forehead. Tense your forehead by gither pushing
your eyebrows up cor by pushing them together ceee tenser
up ghat forehead .... study what that tension féels like .
~e.. hold it .... hold it .... and .... relax .... let
it go .... smooth out allithosélwrinkfes «+oe all those
little'lines .+«.. ease out those muscles across the
entire forehead .... let thea become more and more
relaxed. Now, cloée your eyes tightly 5; though your
are protecting them from a sandstorm or a blinding light
.....hgld them»tighx oo ali the way around thb‘gutside
of the eye .... the.eyelids «e.. the eye .... holé,them
& .
tight .... hold it .... and relax ... let them go ....
smooth out the'muscles\aroun& the outside of the eye
eess all the lattle wrinklés cess let the.eyelids go
..;. the muscles of the eye .... ease them out .... let
them become more and‘more relaxed .... focus on what it

feels like as you let them go even more, Tense your

cheeks now by making the biggest upward smile that you

¥
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"your mouth .... let all thoSg muscles g0 .. . smooth

W

éan e feel the tension acroéb‘your:cheeks «s+. hold-

Y

it right .... stgdy.:hé tension on the left side and the

right .... hold it ;... and ....‘relax ... let tﬂe
L) . '

cheeks go .... smooth out the muscles Qhe?e,thexﬁhave

-been tight .... ease them out more and more .... on the

4 -

left side .... and on the‘right +++. relaxing both
cheeks. Tense your mouth now by pushing your tongue
fiat against the top of your mouth .... feel your whole

mouth tense up .... your tongue .... the top of your

o——

mouth ..., hold it .... and .... relax .... let your

tongue go .... the back of your mouth .... the roof of
¢

s

—-——

them out .... let your mouth becohe more relaxed. HNow,
focus on your jaw ané;;ense %t by clenching ybu; teeth
.. feel the»tension in your jav‘.... ho{g i; tight ....
focus on what that tension feels like ..;. hold it ....
and ,,.. relax .... let it go .... loosen up the jaw
where you have been hoiding it tight .... around the
back of the jaw .... let it flop loose .... around the
joints .«.. let those muscles go more %nd more ....ras
you become more skilled at doing this you will find that
your jaw will become so relaxed that your lips will
become slightly pa;ted. Focus your att2ntion now on

your upper back. I want you to push your shoulder

hold it tight .... feel that tension across the upper
A

~blades together .,.. tense up that whole upper back ...;'

R

g0



‘ba;k and shoulder bladgé e héld it weev and ...
‘relax cees let the‘ubpe; back-go ciee across\the
shoulder blades ..i. down ﬁhe'upper back .... ease out
all those muscles that -you have been holding tight ....
let them go more and more .... ease them out. Now focus
jour atten#ion on your chest and when I start counting
take iﬁra deepqpreath for the count of 4 .... in,:2, 3,
4, hold it‘,...'feel the tension in your chest .... and
...;Vrelax eee.. let it out .... all the way oﬁt;.... 1e£
all those chest muscles go +«... it seems that now you
can breath more deeply .... that jyour breath is flowing
in and out .;ﬂ. deeply and rhythmically ,... in ...; and
out .... and with each breath you can become-morg
relaxed.~Epcus on your stomach and tense those muscles
by either pﬁlling your stomach in o;‘%y bushing out hard
against the wall of your stomach .... hold them tight
«ss+ No other muscles, just the stomach muscles ....
___feel the tension éll around the stomach .... hold'it

eee. and ,.,. relax ....klet those stomach muscles go
...+ ease them out .... it Seems that your b}eathing is
even deeper as your stomach muscles relax and your
Breath flows in even more deeply .... let those mﬁscles
go more and more .... more and more relaxed. Now,mmove
your éttengionito your right leg and tense up your right

