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CHAPTER I
INTRODUCTION

Chronic disease is a major and increasing health problem
in the United States. Cures rarely occur so most patients
with a chronic disease must learn to adapt and structure
their lives so that they can live as normally as possible
within the limitations of their condition. Strauss (1975)
has described some of the numerous problems that patients
with chronic disease and their families must face. He
points out that although certain illnesses are well
publicized, there is little public awareness of the magni-
tude of chronic illness problems.

Although many health workers are involved in helping
patients with chronic illness during some phase of their
disease, nurses certainly can and do play a key role.
Nurses work with patients in a wide range of settings
including inpatient units, outpatient clinics, rehabili-
tation centers, doctors' offices and patients' homes.

The opportunities for care and teaching are many and as new

models of nursing care delivery are developed these opportunities



will be better utilized. It is important, however, that
new nursing approaches be carefully evaluated for their efficacy
so that continual improvement will occur.

Chronic obstructive pulmonary disease (COPD) has received
much less attention from the health professions than might
be expected in view of its prevalence. Neff and Petty
(1971) speculate that perhaps physicians become "thera-
peutic nihilists" because they consider the clinical bene-
fits of the available treatments to be too meager to
justify the time and effort involved. The authors assert,
however, that much can be done to help these patients
and the plan of management should be largely outpatient
and home-based. In light of these considerations, this
study is designed to investigate the value of a newly
developed relaxation technique as a nursing intervention

in the rehabilitation of COPD patients.

Review of the Literature

Chronic Obstructive Pulmonary Disease

Chronic obstructive pulmonary disease (COPD) is the term
used to refer to a group of disorders (primarily emphysema,
chronic bronchitis, and asthma) which cause progressive,
permanent lung damage. It is characterized by persistent

obstruction of bronchial air flow. There is increased



hindrance to expiratory air flow and usually, but not
necessarily, increased resistance to inspiration. It is
the most common chronic pulmonary condition in the U.S.,
and mortality and morbidity rates from COPD have increased
dramatically in recent years. It is second only to arter-
iosclerotic heart disease as a cause of early disability
awards for male workers. As the American Lung Association
(1973) points out, "statistics tell only a part of the
havoc wrought by COPD in human lives through invalidism,
discouragement, and suffering; and in the national economy
the repercussions of caring for its unfortunate victims
are many" (p. 23).

According to Howell (1975), the typical COPD patient is
a male cigarette smoker, between the ages of 50 and 60
years, who may or may not have had a long history of chronic
bronchitis. His chief symptom is breathlessness on
exertion, often with wheezing. It is worse in the morning,
and is associated with a sensation of tightness until the
patient has expectorated the night's accumulation of
sputum. Involvement in emotional situations and sudden
exposure to cold air or smoky atmospheres will produce
symptoms of breathlessness, coughing and tightness when
dyspnea‘is sufficiently severe to interfere with every-

day activity. Although the basic cause of COPD is not



known, current treatment methods include: (1) removal of
irritants and treatment of infections, (2) bronchodilata-
tion, (3) bronchial toilet and mucolytics, (4) physical

rehabilitation training, and (5) oxygen therapy.

An article by Nett and Petty (1970) describes the
physical and emotional changes experienced by the typical
emphysema patient. The early symptoms of chronic cough,
expectoration, and progressive dyspnea on exertion are
usually noted by the patient only after many years of smoking,
exposure to air pollution, and recurrent chest infections.
At this point, the patient commonly denies the significance
of the symptoms. He tries to reassure himself that his
problems are due to aging, or that he only has a "normal”
cigarette cough.

Slowly the patient discovers he is unable to perform
more and more activities of living. He stops participating
in things to avoid the unpleasant feelings of dyspnea, cough,
fatigue and anxiety. At this time, he is likely to start
complaining to people around him, and to try home remedies
or over-the-counter drugs. Nevertheless, he is still un-~
likely to go to a physician. "It probably results from
a basic denial mechanism and the fear that a doctor will
take away a primary pleasure, smoking, which at this time

in life is far more important to the patient than relief



of his rather mild to moderate symptoms” (Nett & Petty,
1978, p: 1252).

