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ABSTRACT 

The purpose of this nursing study was to describe selected 

factors affecting the acceptance and practice of a relaxation-

meditation technique in an elderly hypertensive population. Blood 

pressures were monitored to note change during the eight week study 

time. 

Eight subjects were taught a relaxation-meditation 

technique and participated in four group practice sessions. Subjects 

were also instructed to practice the technique twice a day for 20 

minutes. 

Study findings demonstrated that all subjects practiced 

the technique, but only one subject practiced as taught. Factors 

of time, discomfort and "feeling of well being" were identified as 

main variables influencing practice. 

Blood pressure values were decreased in six of the eight 

subjects at Week eight. One subject demonstrated an increase in 

systolic and diastolic values; one subject's values were unchanged. 

vi i i 



CHAPTER 1 

INTRODUCTION 

Hypertension is the most common cardiovascular disease 

and one of the greatest public health problems of our time. The 

estimated number of hypertensive persons in the United States is 

60 million. Of these, 35 million are estimated to have definite 

high blood pressure (systolic pressure >, 160 mmHg. or diastolic 

pressure^95 mmHg.) and 25 million are estimated to have borerline 

high blood pressure (systolic pressures of 140-160 mmHg..and diastolic 

pressures from 90-95 mmHg.)(Kochar:1981). Approximately 10 million 

are past the age of 60 years and they account for the majority of 

heart attacks, strokes, and episodes of congestive heart failure 

(Mookerjee:1982). 

For individuals between the ages of ^5 and 7k who have 

definite high blood pressure the risk of death is two and one-half 

times that of a normotensive population. In addition, this group 

is three times more likely to have coronary heart disease, four 

times the risk for congestive heart failure, and seven times the 

risk for stroke than those with systolic pressures of 130 and below 

(lsaacs:1979). Boderline high blood pressure increases the risk of 

morbidity and mortality in men by one to one and one-half times and 

doubles the risk in women (Daniels:1980). 

1 
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There is no universally accepted definition of high 

blood pressure for the elderly. Because elevated blood pressures are 

so common in the aged, many physicians have considered it a normal 

part of aging, a physiologic response that does not require treatment. 

Other physicians are reluctant to use antihypertensive therapy for 

borderline high blood pressure because of concerns for lowering 

blood pressure on cerebral flow with dizziness, light-headedness, 

falls, transient ischemic attacks, and confusion as a consequence 

(lsaacs:1979)• Still other physicians are hesitant to commit patients 

to pharmacotherapy for a disease that is generally painless, has an 

unknown etiology, and is chronic, requiring long-term treatment to 

maintain control (Blackwel1:1973)• However, studies have shown the 

value of treating persons with borderline high blood pressure by 

reducing the risks of complications by as much as two-thirds in 

both men and women, including those 60 years of age and older 

(Sackett:1979, Veterans Administration Cooperative Study Group: 

1970). 

Historically, treatment for the control of high blood 

pressure has been dominated by the use of drugs. This approach is 

fraught with difficulties for the elderly in view of their altered 

pharmacokinetics. The incidence of adverse reactions due to sluggish 

baroreceptor response to blood pressure reductions, loss of cardio

vascular renal reserve, and increased sensitivity to central nervous 

system effects is two to three fold greater in the aged when compared 

to young adults (Mookerjee:1982). Side effects are also more common 
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in the elderly and commonly include muscle weakness, nausea, drowsi

ness, and mental confusion (Daniels:1980). 

In addition, elderly persons' drug compliance has been 

shown to be poor because of inadequate vision and hearing, lack of 

understanding, memory problems, multiple drug regimens, safety caps 

on bottles, living alone, fixed incomes, limits on health insurance 

benefits, and lack of mobility to keep appointments and acquire 

their medications (Uman:198l; Brest:198l; Kaplan:1980; Daniels:1980). 

Treatment failure is a major problem and is clearly indicated by the 

fact that only half of hypertensives on medications have their blood 

pressure in control (Weinstein:1976). 

Over the last decade investigations have demonstrated 

that sustained reductions in elevated blood pressure may be achieved 

by a variety of nonpharmacologic interventions (Black:1979; Frumpkin: 

1978; Shapiro:1977)• The most promising therapy is the relaxation-

meditation technique (Lehmann:1982). Physiologically, relaxation is 

believed to be an integrated hypothalamic response which results in 

a generalized decrease in sympathetic nervous system activity and an 

increase in parasympathetic activity. It is believed to be a part of 

the body's "fight-or-flight" defense reactions that mobilize the 

body's system for action. Essential hypertension has been seen by 

many investigators as an imbalance between these two systems with the 

activating system (increased sympathetic activity)•predominating 

(Benson:1974). Regular practice of a relaxation-meditation technique 

leads to a reduced end-organ responsivity to sympathetic nervous 
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system stimulation, and, in this way, controls hypertension 

(Bloomfield:1975)• 

The clinical practice of nursing is an integrated, 

process-oriented approach to promoting health (in its broadest 

definition) in a variety of settings and populations. The client 

is viewed as the chief agent of health maintenance and illness pre

vention. As nurses introduce health concepts and practices to con

sumers, the locus of control for health is assumed by individuals 

rather than health care providers. Self care can lead to increased 

levels of responsibility, fitness and conditioning, stress reduction 

and management, and environmental awareness, all of which promote 

a higher level of wellness. 

Nurses have the ability to impact significantly on the 

problem of hypertension. Numerous opportunities exist to identify 

persons at risk, and to provide teaching, health counseling, and 

support during initial and on-going drug therapy for hypertension. 

Nurses can also offer alternative adjunctive techniques that pro

mote self care. If the practice of a relaxation-meditation tech

nique is acceptable to persons with elevated blood pressures, 

decreases in cost, drug dependence, and drug side effects can be 

maximized. 

Will elderly 

hypertensive, accept 

Statement of the Problem 

people, who have been identified as 

and practice a relaxation-meditation technique 
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in an attempt to lower their blood pressure? In addition, will 

those who practice the technique have a decrease in blood pressure 

over the eight week study time? 

Significance of the Problem 

Clinical consequences of sustained high blood pressure 

manifest themselves primarily in the brain, the heart, and the 

kidneys. In the brain, strokes result either from the rupture of 

blood vessels or their occlusion by atheromatous material. In the 

heart, angina and myocardial infarction are manifestations of the 

coronary artery disease that develops at an accelerated rate in 

hypertensive individuals. At the same time, the strain imposed on 

the heart by elevated blood pressure, with or without coronary artery 

disease, may lead to congestive heart disease. Kidney failure, due 

to arteriosclerosis of renal blood vessels, is another possible 

consequence. All of these conditions are accompanied by a signifi

cant risk of death and considerable morbidity. 

At the present time antihypertensive drugs are the 

main-stay of therapy; adjunctive efforts of limiting salt intake, 

losing weight if obesity is a problem, reducing cigarette smoking, 

and regular daily exercise are also recommended. But adherence to a 

hypertensive regimen is widely recognized as a major problem. 

Caldwell (1970) found that 50 percent of hypertensives drop out of 

treatment within the first year and 75 percent within 5 years under

scoring the general and complex problem of patient compliance with 

medical recommendations. 
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Noncompliance has been associated with cost of medication, 

complexity of medical regimens, side effects of drugs, lack of regime 

education, chronic asymptomatic disease states, and a lack of social 

support networks. The acceptance of a relaxation-meditation technique 

to lower blood pressure would mitigate many of the noncompliance 

factors and, if used effectively over time, would lower the incidence 

of the complications and consequences of a sustained high blood 

pressure. 

Purpose of the Study 

The purpose of this study is to describe the selected 

factors affecting the acceptance and practice of a relaxation-

meditation technique. Effects of the regular practice of the tech

nique on blood pressure values will be monitored over an eight week 

period of time. 

Theoretical Framework. 

The Health Belief Model represents an important con

tribution to the practice of nursing. Operationalization of concepts 

in the Model can offer strategies and interventions for increasing 

compliance to health-promoting regimens. 

The Health Belief Model was originally developed to 

predict and explain the acceptance of preventive health behaviors 

such as obtaining immunization and prophylactic dental care. The 

theory of motivation employed to construct the Model draws from 

social-psychological theory, most specifically the Value-Expectancy 
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Model, in which behavior is predicted from the value of an outcome 

to an individual, and from the individual's expectation that a given 

action will result in that outcome (Becker:1976)• 

The Health Belief Model treats health and illness 

behavior as the end product of a sequence of rational decisions 

based on the decisionmaker's perception of the disease threat, its 

consequences, and the benefits and costs of specific preventions or 

curative actions (Green et al.:1982). 

Specifically, the Model contains the following major 

elements which are the key factors involved in the decision-making 

process (Becker and Maiman:1975): (1) the threat posed by illness, 

comprised of the likelihood of its occurrance (perceived suscepti

bility) and its potential for causing physical harm and interfering 

with social functioning (perceived severity), (2) belief in the 

efficacy or value of a behavior in reducing the threat (perceived 

benefits), and (3) estimates of physical, psychological, financial 

or other costs involved in the proposed action (perceived barriers). 