thigh by straightening your leg, lifting it a little and

pressing down and away from you with your heel .... hold

438
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it tight .... feel the Eensioﬁ.ali_the wéy down the top
of your thigh .... down the back ....- from the hip to
the knee .... hold it .... hold it .... and .... relax
ces. let your thighdmuscles g0 .... all the way down the
front..... underneath .... ease them out .... let them
go ..,{kali the muscles of your’;ight thigh, Tense the
muscles of your right Falf by bendiﬁg jour foot back énd
_pulliﬁg your toes towards you .... feel the tens&on
around .the top of your lower leg .... around the }alf°J
ee.. from the knee down to the ankle ... hold it tight
«e.. hold it .... angyi.., relax .é}. let thefmuécles go -
.... ease them out .... all the wa} down from the knee
to the ankle .... smoothing ouﬁ the whole right lowef:
leé. Now tense up the right foot byiturning the foot
inwards and curling up the toes .... feel the tension
across the top of the foot .... the ball of the foot
svee. in eacg one of’ the toes .... hold it tight ....
feel the tension .... and relax ... let all the muscles
go in your foot .... ease out the muscles across the top
of the foot .... the ball of your foot .... and in each
of your toes ... let them go more and more .... all the
muscles in ;6ur right leg .... let them go more and more

~

++.., more and more relaxed. Move your attention now to E}
your left leg and tense up your left thigh .... hold it

tight (... feel the tension across the top of the thigh

+e.. underneath the thigh .... from the hip to the knee



+e+. hold it ..., and .... relax_.... ease out all thdée
muscles in thg thigh .... underﬁeath the thigh .;.. on
top ....fall-the way down from the hip to the knee ....
let them become more .,:. and more rela#ed. Now tenséa
up your left calf by pulling your toes towards you ;.r.
feei the teﬁsion across the top of your lower leg'....
in the calf .... study the ténsion in the whole of your
left lower leg .... hold it tight .... hold it .... aad
felax ceee let 511 the muscles go where you have beed
holding them tight .... ease them out across the top of
tﬁe,loﬁer leg .... let theucalf muscles g0 .... ease out -
all the muscles from the kneé to the ankle .;.. let them
go hbre and more .... all the way from the knee to the
ankle. Focus om your lefg foot now and tenée it by
pointiqg your toes and turning your foot inwards while
curlipg up your toes .... feel thé tension across the
top of your foot .... around ﬁhe ball of youf,foot .
in each of your toes .... hold it tight .... feel the
tension .... hold it .... and relax .... ease out all
tHose muscles around the top of the foot .s.. the ball
of the foot .... in each of the toes .... let them go
more and more ..., all the way from the ankle to the
tips of the toes. I a; now going to review all the
muSéi; groups that we have covered and if there is still

tension in them relax them more as I mention them. The

right hand and fingers .... the right lower arm ....the

Ve



right upper arm .... the léf; hand and fingers eses the
1ef£ lower arm .... and .... upper arm. Across the
shoulders .... the neck .... across the back of the head
to the forehead ....ithe eyes .... cheeks .s.. mouth and
tongue .... the jaw .... down to the shoulder blades
oo chesti.u.. stomach .... right thigh ,...;alf cese
foot and toes .... the 1eft-£high'.... calf .... foot
and toes .... Now,'repeat silently to yourself after me

.e.. all of my muscles are heavy and warm .... all of my

muscles are heavy and relaxed eees all of my muscles are

heavy .... warm .... and .... relaxed .... I feel calm
e+ I feel peaceful ..;. I feel fela?ed A | fééi
hdawvy ....'warm .e.. and relaxed .... my breathing is
eep .+.. deep .... calm ....‘and relaxed. I‘wanﬁ you
‘now to ﬁicture ydﬁrself floating on a river in a boat
ve.. it's a beautiful day and §éry peaceful .... your

are feeling very safe and comfortable in the boat ....