As the years go on, continued smoking and chest
infections cause further deterioration in the patient's
condition. Often he develops a "cold" and suddenly finds
himself panicked because he is seriously short of breath.
Almost all of the time he has to work consciously to breathe.
Hypoxemia and hypercapnia lead to other physiologic abnor-
malities and the patient is now greatly stressed. Usually
when the patient's condition has worsened to this degree,
he will seek competent medical help.

By the time a patient comes in contact with health
professionals he usually has a fairly advanced disease,
and is aware that he faces progressive disability. He feels
threatened, frustrated and fatigued. Guilt and self-blame
about cigarette smoking can also contribute to his unhappi-
ness. "The emphysema patient reacts with anger, fear, demands
and depression and often retaliates by insulting the medical
personnel around him. He sometimes refuses all care as a
final attempt at denial. It is incredible that he usually
continues to smoke” (Nett & Petty, 1970, p. 1253).

The advanced disease process inevitably causes major
changes in the patient's lifestyle and family relationships.
The patient must often stop work during a period of his

life which should be productive. As a result, financial



problems can occur. The wife may go to work while the
husband stays home. This sort of role reversal may produce
resentment on the part of the wife and lowered self-esteem
on the part of the husband. In addition,vimpotence may
occur which produces a further strain on the marriage.

Depression, anxiety and somatic complaints are the
most commonly reported psychological components of the
advanced COPD picture. The patient is caught in a vicious
cycle; his breathing difficulties lead to anxiety and/or
depression and these emotions cause increased dyspnea
which leads to even greater anxiety. "With a severe degree
of respiratory incapacitation, the patient can no longer
afford to become angry, anxious, depressed, or even very
happy since emotional changes of any kind lead to symptom
production and often to physiologic decompensation. He
protects himself from events that appear innocuous to those
around him" (Dudley, Wermuth & Hague, 1973, p. 391).

Such behavior easily leads to conflict and misunderstanding
with people who are trying to help him.

Dudley, Martin, Verhey and Holmes (1969) observed that
subjects with severe emphysema tended to react to a noxious
stimulation (a tightened headband) with denial and re-
pression. In contrast, healthy controls (young medical

students) reacted to the same stimulation with anxiety,



anger, restlessness and irritability. In a further study,
(Dudley & Pattison, 1969) it was found that patients with
the least psychosocial assets and the most severe obstruc-
tive disease had the greatest need for the defenses of
isolation, repression and denial in a psychotherapeutic
group situation.

The results of a multidisciplinary inhospital COPD
rehabilitation program were reported by Kimbel, Kaplan,
Alkalay and Lester (1971). On admission, patients (n=251)
were categorized according to an index of impairment based
on symptoms, activity level and physical independence
into five classes, with class 1 being the least and class 5
the most impaired. All subjects were administered the
Minnesota Multiphasic Personality Inventory (MMPI). Anal-
ysis of the data revealed elevations in the "neurotic
triad" namely, hypochondriasis, depression and hysteria.
Only the scores for the class 1 group were within the
normal range. The greater the impairment of the patient,
the higher the scores on the neurotic triad tended to be.
The authors state (p. 95), "these results suggest that
progression of symptoms of obstructive pulmonary disease
has a measurable effect on personality alterations."

Another multidisciplinary program was conducted by
Agle, Baum, Chester and Wendt (1973) with 21 subjects.

The MMPI was given at the beginning of the program, at the

completion of training (one month), and again one year



later. The results showed that patients who responded well
to rehabilitation (as measured by increased physical activity)
tended to manifest less severe symptoms of depression,
anxiety and excessive bodily preoccupation initially, and
to show improvement in these categories at the end of the
year. Improvement, however, did not correlate positively
with physiological measures. The researchers concluded
that the improvement in psychological symptoms was due to
the total rehabilitation effort rather than any one element
of it. They also interpreted their results as suggesting
that the degree of psychological distress is not necessarily
related to the degree of physical impairment.