The Model suggests cues to action must occur to stimulate the 

appropriate health behavior and be either internal (symptom) or 

external (advice from others). Background characteristics of the 

patient will not directly explain compliance, but serve to modify 

relationships (Green:1982). Figure 1 identifies the major elements 

of the Health Belief Model. The variables and relationships are 

graphically demonstrated. 



INDIVIDUAL PERCEPTIONS MODIFYING FACTORS LIKELIHOOD OF ACTION 

Perceived 
Threat of 
Disease 

Likelihood of 
taking . recommen
ded preventive 
health action 

Perceived suscepti
bility to disease 

Perceived severity 
of disease 

Perceived bene
fits of preven
tive action 

mi nus 
Perceived bar
riers to pre
ventive action 

Demographic Variables (age,.sex 
race, ethnicity, etc.) 

Sociopsychological Variables 
(personality, social class, 
peer and reference group 
pressure, etc. 

CUES TO ACTION 

Mass Media Campaigns 
Advice from, others 
Reminder postcard from 
Physician/Dentist 

Illness of family member 
or friend 

Newspaper/Magazine 
Article 

Figure 1. Variables and Relationships in Original Health Belief Model (Becker 
and Maiman:1975)• 
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In addition to explaining health behaviors, subsequent 

evidence gathered suggests that the Model also provides an adequate 

explanation of compliance among patients under active treatment for 

acute and chronic diseases (Sackett and Haynes:1976)• The original 

Model has been reformulated and expanded (Figure 2) to incorporate 

positive health motivations in addition to the disease-avoidance 

orientation. More general measures of vulnerability to and worry 

about illnesses were created to tap broader perceptions of health 

threats. The concepts of feelings of control over health matters, 

faith in doctors and medical care, and intention to comply were also 

added (Becker et a1:1977)• 

Implications from studies demonstrating positive 

correlations between patients compliance and their health belief 

can be summarized in three points: (1) patient compliance is largely 

determined or caused by health beliefs, (2) physicians might be able 

to identify noncompliant patients by investigating their patients' 

perceptions of their illnesses and treatment regimens, and (3) com

pliance might be improved by strategies designed to modify health 

beliefs and perceptions (Becker et a 1.:1979)-

The undertaking of this study will focus on two of 

the three key factors involved in decision-making as identified in 

the Health Belief Model. These two key factors are: (1) belief in 

the efficacy or value of a behavior in reducing the threat (per

ceived benefits), and (2) estimates of physical, psychological, 

financial or other costs involved in the proposed action (per

ceived barriers). 



READINESS TO UNDERTAKE 
RECOMMENDED COMPLIANCE BEHAVIOR 

MOTIVATIONS 

Concern about health 
matters In general 

Willingness to seek and 
accept medical direction 

Intention to comply 
Positive health activities 

PROBABILITY THAT COMPLIANT 
BEHAVIOR WILL REDUCE THE 
THREAT 

Subjective estimates of: 
The proposed regimen's safety 
The Proposed regime's effi
cacy to prevent, delay, 
control or cure 

VALUE OF ILLNESS THREAT 
REDUCTION 

Subjective estimates of: 
Susceptibility or re-
.susceptlbillty 

Vulnerability to illness 
in general 

Extent of possible 
bodily harm* 

Extent of possible Inter
ference with social roles* 

Presence of (or past ex
perience with) symptoms 

MODIFYING AND ENABLING 
FACTORS 

DEMOGRAPHIC (very young or old) 

STRUCTURAL (cost, duration, 
complexity, side-effects, accessi
bility of regimen; need for new 
patterns of behavior) 

ATTITUDES (satisfaction with visit, 

physician, other staff, clinic 
procedures, and facilities) 

INTERACTION (length, depth, con
tinuity, mutuality of expectation, 
quality and type of doctor/patient 
relationship; physician agreement 
with patient, feedback to 
patient) 

ENABLING (prior experience 
with action, illness,or 
regimen; source of advice 
and referral Including 

; social pressure) ; 

COMPLIANT BEHAVIOR 

LIKELIHOOD OF: 

compliance with pre
ventive health recom
mendations and pre
scribed regimens: 
e.g., screening, drugs 
diet, exercise, per
sonal and work habits, 
follow-up tests, re
ferrals, follow-up 
appointments, entering 
or continuing a treat
ment program. 

*At motivating, but not Inhibiting, levels. 

Figure 2. Hypothesized Model for Predicting and Explaining Individual Health-Related Behaviors 

(Becker and Maiman:1975)• 



CHAPTER 2 

REVIEW OF THE LITERATURE 

This chapter includes a selected review of the litera

ture focusing (1) compliance and hypertension, (2) compliance in 

the elderly, and (3) compliance with alternate techniques. 

Compliance and Hypertension 

Within the past decade, health professionals have 

begun to formally recognize and study the pervasive problem of 

compliance to prescribed therapeutic regimens. Recent research 

indicates that among patients under treatment for hypertension, up 

to 50 percent fail to keep follow-up appointments and 50-60 percent 

fail to take medications regularly (Weinstein:1976). 

The most widely studied intervention to improve com

pliance is health education. Nessman and Carnaham (1980) attempted 

to teach patients enough about hypertension so that they could 

monitor their disease and select their own drugs for treatment. 

Educational content was based on factors identified to increase com

pliance: (1) perception of the disease as serious, (2) perception 

of personal susceptibility, (3) belief in the effect of treatment, 

and (4) satisfaction with treatment. Findings included a decrease 

in patient-to-staff interactions, an increase in patient-to-patient 

11 
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interactions, an increase in patient decision-making and an increase 

in patient compliance to the regimen. 

Covington and Pfeiffer (1972) introduced the services 

of a clinical pharmacist for patient education and found that intensive 

pharmacy services, coupled with physician teaching, mediated more 

effective compliance. Podell (1976) also studied the use of a clin

ical pharmacist as an adjuvant to patient education. Twenty-five 

patients were in the study group and twenty-five in the control group. 

Those in the study met monthly with a pharmacist who gave general 

information on high blood pressure, specific details of current 

regimen, clarified physician instructions, obtained information on 

individual compliance, and sought out complications and side effects. 

In contrast to expectations, the study group had no lower mean values 

for blood pressure than the control group. Sackett (1975) utilized a 

hypertensive educational program in an attempt to increase compliance. 

His results demonstrated a lack of impact on compliance to the 

medical regimen. In a later study Sackett (1976) introduced 

behaviorally-oriented strategies (have self-measurement of blood 

pressure, medication charting, tailoring pill intake to regular habits, 

and increased supervision and reinforcement) in addition to education; 

results showed an increase in compliance with an average decrease 

in diastolic presure of 11.6 mmHg. 

Foster (1978), Webb (1980), and Powers (1978) found 

that in addition to education, on-going psychosocial counseling, in 

the area of feelings of decreased self-esteem and powerlessness, 
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greatly enhanced compliance to medical, regimens. Their findings 

revealed reductions in blood pressure which were statistically and 

clinically significant. 

A number of studies have demonstrated that higher 

levels of adherence (compliance) are associated with patient per

ceptions of satisfactory interactions with providers. Finnerty and 

Mattie (1973), in their study of hypertensive clinic dropouts, found 

three factors affecting compliance: (1) the amount of time spent 

waiting to obtain care, (2) patient intelligence and understanding 

of his disease, and (3) the doctor-patient relationship. By re

organizing the clinic to provide services conveniently for the 

patient and establishing a relationship which recognized the desire 

of the patient to know more about his disease, the therapy used and 

its effects, they reduced the number of dropouts from 42 percent to 

8 percent over a two year period of time. A study by Kirscht and 

Kirscht (1981) revealed the use of two strategies that increased 

compliance with medication and weight control. Personal approaches 

to patients such as telephone calls rather than printed educational 

literature, ir jti11ed higher levels of patient motivation. Self-

monitoring by record keeping of medications, daily weights, and self 

blood pressure recordings also produced increased patient motivation 

and compliance. A study conducted by Davis (1968) suggests that non

compliance occurs when clinicians are formal and disdaining or when 

clinicians and patients attempt to control or manipulate one another 

and tension is not discharged. Noncompliance also results when, after 



eliciting detailed data from the patient, the physician does not offer 

feedback. Provider-patient relationships based on guidance, cooper

ation, and mutual participation seem to be most conducive to success

ful management of hypertension. Podell's study (1975) found that 

approximately one third of noncompliers had difficulty determining 

physicians' expectations of how to take prescribed medications. 

When physicians provided detailed instructions, there was a demon

strable increase in patient compliance. 

Recognition of the importance of interpersonal and 

social factors has led to extensive research with social support 

networks to determine how they affect patient behaviors with respect 

to compliance in treatment. Caplan's research (1976) found the social 

support system to affect dropout rate as well as an individual's 

view of the efficacy of treatment. Guttman (1981) also recognized 

the importance of interpersonal and social factors. His findings 

indicate that they provide emotional support (support of perceptions 

and feelings) and task support (physical support in managing symptoms, 

medications, and diet changes). Social support is not limited to 

families but groups and individuals in the community, as well as 

health care providers. Heinzelmann and Bagley (1970) found that 

positive attitudes of spouses were associated with compliance to 

medical treatment regimens requiring regular, daily exercise programs. 

