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ABSTRACT 

A comparative descriptive design study was undertaken 

to determine if there were psychological differences between 

long-term (more than 5 years) practitioners of a 

meditation/relaxation technique and non-practitioners. Two 

groups of 10 subjects each, were carefully matched by age 

(50-59), sex (female), and ethnicity (Euro-American), and 

screened for situational stressors, illnesses, lifestyle 

practices, and medication usage. Psychological distress 

symptoms were measured by the Symptom Checklist-90-Revised. 

Data analysis were performed using independent t tests and 

the Mann-Whitney U-Wilcoxon Rank Sum W test. No 

statistically significant psychological differences were 

found between the practitioner and non-practitioner groups. 

Both groups' scores indicated minimal psychological 

distress. Limitations (sample size and insensitivity of the 

instrument for this sample) may have contributed to the lack 

of findings between the two groups. More research is needed 

to determine if there are any psychological differences 

between practitioners of a meditation/relaxation technique 

and non-practitioners. 



CHAPTER 1. STATEMENT OF THE PROBLEM 

Introduction 

The first published study about the effects of 

Transcendental Meditation was written by Wallace in 1970 
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(Maharishi International University, 1994). Despite the 

twenty-five year span since Wallace's report, there is a 

paucity of studies investigating the long-term psychological 

effects of meditation/relaxation techniques. In this thesis, 

selected short-term psychological dimensions of 

meditation/relaxation techniques are reviewed. Based on the 

findings of others, an exploratory pilot study was 

undertaken to describe psychological differences, if any, 

between persons who practiced a meditation/relaxation 

technique and those who were not taught nor practiced any 

meditation/relaxation technique. 

Mental Health 

Mental health is essential for optimal functioning in 

all areas of human life. Mental health of the person has 

been defined by the Diagnostic and Statistical Manual of 

Mental Disorders (4th ed.) (DSM-IV) of the American 

Psychiatric Association (1994, p.32) as ''absent or minimal 

symptoms, good functioning in all areas, interested and 

involved in a wide range of activities, socially effective, 

generally satisfied with life, no more than everyday 
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problems or concerns." Mentally healthy behavior is further 

described as "consistent with the values of the society" in 

which the individual lives and is "manifested by physical 

health, meaningful work, enjoyment of life, satisfying 

relationships with others, and the ability to make sound 

judgments and decisions, to accept responsibility for one's 

actions, to give and receive, and to express feelings 

appropriately" (Rawlins, Williams, & Beck, 1992, p.2) 

This investigator suggested that the practice of a 

meditation/relaxation technique may be one way to decrease 

psychological symptoms. In the following section meditation 

in general, and specific forms of meditation/relaxation 

techniques are discussed. Following this section, a brief 

discussion of the psychological effects of 

meditation/relaxation techniques is presented. 

Meditation 

Shapiro (1982) stated that "meditation refers to a 

family of techniques which have in common a conscious 

attempt to focus attention in a non-analytical way and an 

attempt not to dwell on discursive, ruminating thought." 

There are many forms of meditation/relaxation. These 

include, biofeedback using electroencephalographic (EEG) 

and/or electromyographic (EMG) measurements (Futterman & 

Schapiro, 1986); progressive muscle relaxation (Jacobson, 

1929); Transcendental Meditation (Maharishi, 1966); 
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respiratory one method (Benson, 1975); mindfulness 

meditation (Thera, 1962); clinically standardized meditation 

(Carrington, 1978); guided imagery (Benson & McKee, 1993) 

and the Spectra Dynamics Seminar technique (Gates, 1975). 

Biofeedback 

Biofeedback (Futterman & Schapiro, 1986) informs "an 

individual about ongoing physiological responses for the 

purpose of enabling the subject to gain or augment voluntary 

control over such responses.'' For the purpose of 

meditation/relaxation, either an EEG to monitor alpha waves 

or an EMG to monitor muscle tension is used to assist the 

subject to recognize when the intended state of relaxation 

is achieved. 

Progressive Muscle Relaxation 

Progressive muscle relaxation (PMR) was first described 

by Jacobson (1929) . To induce relaxation, the subject 

systematically tenses muscle groups for 10 to 15 seconds. As 

the muscles are released, the subject is instructed to 

notice the difference between tension and relaxation. The 

subject generally begins tensing muscles at the head of the 

body and proceeds to the toes. Twice daily practice for a 

duration of 12 to 15 minutes is recommended. 

Transcendental Meditation 

According to Maharishi (1966), Transcendental 

Meditation (TM) is performed when the subject sits 
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comfortably and thinks for 15 or 20 minutes about a sanskrit 

word or mantra, which was assigned to him during training. 

Sanskrit is an ancient language of India. The subject is 

instructed to allow thoughts to come and go, always 

returning to the mantra, with no attachment to the thoughts. 

There are ceremonies surrounding the teacher's presentation 

of the mantra to the subject. These ceremonies include the 

presentation of fruit and flowers to an altar. Twice daily 

practice of the TM technique is recommended. 

Respiratory One Method 

Respiratory one method (ROM) is also known as the 

"relaxation response" (Benson, 1975) . The practitioner of 

this technique is first instructed to choose a quiet place 

and sit comfortably in a chair. Then, the subject 

systematically tenses and relaxes different muscles of the 

body beginning with the feet and progressing to the head and 

face. After relaxing the muscles, the subject sits quietly 

and focuses on a breathing technique. The technique is to 

breathe through the nose naturally and say the word "one" 

with each inhalation and exhalation. Practice is recommended 

once to twice daily for 10 to 20 minutes (Benson & McKee 

(1993). 

Clinically Standardized Meditation 

Clinically standardized meditation (Carrington, 1978) 

was described by Lehrer, Shoicket, Carrington, & Woolfolk 
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(1980) as being similar to TM without the "cultic" overtones 

associated with TM. The focus word is not a sanskrit word 

and there are no ceremonies accompanying the teaching of the 

method nor the choosing of the focus word as there is with 

TM. 

Mindfulness Meditation 

Mindfulness meditation (Thera, 1962) differs from other 

meditation techniques. Instead of focusing upon a mantra or 

word, the subject practices a "detached observation from one 

moment to the next, of a constantly changing field of 

objects." The subject first concentrates on successive in

breaths and out-breaths to stabilize the attention, and then 

expands the field of observation in sequential stages. These 

stages include body sensations, thoughts, memories, 

emotions, perceptions, intuitions, and fantasies as they 

occur in time (Kabat-Zinn, 1982). Daily practice for 45 

minutes is recommended (Kabat-Zinn, 1985). 

Guided Imagery 

Guided imagery, generally provided by a therapist or 

pre-recorded tape, instructs the individual through a 

descriptive narrative to relax and visualize positive 

outcomes (Benson & McKee, 1993). Thompson & Copens (1994) 

described this process as beginning with deep breathing, 

followed by relaxing specific body parts, and concluding 
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with concentration upon a pleasant scene. The guided imagery 

session or tape generally lasts 10 to 20 minutes. 

Spectra Dynamics Seminar 

In this study, subjects were studied who had been 

taught and practiced a relaxation technique taught in the 

Spectra Dynamics Seminar (SDS) and developed by Gates 

(1975) . The subject learning this technique was first taught 

to relax during the seminar by practicing relaxation through 

guided imagery sessions which were read by the seminar 

teacher. For home practice, the subject was given a workbook 

with a written relaxation session in it. The subject was 

instructed to choose a quiet place at home or work, read the 

"relaxation session" and allow twenty minutes to pass. The 

initial "relaxation session" was a two-page written guided 

imagery essay. This essay systematically suggested 

relaxation to the subject, beginning at the toes and 

progressing through the body. A portion of this session is 

shown below (Gates, 1975). 

I can feel myself growing more and more relaxed with 

each and every breath that I exhale. I visualize a 

balloon exhausting all its air. I too, relax, releasing 

greater and greater amounts of tension as I exhale ... 

dissolving into the deepest state of rest. I 

feel ... feel ... feel ... the sensation of soothing 
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relaxation as it begins in my toes, ... and each and 

every fiber ... and muscle ... in each toe ... now responds 

to the irresistible urge to let go (p. 1). 

After practicing "relaxation sessions" in this way for 

two weeks (3 times a day for 20 minutes), the subject chose 

a word to symbolize relaxation for him/her. That word was 

used to induce the relaxed state at will. A "relaxation 

session" was used to reinforce the use of the chosen word. 

This "relaxation session" was then practiced 21 times, 

ideally 3 times a day for 1 week. A portion of this session 

is shown below (Gates, 1975). 

From this moment on, (my chosen word) triggers 

deep relaxation of my mind and body. I feel Alpha 

occur. I feel wonderful. I feel comfortable ....... . 

My chosen word works only when I deliberately use it 

for deep relaxation to attain alpha consciousness. Its 

use in regular conversation has no effect on me 

whatsoever (p. 3). 

The subject was instructed to practice "relaxation 

sessions" 1 to 3 times daily for 20 minutes per session. To 

begin a "relaxation session," the subject would sit or lie 

down in a quiet place, think his/her "chosen word," and 
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allow 20 minutes to pass. If the subject so chose, he/she 

could read selected positive affirmations prior to each 

session. He/she would then think his/her "chosen word" after 

reading the affirmations. The affirmations were included in 

a workbook the subject received at the seminar. The 

affirmations were grouped together as "Self-image Builders" 

(SIB). The five SIB in the workbook were: "Love, Health, 

Prosperity, Confidence-OK-Ness," and "Life and Aliveness." 

The SDS technique essentially had a two-pronged 

approach. The "relaxation sessions" provided relaxation for 

the physical body. The affirmations were directed to 

changing a person's self-image. According to the 

presentation within the Spectra Dynamics Seminar, each 

person had a self-image based upon past experiences which 

were stored within the subconscious mind. Affirmations have 

been effective for changing these self-images. Linking the 

affirmations with a single "relaxation session" was similar 

to stating the same affirmations 100 times, making changes 

in the self-image more easily attained (Gates, 1975) . 

The "Love" SIB was two paragraphs of affirmations 

directed at improving a person's feelings of self love and 

acceptance. The "Love" SIB was read prior to 21 "relaxation 

sessions," ideally 3 times a day for 1 week. A portion of 

the "Love" SIB is shown below (Gates, 1975). 
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I accept myself as a lovable person ... I have the 

ability ... and I do express and receive love ........... . 

I now forgive myself for every mistake I have ever 

made ... and I forgive everyone else who has in any way 

harmed me ... knowing that out of each experience, as I 

understand it, good must surely come to me (p. 7). 

Once the subject had completed 21 sessions of the 

"Love" SIB, he/she proceeded to the "Health" SIB. The 

"Health" SIB was two paragraphs of affirmations. These 

affirmations were directed at improving health. The "Health" 

SIB was read prior to 21 "relaxation sessions", ideally 3 

times a day for 1 week. A portion of the "Health" SIB is 

shown below (Gates, 1975) . 

. . . radiant health is mine right now. I feel it pulsing 

through me with every breath that I take. Every gland, 

every organ, every tissue of my body ... is now being 

charged with radiant vitality and energy (p. 8). 

When the subject had completed 21 sessions of the 

"Health" SIB, he/she proceeded to the "Prosperity" SIB. The 

"Prosperity" SIB was two paragraphs of affirmations directed 

at improving a person's ability to create and receive 

abundance (i.e. money, love). The "Prosperity" SIB was read 
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prior to 21 "relaxation sessions," ideally 3 times a day for 

1 week. A portion of the "Prosperity" SIB is shown below 

(Gates, 1975). 