N

5

on the river bank are some willow trees .... very gently

blowing in the wind .... o. the trunks of the tre%#‘are

numbers from 10 down to 1 .... and you are floafing by .

the tree with the numbér 1O on it .... I am going to be
counting you pasé the numbers and as vou float by each
number you arergoing to become more relaxed .... float
past the number 10 .... past 9;..... more relaxedr..;.
floating by 8 .... feeiing calm .... feeling peaceful

+sss feeling relaxed .... past 7 .... my breathing is

p—
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deep .... with each breéth out I feel more gnd more
relaxed .... past 6 ;... deép;r into relaxation ....

past 5 .... I feel calm ,... I feel peaceful .... I feel
relaxed .... more and more relaxed ...\ pasﬁvé cees S
floating .... all of my muscles are heavy and~warm ....
past 3 .....all of my muscles are heavy and relaxed ....
vpas£v2 sees I feel calm ... I feel peaceful .... I feel
relaxed ....rdeeper and deeper intc relaxation .... |
floating past 1 .... relaxed .... calm .... peaceful

+eo+s YOou can become as relaxed as you are now by taking-

2 brea;ﬁé in for the count of 4. I want you to breathe

in as I count to 4 and breath dut to the count oé 4 ...,
CImo.... 2 we.0 3 .00 4 e.s and out ...l 2 ... 3 L.,
7 '

eese 2 veee 3 vuee 4 ..., lettine your jaw sag ....

L I A once againin b 2L 2 L B N 3 e o 0 o 4 e e o o and out

letting this deep feeling of'relaxation spread down from
your jaw to your chin ..., up through your face ....
across the top of your'head ... and into your éhoulders %
.:.. dovn through your érms sees -and into the tips'of
your fingers .;.. down through your body .... and into
your legs .... to the tips of your toes .... you can

relax anytiée you want to cee oo siﬁply by doing

tﬁis short 2 breath relgxation éxercise «a.. the & count
breath in and ﬁhe 4 count breath ou£ «... and on the
secbnd 4 count breath out letting the feeling of

relaxation spread from your jaw and chin .... up through
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_ your face .... over the top of your head ...; and down
through your body to the tips -of your toes. I want you
to stob pictﬁrihg the river now; if you still are, and
instead I want you to'picture a very special relaxation
place. It.can,be a place that you have been to or a
place that you have seen or a place of your own
imagination. It is a place where you feel safe and
relaxed. .Picture ] - - o
the colours ..;. the scenery ....'any sounds .... and
focus on how peaceful and relaxed you feel there ....
this:is your special place‘.... you can g& there anytime
that you want to relax .... if will always -be there
waiting for you .... just spend a few moments now
resting in that place e enjoyin% the relaxédkféélings
e feeling}éeéceful «... feeling calm .... feeliﬁg
relaxed .... I want you to leave that place now ,... it
will be there _when you wish to return .... stép |
picturing ‘it and focus once againg on the ;ound of my
voice .... I am going to count from 1 to 5 and as I get
closer to 5 you are going to become more alert «e.. your
body-will maintain the relaxed state that you feel. . now
but you will have the enefg} to face the rest of the day
cees l i 2 ... you are béginning to feel your feet
and hands become more alert .... 3;55“ you feel it in

your arms and legs .... 4 .... your eyelids are

beginning to flutter .... and 5 .... fully alert now.
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» In your own time I want you to stretch .... yawn ....

and very slowly start sitting up. : -
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APPENDIX I

Short Relaxation Scfipt

I want you to make yourselves comfortable, hands lying
peacefully in your lap, your right hand on your left
hand. Make suré you are'fplly supported and tha; any
tight clothing is loosened. It's time for you to relax.
Begin .by focussing on your breathing, alldwing your
breath to flow in and out like waves on a sea shore ....

flowing in .... and flowing out . ... in .... and out ....