Earp and Ory (1975) conducted a study incorporating three support 

systems: (1) home monitoring of blood pressure by a significant other, 

(2) periodic home visits by public health nurses, and (3) routine 
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clinic management. At the end of 18 months blood pressures had 

dropped significantly. 

Combining an educational and social support model Green 

and Levine (1979) developed a three-phase intervention containing 

the following components: (1) exit interview reviewing action of 

drugs, how to take the drug and any anticipated problems to compli

ance; (2) home visit to reinforce instructions and involve family 

members; an educational booklet on hypertension was also left for 

the family; (3) small group sessions at the clinic to review medi

cations, scheduling intake, and side effects. The results demon

strated a consistent pattern of improved medication compliance and 

blood pressure control with effects lasting up to 18 months. 

Compliance and the Elderly 

In contrast to the abundance of literature and studies 

available on ways to increase compliance for the general population, 

there is a paucity of studies involving the elderly. Generally, the 

literature reveals three areas of study: (1) risk factors associated 

with poor compliance, (2) noncompliance by way of medication errors, 

and (3) child resistant containers as deterrents to compliance. 

Hussar (1975) found that medication errors and non

compliance occur more often at extremes of age. The elderly commonly 

have multiple chronic illnesses requiring complex medication regimens 

and frequent dosing of medications. These factors have been found 

to contribute to noncompliance. Another complicating factor is the 



similarity of many drugs commonly prescribed for the same condition. 

For instance, "the small white pill" may include analgesics, tran

quilizers, diuretics, or antihypertensive drugs. An elderly person 

may become confused about which tablet to take and when (Blackwell: 

1973). 

Other factors contributing to noncompliance in the 

elderly have been identified by several authors. Warren (1979) 

found that the initial cost of the drug, the small print on medication 

labels, and a general lack of understanding of the disease and treat

ment goals all contributed to noncompliance by either the patient 

never beginning treatment or dropping out after a few months of 

therapy. Kaplan (1980), Daniels (1981), Uman (1981), and Brest 

(1981) discussed factors affecting adherence: (1) living alone 

(lack of social support), (2) poor eyesight (unable to read labels), 

(3) poor hearing (unable to hear directions), (k) inability to 

remove child-proof tops on bottles, (5) inability to remember com

plicated regimens, (6) taking over-the-counter medications in 

addition to prescribed medications, (7) fixed incomes, (8) limits on 

health insurance benefits, (9) lack of mobility to acquire medications 

or keep appointments. Libow (1981) demonstrated that between 30 and 

50 percent of elderly hypertensives failed to comply because of one 

or a combination of the above factors. 

Medication compliance and the elderly was first studied 

by Schwartz (1962). She gathered data from drug histories on 178 

elderly, chronically ill ambulatory patients. Her findings identified 
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that 59 percent made one or more errors in their medications and 26 

percent of these made potentially serious errors. The most frequent 

error found was omission of medication followed by inaccurate know

ledge, errors in self medication, incorrect dosage, and lastly, 

improper timing and sequence. The error makers were characteristi

cally over the age of 75, widowed, divorced or separated, lived 

alone, had little education, and had a large number of diagnoses. 

Neely and Patrick (1968) interviewed 236 patients 60 years of age 

and over in a clinic setting to obtain drug histories. Their findings 

showed that A1 percent made no medication errors, and 59 percent made 

a total of 80 errors. The number of prescribed medications, the 

method of remembering to take medications, and the respondent's 

perception of illness were significantly related to error making. 

Brand (197*0 and Parkin (1976) studied elderly patients 

65 years of age and older discharged from acute care hospitals and 

their compliance to the drug regimen prescribed on discharge. Their 

findings demonstrated 50 percent deviated from the prescribed regimen 

and that noncompliance was significantly related to the number of 

drugs prescribed, lack of understanding of the physician's instructions, 

cost of the drugs, and attitude toward the medical regimen. Other 

sources of error were using dosages that had been used previous to 

hospitalization, and reverting to old prescriptions after discharge. 

Barrett (1978) studied 53 elderly people ranging in age from 60 to 

89 years old. His study revealed that 90 percent made medication 

errors with the bulk of errors due to omission of drug, inaccurate 



knowledge of regimen, self-medication according to how they felt, 

and taking incorrect dosage. 

Chi Id-resistant caps on medication bottles has been 

identified as a factor contributing to noncompliance. Mclntire and 

Angle (1977) reported that 33 percent of community residing elderly 

patients (older than 66 years) admitted to difficulty with the use 

of child-resistant bottles with the safety devices. Of these 33 

percent, 9 percent discontinued the use of the medication, while 

the remaining 91 percent left the lid off, combined medications, or 

made some other modification that improved accessibility. Another 

study (Lane:1971) of patients, with an average age of 58 years who 

lived alone at home, showed that medication compliance with a child-

resistant container was poorer than that with a container that was 

not child-resistant. In addition, more persons improperly closed 

the safety container, possibly rendering the drug ineffective by 

exposure to air. 

Compliance with.Alternative Techniques 

There is an extensive body of research indicating that 

essential hypertension can be related to dysfunctional habits of 

living and responding to an environment of ever increasing com

plexity (Gutmann and Benson:1971)• Further related to this trend 

is the growing recognition that pharmacologic treatment of essential 

hypertension has a long history of poor compliance due to many un

desirable side effects. Recent findings demonstrate that many 



antihypertensive medications are less effective than previously 

thought (Bulpill and Dollery:1973)• The development and scientific 

study of non-drug alternatives in the control of essential hyper

tension is, therefore, highly desirable. 

One such alternative is the relaxation-meditation 

technique which is safe, inexpensive, and reasonably easy to achieve 

In addition, the technique promotes wide ranging healthful effects 

beyond the alleviation of hypertension. 

Numerous studies have demonstrated the effectiveness 

of the relaxation-meditation technique, but few studies have looked 

at compliance with regular practice. Otis (197^), in reviewing the 

literature on Transcendental Meditation, found two factors influenci 

length of practice: age and motivation. He noted that older 

meditators tended to keep meditating while younger ones dropped out. 

Depth of motivation also influenced continuation of practice. He 

identified that expectancies for change generated in persons them

selves are crucial and may be influenced by many factors, including 

the apparent plausibility of the method, the enthusiasm of the 

experimenter, and the belief that they are engaging in a generally 

successful procedure. He concluded that a "predisposed personality" 

pattern may influence whether a person stays with or discontinues 

practicing Transcendental Meditation. 

Nystul and Garde (1979) were the first to attempt to 

describe the personality characteristics of the dropout meditators. 

Their results showed that regular meditators are reasonably wel1-
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integrated (positive mental health) and yet are bothered by neurotic 

anxieties, guilts, and phobias. The dropout meditators were the 

most prone to personality disorders with problems too serious to 

respond to a technique as mild as Transcendental Meditation, or were 

already too well integrated and received very little benefit from 

practice. 

Delmonte (1980) also looked at personality character

istics and regularity of meditation practice. In addition to 

neuroticism, he also looked at locus of control. His findings cor

related with the findings of Nystul and Garde (1979) in that the 

dropouts were significantly more neurotic than the regular meditators. 

Locus of control was not a reliable predictor of who is likely to 

drop out but did suggest that regular meditators may be more inter

nally controlled. He concluded that the regular practice of meditation 

appeared to be rewarding for approximately 25 percent of those indi

viduals who began; two-thirds of those initiated completely stopped 

meditation after one and one-half years. 

Gal land (1980) has incorporated the teaching of relax

ation and meditation into his office practice. He notes the best 

candidates are stable, middle-aged and elderly patients who suffer 

from chronic tension or anxiety states. He did not find depression 

to be a contraindication. 

The literature reports an "unstressing" during the 

practice of meditation. Unstressing refers to the coming into 

consciousness, during meditation, of repressed or semi-repressed 



material, usually of an unpleasant nature, hence the repression. 

Unstressing can be so strong for some people that they give up 

meditation (Glueck and Stroebel:1975). 

Steptoe (1978) concludes that a pharmaceutical regimen 

views the patient as a passive vehicle acted upon by the agent. 

Alternative therapies involve mutual action on the part of the 

patient and therapist and require the former to be fully engaged in 

his own management. This mutuality will take a fundamental re

orientation of medical practitioners and consumers to achieve 

treatment as a cooperative venture. 

Summary of the Literature Review 

Attempts have been made to increase compliance with 

hypertensive regimens by the use of various intervention models. 

Restructuring situational barriers to increase accessibility to clinic 

appointments has found little success; educational and motivational 

models are initially successful but the dropout rate after six months 

of treatment remains high. Models utilizing rational decision-making 

have been useful in predicting compliance but only after six months 

into therapy and not at the outset. Numerous studies have concluded 

that it is not one intervention but a combination of interventions, 

individually packaged to meet the needs of a particular patient, that 

achieve the greatest success rate. 

Compliance in the elderly manifests problems associated 

with altered pharmacokinetics, aging decrements, and psycho-social 
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elements, in addition to the standard noncompliance factors. Few 

interventions have been documented for mitigating the unique problems 

of the elderly. 