I am a kind and generous person. I expect wealth to 

come to me. I use my money wisely. I give of myself, my 

time, my money, and my love. I am an outgoing, loving, 

and generous person. As I seek to do more good for 

others, all of the channels of life ... people ... 

situations ... and conditions pour out a greater 

abundance to me (p. 9). 

When the subject had completed 21 sessions of the 

"Prosperity" SIB, he/she proceeded to the "Confidence-OK

Ness" SIB. The "Confidence-OK-Ness" SIB was two paragraphs 

of affirmations directed at improving a person's self 

confidence and self-esteem. The "Confidence-OK-Ness" SIB was 

read prior to 21 "relaxation sessions," ideally 3 times a 

day for 1 week. A portion of the "Confidence-OK-Ness" SIB is 

shown below (Gates, 1975). 

I am unique. I have special qualifications. There are 

things for me to do ... that are done better by me ... than 

by any other person. I am important to life. I live in 
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such a way that I approve of myself. I have confidence 

in my own judgment (p . 11). 

When the subject had completed 21 sessions of the 

"Confidence-OK-Ness" SIB, he/she proceeded to the "Life and 

Aliveness" SIB. The "Life and Aliveness" SIB was two 

paragraphs of affirmations directed at decreasing a person's 

fear of death. The "Life and Aliveness" SIB was read prior 

to 21 "relaxation sessions," ideally 3 times a day for 1 

week. The major portion of the "Confidence-OK-Ness" SIB was 

The Twenty-third Psalm (Gates, 1975). 

The subject was taught in the Spectra Dynamics Seminar 

how to write affirmations. After completing the five SIBs, 

the subject could choose to use his/her own affirmations or 

practice without affirmations. 

Summary of Meditation/Relaxation Techniques 

Guided imagery, a part of early SDS training, makes use 

of breathing and suggestion to promote the practitioner's 

relaxation. An example of this is given below (Gates, 1975) . 

I can feel myself growing more and more relaxed with 

each and every breath that I exhale. I visualize a 

balloon exhausting all its air. I too, relax, releasing 

greater and greater amounts of tension as I exhale ... 

(p. 1) . 
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In ROM, a relaxation phase similar to PMR begins the 

practice session, prior to the practice of a breathing 

technique with the word "one". Mindfulness meditation makes 

use of a breathing technique to begin the relaxation phase, 

which is similar to phases in guided imagery and ROM. The 

SDS practice is similar to TM in that one word, or mantra is 

used to induce the meditation state which is then practiced 

for 20 minutes. The major difference among SDS practitioners 

and the other practitioners is the optional use of 

affirmations prior to relaxation sessions. Three daily 

practice sessions are recommended by SDS, whereas one to two 

daily practice sessions are recommended by the other 

techniques. 

No previous reported studies have been performed using 

the SDS group. Practitioners of TM have been shown to have 

alpha and some theta cycles by EEG (Wallace, 1970) . 

Biofeedback used EEG and/or EMG to establish that relaxation 

was taking place (Futterman & Schapiro, 1986) . Other studies 

have used guided imagery as a technique to decrease anxiety 

(Thompson & Coppens, 1994; Tsai & Crockett, 1993). Guided 

imagery was used to first teach SDS practitioners to relax. 

The second phase of SDS, which used a word to induce 

relaxation, was similar to the use of a mantra as in TM, or 

the word "One" in ROM. The practice time of SDS was limited 

to 20 minutes per session which was consistent with the 
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other methods. Given the similarity in technique among 

methods, it was suggested that SDS produced a similar state 

of relaxation. 

The main difference between SDS and the other 

techniques was the optional use of the affirmations prior to 

the beginning of the relaxation phase. These affirmations 

were designed to improve self-esteem (Gates, 1975). Improved 

self-esteem is one factor in good psychological health. The 

use of affirmations may have enhanced any difference in 

psychological health between the practitioner group and the 

non-practitioner group. 

The SDS practitioners were chosen as the study group 

to decrease the number of confounding variables that could 

be present by studying a mixed sample of meditation/ 

relaxation techniques. The investigator knew that this 

population was taught in a consistent fashion, many had 

practiced the technique for more than five years, and that 

there was a sufficient pool of subjects for an exploratory 

pilot study. 

Effects of Meditation/Relaxation Techniques 

The use of meditation or relaxation techniques for 

relief of somatic and psychological symptoms from stress and 

anxiety is well-documented. Tsai & Crockett (1993) reported 

that stress levels decreased significantly in nurses using 

progressive relaxation (p<0.05). Carrington, Collings, 
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Benson, Robinson, Wood, Lehrer, Woolfolk, & Cole (1980) 

reported that anxiety scores decreased over a 5 month period 

in those subjects who practiced meditation techniques when 

compared to control subjects (p<0.001). In another study, 

Kabat-Zinn, Lipworth, & Burney (1985) taught chronic pain 

patients ''mindfulness meditation" in a ten-week class 

series. These patients were followed over time for 15 

months. Psychological symptomology measured in these 

patients by the Symptom Checklist-90-Revised (SCL-90-R) 

decreased 35% to 55% (p<0.003). Reductions were found in the 

subscales measuring anxiety, depression, hostility, 

somatization and interpersonal sensitivity. The largest 

decrease in symptoms was related to anxiety and depression 

(unpublished data) . Denney & Baugh (1992) used a series of 

six biofeedback/relaxation sessions in a group of male 

alcoholics (n=82) over a 6 month period to determine if 

sobriety success could be enhanced. They reported that as 

anxiety decreased, maintenance of sobriety increased (r=.22, 

p<0.05). A decrease in insomnia, measured by decreased 

latency to sleep onset and fewer sleep awakenings, was 

reported by 86.5% of the patients. Also, 45% of the group 

had confirmed sobriety at the end of the six month period. 

Meditation/relaxation techniques have also been used to 

decrease anxiety in persons with psychiatric diagnoses. 

Anxiety can be present in many of the psychiatric disorders. 
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In two studies, mindfulness meditation was shown to decrease 

anxiety in patients with psychiatric diagnoses (Kutz, 

Leserman, Darrington, Morrison, Borysenko, & Benson, 1985; 

Kabat-Zinn, Massion, Kristeller, Peterson, Fletcher, Pbert, 

Lenderking, & Santorelli, 1992). Specific measures used in 

these studies as well as significance values will be covered 

in the literature review. 

Few studies have reported the psychological benefits of 

the long-term practice of meditation/relaxation techniques. 

It was suggested by these studies that long-term (more than 

5 years) practitioners of TM have a high level of 

psychological health (Gelderloos, Hermans, Ahlscrom, & 

Jacoby, 1990), a positive self-concept (Nystul & Garde, 

1977), and less anxiety with a higher level of self 

actualization (Hjelle, 1974). Given the short-term benefits 

of practicing a meditation/relaxation technique and 

indications of long-term benefits, this investigator 

reasoned that the long-term practice of a meditation/ 

relaxation technique may produce beneficial psychological 

effects. 

Problem Statement 

There is a paucity of data about the long-term 

psychological effects of practicing meditation/relaxation 

techniques. The bulk of research using meditation/relaxation 
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as a therapeutic intervention has been carried out over 

short-time intervals of 6 weeks to 6 months. This paucity of 

data posed questions about whether measurable psychological 

effects occur over years of practice, and whether these 

effects were beneficial to the client. If these 

psychological effects were measurable and beneficial, then 

the use of a meditation/relaxation technique could be taught 

to clients as a method of mental health promotion and stress 

reduction. 

Purpose 

The purpose of this study was to evaluate selected 

psychological differences between two groups: the group who 

has used the Spectra Dynamics technique for more than 5 

years and the control group who has never been taught nor 

practiced a meditation/relaxation technique. 

Research Questions 

1. What are the symptom dimensions of somatization, 

obsessive-compulsive, interpersonal sensitivity, depression, 

anxiety, hostility, phobic anxiety, paranoid ideation, and 

psychoticism for psychological distress as measured by the 

SCL-90-R in long-term practitioners of the SDS relaxation 

technique? 
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2. What are the symptom dimensions of somatization, 

obsessive-compulsive, interpersonal sensitivity, depression, 

anxiety, hostility, phobic anxiety, paranoid ideation, and 

psychoticism for psychological distress as measured by the 

SCL-90-R in a sample that has never practiced a 

meditation/relaxation technique? 

3. Are there statistically significant differences between 

the . long-term SDS practitioners and non-practitioners in the 

symptom dimensions of somatization, obsessive-compulsive, 

interpersonal sensitivity, depression, anxiety, hostility, 

phobic anxiety, paranoid ideation, and psychoticism for 

psychological distress as measured by the SCL-90-R? 

Definition of Terms 

Psychological is defined as "relating to the mental or 

behavioral characteristics of an individual or group" 

(Woolf, 1973). Psychological effects are measurable effects 

in an individual's mental or behavioral state. The SCL-90-R 

(Derogatis, 1994) assessed psychological symptomatic 

distress using a 90-item, paper-pencil, self-report 

inventory. The subscales measured nine symptom dimensions of 

somatization, obsessive-compulsive, interpersonal 

sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation, and psychoticism, as well as three global 

indices of distress. 



Practitioner: a person who had been taught and 

practiced a meditation/relaxation technique, specifically 

the SDS technique. 

Non-practitioner: a person who had never been taught 

nor practiced a meditation/relaxation technique. 

Long-term: more than 5 years. 

Significance of Research 
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The practice of a meditation/relaxation technique is 

relatively inexpensive. After the initial investment of 

learning the technique, the cost of continuing is only the 

time investment on the part of the individual. The continued 

practice of a meditation/relaxation technique may be a 

method to improve long-term psychological health. If this is 

so, it behooves the health care provider to encourage and 

promote its use as a cost-effective therapeutic intervention 

to promote psychological health. 

Summary 

Mental health is essential for optimal functioning in 

all areas of one's life. Meditation/relaxation techniques 

have been shown to decrease stress, anxiety, depression, 

somatization, insomnia, hostility, phobic anxiety, and 

psychoticism in symptomatic populations. Thus, the practice 



of a meditation/relaxation technique may be a tool for 

improving mental health. 
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Studies of short-term practice (6 months or less) have 

reported a decrease in psychological distress. There is a 

paucity of data concerning the long-term practice of these 

techniques. This posed questions about measurable 

psychological effects that may occur over years, and whether 

these effects were beneficial to the client . If these 

psychological effects were measurable and beneficial, then 

the use of a meditation/relaxation technique could be taught 

to clients as a method of mental health promotion and stress 

reduction. 

There are many forms of meditation/relaxation 

including: biofeedback, progressive muscle relaxation, TM, 

clinically standardized meditation, respiratory one method, 

and guided imagery. In this study, the practitioners of a 

technique taught in a Spectra Dynamics Seminar (SDS) was 

used to control for confounding variables. These 

practitioners had been taught in a consistent way and had 

practiced for more than 5 years. The practitioners were 

compared to a group who had never been taught nor practiced 

a meditation/relaxation technique. The proposed study 

evaluated and compared long-term practitioners of the SDS 

meditation/relaxation technique to a control group of non

practitioners matched by age, gender, and ethnicity. The 



SCL-90-R was used to determine if there were psychological 

differences between the groups. 
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CHAPTER 2. CONCEPTUAL FRAMEWORK AND REVIEW OF THE LITERATURE 

Introduction 

The conceptual framework of the benefits of long-term 

practice of meditation/relaxation techniques as it relates 

to this study is reviewed in this chapter. A review of the 

research findings which documents the psychological effects 

of the practice of meditation/relaxation techniques is 

included. 