Now focus your attention on your right hand. Clench your

right hand into a fist .... hold it tight .... feel the

tension across the knuckles .... across the back of the

S g~

‘hand ..., and all the way around the front of the hand

«es. hold it tight .... and relax. Feel the muscles
letting go where you have been holding_them.tight oo
relaxation spreading across the back of the hand ....
around the front .... énd down egéh one of the-fingers
es+es letting the muscles go more and more ;;?. And now
place your right hand on your left hand and allow the
relékation to spread into your left hand .... all the way
across the top of the hand .... around the front ¢ the
hand .... and down through each of.éhe fingers ....
easing out all the musclés in tAZ left hand .... And now,

let the relaxation start to spread .... up through both

wrists .... up through the forearms .... easing out the
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tension. .... up into your upper arms .... both of your
arms becoming more and more relaxed .... both

arms are heavy\énd Warm .... both arms are heavy and
relaxed ....'the relaxation is now spreading acrossryour
shoulders ... as both shoqlders become loose and more and
more relaxed cee spreading up_into the neck .... all the
musclés in your neck relaxing coee therténsion dfaining
away .... as the relaxation movés uﬁ the back o{ the head
«ese. across all the scalp muscles ....‘that
peacefulfeeling of relaxation sprea@ing down into your
forehead .... smoothing out all the tiny wrinkle; ce e
easing out the tension .... relaxing .... calming ....
spreading into your eyes .... your eyes become quief cees
your eyelids relax .... your eyes float peacefully in
‘their sockets .... not focuésing anywhere but justr
drifting where tHey wish .... quiet and peaceful.... the
relaxed feeling spreading now down your face .... across
your cheeks ..., smoothing out all the muscles around
your mouth and lips ....Afélaking the muscles in your
chin and jaw .... 1etting all the muscles go Qpere you
have been hclding them tight .... easing theﬁ,dut more

- and more ..,.becoming more and more relaxed ...; the
relaxed feeling now sreading down through your chest ....
easing out all tpe chest muscles .... your breathing

becomes deepervand rhythmic .... deepiy breathing in ....

and .... out ..,. as your chest muscles become more and
%
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moreArelaxed Breathing effortles;iy—d ; . as you relax
more and more deeply‘. . . and the relaxation spreading
down throuéh your stomach . . . .-all the muscles inggpur
abdomen relax . . ; . youf breathing seems to become even
deeper now as the air spfeads into your stomach . . . .
easing out the mué;les even moré « « +» . your whole body
re%axing more and more deeply with every breath . . :.ﬁhe
air flowing in'. . . and out . . . . more and more
peaceful, . . more.and more relaxed . . . . and that
rfeeling of deep relaxation now épreading'down into your
legs « . . . your thighs relax . . . . your Ealveé and

-

shins relax . . . . your legs becming more and more heavy
with-T:iaxation . . . the feéling of relaxation spreading
down into your ankles . . ;_L,EBd into yoﬁr feet . . .
spreading alongAfhe top of your feet . . . ._and
underneetir—to the soles of your feetj. « « o and down £o',
the very tips of your toes . . . . your whole body now .

+ « . S0 very relaxed . . . . all of your muscles are
heavy and relaxed . . . . all of\ypur muscles are'heavy

and warm . . . . all of your muscles are heavy and

relaxed . . . . so.very relaxed . . . + « + « o « &

J—

Even when .you are as relaxed as you are now, there.is s
still extra measure of relaxation that you can achieve .
.« . and to help you do that I am going to ask you . to

picture yﬁursélf floating in a boat along a very



" peaceful, quiet river . . . . you ere feeling very safe
end calmA. . .« » and being gently carried along the rifer
o e ; . its a beautiful day and very'peaqeful. . on the

brive; bank are some willow trees . . . . very gently
blowing in’ehe'wind . . ; . on the trunk of these trees
are- numbers from 1 down to 10 . . . . and you are
floating by the tree with the number 10 on it . . . . I
am going to be cbunting you»past the numbers and as you
float by each number you ae going te become more relaxed

« '« . « float past the number 10 . . . . past 9 . . . .

more relaxed . . ., fleating by 8 . . . feeling calm ..
. feeling peaceful. .« o . feeling relaxed . . . . pasto7
. ;". my breathing is deep . ; . . with each breathDI'a
feel more and more relaxed . . . past 6 . . . ;‘%eeber’

into relaxation ., .—. . past 5 . . . I feel calm . . . e
f
: O

.. I feel peaceful. . . . I feel relaxed . . . . past 4 .
' s
“ « .« more and more relaxed . . . . floating . . . . all

of my muscles are heavy and warm . . . . pastﬂ3 e v e e
. A

=]

all of my muscles are hgavy and relaxed . . . . past 2 .