Approaches to alternative, nondrug techniques for 

achieving blood pressure control have been encouraging but com

pliance over time remains an unknown. It may be, as Ball (197*0 

noted, the greater the behavioral change required, the poorer the 

compliance. 



CHAPTER 3 

METHODOLOGY 

This nursing study describes the factors influencing 

the regular practice of a relaxation-meditation technique used to 

lower blood pressure. Blood pressures were monitored to note changes 

occurring during the eight week study period. 

This chapter describes the design of the study, the 

sample, setting, and Group Sessions. Method of data collection and 

statement relative to the protection of human rights are also 

deli neated. 

Design of the Study 

A descriptive design was selected because little 

objective information existed in the literature. This study attempted 

to generate data to assist the clinical practitioner in teaching and 

supporting hypertensive persons. 

The Setting 

A mobile home park in a city in the Southwestern 

United States was chosen because of a predominately retired population. 

Permission was obtained from the manager of the park to use a small 

room in the community club house one morning a week over a four week 

period of time. The club house has a warm, home-like atmosphere with 
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lighting that can be manipulated and comfortable chairs, all of which 

contribute to a relaxed setting. The club house is set back from the 

road and provides for a quiet environment. 

The Sample 

Participants in the study met the criteria of 55 years 

of age or older, able to read, write, and speak English, and Anglo-

American in ethnic origin. In addition, participants demonstrated a 

systolic blood pressure of 140 or greater, and/or a diastolic blood 

pressure of 90 or greater. No other attempts were made to control 

for co-existing chronic diseases in the subjects. 

The researcher attended a regularly scheduled blood 

pressure screening clinic run by a graduate student in nursing at a 

local university. Thirty residents who met the criteria were referred 

to the researcher who had a table in the screening area. The researcher 

spoke to each resident referred to assess his/her interest and willing

ness to learn a simple technique which has been shown to reduce blood 

pressure. In addition, they were told that participation would require 

one morning a week for four weeks in formal sessions in their club

house, 40 minutes daily in private practice, and one meeting four 

weeks after formal group practice was discontinued. If they expressed 

an interest, their name and telephone number was obtained and they 

were told they would be notified of the starting date and time. 

AH participants were asked not to discontinue any antihyper

tensive medications they may be on, nor cancel any appointments with 

their physician that may be scheduled during the study time. 



Tool s 

To gather data describing factors affecting the subjects' 

practice of a relaxation-meditation technique, the investigator 

utilized two methods. Verbal responses were elicited in a group 

setting to stimulate discussion and interaction, and to allow for 

group support. A questionnaire was also utilized for a more structured 

approach to data collection. 

Verbal data were collected by using a small, portable 

cassette tape recorder. The responses were taken off the tape by 

the investigator and placed onto index cards. 

Written data were gathered by the use of a question

naire. Part 1 (administered at Week Four) was a four item question

naire developed by the investigator to obtain demographic data and to 

elicit feedback (Appendix A). A paper and pencil format was used. 

Three items identified demographic data yielding subjects' date of 

birth, education level and marital status. The fourth item asked the 

subject to relate whether or not the technique was practiced twice a 

day for 20 minutes during the previous four week period. In addition 

subjects were asked to identify as many factors as possible influencing 

their practice during the four weeks. The question posed was developed 

through the search of the literature and was designed to obtain sub

jective responses without numerical values. The data obtained were 

grouped onto index cards indicating either a positive or negative 

influence on the subject's practice. 
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Part 2 (administered at Week Eight) was also developed 

by the investigator. A nine-item paper and pencil format was utilized 

(Appendix B). Items one and two were asked to obtain data on the 

regularity of practice and points in time practice was modified. 

Item four consisted of a 13 point check list and was developed from 

responses documented at Week Four. Subjects were asked to identify 

as many of those factors listed which influenced their practice. Items 

five and six elicited data identifying benefits obtained from practic

ing the technique and if these benefits would influence the continu

ation of their practice. Items seven and eight obtained data on the 

impact of the group process on their motivation to continue practicing. 

Item nine invited the subjects to make non-specific, individual, 

additional comments. Items one through four were developed from 

Part 1 of the Questionnaire and items five through nine were based 

on information from the literature search. All items required sub

jective scoring without numerical values. The data obtained were 

grouped onto index cards according to item number. 

Measurements of blood pressure were obtained by using 

a calibrated sphygmomanometer and a diaphragm stethoscope. The blood 

pressure was taken with the subject in a sitting position and with 

the cuffed arm below heart level. 

Group Sessions 

A total of five group sessions were conducted occurring 

at Weeks one, two, three, four, and eight. AH Sessions were 



scheduled for one hour with the exception of Session One which 

provided for two hours of time. 

Session One consisted of four phases: (l) obtaining 

and recording blood pressure measurements, (2) conducting a Teaching 

Program, (3) group practice of the relaxation-meditation technique, 

and (k) a question and answer period. The Teaching Program (Appendix 

C) was developed by the investigator to provide a link between the 

practice of a relaxation-meditation technique and reduced blood" 

pressure. Information was given on the nature of stress, current 

major diseases in the United States associated with stress, and life

style changes that promote a positive impact on reducing the incid

ence of these major diseases. The concept of self care was intro

duced and the investigator explored with the subjects self care 

measures they currently used. 

Immediately following, the investigator introduced the 

non-cultic relaxation-meditation technique, dimmed the lights, re

viewed proper attitude and position, and verbally instructed the 

subjects to: 

1. Close your eyes. 

2. Deeply relax all your muscles, beginning with your 

feet and progress up to your face — feet, calves, thighs, lower 

torso, chest, shoulders, neck, head. Allow them to remain deeply 

relaxed. 

3. Breathe through your nose. Become aware of your 

breathing. As you breathe out say the word ONE silently to yourself. 

Thus: breathe in...breathe out, with ONE. In...out, with ONE. 

(Benson:1975)• 



Once instructed they were asked to repeat Step 3 for a 20 minute 

period of time; the investigator also participated with the group. 

At the end of 20 minutes they were instructed to sit quietly for 

several minutes, at first with their eyes closed, and later with 

opened eyes. The investigator told them not to be concerned with 

their success in achieving a deep level of relaxation; the importance 

of maintaining a passive attitude and permitting relaxation to occur 

at its own pace was stressed. They were also told not to be con

cerned if distracting thoughts occurred because this was the "chatter" 

of their minds; all they need do was to let the thoughts go and 

return to repeating ONE. 

Subjects were asked to perform this technique twice 

a day for 20 minutes; they were told not to set alarms or buzzers to 

alert them to the end of the 20 minute period but to have a watch or 

clock available to periodically check their time. They were also 

instructed not to perform the technique within two hours after any 

meal or past 5pm in the evening (Benson:1975)- At the end of the 

Session a handout was given to each subject for review of the tech-

nique at home (Appendix D). 

The following three weekly sessions included a 20. 

minute group practice of the technique. Provision was made for those 

subjects who wished to have their blood pressure taken after the 

group session; this was according to individual need for feedback 

and not a requirement for the study. 
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Session Five did not include a group practice of the 

technique. The time was utilized for collection of data and closure 

to the group process. 

Method of Data C6ilection 

Blood pressure measurements were obtained when subjects 

first arrived at Session. One (Week One), Session Four (Week Four) 

and Session Five (Week Eight). Blood pressure values were measured 

twice, five minutes apart. The second value obtained was used for 

the data. The values obtained at Session One were used as pretest, 

baseline data and values obtained at Sessions Four and Five provided 

values for posttest data. 

At the end of Sessions Two and Three, participants 

were asked how they were doing with the practice at home. Their 

responses were tape-recorded for the convenience of the investigator 

and to increase interaction between the investigator and subjects. 

At the end of Session Four Part 1 of the Questionnaire 

was administered. Data were obtained to document compliance with 

practice and to identify factors which may be influencing the con

tinuation of their practice. 

Session Five (Week Eight) was conducted four weeks 

after the last group meeting. Part 2 of the Questionnaire was ad

ministered, again to self-report compliance with the technique and 

to enumerate specifically identified factors influencing thier 

practice of the technique. 



Protection of Human Rights 

Authorization was received from the University of 

Arizona Human Subjects Committee to conduct the study (Appendix E) 

Throughout the study all data collected were kept in a locked file 

accessible only to the investigator. 



CHAPTER k 

PRESENTATION AND ANALYSIS OF THE DATA 

This study was designed to describe factors influ

encing the acceptance and practice of a relaxation-meditation tech

nique among a population of elderly hypertensive subjects. Blood 

pressure values were also monitored to note changes occurring during 

the eight week period of study. 

This chapter presents characteristics of the sample 

and findings related to the problem. In addition, an analysis of 

data derived from taped recordings, Parts 1 and 2 of the Question-

naire, and measurements of blood pressure are presented. 

Characteristics of the Sample 

Thirteen women between the ages of 58 and 72 years 

voluntarily consented to participate in the study. Subjects con

senting for the sample met the following criteria: (1) were 55 years 

of age or older, (2) were able to read, write, and speak English, 

(3) were Anglo-American, and (k) demonstrated a systolic blood 

pressure of 140 mmHg. or greater and/or a diastolic blood pressure 

of 90 mmHg. or greater. 