Conceptual Framework 

Some studies have reported that there was a reduction 

in psychological symptoms when a meditation/relaxation . 

technique was employed. The symptom reductions included, 

decreased stress (Tsai & Crockett, 1993); decreased anxiety 

Kabat-Zinn, Lipworth, & Burney, 1985; Kutz, Leserman, 

Darrington, Morrison, Borysenko, & Benson, 1985; Denney & 

Baugh, 1992); and decreased anxiety, fear, and depression 

(Carrington, Collings, Benson, Robinson, Wood, Lehrer, 

Woolfolk, & Cole, 1980; Kabat-Zinn, J., Massion, A.O., 

Kristeller, J., Peterson, L.G., Fletcher, K.E., Pbert, L., 

Lenderking, W.R., & Santorelli, S.F., 1992). These short 

term studies (5 weeks to 5.5 months) have indicated that 

there is a positive relationship between the practice of a 

meditation/relaxation technique and beneficial psychological 
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effects. Figure 1 depicts the positive relationship of the 

practice of a meditation/relaxation technique to a decrease 

in psychological symptoms. 

Few studies have reported the psychological benefits of 

the long-term practice of meditation/relaxation techniques. 

It was suggested by these studies that long-term 

practitioners of TM have a high level of psychological 

health (Gelderloos, Hermans, Ahlscrom, & Jacoby, 1990), a 

positive self-concept (Nystul & Garde, 1977), less anxiety, 

and a higher level of self actualization (Hjelle, 1974). 

Given the short-term benefits of practicing a meditation/ 

relaxation technique and indications of long-term benefits, 

this investigator reasoned that the long-term practice of a 

meditation/relaxation technique may produce beneficial 

psychological effects. 

The researcher hypothesized that the long-term (more 

than 5 years) practice of a meditation/relaxation technique 

would result in a decrease in psychological symptoms. Figure 

2 depicts the conceptual framework for this study. The nine 

symptom categories portrayed in the conceptual framework 

were based upon the Symptom Checklist-90-Revised (SCL-90-R) . 

The SCL-90-R had been used in prior studies of meditation. 

These studies reported decreased psychological distress 

after the short-term (5 weeks to 5.5 months) practice of a 
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Reduction in Psychological Symptoms 

Anxiety 
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Fear 

Figure 1. Short-term effects of meditation/relaxation 
techniques. 
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Figure 2. Conceptual framework hypothesizing the 
psychological effects of long-term meditation/relaxation 
practice. 
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meditation/relaxation technique (Carrington, et.al., 1980; 

Kabat-Zinn, et. al., 1985; Kutz, et.al., 1985). This 

instrument (SCL-90-R) was selected to measure psychological 

functioning for this study because it has a long history of 

use. The SCL-90-R had normative data, proven reliability and 

validity, and had been used in other studies about 

meditation/relaxation techniques. 

The SCL-90-R is a psychological inventory for clinical 

assessment developed by Derogatis in the early 1970s 

(Derogatis, 1994). It is based upon the Hopkins Symptom 

Checklist (Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 

1974) and the Symptom Checklist-90 (Derogatis, Lipman, & 

Covi, 1973). It is composed of 90 self-report questions and 

measures psychological functioning in nine areas: 

somatization, obsessive-compulsive, interpersonal 

sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation, and psychoticism, and three global 

indices of distress: global severity index, positive symptom 

distress index, and positive symptom total. 

Previous studies have indicated symptom reduction as 

measured by these subscales when a meditation/relaxation 

technique was employed by a symptomatic population. To 

explore this relationship, a descriptive exploratory study 

investigated two similar samples to determine if there was a 

difference in psychological symptom level between a group 
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who had practiced a meditation/relaxation technique for more 

than 5 years and a group who had never been taught nor 

practiced a meditation/relaxation technique. 

Relevance of the Conceptual Framework 

The investigator proposed to compare long-term 

practitioners of the Spectra Dynamics Seminar (SDS) 

meditation/relaxation technique with non-practitioners who 

have not been taught nor practiced any meditation/relaxation 

technique. This study was undertaken to determine if there 

were any statistically significant differences between the 

groups. 

No previous reported studies have been performed using 

the SDS group. However, some practitioners of TM have been 

shown to demonstrate alpha and some theta waveforms when 

measured by use of electroencephalographic methods (EEG) 

(Wallace, 1970) . Biofeedback used EEG and/or 

electromyography (EMG) to establish that relaxation was 

taking place, based on the premise that alpha and theta EEG 

waveforms are indicative of a state of relaxation (Futterman 

& Schapiro, 1986) . Other studies have used guided imagery as 

a technique to decrease anxiety (Thompson & Coppens, 1994; 

Tsai & Crockett, 1993). Guided imagery was used to first 

teach SDS practitioners to relax. The second phase of SDS, 

which used a word to induce relaxation, was similar to the 



use of a mantra as in TM, or the word "One" in ROM. The 

practice time of SDS was limited to 20 minutes per session 

which was consistent with the time frame of other methods. 

Given the similarity in technique among methods, it was 

suggested that SDS produced a similar state of relaxation. 
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Nursing is concerned with health. The practice of a 

meditation/relaxation technique is relatively inexpensive. 

After the initial investment of learning the technique, the 

cost of continuing is only the time investment on the part 

of the individual. The continued practice of a meditation/ 

relaxation technique may be a method that could improve some 

aspects of long-term psychological health. If this 

assumption is correct, it behooves the health care provider 

to encourage and promote its use as a cost-effective 

therapeutic intervention to promote psychological he~lth. 

Literature Review 

Stress Reduction in a Working Population 

Meditation/relaxation techniques have been used in the 

working population to decrease stress. Tsai & Crockett 

(1993) randomly divided 46 Chinese nurses into two groups. 

The experimental group was taught relaxation training that 

combined meditation with imagery. The training time 

consisted of two weekly 90 minute sessions with one follow

up session at the five week interval. The control group was 
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given a lecture in-service on nursing theory analysis during 

the same time frame. 

Nurse stress level, as measured by the Nurse Stress 

Checklist (Benoliel, McCorkle, Georgiadou, Denton, & 

Spitzer, 1990), was reported to be statistically 

significantly less in the experimental group than in the 

control group at week five (F[1,132] = 5.69, p<0.05). Within 

the experimental group, there was a significant interaction 

effect of time and treatment on the nurses's stress level 

(F[1, 132] = 12.5, p<0.05). Reported health levels in the 

experimental group using the Chinese Health Questionnaire 

(Cheng, Wu, Chong, & Williams, 1990; Chong & Wilkinson, 

1989) were improved at the five week interval; however no 

statistical information was given for between group 

comparisons for this measure. 

The study by Tsai & Crockett was well controlled, as it 

used randomly selected nurses. However, attendance at a 

nursing theory analysis class may have inadvertently added 

stress to the control group. This is a threat to the 

reliability and validity of the study. The added stress 

could have increased the difference between the groups. This 

study also used Chinese nurses, who may by virtue of their 

culture be more amenable to meditation training. Thus, this 

study may not be generalizable to the United States culture. 
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Carrington, Collings, Benson, Robinson, Wood, Lehrer, 

Woolfolk, & Cole (1980) studied the use of meditation/ 

relaxation techniques for stress reduction in employees of 

the New York Telephone Company. These subjects had no prior 

meditation or muscle relaxation experience. The subjects 

were assigned to one of four groups: the respiratory one 

method (ROM) devised by Benson; the clinically standardized 

meditation (CSM) devised by Carrington; the progressive 

muscle relaxation (PMR); or the no-treatment control group. 

The groups were similar for gender, age, and demographic 

mix. The ROM group had a smaller percentage of 

"nonmanagement" subjects compared to the other three groups. 

This was the only reported exception to subject mix. 

Baseline values indicated there was no statistically 

significant difference between the groups on the SCL-90-R at 

baseline. 

Carrington, et.al. (1980) used the SCL-90-R to measure 

at 6 week and at 5.5 month intervals after the groups had 

practiced the various methods. At the end of the third 

measurement, the three experimental groups were collapsed to 

one group to determine if meditation/relaxation techniques 

were effective in reducing symptoms of stress. The collapsed 

experimental group had a statistically significant reduction 

in symptoms in the general severity index (GSI) (p<0.01), 

the positive symptom total (PST) (p<0.01), somatization 



(p<0.02), interpersonal sensitivity (p<O.OS), depression 

(p<0.01), and hostility (p<0.0001) when compared to the 

control group. 
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In the same study, scores for experimental subjects who 

had stopped practicing a meditation/relaxation technique 

were compared to those of the control group. No 

statistically significant differences in the degree of 

symptom improvement were reported . Also, no difference in 

symptom improvement was found between frequent and 

occasional practitioners. The experimental subjects that did 

not practice were combined with the control group and 

compared to the practitioners of the experimental groups. 

Analysis of covariance (ANCOVA) indicated greater symptom 

improvement in the practitioner group including the GSI 

(p<0.001), the PST (0.001), somatization (p<0.001), 

depression (p<0.001), anxiety (p<0.001), hostility 

(p<0.001), interpersonal sensitivity (p<0.01), paranoid 

ideation (p<0.01), psychoticism (p<0 . 01), obsessive

compulsive (p<O.OS), and phobic anxiety (p<O.OS). 

Carrington et. al. (1980) also compared the three 

experimental groups. The subjects practicing ROM and CSM 

were reported to improve significantly when compared to 

control subjects on the GSI (p<O.OS), PST (p<O.OS), 

depression (p<O.OS), hostility (p<O.OS), phobic anxiety 

(p<O.OS), and psychoticism (p<O.OS). The subjects practicing 



PMR improved significantly more than controls in only the 

hostility index (p=0.051). 

It should be noted that in the Carrington et. al. 
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(1980) study, the percentage of practitioners differed in 

each group. This difference may have accounted for the 

disparity among the experimental groups. At time 5.5 months, 

81% were still practicing CSM, 76% were still practicing 

ROM, and 63% were practicing PMR. The researchers did not 

control for gender or age. 

Anxiety Reduction in Psychiatric Populations 

Anxiety was a symptom in many of the psychiatric 

disorders defined by the DSM IV (1994) . Denney & Baugh 

(1992) used a series of six biofeedback/relaxation sessions 

in a group of male alcoholics (n=82, age 21-68), to 

determine if sobriety success could be enhanced. All 

subjects were abstinent from alcohol prior to the study and 

had recently completed the 21-day Alcohol Rehabilitation 

Unit (ARU) program at the Veterans Administration Medical 

Center in Waco, Texas. The subjects were assessed for sleep 

problems, daily subjective anxiety level, depression, and 

headaches. 

The researchers found that there was an inverse 

relationship between anxiety reduction and continued 

sobriety (r=.22, p<.05). A decrease in insomnia, defined as 

decreased latency to sleep onset and fewer sleep awakenings, 



41 

was reported by 86.5% of the patients. Forty-five members of 

the group had confirmed sobriety at 6 months. 

This study by Denney & Baugh (1992) had many threats to 

reliability and validity. There was no control group for the 

study. Previously validated- instruments for depression and 

anxiety were not used. The evaluation instruments used were 

apparently developed by the researchers and no data about 

validity and reliability of these instruments were provided. 

This clearly reduced the value of the study. 