ar

.. .1 feel calt¥ . . . . I feel peaceful. . . . I feel

-
M

relaxed .-. . . deeper and deeper into relaxation . . . .

floating past 1 ., . . .‘relaxedo. . . . calm . . . .

peaceful ., ’
A <
You can become as relaxed as you are now by taking 2

breaths in for the count of 4. I want you to breath in

as I count to 4 and breath out to the count of 4 . . . in



* ." ) ’.‘ 4 and in L] L ] . L] 2 L] L L] L] 3 . L] . . 4 L] L] L] L] '.

“

and out . .. . . 2 . .i. N N T . letting
»your jaw sag . . . . letting this deep feeling 6f»
relaxation spread down from your jaw to your chin . . .

up through ,your face ... . . across .the top of your head

3

« « . . down through your neck . . . . and into }our

~shoulders . . . . down through your arms . . « . and into

L4

the tips of your fingers . . . .;doyn thréugﬂ your body .
. . . and into your legs . . . . to‘tge tips of your toes
« « . . anytime you want to relax . . . . you céq become
i relaxed as you are now . . . simply by doing thiéy
short 2 breath relaxation exercise . . . . thed4 count
breath, in Qndrthe 4 count breath out . . . . and on the
second‘4 count breath ocut letting the feeling of

relaxation spread fggm Your jaw and chin ., . . . up

through your face . . . over the top of your head . 4 . .
and down through your body to the tips of your toes.

3

I want you to stop picturing the river now, if you still

are, and instead I want you to picture your very special

‘

relaxation place . . . . It can be a place you have been

to or a place of your own imagination ., . . . It is a

el

plaée where you feel safe and relaxed . . . . picture the

colours . . . . the scenery . . . . any sounds . . . .
) . : i

*

and focus on how peaceful and relaxed you feel the;e'. .

. « this is your special place . .\5 you can go there

™~



s A | o .v_, | ‘.251’

4 anytime you need to relax . . . . it will aiways bevthere.
waiting for you . . . . juét spend a few moments now .
resting in that place . . . ;.enjoying the retaxed
fecelings . . . . £eeling7pe$ceful .. . feeling calm .

. v . féeling rélaxcd . . . . 1 want you to leave that
place now . . . . it will always bé therc'wﬁen you wish

to return . . . . stop picturing it now and focus again_
on the sound of my voice . . . . I aﬁ going to count’
froa | to 5 . ... and as 1 get closer‘to 5 you are

goinz to become more alert . . . . and when I reach 5

your bosy will be fully alert but will maintain the
relaxed state yo& feel now . .A. ol . o2 .. you
are chinning to feel your feet and hands becoming‘moré
alert « . . .3 now you feecl }t{in your arms aad legs . .
e b e . your eyelids are beginning to flqtter_.’. .
. and 3 o e s = fully alert now. In you;‘éwn timegl want
you to stretch . . ;1yawn « s+« . and ve}y slawly'sﬁért .

sittine up.

+

G



APPENDIX J
Differential Relaxation Instructions

A Y

.

Differential relaxation ﬁractiée always includes 3
elements: o
"—posiﬁion of the«quy'

—activiiy level

-situation_or;environment

You should only change one of these elements at a time

Do not proceed with further chaniges until you feel you

are skilled at the level you are prescntly practicing

The procped&ﬁe is as follows:
- sitting, nonactive, quiet place
- sitting, nomactive, nonquiet place
- sitting, active, quiet place
- sitting, active, nanhiet place
- ctanding, nonacpivé; quiet placz
- standing, nonactive, nonquiet place
- standing, acfive; quiet place

- standing, active, nonquiet place

.

Practice these for no more than 5 winutes, 4 times a day
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