Four subjects dropped from the study after the first 

session. One subject was hospitalized for surgery, two subjects 
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were discouraged by their spouses from participating and one subject 

was provided an opportunity to visit children living out of state. 

The remaining eight subjects, who composed the study 

sample, had a mean age of 68.6 years. Four of the subjects were 

above the age of 70 years and one subject was under age 65 years 

(Table 1). 

The education level of the participants varied from 

high school graduate to a master's degree. All eight subjects had 

a high school degree, four had at least one year of college, and one 

had a master's degree in education (Table 2). Four of the subjects 

were married and four were widowed; two of the four widows had lost 

their husbands within the six months prior to the study. 

Findings Related to the Problem 

The problem investigated in this study was to describe 

the factors influencing the acceptance and practice of a relaxation-

meditation technique to lower blood pressure, and to record blood 

pressure values, observing for changes that might occur over time 

with the regular practice of the technique. Due to the small sample 

size, it was not feasible to apply statistical tests to the data 

collected. The investigator believes that an understanding of the 

data can be realized through descriptions of the research which was 

conducted. 

Session One consisted of obtaining and recording 

baseline blood pressure measurements, conducting the teaching program, 



Table 1. Frequency Distribution of Subjects by Age (N=8). 

AGE GROUPS 
Sub jects 58-65 66-70 71-80 TOTAL 

Number 1 3 k 8 

Percent 12.5 37-5 50 100 

Mean Age 68.6 

Table 2.. Frequency Distribution of Subjects by Educational Level 
(N=8). 

LEVEL OF EDUCATION 
High School 1-J» Years Master's. 

Subjects Graduate. College Degree . TOTAL 

Number 3 k 1 8 

Percent 37-5 50 12.5 100 



and a group practice of the relaxation-meditation technique. Time 

was allowed for post-practice questions to clarify any points of 

procedural difficulty; a handout was given to each subject for 

review of the technique at home. 

At the beginning of Sessions Two and Three the 

investigator asked the question: "How is your practice coming 

along?" Appendices G and H identify the enumerated, individual 

responses transcribed from the taped recordings. The responses 

tended to cluster into five major categories, four of which involve 

the process for inducing the relaxation-meditation state. As noted 

in Figure 3 the factor most influential on their practice was main

taining a comfortable position. During Week two seven subjects 

reported pain or discomfort during their practice time; for Week 

three the number of subjects reporting this factor dropped to six. 

Maintaining a passive attitude was the second most influencing factor 

with five subjects reporting difficulty during Week two and seven 

subjects during Week three. 

Factors obtained from Week three included three 

responses which did not cluster into the five categories. Two 

subjects reported a decrease in pain resulting from a chronic con

dition, one subject noted a decrease in "worrying over things I can't 

control," and one subject reported verbal support from her 

physician for practicing relaxation. 



o 
UI 
—i 
co 
3' l/> 

8  --

7 --

6  --

5 --

A --

3 

2  - -

1 --

\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 

\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 
\ 

i— • 
\ 

\ 
\ 
\ 
\ 
\ 
\ 
V 

KEY WEEK 2 

WEEK 3 

\ \ \ 
\ \ \ 
\ \ \ 
\ \ \ 

COMFORTABLE 
POSITION 

MAINTAIN 
PASSIVE ATTITUDE 

ESTABLISH LACK OF THE MENTAL 
QUIET ENVIRONMENT TIME DEVICE 

Figure 3- Subjects' Responses for Identified Areas of Difficulty in Practicing the 
Relaxation-Meditation Technique During Weeks Two and Three (N=8). 

OJ 
vn 



36 

Part 1 - Participant Questionnaire 

Part 1 was a single item questionnaire. It was developed 

to elicit feedback on the regularity of the subjects' practice of 

the technique and on those factors which were positively and nega

tively influencing their practice at week four. 

Responses revealed that one subject was practicing 

the technique as taught. Two subjects were engaging in periodic 

practice, and five subjects had substantially modified the procedure 

either by decreasing the time spent in practice or with the fre

quency of practice (Table 3). 

Six factors were identified by the subjects as posi

tively influencing the continuation of their practice of the tech

nique (Figure 4). Of the eight subjects five identified feeling 

mentally and/or physically better, four identified a desire to be 

off medications, and two were identified with each of the following: 

(1) reinforcement from others, (2) a decrease in physical pain, and 

(3) a desire to reduce tension in their life. One subject reported 

that modifying the procedure was a positive factor. 

Factors which negatively influenced subjects' practice 

clustered into four categories (Figure 5). Of the eight subjects 

six reported that they could not find the time to practice, three 

identified physical discomfort as a problem associated with practice, 

v three reported difficulty in controlling their thought^, and three 

found noise and other distractions in the environment to be a problem. 
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Table 3• Subjects' Regularity of Practice at the End of Four 
Weeks (N=8). 

REGULARITY OF PRACTICE 
Regular Practice Periodic Practice Modification 
(20min. 2 x day) (ZOmin.d^xweek) of Practice 

(<20min. with 
variable fre
quency) 

Subjects TOTAL 

Number 1 2 5 8 

Percent 12.5 25 : 62.5 100 
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Part 2 - Participant Questionnaire 

Part 2 was a nine item questionnaire designed to elicit 

feedback on the regularity of the subjects' practice since the last 

group meeting. Feedback was also obtained on those factors which 

were influencing their practice of the technique at week eight. 

Responses revealed that of the eight subjects one con

tinued to practice the technique as taught, three were engaging in 

periodic practice, and four were modifying the technique. This 

revealed an increase of one subject (from week four) able to prac

tice the technique without having to modify the procedure, although 

frequency was below fourteen times a week (Table 4). 

The responses to "factors making practice difficult" 

did not cluster into succinct categories but„djd identify those 

factors producing the largest negative effect (Table 5)- The top four 

factors most frequently identified were: (1) difficulty keeping mind 

from wandering - seven subjects, (2). difficulty finding 20 minutes 

of time - seven subjects, (3) physically uncomfortable to maintain 

position - four subjects, and (4) not seeing any progress from 

practice - four subjects. 

Responses to the question "Have you noticed any benefits 

from practicing the technique?", demonstrated that six subjects 

answered positively. The major benefit identified was a feeling of 

decreased tension (Appendix I). 

When asked if they planned to continue the technique, 

seven of the subjects answered affirmatively but two of the seven 
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Table 4. Subjects' Regularity of Practice at the End of Eight 
Weeks (N = 8) 

Regular 
Practice 

(20min*2xday) 

Subjects 

Periodic Practice 
(20min.< 14 x week) 

Modification 
of Practice 

(<20min. with 
valuable fre
quencies) TOTAL 

Number 

Percent 

1 

12.5 

3 

37.5 

4 

50 

8 

100 
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Table 5. Number.and Percent of Subjects Who Identified Factors 
Negatively Affecting Their Practice at Week Eight (N=8). 

SUBJECTS 

Number .Percent . 
FACTORS 

7 87.5 Difficulty keeping mind from wandering 

7 87.5 Difficulty finding 20 minutes of time 

4 50.0 Physically uncomfortable to sit in position 

4 50.0 Not seeing any progress from their practice 

4 50.0 Not knowing how to practice the technique 

3 37.5 Frequent interruptions during practice 

3 37-5 Pain interferring with ability to relax 

2 25.0 Difficulty in getting physically relaxed 

2 25.0 Difficulty sitting still for 20 minutes 

1 12.5 Not knowing what to expect during the 20 minutes 

1 12.5 Breathing difficulties while sitting still 

1 12.5 More profitable to spend time praying 
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subjects added the condition of "practicing only if they had the 

time." Two subjects responded they would continue in order to be 

medication free, and two subjects planned to continue because of 

having a more positive attitude and feeling more relaxed. One 

subject was interested in having her husband learn the technique so 

they could practice together. 

When asked if the group process was helpful, six sub

jects responded positively. Of the six subjects two enjoyed the 

group because of meeting new people, and four found the group helpful 

for mutual problem-solving. One of the subjects, who replied 

negatively, stated she was "doing it for herself, not for the group." 

Only one subject had ever thought about practicing with another group 

member outside of the formal sessions. 

Four subjects responded with miscellaneous comments 

on the questionnaire. One subject expressed a desire for her husband 

to learn to relax, one subject was glad she came because it had helped 

her attitude, one subject enjoyed the group process, and one subject 

commented that "it may be easier to just take the pills than to learn 

this practice." 

Another component under study was monitoring subjects' 

blood pressures to note changes occurring over time. Table 6 

identifies blood pressure measures obtained at the beginning of 

Session One (baseline), Session Four, and Session Five. Session Four 

(Week four) revealed a decrease in the systolic blood pressures of 



Table 6. Subjects' Blood Pressure Recordings Measured in mmHg.: 
Baseline, Week Four, and Week Eight According to Age (N=8). 