Another study by Kutz, Leserman, Darrington, Morrison, 

Borysenko, & Benson (1985) taught 20 patients (ages 21 to 

53) receiving psychotherapy the technique of mindfulness 

meditation. The patients' diagnoses varied from severe 

narcissistic and borderline personality disorders to anxiety 

and obsessive neuroses. Psychotic patients were excluded. 

The patients were tested using the SCL-90-R before 

learning mindfulness meditation and again at the tenth week 

interval. After the ten week period, the SCL-90-R scores 

measured more normal values in somatization (p<.05), 

obsessive-compulsive (p<.05), interpersonal sensitivity 

(p< . 01), depression (p<.01), anxiety (p<.01), hostility 

(p< . OS), and phobic anxiety (p<.05) subscales. 

Using the Clinical Rating Scale (Strupp & Hadley, 

1975), the patients' therapists rated them as having an 

overall decrease in the intensity of current problems 
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(p< . 01) and in anxiety (p<.01). In addition, the patients 

were rated by the therapists as having improved enjoyment of 

life (p<.01), self-assertion (p<.01), self-esteem (p<.01), 

self-identity (p<.01), insight (p<.01), and anxiety 

tolerance (p<.01). 

The patients continued with psychotherapy during the 

intervention . The value of this study was minimal since no 

control group was used to compare the difference between 

psychotherapy alone and psychotherapy with the use of 

mindfulness meditation. Also, there was no control for the 

variables of psychiatric diagnosis, age, or gender . The 

therapists were not blind to the study or the study 

participants. Most importantly, the validity and reliability 

of the instruments used were not addressed. 

In another study, 22 patients meeting Diagnostic and 

Statistical Manual of Mental Disorders (3rd edition, 

revised) (DSM-III-R) of the American Psychiatric Association 

(1987) criteria for generalized anxiety disorder or panic 

disorder with or without agoraphobia were taught mindfulness 

meditation (Kabat-Zinn, Massion, Kristeller, Peterson, 

Fletcher, Pbert, Lenderking, & Santorelli, 1992). 

Individuals with psychotic symptoms were excluded from the 

study. There were 17 women and 5 men, varying in age between 

26 and 64 years. Eleven were receiving medication for the 

treatment of anxiety at the time of the study. 
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The researchers used a repeated measures design, with 

the subjects studied serving as their own controls. Analysis 

of variance (ANOVA) was used to analyze data from 

recruitment, pretreatment, post-treatment, and the three 

month follow-up time period. The researchers used reliable 

and valid instruments including the Hamilton Rating Scale 

for Anxiety, the Hamilton Rating Scale for Depression, the 

Beck Anxiety Inventory, the Beck Depression Inventory, and 

the Fear Survey Schedule . The study did not control for 

gender or age. 

The subjects showed significant (p<.001) improvements 

in the ratings for anxiety, depression, and fear from 

pretreatment to post-treatment. Ninety-one percent reported 

continued use of the methods at the three month time 

interval. Scores for subjects receiving psychotropic 

medication did not differ significantly from those not 

receiving medication. 

Long-term Effects of Meditation/Relaxation 

Research on the long-term effects of meditation/ 

relaxation techniques has been performed upon practitioners 

of TM. No studies of the long-term effects of the other 

methods (Futterman & Schapiro, 1986; Jacobson, 1929; 

Maharishi, 1966; Benson, 1975; Thera, 1962; Carrington, 

1978; Gates, 1975) were found in the literature search. 
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Gelderloos, et. al. (1990) compared the psychological 

health of two groups of TM practitioners and a control group 

of non-practitioners. Group one had practiced TM for more 

than 10 years, and the second group had practiced TM for an 

average of 5 years. The researchers used Hermans' self

confrontation method, a phenomenological instrument used in 

prior studies. An interviewer rated the subjects on a 7-

point scale (-3 to +3) for the five content-analysis 

dimensions of unifying ability, autonomy, intrinsic 

spirituality, creativity and directedness. A double-blind 

process was used for most of the interviews with neither the 

interviewer nor the subjects being aware of the purpose of 

the study. The one exception to this protocol was that one 

of the researchers performed some of the interviews. 

The TM groups scored significantly higher than the 

control group {F(,40) = 16.91, p=.0002, indicating a higher 

level of psychological health for the TM groups. There was 

some difference between TM groups, with Group 1 scoring 

higher. However, the difference was not statistically 

significantly different. 

The researchers did address the possibility of bias by 

the raters, and reported that interviewer type did not 

covary significantly with the dependent variable. They did 

not control for gender or lifestyle variables. The 

researchers identified self-selection (i.e., those with a 
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higher level of psychological health choose to practice TM) 

as the major limitation. 

Nystul & Garde (1977) found that TM practitioners 

scored higher in a measure of positive self-concept than 

nonmeditators. The TM practitioners had practiced a mean (no 

range was given in the report) of three years. They were 

compared to a control group of nonmeditators matched by age 

in years (18 to 30) and socioeconomic factors. The Tennessee 

self-concept scale was used to evaluate the differences 

between the groups. 

A statistically significant difference was found for 6 

of the 29 possible scores. The TM practitioners scored 

highest in: the Total Positive Score (p<.05), Identity 

(p<.05), Self-satisfaction (p<.05), Personal Self (p<.05), 

and Moral Ethical Self (p<.01). The TM practitioners also 

scored higher on an inverse scale of the Personality 

Disorder Score (p<.05). A weakness in this study was no 

control for the variables of gender or lifestyle factors 

which may have affected the results. 

Hjelle (1974) compared experienced TM practitioners 

(average of 22.63 months) with a control group of 

nonpractitioner subjects 1 week prior to receiving TM 

instruction. The researcher used the Bendig scale to measure 

anxiety, Rotter's Internal-External Locus of Control scale, 

and Shostrom's Personal Orientation Inventory. One-tailed t 
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tests for independent samples were used for all significance 

levels. 

The TM practitioners scored significantly lower 

(p<.001) on the locus of control and anxiety scales, than 

the control group. The TM group, also scored significantly 

higher on 7 of the 12 Shostrom scales. Significant 

differences (p<.001) were found in the scores of the TM 

group for the inner directed, time competence, spontaneity, 

and self-regard scales when compared to control subjects. 

The self-actualizing value was significantly (p<.Ol) higher 

for the TM group, as well as feeling reactivity and capacity 

for intimate contact (p<.OS) when compared to the control 

group. No control measures were made for the variables of 

gender, age, lifestyle, or socioeconomic status. 

Summary 

The practice of meditation/relaxation techniques has 

been shown to decrease psychological symptoms in the short

term. A few studies have indicated that long-term TM 

practitioners may have a higher level of psychological 

health. The conceptual framework suggested that there was a 

difference in the psychological profile of long-term 

practitioners of a meditation/relaxation technique when 

compared to those who have not been taught nor practiced a 

meditation/relaxation techniq~e. 
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Stress reduction was demonstrated in two different 

populations. Chinese nurses showed significantly lower 

stress levels after using relaxation training that combined 

meditation with imagery (Tsai & Crockett, 1993). Carrington 

et. al. (1980) studied the reduction of stress symptoms in 

groups learning respiratory one method, clinically 

standardized meditation, or progressive muscle relaxation. 

Symptoms were reduced most in those who practiced a 

relaxation technique. 

Anxiety reduction and sobriety were significantly 

correlated in an alcoholic population taught biofeedback 

relaxation (Denney & Baugh, 1992). Patients with psychiatric 

diagnoses improved their scores on the SCL-90-R for the 

somatization, obsessive-compulsive, interpersonal 

sensitivity, depression, anxiety, hostility, and phobic 

anxiety subscales after being taught mindfulness meditation 

(Kutz, et.al., 1985). Scores for anxiety, depression and 

fear improved in a population of psychiatric patients with 

an anxiety disorder or panic disorder when taught 

mindfulness meditation (Kabat-Zinn, et.al., 1992). 

It was suggested by a few studies that long-term 

practitioners of TM had a high level of psychological health 

(Gelderloos, Hermans, Ahlscrom, & Jacoby, 1990), a positive 

self-concept (Nystul & Garde, 1977), and less anxiety with a 

higher level of self-actualization (Hjelle, 1974). 
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There is little written on the long-term effectiveness 

and psychological changes that may occur in a population 

that practices these techniques. Poor research design, the 

use of instruments that lacked reliability and validity, and 

the control of too few variables flawed a majority of the 

studies. The only studies of long-term practitioners 

reported in the literature studied TM practitioners. The 

proposed study compared long-term practitioners of the SDS 

meditation/relaxation technique to an age, gender, and 

ethnic matched control group of non-practitioners to 

determine if there were differences between the groups. 



CHAPTER 3. METHODOLOGY 

Introduction 

This chapter contains descriptions of the research 

design, the sample, and the setting of the study. Informed 

consent procedures used for the protection of human 

subjects, data collection protocols, descriptions of 

instruments and data analysis methods are delineated. 

Research Design 
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This exploratory pilot study utilized a comparative 

descriptive design. A group of long-term practitioners of 

the meditation/relaxation technique as taught in the Spectra 

Dynamics Seminar (SDS) was compared to a non-practitioner 

group to determine if there were statistically significant 

psychological differences as measured by the Symptom 

Checklist-90-Revised (SCL-90-R) between the groups. 

Sample 

The subjects of both groups were Euro-American females 

aged 50 to 59 years. Group 1 was composed of 10 female 

adults who have practiced the SDS relaxation/meditation 

technique for more than 5 years . For the SDS technique, the 

subjects were instructed to practice "relaxation sessions" 1 

to 3 times daily for 20 minutes per session. To begin a 
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"relaxation session," the subjects would sit or lie down in 

a quiet place, think their "chosen word," and allow 20 

minutes to pass. If the subjects so chose, they could read 

selected positive affirmations prior to each session. They 

would then think their "chosen word" after reading the 

affirmations. The affirmations were included in a workbook 

the subject received at the Spectra Dynamics Seminar. The 

affirmations were grouped together as "Self-image Builders" 

(SIB). The five SIB in the workbook were: "Love, Health, 

Prosperity, Confidence-OK-Ness," and "Life and Aliveness." 

All of the subjects in group 1 had completed the SIBs. They 

began with the "Love" SIB, and read it prior to 21 

sequential "relaxation sessions." After the "Love" SIB, they 

proceeded to the "Health" SIB for 21 "relaxation sessions," 

then to the "Prosperity" SIB for 21 "relaxation sessions," 

then to the "Confidence-OK-Ness" SIB for 21 "relaxation 

sessions," and finally the "Life and Aliveness" SIB for 21 

"relaxation sessions." A more detailed description of the 

SDS technique and the SIBs are referred to in Chapter 1. 

Group 2 was composed of 10 female adults who had never 

been taught nor practiced a relaxation/meditation technique 

i.e. biofeedback, meditation, progressive muscle relaxation, 

or relaxation tapes. 
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Protection of Human Subjects 

This study was reviewed and approved by the College of 

Nursing and The University of Arizona Human Subjects 

Committee (Appendix A). Subjects were assigned specific 

numbers which appeared on all of their documents. This 

procedure was carried out to assure confidentiality of 

questionnaire and demographic data. Only the researcher has 

access to the data. 

Setting 

The demographic survey and SCL-90-R questionnaire were 

given in the homes of the subjects at their convenience. One 

subject participated in a private location at her church. 

All locations were in southeastern Arizona. 

Instruments 

Each subject was asked to complete a demographic survey 

form (Appendix B) . Psychological variables were measured 

using the SCL-90-R as revised by Derogatis in 1977 (1994) . 