Subject Age Baseli ne 
Week Four 

(Session Four) 
Week Eight 

(Session Five) 

1 69 160/88 148/82 152/84 

2 72 142/90 138/82 11.0/70 

3 66 152/80 150/80 140/78 

4 72 160/94 156/90 156/92 

5 72 150/70 136/70 160/90 

6 71 172/100 160/100 170/98 

7 68 170/90 158/90 170/90 

8 59 162/84 150/82 150/80 
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all eight subjects and a decrease in the diastolic blood pressures 

for subjects one, two, four, and eight. Subjects three, five, six, 

and seven demonstrated no change in these values. 

Session Five (Week eight) revealed a decrease in both 

systolic and diastolic blood pressures (from base1ine) for subjects 

one, two, three, four, six, and eight. Subject five revealed an 

increase in both systolic and diastolic pressures and subject seven's 

values remained the same as baseline. 

Table 7 displays the mean values at baseline, Week four, 

and Week eight, demonstrating an average drop in systolic blood pres

sures of 7.5 points and 1.7 points in the diastolic blood pressures 

during the eight week period of time. Week four displays the greatest 

decrease: 9 points in systolic blood pressures and 2.5 points in 

diastolic blood pressures. 

In summary, seven subjects identified difficulty 

"maintaining a comfortable position" as the single most influencing 

factor on their practice for Week two. "Maintaining a passive 

attitude" was identified by seven subjects as the most influencing 

factor on practice for Week three. 

Week four data revealed that all eight subjects were 

continuing to practice the technique although five subjects had 

modified the procedure and/or frequency according to individual needs. 

Feeling mentally and/or physically better was the most influencing 

positive factor on their practice and not finding enough time was the 
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Table J .  Mean Systolic Blood Pressure and Diastolic Blood Pressure 
of Subjects: Baseline, Week Four and Week Eight (N=8). 

Change from Change from 
SBP Baseline DBP Baseline 

Baseli ne 158.5 — 87 — ' 

Week Four 149.5 -9 84.5 -2.5 

Week Eight 151.0 -7.5 85-3 -1.7 



most influencing negative factor. Blood pressure values demonstrated 

a mean drop of 9 points in systolic blood pressure and 2.5 points in 

the diastolic blood pressures from baseline measurements. 

The data collected at Week eight revealed all eight 

subjects continued to practice with four subjects having modified 

the procedure and/or frequency of their practice. Feeling a decrease 

in tension was the most influencing benefit reported by subjects. 

Finding time to practice and the mental device (to promote the 

passive attitude) were listed as the two most influencing negative 

factors on practice. As a group, subjects' blood pressure values 

revealed a 1.5 point increase in systolic blood pressures and a .8 

point increase in diastolic blood pressures from Week four. 



CHAPTER 5 

FINDINGS, CONCLUSIONS, AND RECOMMENDATIONS 

The purpose of this study was to describe factors 

influencing the acceptance and practice of a relaxation-meditation 

technique among a population of elderly, hypertensive subjects. 

Blood pressure values were also monitored to note changes occurring 

over time. This chapter will discuss the findings with regards to 

the theoretical framework and to the literature review. In addition, 

conclusions of the study, implications for nursing education and 

clinical practice, and recommendations for future investigation are 

presented. 

Application of the Theoretical 
Framework to the Findings 

Health behavior is seen as the end product of a sequence 

of rational decisions. The Health Belief Model identifies three key 

elements involved in the decision-making process: (l) perception of 

the disease threat (perceived susceptibility) and its consequences or 

severity, (2) belief in the efficacy or value of a behavior in 

reducing the threat (perceived benefits), and (3) estimates of 

physical, psychological, financial or other costs involved in the 

proposed action (perceived barriers). This study focused on the 

second and third elements which have been shown to be related to 

compliance. 
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During Weeks two and three the subjects identified 

several factors that were influencing their practice. Modifications 

in the technique were made in order to comply with the practice. 

Seven subjects reported physical discomfort when sitting for 20 

minutes at a time in a straight back chair with both feet on the 

floor. One subject had to premedicate herself with a mild narcotic 

analgesic prior to practice. Variations in position, from using a 

recliner chair to lying in bed, were utilized in an effort to pro

mote comfort. Seven subjects identified difficulty in maintaining a 

passive attitude (quieting the mind) and, again, modifications were 

made. Two subjects changed the mental device from the word "ONE" 

to a prayer or scriptual passage from the Bible; four subjects 

shortened the period of time because of their inability to quiet 

their minds, and one subject sought support from her daughter as 

a way of dealing with her inability to induce the meditative state. 

Benefits noticed during Week three were a noticeable reduction in 

chronic pain (two subjects), a decrease in everyday worries (one 

subject), and another subject received positive feedback from her 

physician for pursuing the practice. 

Week four revealed five subjects feeling physically 

and/or mentally better as a benefit from the practice. Four subjects 

were motivated to continue by a desire to be medication free. Not 

finding the time to practice the technique was identified by six 

subjects as a barrier and the data revealed, again, that modification 

in the length of the practice and/or frequency of practice was 



according to individual need. Objective feedback to all eight 

subjects for a decrease in their systolic blood pressure values may 

have been perceived as a benefit; however, no one identified this 

on the Questionnaire for Week four. 

Session Five (Week eight) revealed that six subjects 

identified a feeling of decreased tension as the major benefit from 

continuing the practice. All eight subjects responded they would 

continue but under self-modified conditions. 

The mix of modifying (or enabling) factors would make 

a prediction of on-going compliance to the technique difficult. 

Other factors that aid in predicting compliance are included in the 

Health Belief Model and can be used inferentially for this study. 

The subjects' attendance at a regularly scheduled blood pressure 

screening clinic gave evidence to positive health activity and seeking 

medical direction. Their willingness to participate in the study 

demonstrated a willingness to comply; these three factors can be 

viewed as positive motivators towards the practice of a health 

behavior. The safety of the regimen (relaxation-uneditation tech

nique) and its efficacy to control their disease also increases the 

probability of compliant behavior by the ability of the regimen to 

reduce the threat. 

Findings in Relation to the 
Literature Review 

In this study, the use of a relaxation-weditation tech

nique was taught to a group of elderly, hypertensive subjects. 



Factors affecting the acceptance and practice of the technique 

were documented along with observation of blood pressure measurements 

over the eight week study time. Subjects met for four weekly sessions 

to perform the practice in a group setting and to discuss influencing 

factors on their practice. Blood pressures were obtained at the 

beginning of Weeks one, four, and eight. The fifth Session was held 

to gather follow-up data on their practice and to obtain final blood 

pressure values. 

Compliance and Hypertension 

Several studies revealed interventions that have proven 

successful in promoting compliance to hypertensive regimens. Finnerty 

and Mattie (1973) identified that providing services conveniently for 

the patient was a factor contributing to compliance. Davis (1968) 

suggested that provider-patient relationships based on guidance, 

cooperation, and mutual participation seem to be most conducive to 

successful management of hypertension. When detailed instructions 

were given to patients Podell (1975) found a demonstrable increase in 

patient compliance. Guttman (1981) recognized the importance of 

-interpersonal and social factors noting the emotional and task 

support they provide. Results of a study by Green and Levine (1979) 

supported the idea of a combined educational and support model and 

found a consistent pattern of improved compliance and blood pressure 

control. 

The above factors were all built into the methodology 

of the study to promote a continuing practice of the technique. 
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The location of the study was held conveniently in subjects' club

house; the investigator not only taught but participated in the group 

practices of the technique; a handout with identified procedural 

instructions was given to the subjects at the end of Session one and, 

the subjects met as a group over four weekly sessions, not only to 

practice the technique in a group setting, but to share the factors 

affecting individual practice for the purpose of support. 

Results of the study revealed the continuation of the 

practice by all eight subjects over the eight week period of time 

and the subjective statements of their plans to continue the practice 

after the study was concluded. No one factor seems to contribute 

singly, but it most probably is the positive result of the combined 

effect of the factors. 

Compliance and the Elderly 

Schwartz (1962) was the first to note that noncompliance 

was not only defined as not taking a drug prescribed, but also as 

modifying the regimen according to individual need. Brand (197*0 and 

Parkin's (1976) findings demonstrated a 50 percent deviation from 

prescribed medical regimens among an elderly population discharged 

from an acute care hospital. Barrett (1978) also found that 90 

percent of his population studied made medication errors with self-

medication according to how an individual felt a frequent error 

factor. 

The results of this study revealed a modification of 

the regimen as taught according to how subjects felt. Individuals 



53 

modified position to promote comfort, changed the mental device to 

one they were more comfortable with, shortened the time of practicing 

the procedure due to frustration, and decreased frequency according to 

the time they found available to practice. In spite of all the 

individual modifications, six of the eight subjects demonstrated a 

lowering of both systolic and diastolic blood pressures at the end 

of eight weeks. 

Compliance with Alternative Techniques 

As mentioned in Chapter 2 there is limited literature 

describing compliance with an alternate technique for lowering blood 

pressure. Otis (197*0 found two factors influencing length of prac

tice: age and motivation. He noted that older meditators tended to 

keep meditating and depth of motivation influenced continuation of 

practice. Galland (1980) noted that the best candidates for con

tinuing a meditation practice are stable middle-aged and elderly 

patients who suffer from chronic tension or anxiety states. 

The group participating in this study were between 

the ages of 58 and 72 years. All eight subjects originally entered 

the study in an effort to be off medications for hypertension. 

Neither tension nor anxiety levels were measured in the study but 

six subjects reported a feeling of decreased tension as a benefit 

from practicing. One could infer that tension was a problem in their 

lives. These factors could be viewed as promoting compliance but too 

little research has been conducted to confirm the findings of the 

authors. 



Conclusions 

Findings of this study revealed that six of the eight 

subjects demonstrated a decrease in both their systolic and diastolic 

blood pressures, one subject's values remained the same at baseline 

and Week eight, and one subject showed an increase at Week eight 

from her baseline values. It is interesting to note that in the 

strictest definition of compliance, following a prescribed regimen 

(Bal1:197*0 , only one of the eight subjects demonstrated compliance. 

The other seven modified the technique as prescribed and yet demon

strated positive outcomes. It might be that compliance could be 

redefined in terms of outcome rather than process. Outcomes could 

then be based on self care actions, those which individuals create 

and follow to achieve their own level of optimum health. Compliance, 

then, would be derived from internal motivation rather than external, 

promoting increased self-responsibility. 

Another consideration is that the technique might not 

need to be strictly followed to induce the meditative state. Com

ponents of the procedure might be modified according to need and 

still result in a parasympathetic response. This investigator 

believes that, due to the limited amount of research that has been 

done in the area of alternative techniques, further investigations 

should be conducted. 
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Implications for Nursing Education 
and Clinical Practice 

Results of the study demonstrated that the practice 

of a relaxation-meditation technique not only had an affect on re

ducing systolic and diastolic blood pressure values, but contributed 

to an increased sense of well being. In view of these increased 

health benefits the teaching of alternative techniques to promote 

self care might be considered for inclusion in nursing educational 

models. The student nurse would be taught alternative techniques for 

self care for her own use in assisting with the tensions and "burn

out" factors so prevalent in the practice of nursing. Once personal 

benefits were noticeable, nurses would be encouraged to share out

comes with patients and clients and stimulate those she cared for to 

become more conscious of health and health behaviors. Including 

alternative health-promoting techniques in nursing education would 

also contribute to the independent functions of nursing. Because 

these techniques are non-invasive and non-medical the nurse is free 

to teach, support, and evaluate outcomes without reliance on medical 

permission or direction. Working directly with the patient or client 

to achieve higher levels of wellness would assist consumers in 

defining nursings' contributions to their health. 

In addition to hypertension control, results of the 

study revealed other clinical situations where teaching of the tech

nique would be beneficial to clients. Persons reporting chronic pain 

associated with musculo-skeletal conditions or headaches could be 



taught relaxation techniques as adjuvant therapy for controlling 

pain. One subject was able to discontinue the use of regular analge

sics for arthritic pain after 22 years of drug dependence for pain 

control. Another subject reported a decrease in arthritic pain in 

her hands and was off analgesics for one week. 

Other conditions responding to the practice of the 

technique would be situational depression resulting from losses, 

loneliness, or feelings of lowered self esteem. Three of the four 

widowed subjects had lost their spouses within the year and manifested 

depression associated with grief work. These four subjects reported 

an increased sense of well being after eight weeks of practice. They 

also identified the support received during group sessions and became 

involved in organizing a bereavement group in their mobile home park. 

One of these four subjects sought community volunteer work as a 

beginning reinvestment in life after her loss. 

Retired elderly persons often report a loss of purpose 

and meaning in their lives with a subsequent de-evaluation of their 

of their self worth. Nurses can make a significant contribution to 

the mental and social health of these elderly individuals by teaching 

health practices promoting increased self esteem and control of their 

lives. 

Recommendations for Future Study 

The investigator recommends that the basic design of 

the study be replicated with the following suggested changes: 
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1. A larger sample population should be used. Statistical 

analyses would yield more meaningful data on the relationships of the 

variables. 

2. The use of another well-tested yogic technique which 

utilizes a supine position should be selected to promote increased 

physical comfort. 

3. Have subjects keep a log of the number of times they 

practice relaxation each week and the amount of time spent in each 

session of practice. 

k. Administer a standard test to measure psychological 

well-being before initiating the practice and at the end of the study. 

Many subjects reported feeling relaxed, or a decrease in tension, or 

improved attitude,, and it would be important to objectively define 

and quantify this state. 

5. Obtain and maintain a drug history on the subjects. 

Fluctuations in blood pressure values may be related to initiating, 

changing, or discontinuing drug therapy rather than the effect of 

the technique. 

6. The addition of an educational program in the Week 

eight Session to assist subjects identify their responses in terms 

of increased levels of wellness. 

7. Continue the weekly group sessions during the entire 

eight weeks to provide consistent support and feedback. Results 

revealed an increasing skill lever of practice by Week four and 

shared findings would be motivational and supportive to others in 

the group. 



CHAPTER 6 

SUMMARY 

This study attempted to describe the factors influ

encing the acceptance and practice of a relaxation-meditation tech

nique among an elderly hypertensive population. Blood pressure 

values were monitored to note changes occurring during the eight 

week study time. 

The problem is significant in view of the high inci

dence of noncompliance to antihypertensive drugs, and the consequences 

of uncontrolled hypertensive states. If a nondrug technique would be 

practiced regularly, the reliance on pharmacologic control of blood 

pressure could possibly be reduced or even omitted. 

Data were collected directly from the subjects both of 

an objective (blood pressure recordings) and subjective (self-

reporting) nature over identified periods of time. Tape recording 

and the use of a Questionnaire, developed by the investigator, were 

used in collecting the data. 

Analysis of the data suggested that compliance is as 

poor to a nondrug alternative technique for reducing high blood 

pressure as to pharmacologic agents. Elderly subjects would appear 

to modify prescribed regimens according to individual needs. Even 

with modifications of the technique, a reduction in systolic and 
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diastolic blood pressure values was demonstrated in six of the eight 

subjects. Six subjects reported an increased sense of well being as 

a benefit from practicing the relaxation-meditation technique. 
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NAME: 

DATE OF BIRTH: 

MARRIED WIDOWED DIVORCED SEPARATED 

EDUCATION: 

Did you practice the technique twice a day for 20 minutes during 

the four week period? 

If you answered YES, please answer question 1.1. 

If you answered NO, please answer question 1.2. 

1.1 What things positively influenced you to accept and practice 

the technique? Please discuss as many items as you can think of. 

1.2 When did you give up practicing? What things make it difficult 

for you to practice the technique? Please discuss as many 

items as you can. 

THANK YOU 



APPENDIX B 

PART 2 
PARTICIPANT QUESTIONNAIRE 

WEEK EIGHT 
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NAME: 

1. Have you continued to practice the relaxation technique? 

£1 YES [J NO 

2. If No, when did you discontinue the practice? 

/ / 1 week after our last meeting 

/I 2 weeks after our last meeting 

i~J 3 weeks after our last meeting 

f~J 4 weeks after our last meeting 

3- Please explain the main reason you stopped practicing: 

A. Please check all the items that made it difficult for you to 

practice the technique 20 minutes twice a day. 

I-} difficulty keeping your mind from wandering 

I~1 difficulty finding 20 minutes of time 

n frequent interruptions during the time 

f~l difficulty sitting still for 20 minutes 

n not knowing what to expect during the 20 minutes 

n physically uncomfortable to sit in straight chair with 
both feet flat on the floor 

f~I pain interfering with your abi 1 ity to relax 

n breathing difficulties while sitting still 

n distracted by your heartbeat during the time 

n not knowing how to practice the technique 

n a feeling that the technique is strange or different from 
other ways of relaxing 

I~1 not seeing any progress from your practice 

n other: 

HI other: 



Have you noticed any benefits from practicing the technique? 
Please explain: 

Do you plan on practicing the technique once this study is 
completed? Why? 

Has the group helped you to continue your practice? If yes, 
in what ways have they helped? 

Did you ever practice or think about practicing the 
technique with another group member? . 

n yes rj no 
Any other comments you wish to make: 

THANK YQU 
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1. The Process of Stress 

a. definition 

b. stressors 

c. benefits 

2. The Stress Syndrome (G.A.S.) 

a. three stages 

1. alarm reaction 

2. adaptation or resistance 

3. exhaustion 

3- Variables that affect Stress Response and Resistance 

a. stressor 

1. physical environment 

2. internal environment 

3. psychosocial environment 

b. perception - conscious or unconscious 

1. attitude 

c. condition factors 

1. prior exposure to stressors* 

• 2. nutritional status 

3. genetics 

general health status duration of 
. . . .  /  r e s p o n s e  
d. coping mechanisms ' 

1. physiologic 

2. emotional 

3. behavioral 

k. supports 

5. adaptive VS maladaptive 

4. Diseases of Adaptation 

a. cardiovascular (includes hypertension) 

b. renal 
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c. Inflammatory: arthritis, diseases of skin and eyes, 
allergies 

d. sexual derangements: amenorrhea, infertility, PMT 

e. digestive: gastric and duodenal ulcers 

f. metabolic: obesity, diabetes, hypoglycemia, 
hyperthyroidism, cancer 

5. Coping with Stress (self care) 

a. attitude changes/change perception 

b. increase self esteem and self control 

c. sound nutritional habits 

d. healthy lifestyles 

e. absence of sudden changes 

f. ventilating feelings, talking about problems 

g. physical activity 

h. removing stressors from environment 

i. relaxation/meditation techniques 
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A Quiet Environment 

Ideally, you should chose a quiet, calm environment with as 

few distractions as possible. A quiet room is suitable, as 

in place of worship. The quiet environment contributes 

to the effectiveness of the repeated word by making it 

easier to eliminate distracting thoughts. 