Demographic Survey 

The demographic survey (Appendix B) screened for 

socioeconomic status, educational level, potential 

situational stressors or illnesses such as children at home, 

recent divorce, recent loss, chronic illness, and 

psychiatric diagnosis. The subjects were also surveyed for 



head injury, seizure event, current medication usage, 

recreational drug usage, menopause, and lifestyle factors 

such as exercise, diet, alcohol consumption, caffeine 

consumption, and cigarette consumption. 

Symptom Checklist-90-Revised 
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The SCL-90-R is a psychological inventory developed by 

Derogatis in the early 1970s and revised in 1977 (Derogatis, 

1994). It is based upon the Hopkins Symptom Checklist 

(Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974) and 

the Symptom Checklist-90 (Derogatis, Lipman, & Covi, 1973). 

This instrument was designed to assess the psychological 

symptom status of psychiatric patients, medical patients, 

nonpatient adults, and adolescents. It ''can be used as a 

one-time assessment of a client's clinical status or it can 

be used repeatedly to document formal outcomes, response 

trends, or pre-post therapeutic evaluations" (Derogatis, 

19941 p • 7) • 

Normative data were available for six population 

groups: male psychiatric outpatients, female psychiatric 

outpatients, male nonpatients, female nonpatients, male 

psychiatric inpatients, and female psychiatric anpatients. 

The nonpatient normative sample represented a "stratified 

random sample from a diverse county in a large eastern 

state" (Derogatis, 1994, p. 19). Demographic data for the 



sample of 974 nonpatients were reported as 49.3% women 

(n=480), 85.5% white, 60% married, and a mean age of 46. 
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The SCL-90-R measured psychological symptomatic 

distress using a 90-item, paper-pencil, self-report 

inventory. The subscales measured nine symptom dimensions of 

somatization, obsessive-compulsive, interpersonal 

sensitivity, depression, anxiety, hostility, phobic anxiety, 

paranoid ideation, and psychoticism, as well as three global 

indices of distress (Derogatis, 1994). A description of 

these subscales follows. The somatization subscale 

considered perception of bodily dysfunction focusing on 

cardiovascular, gastrointestinal, and respiratory 

complaints, as well as gross musculature pain and 

discomfort. The obsessive-compulsive subscale focused on 

thoughts, impulses, and actions experienced as irresistible 

and unremitting, which were of an unwanted or ego-alien 

nature. The interpersonal sensitivity subscale focused on 

feelings of inferiority and inadequacy, especially in 

comparison to other people. The depression subscale focused 

on the dysphoric mood and affect symptoms representative of 

clinical depression. The anxiety subscale reflected 

questions related to panic attacks, feelings of terror, 

apprehension, and dread. The hostility subscale focused on 

characteristic negative thoughts and feelings or actions of 

the anger state. The phobic anxiety subscale reflected a 
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persistent, irrational and disproportionate fear response to 

a specific person, place, object, or situation. The paranoid 

ideation subscale represented disordered thinking reflected 

by projective thought, hostility, suspiciousness, 

grandiosity, centrality, fear of loss of autonomy, and 

delusions. The psychoticism subscale focused on items 

indicative of a schizoid lifestyle and included symptoms 

such as hallucinations and thought control. The global 

severity index combined number of symptoms reported with the 

intensity of perceived distress and was the best indicator 

of the current level of distress. The positive symptom 

distress index measured symptom intensity. The positive 

symptom total was the number of symptoms reported and 

measured symptom breadth. 

"Reliability is concerned with how consistently the 

measurement technique measures the concept of interest" 

(Burns & Grove, 1993, p.339). The lowest acceptable 

coefficient for a well-developed instrument is .80 (Burns & 

Grove, 1993, p.339). Derogatis, Rickels, and Rock (1976) 

reported the internal consistency for this instrument was 

demonstrated with an alpha coefficient ranging from .77 for 

psychoticism to a high of .90 for depression, with all other 

subscales at .80 or above. In a second study, the alpha 

coefficient ranged from .79 for paranoid ideation to a high 

of .90 for depression, with all other subscales at .80 or 
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above (Horowitz, Rosenberg, Baer, Urena, and Villasenor, 

1988). These results indicated that most of the subscales in 

two studies demonstrated adequate reliability. 

In a construct oriented study of the SCL-90-R, 

Derogatis and Cleary (1977) reported that the empirical 

analysis matched the theoretical structure . Convergent

discriminant validity was demonstrated when this instrument 

was compared to three other instruments (Wiggins content 

scales, Tryon's cluster scale, and the Minnesota Multiphasic 

Personality Inventory) using 209 "symptomatic volunteers" 

(Derogatis, Rickels & Rock, 1976). Correlations ranged from 

.41 to .75. Peveler and Fairburn (1990) correlated the 

scores of the SCL-90-R with the Present State Examination 

(PSE) in two different samples: 102 diabetic patients, and 

71 bulemic patients. Correlations ranged from approximately 

.60 to .82. These results indicated that the instrument had 

established construct validity and convergent-discriminant 

validity with other established instruments. 

Data Collection 

Data were obtained by surveying those female, Euro

American adults, ages 50-59 years, who had attended a 

Spectra Dynamics Seminar (Gates, 1975); practiced the 

relaxation technique for more than 5 years, and agreed to 

participate. Subjects of the practitioner group and other 
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practitioners were asked, "Who do you know who is Euro

American between the ages of 50 and 59 and has never 

meditated?" The non-practitioner group was composed of this 

recruited sample of Euro-American females, ages 50-59, that 

had never been taught nor practiced any form of relaxation/ 

meditation and who agreed to participate. A disclaimer was 

presented prior to completing the data collection 

instruments (Appendix C) . 

Data Analysis 

The SPSS Unix program was used to evaluate the data. 

Descriptive statistics were used to present the demographic 

data. Independent t tests were used to determine if 

statistically significant differences existed between the 

two groups in the variables of somatization, obsessive

compulsive, interpersonal sensitivity, depression, anxiety, 

hostility, phobic anxiety, paranoid ideation, psychoticism, 

global severity index, positive symptom total, and positive 

symptom distress index as measured by the SCL-90-R. 

The non-practitioner group scored highest in the 

obsessive-compulsive, anxiety, phobic anxiety, paranoid 

ideation and somatization subscales. These scores were 

summed. The summation of these subscales was labeled by the 

investigator as a "fear" index, and an independent t test 

was used to determine if there was a statistically 
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significant difference between the groups. The "fear" label 

was chosen with the argument that fear could be a component 

of each of these subscales. Obsessive-compulsive, anxiety, 

and phobic anxiety (social phobia and specific phobia) are 

within the DSM IV (1994) classification for anxiety 

disorders (p. 393). Panic attacks which occur in the context 

of several anxiety disorders (p. 394) are described as a 

"discrete period of intense fear or discomfort" (p. 395). 

Somatization is frequently associated with panic disorder, 

another anxiety disorder (p. 447). Paranoid ideation is 

manifested by a distrust and suspiciousness of others (p. 

634). Those with paranoid personality disorder are at an 

increased risk for agoraphobia (an anxiety disorder) and 

obsessive-compulsive disorder (p. 635). Obsessive-compulsive 

disorder (an anxiety disorder) may be associated with 

specific phobia, social phobia, and panic disorder (p.419). 

This was the reasoning for the "fear" label. 

The practitioner group scored highest in the 

depression, interpersonal sensitivity and hostility 

subscales. These scores were summed. The summation of these 

scores was labeled by the investigator as a "sad" index. The 

label "sad" was chosen as it represented to the investigator 

"feelings of hopelessness," a common symptom for depression 

(DSM IV, 1994). From the investigator's clinical experience, 

anger and interpersonal sensitivity can be underlying themes 
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to depression. Thus, the "sad" label was chosen to represent 

this summation. An independent t test was used to determine 

if there were any statistical differences between the 

groups. 

The demographic data for alcohol and caffeine intake 

were analyzed by independent t tests. 

Nonparametric analysis using the Wilcoxon Rank Sum W 

test was used for the somatization, obsessive-compulsive, 

interpersonal sensitivity, depression, anxiety, hostility, 

phobic anxiety, paranoid ideation, and psychoticism 

subscales, global severity index, positive symptom total, 

positive symptom distress index, "fear" index, and "sad" 

index. 

Summary 

The research design, sample, human subjects protection, 

setting, instruments, data collection, and data analysis 

have been described in this chapter . 

This was an exploratory pilot study of a comparative 

descriptive design. The sample was two groups of 10 Euro

American women between the ages of 50 and 59. The 

practitioner group had practiced the SDS technique for more 

than 5 years and the non-practitioner had never been taught 

nor practiced a meditation/relaxation technique. Human 

subjects approval was obtained . A demographic survey form 
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and the SCL-90-R were the instruments used to obtain data. 

Each subject read a disclaimer form and agreed to 

participate. Data was collected in a private location in a 

southeastern Arizona community. Data analysis were evaluated 

by the SPSS Unix program using independent t tests to 

determine if there were any statistically significant 

differences between the groups. Nonparametric analysis using 

the Wilcoxon Rank Sum W test was also performed . 
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CHAPTER 4. RESULTS 

Introduction 

The purpose of this study was to evaluate selected 

psychological differences between two groups: those who had 

used the Spectra Dynamics Seminar (SDS) technique for more 

than 5 years and the control group who had never been taught 

a meditation/relaxation technique nor practiced a 

meditation/relaxation technique. Described in this chapter 

are the demographic characteristics of the sample, what the 

instrument measured for the sample, and the results of this 

study. 

Demographic Characteristics of the Sample 

Tables 1, 2, and 3 outline the sample characteristics 

of age distribution, socioeconomic status and level of 

education, respectively. The total study consisted of 20 

Euro-American females, 10 in each group, ranging between the 

ages 50 and 59 (Table 1) . The practitioner group age range 

was between 50 and 57 years, with a mean of 53.7. The non

practitioner age range was between 50 and 59, with a mean of 

53.9 years of age. 

Seventy percent of the total sample had a yearly income 

of greater than $40,000. Only 50% of the practitioner group 



Table 1 

Age Distribution 

Total Practitioners Non-Practitioners 

Age n % n % n % 

50 3 15 2 20 1 10 

51 2 10 1 10 1 10 

52 2 10 0 0 2 20 

53 3 15 2 20 1 10 

54 2 10 0 0 2 20 

55 1 5 1 10 0 0 

56 4 20 3 30 1 10 

57 1 10 1 20 0 0 

58 1 5 0 0 1 10 

59 1 5 0 0 1 10 

had an income greater than $40,000, while 90% of the non

practitioner group was at this level (Table 2). 
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The practitioner group had a higher percentage of 

bachelor's degrees or higher for example 50% versus 30% for 

the non-practitioner group. Sixty percent of the non

practitioners and 30% of the practitioners had achieved a 

high school diploma (Table 3). 



Table 2 

Socioeconomic Status 

Total 

Income n 

< $20,000 1 

$20,000-$39,000 5 

$40,000-$59,000 7 

> $60,000 7 

Table 3 

% 

5 

25 

35 

35 

Highest Level of Education 

Total 

Education n % 

High School Diploma 9 45 

Associate Degree 3 15 

Bachelor's Degree 6 30 

Master's Degree 2 10 
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Practitioners Non-Practitioners 

n % n % 

1 10 0 0 

4 40 1 10 

2 20 5 50 

3 30 4 40 

Practitioners Non-Practitioners 

n % n % 

3 30 6 60 

2 20 1 10 

4 40 2 20 

1 10 1 10 
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Tables 4, 5, and 6 identified potential situational 

stressors or illnesses such as children at home, recent 

divorce, recent loss, chronic illness, and psychiatric 

diagnosis. None of the practitioner group had children at 

home, 40% were single and 60% were married. In the non

practitioner group, 20% were married and had children at 

home, 10% were single with no children and 70% were married 

with no children at home (Table 4) . Twenty-five percent of 

the total sample were divorced. The most recent divorce was 

reported to be 4 years ago (Table 5). Seven of the total 

sample (three in the practitioner group and four in the non

practitioner group) had experienced a recent loss. No 

subjects in the total sample reported having a chronic 

illness or a psychiatric diagnosis. One subject in the non

practitioner group reported a bone marrow transplant in 

1991. 

Eighty percent of the subjects in each group reported 

some type of weekly exercise. Seventy percent of the total 

sample reported that they participated in exercise three 

times a week for 20 minutes or more (Table 7) . 

Dietary practices are outlined in Table 8. The groups 

did differ in dietary practices in that only 10% of the 

practitioner group ate beef or pork, while 50% of the non

practitioner groups did. 



64 

Table 4 

Living Situation 

Total Practitioners Non-Practitioners 

n % n % n g.. 
0 

Single, children 0 0 0 0 0 0 

at home 

Single, no children 5 25 4 40 1 10 

at home 

Married, children 2 10 0 0 2 20 

at home 

Married, no children 13 65 6 60 7 70 

at home 



Table 5 

Divorce Status 

Divorced 

no 

yes 

# of years 

65 

Practitioner Non-Practitioner 

6 9 

4 1 

4 yr. 13 yr. 

7 yr. 

21 yr. 

24 yr. 



Table 6 

Recent Loss 

Type Practitioner 

Mother died 2 

Mother-in-law died 0 

Cat disappeared 1 

Not specified Q 

Total 3 

Non-Practitioner 

2 

1 

0 

~ 

4 

66 
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Table 7 

Exercise Patterns 

Total Practitioners Non-Practitioners 

Amount n % n % n % 

No Exercise 2 10 2 20 0 0 

> 20/1x a week 1 5 1 10 0 0 

> 20/2x a week 1 5 0 0 1 10 

> 20/3x a week 7 35 3 30 4 40 

> 20/5x a week 2 10 0 0 2 20 

> 20 daily 5 25 4 40 1 10 

Note. Amount of exercise is measured in minutes. Two are 
missing from non-practitioner group 
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Table 8 

Dietary Practices 

Total Practitioners Non-Practitioners 

n % n % n ~ 
0 

Vegetarian 1 5 0 0 1 10 

Fish/chicken 13 65 9 90 4 40 

2x/week 

Beef/pork/chicken/ 5 25 1 10 4 40 

fish daily 

Beef/pork daily 1 5 0 0 1 10 

Table 9 outlines the alcohol intake of the sample. One 

hundred percent of the practitioner group and 80% of the 

non-practitioner group reported consuming less than four 

drinks per month. Twenty percent of the non-practitioner 

group reported consuming four or more drinks per week. These 

differences in group alcohol consumption were not 

statistically significantly different. 

Cigarette smoking and caffeine consumption are reported 

in Tables 10 and 11, respectively. Seventy percent of each 

group do not smoke cigarettes. The remainder smoked one pack 

or less per day (Table 10). However, caffeine intake was 
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Table 9 

Alcoholic Beverage Intake Patterns 

Total Practitioners Non-Practitioners 

n % n g.. 
0 n % 

Never 4 20 3 30 1 10 

Monthly 10 50 5 50 5 50 

2-4 drinks/month 4 20 2 20 2 20 

2-3 drinks/week 0 0 0 0 0 0 

4+ drinks/week 2 10 0 0 2 20 

statistically significantly different (p=.002) between the 

groups. In the practitioner group, 70% reported no caffeine 

intake and 30% reported one to two cups per day. Only 10% of 

the non-practitioner group abstain from caffeine. Of the 

remaining members of the group, 70% reported drinking one to 

two cups per day, while 20% reported drinking five or more 

cups per day (Table 11) . 

Thirty percent of the total sample, i.e. three in each 

group, reported prior head injuries, based on the criterion 

of a loss of consciousness of less than 2 hours. One in the 

practitioner group had one seizure subsequent to an allergic 

reaction. No use of recreational drugs was reported. 
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Table 10 

Cigarette Smoking Practices 

Total Practitioners Non-Practitioners 

n % n % n % 

Never 9 45 5 50 4 40 

Stopped 5 25 2 20 3 30 

0-10 cigarettes/day 1 5 0 0 1 10 

1 pack/day 5 25 3 30 2 20 

Table 11 

Caffeine Intake Patterns 

Total Practitioners Non-Practitioners 

Amount n % n % n % 

Never 5 25 5 50 0 0 

Stopped 3 15 2 20 1 10 

1-2 10 50 3 30 7 70 

3-4 0 0 0 0 0 0 

5+ 2 10 0 0 2 20 

Note. Caffeine intake amount is in cups per day. 
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Table 12 lists the combinations of hormone replacement 

therapies. It was interesting to note that 60% of the entire 

sample were not on hormone replacement, even though 90% 

reported cessation of menses through menopause or 

hysterectomy. Also, of the two reporting regular menstrual 

cycles, one was on hormone replacement therapy. Further 

division of the two groups identified that 50% of the 

practitioner group and 70% of the non-practitioner were on 

no hormonal replacement. 

Other prescription drugs used and reported were: 

zestril, thyroid, and tamoxifen in the non-practitioner 

group and vanceril and ventolin inhalers in the practitioner 

group. The majority of the total group reported no over the 

counter medication usage. Over the counter medication usage 

reported was: aspirin, tylenol, and sudafed. Both groups 

used some form of vitamin supplements; only one non

practitioner did not use supplements. 

All of the SDS practitioners had completed the five 

self-image builders. Ninety percent reported daily practice 

and 10% reported practicing three times per week (Table 13). 

All have practiced 5 or more years. Sixty percent reported 

15 or more years of practice. One in the non-practitioner 

group reported practicing relaxation twice daily, but denied 

ever having been taught relaxation/meditation. 
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Table 12 

Hormonal Supplementation 

Total Practitioners Non-Practitioners 

n % n % n % 

None 12 60 5 50 7 70 

Estrogen only 5 25 4 40 1 10 

Estrogen & 3 15 1 10 2 20 

Progesterone 

Table 13 

Practice Patterns for Spectra Dynamics Seminar Technique 

Practitioners 

n % 

Three times/week 1 10 

Daily 6 60 

Twice daily 2 20 

Three times daily 1 10 
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Table 14 

Number of Years Practiced 

Practitioners 

Years n % 

5 1 10 

7 1 10 

8 1 10 

9 1 10 

15 4 40 

17 1 10 

20 1 10 

Instruments 

The Symptom Checklist-90-Revised (SCL-90-R) instrument 

was developed by Derogatis (1994) in the 1970s and revised 

in 1977. A reliability of .80 or higher is the lowest 

acceptable coefficient for an established instrument (Burns 

& Grove, 1993, p.339). The alpha value for the SCL-90-R in 

this study was .9165, with the standardized item alpha being 

.9259. These values indicated an overall reliable measure. 

Alpha for the subscales ranged between .1320 and .7147, 

while the standardized item alpha ranged between .1583 and 
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.7794 (Table 15). This wide variation in subscale alpha 

indicated poor reliability for the subscales in this sample. 

Table 15 

Reliability Analysis of the Symptom Checklist-90-Revised 

Sub scale Alpha Standardized Item Alpha 

Somatization .7147 .7794 

Obsessive-Compulsive .4960 .4666 

Anxiety .6212 .6658 

Depression .6595 .6900 

Interpersonal-Sensitivity .6149 .5965 

Hostility .3462 .3902 

Phobic Anxiety .4774 .5296 

Paranoid Ideation .6153 .7148 

Psychoticism .1320 .1583 

Total .9165 .9259 

The SCL-90-R was primarily developed to assess the 

psychological status of clients in a psychiatric population. 

The sensitivity of the instrument was assessed using an 

analysis of the answer distribution (Table 16) . Eighty 
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percent of the total group answers were "not at all." When 

the number of answers of "a little bit" are added to the 

number for "not at all," the percentage increased to 96% of 

the total answers possible. This assessment indicated poor 

sensitivity and validity of this instrument for this sample. 

Table 16 

Distribution of answers 

Answer Type Practitioner Non-Practitioner Total 

Not at all 745 707 1452 

A little bit 123 156 279 

Moderately 26 19 45 

Quite a bit 7 11 18 

Extremely 0 2 2 

Missing answers 2 5 7 

Research Questions 

The purpose of this study was to evaluate selected 

psychological differences between two groups: those who have 

used the Spectra Dynamics technique for more than 5 years 

and the control group who has never been taught a 

meditation/relaxation technique nor practiced a 



76 

meditation/relaxation technique. The research questions were 

formulated to address this purpose. The answers to the 

research questions follow. 

Research Question 1 

What are the symptom dimensions of somatization, 

obsessive-compulsive, interpersonal sensitivity, depression, 

anxiety, hostility, phobic anxiety, parartoid ideation, and 

psychoticism, for psychological distress as measured by the 

SCL-90-R in long-term practitioners of the SDS relaxation 

technique? 

The symptom dimensions for the practitioner group were 

well below the 50% ranking by normative data for nonpatient 

adult females. The percentile scores ranged from a high of 

15% for phobic anxiety to a low of 3% for anxiety (Table 

17). This means that 85% of the normative scores for 

nonpatient adult females were higher in phobic anxiety, 

indicating lower levels of phobic anxiety in the 

practitioner group. Thus, the scores for this group were 

much lower than would be expected when compared to normative 

data. Lower scores indicated fewer symptoms. 
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Table 17 

Practitioner SCL-90-R Symptom Dimensions 

Sub scale Norm 

Somatization .2083 .237 .075 11% 

Obsessive-Compulsive .3700 .313 .099 11% 

Anxiety .1200 .132 .042 3% 

Depression .3462 .341 .108 5% 

Interpersonal-Sensitivity .3222 .259 .082 11% 

Hostility .1833 .166 .052 13% 

Phobic Anxiety .0714 .121 .038 15% 

Paranoid Ideation .1000 .141 .044 8% 

Psychoticism .1300 .195 .062 8% 

Research Question 2 

What are the symptom dimensions of somatization, 

obsessive-compulsive, interpersonal sensitivity, depression, 

anxiety, hostility, phobic anxiety, paranoid ideation, and 

psychoticism, for psychological distress as measured by the 

SCL-90-R in a sample that has never practiced a 

meditation/relaxation technique? 

The symptom dimensions for the non-practitioner group 

were also well below the 50% ranking by normative data for 
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nonpatient adult females. The percentile scores ranged from 

a high of 27% for somatization to a low of 1% for depression 

(Table 18). This means that 73% of the normative scores for 

nonpatient adult females were higher in somatization, 

indicating lower levels of somatization for the non

practitioner group. Thus, the scores for this group were 

much lower than would be expected when compared to normative 

data. 