A Mental Device 

To shift the mind from logical, externally oriented thought, 

there should be a constant stimulus: a sound, word, or phrase 

repeated silently. Since one of the major difficulties in 

the elicitation of the Relaxation Response is "mind wandering," 

the repetition of the word is a way to help break the train 

of distracting thoughts. Your eyes are usually closed if 

you are using a repeated sound or word. Attention to the 

normal rhythm of breathing is also useful and enhances the 

repetition of the sound or the word. 

A Passive Attitude 

When distracting thoughts occur, they are to be disregarded 

and attention redirected to the repetition; yoU should not 

worry about how well you are performing the technique, be

cause this may well prevent the Relaxation Response from 

occurring. Adopt a "let it happen" attitude. The passive 

attitude is perhaps the most important element in eliciting 

the Response. Distracting thoughts will occur. Do not 

worry about them. When these thoughts do present themselves 

and you become aware of them, simply return to the repetition 

of the word. These other thoughts do not mean you are per

forming the technique incorrectly. They are to be expected. 

A Comfortable Position 

A comfortable posture is important so that there is no undue 

muscular tension. Some methods call for a sitting position, 

a few practitioners use th§ cross-legged position. If you 

are lying down, there is a tendency to fall asleep. You 

should be comfortable and relaxed. 
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TECHNIQUE 

1. Sit quietly in a comfortable position. 

2. Close your eyes. 

3. Deeply relax all your muscles, beginning at your feet and 

progressing up to your face. Keep them relaxed. 

4. Breathe through your nose. Become aware of your breathing. 

As you breathe out, say the word, "ONE," silently to yourself. 

For example, breathe IN...OUT, "ONE"; IN...OUT, "ONE"; 

breathe easily and naturally. 

5. Continue for 20 minutes. You may open your eyes to check the 

time, but do not use an alarm. When you finish, sit quietly 

for several minutes, at first with your eyes closed and later 

with your eyes opened. Do not stand up for a few minutes. 

6. Do not worry about whether you are successful in achieving a 

deep level of relaxation. Maintain a passive attitude and permit 

relaxation to occur at its own pace. When distracting thoughts 

occur, try to ignore them by not dwelling upon them and return 

to repeating "ONE." With practice, the response should come 

with little effort. Practice the technique twice daily, but not 

within two hours after any meal, since the digestive processes 

seem to interfere with the elicitation of the Relaxation 

Response. 

Benson, Herbert * M.D. The Relaxation Response. Avon Books, 

New York. 1975:162. 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N ,  A R I Z O N A  8  5  7  2 4  

H U M A N  S U B J E C T S  C O M M I T T E E  
ARIZONA HEALTH SCIENCES CENTER 2305 

TELEPHONE: 62M721 OR (26-7575 

19 May 1980 

Ms. Susan Rusch 
3478 East Bunell 
Tucson, AZ 85716 

Dear Ms. Rusch: 

Thank you for submitting a formal consent form as per our request to 
you of 13 May 1980. We concur with the opinion of your College Review 
Committee that your project entitled, "Factors Influencing the Acceptance 
and Practice of a Relaxation Technique in an Older Population", is a min
imal risk project. Therefore, approval is granted effective 19 May 1980, 
with the condition that you add the following statement to the consent 
form: "I understand that a copy of this consent form is available to me 
upon request". 

Approval 1b granted with the understanding that no changes will be 
made in either the procedures followed or In the consent form used (copies 
of which we have on file) without the knowledge and approval of the Human 
Subjects Committee and the College Review Committee. Any physical or 
psychological harm to any subject must also be reported to each committee. 

A university-vide policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose by the 
Department Bead or comparable authority. This assures their accessibility 
in the event that university officials require the Information and the prin
cipal Investigator is unavailable for some reason. 

Sincerely yours, 

Milan Novak, M.D., Ph.D. 
Chairman 
Human Subjects Committee 

MN/jm 

cc: Ada Sue Hinshaw, Ph.D. 
College Review Comnittee 
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PROJECT TITLE: A Study to Investigate the Factors Affecting 

the Acceptance and Practice of a Relaxation 

Technique. 

I understand the purpose of this study is to see if 

teaching a group of persons, who live in a local mobile home park, 

who are 55 years of age or older, and demonstrate a systolic blood 

pressure of 140 or greater and a diastolic blood pressure of 90 or 

greater, a relaxation technique will lead to the regular practice of 

the technique and a subsequent reduction in blood pressure, heart 

rate, and respiratory rate. I understand there are no physical, 

psychological or sociological risks as a consequence of practicing 

the technique. I also understand that I will attend weekly meetings 

for four weeks and will be asked to practice the technique in my home 

twice a day during this period. I understand that four weeks later 

we will again meet for approximately one hour. I also understand that 

my blood pressure, heart rate, and respiratory rate will be taken 

three times during the project, that the question and answer sessions 

will be tape-recorded and that I will participate in filling out two 

questionnaires. 

I understand the information obtained from me will be 

analyzed and reported collectively, and that my individual responses 

are confidential and will be seen by no one other than the investigator. 

I understand that a coding system will be used and my name will remain 

anonymous and will not be related to the code on any information I 

give. I understand that I may ask questions and that I am free to 

withdraw from the study at any time without question. 



I have read the above description of the study and 

agree to participate in the study. The nature, demands, and benefits 

of the study have been explained to me. I understand no monetary 

payment will be made to me for my participation in the study. 

I also understand that this consent form will be filed 

in an area designated by the Human Subjects Committee with access 

restricted to the principal investigator or authorized represent

atives of the nursing department. I understand that a copy of this 

consent form is available to me upon request. 

Subject's Signature ' ' ' ' : . ' Date 

Witness's Signature : Date . 

Researcher's Signature 1 : . Date 



APPENDIX G 

WEEK TWO: DATA SUMMARY 

76 



Comments from Tape: 

-going out a lot; involved in activities; trying to grab a 

few minutes 

-constant interruptions by spouse 

-finding quiet time difficult 

-falling asleep during practice 

-do well for 10 minutes, then too many thoughts 

-using verse from scripture - much easier to concentrate 

-laying flat in bed because too hard to sit - pain 

-using it before bedtime to help to get to sleep 

-increased pain when sitting; use narcotic before practice 

-beginning volunteer work to raise spirits; hard to find time 

-practice difficulty; mind keeps wandering and thinking about 

problems 

-hear my heartbeat; interrupts my concentration 

-neighbor keeps visiting when I'm trying to concentrate 

-read from Bible during the time 

-difficult for 20 minutes; heart keeps fluttering 

-fal1ing asleep 

-difficult to do when I'm anxious (calls from family/friends 

telling me their problems) 

-difficult to relax; find I'm tense with muscle aching during practice 

-sounds of cars going by or people talking outside bother me 

and I loose my concentration 
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-breathing seems harder when I'm trying to relax 

-don't know if I can do this the rest of my life; if I get 

my blood pressure down, will it stay down if I stop? 
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Comments from Tape: 

-my thoughts are like squirrels running in a cage 

-I think of all the chores to be done; get up and do them and 

practice during chores 

-not enough time in the day 

-reciting prayers; finding it easier to stop thinking 

-doing it only 10 min. because of pain 

-hands feeling better; I'm off the ASA for my arthritis past week 

-difficult when living with someone; can't make it quiet 

-doing it 10 min. k times a day 

-keep looking at watch (7-8 times); seems like a long time 

-hard to keep eyes closed; hear a sound and look around 

-get upset because I don't think I'm doing it right 

-lying down to do it because of pain; falling asleep 

-sitting in straight back chair too difficult; pain 

-my head feels heavy; feel like I need a head support 

-the word ONE drives me crazy 

-I'm worrying less about things I just can't do anything about 

-forgetting to relax before starting the practice 

-not taking Anacin past 2 days; I have taken two of them twice 

a day for 22 years 

-too hot in my home; the sound of the cooler is bothering me 

-family visiting from out of town; too much noise 

-I'm trying; my doctor thinks its a good idea 
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-too hard for 20 minutes — too hard to sit 

-can't do It regularly; whenever I think about it I try to 

relax for 5-10 minutes 

-as soon as I relax, I start thinking of all my problems; call 

my daughter to talk 
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Question Five: Have you noticed any benefits from practicing 

the technique? 

-Feel more relaxed after sitting 

-I notice myself getting nervous, and I think more about 

relaxing when it happens 

-Not really 

-Learned to relax more 

-Yes, my doctor discontinued my diuretic 

-Yes, more relaxed and feel like doing more things around 

the house 

-Yes, it helps me to sleep better at night 

-No 
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