Table 18 

Non-Practitioner SCL-90-R Symptom Dimensions 

Sub scale Norm 

Somatization .2917 .300 .095 27% 

Obsessive-Compulsive .6200 .301 .095 16% 

Anxiety .1900 . 223 .071 6% 

Depression .1846 .146 . 046 1% 

Interpersonal-Sensitivity .2778 .297 .094 9% 

Hostility .1333 .189 .060 10% 

Phobic Anxiety .1143 .188 .059 25% 

Paranoid Ideation .3167 .380 .120 25% 

Psychoticism .1500 .158 .050 11% 
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Research Question 3 

Are there statistically significant differences between 

the long-term SDS practitioners and non-practitioners in the 

symptom dimensions of somatization, obsessive-compulsive, 

interpersonal sensitivity, depression, anxiety, hostility, 

phobic anxiety, paranoid ideation, and psychoticism, for 

psychological distress as measured by the SCL-90-R? 

Table i9 compared the scores obtained by each group. 

There were no statistically significant differences between 

the groups. The obsessive-compulsive subscale approached 

significance at p=.085, however the reliability of that 

subscale was .49, negating this effect. Trends were seen in 

other scales. The non-practitioner group tended to score 

higher in the somatization, anxiety, hostility, phobic 

anxiety, and paranoid anxiety subscales; however the group 

scores did not approach significance. The practitioner group 

scored higher in the depression, interpersonal-sensitivity, 

and hostility subscales, however these scores did not 

approach significance either. 

Further t tests were performed for the global severity 

index, positive symptom total and the positive symptom 

distress index . No statistically significant differences 

were found between the groups. 
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Table 19 

Comparison of SCL-90-R Scores Between Groups 

Practitioner Non-Practitioner 

M Norm M Norm p 

Somatization .20 11% .29 27% .499 

Obsessive-Compulsive .37 11% .62 16% .085 

Anxiety .12 3% .19 6% .404 

Depression .34 5% .18 1% .193 

Interpersonal-Sensitivity .32 11% .27 9% .726 

Hostility .18 13% .13 10% .538 

Phobic Anxiety .07 15% .11 25% .552 

Paranoid Ideation .10 8% .31 25% .118 

Psychoticism .13 8% .15 11% .804 

Due to the large number of "not at all" answers, 

subscales with the highest scores were combined to determine 

if there was a statistically significant difference for 

symptom groups. The non-practitioner group scored higher on 

the obsessive-compulsive, anxiety, phobic anxiety, and 

somatization subscales. These factors were summed and 

labeled by the investigator as a "fear" index. The "fear" 
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label was chosen with the argument that fear could be a 

component of each of these subscales (DSM IV, 1994, pp.393, 

394, 395, 419, 447, 634, 635). However, there was no 

statistically significant difference between the groups on 

the "fear" index. 

The practitioner group scored higher on the depression, 

interpersonal-sensitivity, and hostility subscales. These 

factors were summed and labeled by the investigator as a 

"sad" index. The label "sad" was chosen as it represented to 

the investigator "feelings of hopelessness," a common 

symptom for depression (DSM IV, 1994). From the 

investigator's clinical experience, anger and interpersonal 

sensitivity have been underlying themes to depression. 

Thus, the "sad" label was chosen to represent this 

summation. No statistically significant differences were 

found between the groups for the "sad" index. 

A nonparametric analysis using the Mann-Whitney U -

Wilcoxon Rank Sum W Test was performed to compensate for the 

small sample size. No statistically significant differences 

were found for the somatization, interpersonal sensitivity, 

depression, anxiety, hostility, phobic anxiety, paranoid 

ideation, or psychoticism subscales. No statistically 

significant difference was found for the global severity 

index, positive symptom total, positive symptom distress 

index, "fear" index, or "sad" index. A statistically 
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significant difference was found in the obsessive-compulsive 

subscale (p=.043). However, as stated earlier the obsessive

compulsive subscale was found to have poor reliability 

(alpha = .4960). 

Summary 

This chapter evaluated the psychological differences 

between a group that had practiced the SDS technique and a 

control group that had never been taught nor practiced a 

meditation/relaxation technique. 

Demographic data from both groups were very similar; 

groups were matched by gender (female), age (50 to 59), and 

ethnicity (Euro-American) . The practitioner group had a 

lower yearly income and a higher educational level. Subjects 

in both groups had few situational stressors or illnesses. 

Exercise practices and cigarette smoking were similar 

between the groups. The non-practitioner group reported 

higher red meat, alcohol, and a statistically significant 

higher (p=.002) caffeine consumption. Neither group reported 

serious head injuries. Prescription medication usage was 

largely restricted to hormone replacement therapy for both 

groups. Other prescription medication and over the counter 

medication usage was minimal. No recreational drug usage was 

reported. Both groups used vitamin supplements. All of the 



83 

SDS practitioners had completed the five self-image builders 

and had practiced regularly for more than 5 years. 

Although the SCL-90-R was shown to be reliable 

(alpha=.9165), none of the subscales were. An answer 

distribution analysis showed that 96% of the answers were 

"not at all" or "a little bit" indicating a lack of 

sensitivity to possible differences in this population and 

may not have been a valid instrument for this sample. 

Both groups scored well below the 50% ranking for 

normative data on the SCL-90-R. This indicated that both 

groups had few psychological symptoms as measured by the 

SCL-90-R. There were no statistically significant 

differences between the two groups. The obsessive-compulsive 

scale approached significance, but poor reliability negated 

this result. 

The non-practitioner group scored highest on 

somatization, anxiety, phobic anxiety, and paranoid anxiety 

subscales. These subscales were summed and labeled "fear" 

index by the investigator. The summed score was not 

statistically significantly different between the groups. 

The practitioner group scored higher on the 

depression, interpersonal-sensitivity, and hostility 

subscales than the non-practitioners. These subscales were 

summed and labeled "sad" index by the investigator. No 
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statistically significant difference between the groups was 

found. 

Nonparametric analysis using the Mann-Whitney U 

Wilcoxon Rank Sum W test to compensate for the small sample 

size also showed no statistically significant difference 

between the groups. The one exception, the 

obsessive-compulsive subscale, was statistically 

significant. However, this subscale had poor reliability. 
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CHAPTER 5. DISCUSSION 

Introduction 

The purpose of this study was to evaluate selected 

psychological differences between two groups: those who had 

used the Spectra Dynamics Seminar (SDS) technique for a 

minimum of 5 years and the control group who had never been 

taught nor practiced a meditation/relaxation technique. The 

findings related to the demographic data and research 

questions are discussed in this chapter. Presentation of the 

conclusions, limitations of the study, recommendations, and 

significance to nursing are also included. 

Discussion of Findings 

No statistically significant differences were found 

between the practitioner and non-practitioner groups. The 

Symptom Checklist-90-Revised (SCL-90-R) is an instrument 

initially designed for use in a psychiatric population. In 

this study, the SCL-90-R served to confirm that both the 

practitioner and non-practitioner groups were part of a 

nonpsychiatric population. Both groups scored well below the 

SO% ranking of normative data for nonpatient adult females. 

This can be attributed to the demographic make-up of the 

sample. 
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Careful matching of the non-practitioner group with the 

practitioner group screened out those factors most likely to 

yield high scores on the SCL-90-R. To eliminate as many 

confounding variables as possible the groups were age, 

gender, and ethnically matched. Demographic data showed that 

a high percentage in both groups practiced a healthy 

lifestyle with regular exercise, a diet low in red meat, as 

well as low alcohol, low caffeine and low cigarette 

consumption. Both groups reported minimal prescription and 

over the counter drug usage. All had a minimum of a high 

school education, and many had a bachelor's degree or above. 

None of the sample had a chronic illness, had had a major 

head jury, and only one had experienced a seizure. 

The two groups differed slightly in the report of red 

meat, alcohol, and caffeine consumption. The non

practitioner group had a higher consumption of these items 

reported by about 20% of the sample. Lower consumption of 

alcohol and red meat have been reported in a Transcendental 

Meditation (TM) population compared to a non-meditating 

population (Glaser, Brind, Vogelman, Eisner, Dillbeck, 

Wallace, Chopra, and Orentreich, 1991). It was uncertain if 

this characteristic was related to the practice of 

meditation or if those who practice a healthier lifestyle 

are attracted to these techniques, through cultural values, 



or public service announcements which encourage healthier 

life styles. 
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The non-practitioner group tended to score higher in 

the subscales of somatization, obsessive-compulsive, 

anxiety, phobic anxiety, and paranoid anxiety. The 

practitioner group tended to score higher in the subscales 

for depression, interpersonal-sensitivity, and hostility. 

However, no scores approached statistically significant 

values even when summed in the "fear" and "sad" indices. 

When the group scores were compared to normative data, both 

groups scored well below the fiftieth percentile in all 

subscales indicating that members of both groups had minimal 

psychological symptoms. 

The conceptual framework proposed that over time there 

would be a reduction in psychological symptoms in those who 

practiced a meditation/relaxation technique. The results 

from the SCL-90-R showed that the scores for the 

practitioner group were at the fifteenth percentile or below 

when compared to normative data, indicating a group with 

minimal psychological distress. The non-practitioner group 

scored higher than the practitioner group. However, this 

difference was not statistically significant. Additionally, 

the normative ranking of the non-practitioner group scores 

were at 27% or below; this indicates a group with minimal 

psychological distress. The SCL-90-R helped confirm that the 



two groups were not different and in essence were both 

nonpsychiatric groups selected very carefully so that the 

variable of meditation could be assessed with two 

homogeneous groups. 
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This study did not address the psychological state of 

the practitioner group prior to learning and practicing a 

meditation/relaxation technique, and thus it is difficult to 

assess with full assurance that the practice of a 

meditation/relaxation technique did not make a difference 

for this self-selected group . Both groups were essentially 

healthy, Euro-American females, that practiced a healthy 

lifestyle at the time of the study. Did members of the non

practitioner group employ another way of decreasing 

psychological symptoms that was not identified by the study? 

The question: "Does the practice of a meditation/relaxation 

techniques reduce psychological symptoms over time?" was not 

answered. This question would have been better evaluated in 

a longitudinally designed study, with measurements taken 

before the experimental group learned the meditation/ 

relaxation technique and periodically (six month to yearly 

intervals) after that. 

Conclusions 

The two groups studied were carefully matched by age, 

gender, and ethnicity . Additionally, demographic data about 
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lifestyle, educational level, minimal prescription or over 

the counter drug usage, and lack of chronic illness or 

previous major head injury confirmed the homogeneity of the 

two groups. This careful screening assured that the only 

variable measured was the practice of a specific meditation/ 

relaxation technique. There was no statistically significant 

difference between these groups as measured by the SCL-90-R. 

There may be a slight difference in alcohol, red meat, and 

caffeine consumption, with 20% of the non-practitioner group 

reporting a higher consumption. Caffeine consumption was 

statistically different between the groups with the non

practitioner group having a higher consumption. 

Limitations 

The sample size of this group was a limitation of this 

study. A power analysis was not performed. Due to the small 

sample size, it was more difficult to measure possible 

subtle differences between the groups. Sample size was 

sacrificed for homogeneity. There are a limited number of 

long-term practitioners of the SDS technique in the 

southeastern Arizona area. To expand the sample size, it 

would have been necessary to increase the age range, study 

both genders, and/or allow others of different ethnicities 

to participate. This expansion may have added confounding 

variables. 
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The SCL-90-R is an instrument that was primarily 

designed to measure psychiatric distress symptoms in a 

psychiatric population. The SCL-90-R was not an appropriate 

instrument for this sample of non-psychiatric healthy adults 

even though it had been used to evaluate multiple forms of 

meditation and multiple samples (Carrington, Collings, 

Benson, Robinson, Wood, Lehrer, Woolfolk~ & Cole, 1980; 

Kutz, Leserman, Derrington, Morrison, Borysenko, & Benson, 

1985). The sample size was quite small, only 10 in each 

group. If the sample size had been larger, statistically 

significant differences may have been reached. This is 

doubtful due to the high percentage (96%) of "not at all" 

and "a little bit" answers. Thus, the symptom profile was 

essentially based upon 4% of the answers, indicating a lack 

of sensitivity of the instrument for this sample. 

This was an exploratory pilot study and it served to 

identify the direction for future studies. The selection of 

instruments to measure subtle differences between otherwise 

homogenous groups will require a more careful assessment of 

existing psychosocial instruments. To begin this process, a 

qualitative study should be undertaken to try to identify 

variables/factors that separate a practitioner group from a 

non-practitioner group. With these findings identified, a 

search of psychosocial instruments should be undertaken. If 

a psychosocial instrument cannot be found, the next step 
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would be to develop an instrument based on the findings of a 

qualitative study. This instrument would identify factors 

within the SDS group that would separate them from a non

practitioner group. 

Recommendations 

It is recommended that a qualitative study be 

undertaken to help identify the variables/factors perceived 

by practitioners of a meditation/relaxation technique which 

separate them from a non-practitioner group. A longitudinal 

study, using an already developed psychosocial instrument 

which matches characteristics found in the qualitative study 

or a new instrument developed based on the qualitative 

study, would be undertaken beginning prior to the learning 

of a meditation/relaxation technique. In this design, the 

experimental group would serve as its own control. 

Subsequent measures would be taken at six month to yearly 

intervals. Age, gender, and cultural ethnicity factors as 

well as socioeconomic level would be used to select the non

practitioner control group. Follow-up studies would be 

carried out on both groups over a period of time to identify 

interpersonal effects more accurately. 

To assess the use of a meditation/relaxation technique 

as an intervention for a psychiatric population, a similar 

design would be used. As this would be a symptomatic 
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population, the SCL-90-R would be an appropriate instrument 

to use. Subjects would be carefully selected and matched 

according to DSM IV (1994) criteria. The experimental and 

control groups would also be age, gender, socioeconomically, 

and ethnically matched. Other variables could include the 

use of medication, individual psychotherapy, and group 

therapy. 

It must also be considered that the practice of a 

meditation/relaxation technique may be for reasons other 

than relief from stress and anxiety. A qualitative study 

would best address this issue. Questions asked in such a 

study would include: What led you to learn and practice a 

meditation/relaxation technique? What benefits do you 

receive from this practice? 

Other areas to study in this population could include 

spirituality, self-transcendence, self-esteem, level of 

coping, and health behaviors. 

Significance to Nursing 

This study successfully identified two homogeneous 

groups that differed in the practice or non-practice of a 

specific meditation/relaxation technique. The non

practitioners had never been taught a meditation/relaxation 

technique. No statistically significant difference using the 

SCL-90-R was found between the groups. It is the opinion of 
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this investigator that the instrument chosen for this study 

was not sensitive to the differences between these groups. 

Possibly, the non-practitioner group used other unidentified 

means to control their feelings of stress, anxiety, and 

depression. 

Earlier studies have reported decreased stress (Tsai & 

Crockett, 1993); decreased anxiety (Kabat-Zinn et . al., 1985; 

Kutz et.al. 1985; Denney & Baugh, 1992); and decreased 

anxiety, fear, and depression (Carrington, et.al. 1980; 

Kabat-Zinn et.al., 1982). Nursing encompasses the whole 

person. Meditation/relaxation techniques may assist in 

improving a person's internal comfort level. 

The practice of a meditation/relaxation technique is 

relatively inexpensive. After the initial investment of 

learning the technique, the cost of continuing is only the 

time investment on the part of the individual . The continued 

practice of a meditation/relaxation technique may be a 

method that could improve some aspects of long-term 

psychological health . If this assumption is correct, it 

behooves the health care provider to encourage and promote 

its use as a cost-effective therapeutic intervention to 

promote psychological health. 
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Summary 

The purpose of this study was to evaluate selected 

psychological differences between two groups: those who had 

used the SDS technique for a minimum of five years and the 

control group who had never been taught a meditation/ 

relaxation technique. 

It was found that there was no statistically 

significant difference between the groups using the 

SCL-90-R. The subscales identified no difference between the 

groups. Ninety-six percent of the answers were scored as 

"not at all" or "a little bit," indicating that both the 

practitioner and non-practitioner groups had minimal 

psychological distress symptoms. There seemed to be a trend 

as the non-practitioner group tended to score higher in the 

somatization, obsessive-compulsive, anxiety, phobic anxiety, 

and paranoid anxiety subscales, possibly indicating a higher 

level of fear. However, both groups scored very low in 

distressing symptoms when compared to the normative data for 

nonpatient adult females. 

Within the non-practitioner group, about 20% of the 

sample reported a higher consumption of red meat, alcohol, 

and caffeine. A statistically significant difference was 

found for caffeine intake, with the non-practitioner group 

having a higher consumption. 
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Based on the findings of this study more research is 

needed to determine if there is a difference between 

practitioners of a meditation/relaxation technique and non

practitioners. It is recommended that a qualitative study be 

undertaken to identify how the practitioner group perceive 

themselves to be different from non-practitioners. A 

qualitative study would be followed by a well designed and 

controlled longitudinal study using an instrument based on 

the findings of the qualitative study. Also recommended is a 

longitudinal study in a psychiatric population and a 

qualitative study to further assess the practitioner 

population. 

The practice of a meditation/relaxation technique is 

relatively inexpensive. The continued practice of a 

meditation/relaxation technique may be a method that could 

improve long-term psychological health. If this assumption 

is correct, it behooves the nurse to encourage and promote 

its use as a cost-effective therapeutic intervention to 

promote psychological health. 
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APPENDIX B: MEDITATION/RELAXATION STUDY DEMOGRAPHIC SURVEY 
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Meditation/Relaxation Study Demographic Survey 

ALL INFORMATION WILL BE KEPT CONFIDENTIAL 

Subject # ___ _ 

1. Age: __ 

2. Gender: 
1. male 
2. female 

3. What is your ethnic background? 
1. Euro-American 
2. Hispanic 
3. African-American 
4. Native American 
5. Other, 

4. Socioeconomic level, relative to yearly income? 
1. Less than $20,000/year 
2. $20,000 to $39,000 -
3. $40,000 to $59,000 
4. Greater than $60,000_ 

5. What is your highest educational level? 
1. Completed eighth grade 
2. Completed high school--
3. Completed associate degree 
4. Completed bachelor's degree-
S. Completed master's degree --
6. Completed doctorate degree_ 

6. What best describes your living situation? 
1. Single, no children at home 
2. Single, children at home 
3. Married, no children at home 
4. Married, children at home 

7. Are you divorced? 
1. no 
2. yes __ , for how many years? __ 

8. Have you experience a recent loss, such as the death of an 
immediate family member in the past year? 

1. no 
2. yes __ , please elaborate _______________ _ 
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9. Do you have a chronic illness, such as lupus, rheumatoid 
arthritis, emphysema, Epstein-Barr syndrome, chronic 
fatigue syndrome. 

1. no 
2. yes ___ , please state the condition 

10. Have you ever been diagnosed with a psychiatric disorder? 
(Situational depression is excluded.) 
1. no 
2. yes ___ , please the diagnosis ___ . 

11. Have you ever been taught a meditation/relaxation 
technique (i.e., biofeedback, meditation, progressive 
muscle relaxation, relaxation tapes) 

1. no 
2. yes __ _ 

12. Have you practiced a meditation/relaxation technique in 
the past five years? 
1. no 
2. yes __ _ 

13. As taught by Spectra Dynamics? 
1. no 
2. yes __ _ 

14. If yes to number 12, how often? 
1. three times/wk 
2. daily ---
3. twice daily 
4. three times daily __ _ 

15. For how many years? __ _ 

16. If yes to number 13, did you complete the five Self-image 
Builders? 

1. Love 
2. Health 
3. Prosperity 
4. Self-confidence 
5. Life and Aliveness 
6. None 
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17. Describe your exercise patterns. 
1. Twenty minutes once a month __ _ 
2. Twenty minutes once a week 
3. Twenty minutes three times-a-week __ _ 
4. Twenty minutes daily __ _ 
5. If other than above, please explain. 

18. Describe your diet 
1. vegetarian, no egg/no dairy __ _ 
2. lacto-ovo vegetarian 
3. fish or chicken a couple of times per week 
4. beef, pork, chicken or fish daily __ _ 
5. beef or pork daily __ _ 

19. How often do you have an alcoholic drink . 
1. never 
2 . monthly or less 
3. 2 to 4 times per month 
4. 2 to three times per week 
5. 4 or more times per week 

20. If you drink alcohol, how many drinks do you typically 
have per day? 

1. 1 or 2 
2. 3 or 4 
3. 5 or 6 
4. 7 to 9 
5. 10 or more 

21. Do you smoke? 
1. never 
2. smoked but stopped ___ years ago 
3. 0-10 cigarettes per day 
4. 1 pack per day 
5 . 1 112 packs per day 
6. 2 or more packs per day 

22. Describe your caffeine intake (coffee, black tea, cola) . 
1 . never 
2. ___ cups per day then stopped ___ years ago 
3. 1 or 2 cups per day 
4. 3 or 4 cups per day 
5. 5 or more cups per day 
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23. Have you had a head injury? 
1. no 
2. yes __ _ 

24. If yes to #23, how long were you unconscious? 
1. less than 2 hours __ _ 
2 . greater than 2 but less than or equal to 24 hrs. 
3. greater than one day __ __ 

25. Have you ever had a seizure or epileptic seizure? 
1. no 
2. one 
3. more than one, on no medication 
4. more than one, on medication ----------------------------

26. Do you have regular menstrual cycles? 
1. no 
2. yes 

27. Are you taking any hormonal supplementation (i.e., birth 
control pills, estrogen, progesterone)? 
1. no 
2. birth control pills 
3. estrogen only 
4. estrogen/progesterone __ _ 

28. What medications do you take? 

1. prescription ----------------------------------------------

2. recreational ----------------------------------------------

3. over-the-counter -----------------------------------------

4. vitamin supplements --------------------------------------
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APPENDIX C: SUBJECT DISCLAIMER 



Subject Disclaimer 

The Psychological Differences Between Long-Term 
Practitioners of a Meditation/Relaxation Technique 

and Non-Practitioners 
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You are being asked to voluntarily participate in a 
study exploring the psychological differences between those 
who are long-term practitioners of meditation/relaxation 
techniques and those who have never practiced these 
techniques. By responding to questions in the questionnaire, 
you will be giving your consent to participate in the study . 

The questionnaire will be administered in your home or 
other private location of your choosing and will last 
approximately 15 to 20 minutes. Your identity will not be 
revealed and your confidentiality will be maintained in all 
reports of this project. 

You may choose not to answer some or all of the 
questions. Your questions will be answered and you may 
withdraw from the study at any time with no consequences 
whatsoever. There are no known risks involved in your 
participation in this part of the study. 

The overall aim of this study is to help nurses 
intervene at a preventive level to improve health and well
being . 

Your participation is appreciated. 

Thank you. 

Date 

Number ----------

Helen Hess RN 
Graduate student 
University of Arizona 
College of Nursing 
P.I. Telephone 
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