Krop, Block and Cohen (1973) studied the neuropsycho-
logical effects of a month of continuous oxygen therapy
on a group of 10 hypoxemic COPD patients. This group showed
significantly more improvement on eight of 10 neuropsycho-
logical tests than did a comparison group of 12 patients with
an equal degree of COPD but léss hypoxemia. In addition,
the patients treated with oxygen demonstrated significant
decreases in scores on the depression, hypochondriasis,

hysteria and social introversion scales of the MMPI.

Meditation

Meditation "refers to a family of mental exercises

that generally involve calmly limiting thought and attention.



Such exercises vary widely and can involve sitting still and
counting breaths, attending to a repeated thought, or focusing
on virtually any simple internal or external stimulus" (Smith,
1975, p. 558). Meditation techniques have been used for
centuries, primarily within a religious context. 1In recent
years, however, the popularity of meditation has greatly
increased in this country, and many claims have been made
regarding its beneficial effects. Currently, therefore,
meditation is the focus of much scientific research and debate.

Transcendental meditation (TM) was first introduced in
the United States in 1959. Since then it is estimated that
nearly half a million people have learned the technique.

T is taught, for a fee, by approved instructors in centers
all over the country. The exercise itself is basically
simple; it involves sitting quietly twice a day and passively
attending to a special thought called a "mantra." Several
books about TM have been recent bestsellers, including one

by Bloomfield, Cain, Jaffe and Kory (1975) which describes

in detail the history, uses and goals of the program.

In 1972 Wallace and Benson discovered that significant
physiological changes occurred during the practice of medi-
tation. Similar investigations followed and the results
have been summarized by Goleman and Schwartz (1976). They
state, "Major dependable autonomic trends include slowing

of breath and heart rate, decrease in oxygen consumption,
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lowering or stabilization of blood pressure, decrease in
skin conductance, and fewer skin conductance responses--a
pattern of responses syggesting generalized sympathetic
inhibition" (p. 456). Other reported physiological changes
during meditation include decreased blood lactate concen-
trations and an electroencephalogram pattern of intensi-
fication of slow alpha waves with occasional theta-wave
activity (Wallace & Benson, 1972).

Further reéearch (Beary & Benson, 1974; Walruth &
Hamilton, 1975) has shown that other techniques besides TM
can produce hypometabolic changes. Benson (1974) has
postulated the existence of a "relaxation response" and
has developed a simple, easily learned technique to elicit
this response. The Benson technique has four essential
componenté: (1) a mental device (2) a passive attitude
(3) decreased muscle tonus and (4) a quiet environment.
Benson believes that the regular use of such a technique
can combat many of the ill effects of stress.

Stek and Bass (1973) found that level of interest in
meditation was not related to either perceived locus of
control or to personal adjustment. Using a cross-sectional
design, Davidson and Schwartz (1976) showed meditation to
be associated with decrements in trait anxiety and with
increments in attentive ability. In another recent study

(Davidson, Goleman & Schwartz, 1976) long-term meditators
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were compared with non-meditators for the ability to reduce
stress reactions in a laboratory threat situation. It was
found that meditators habituated more quickly to the stressor
and experienced less subjective anxiety. Finally, there is
some evidence (Bloomfield et al., 1975) that meditation is
associated with the reduced use of alcohol and cigarettes.

There are numerous reports in the literature on the
psychological effects of meditation. Smith has reviewed
the research on meditation as psychotherapy and concluded
that "without exception the studies reviewed show the regqular
use of meditation to be associated with decrements in psycho-
pathology, particularly anxiety, over a period of time usually
ranging from 4 to 10 weeks. The effects of meditation persist
when controls are included for initial group differences,
passage of time, therapist support and reassurance, individual
contact with therapist, and interpersonal contact with
practicing peers” (p. 562). Smith cautions, however, that
the critical variable could be the expectation of relief or
the regular practice of sitting quietly rather than the
meditation exercise itself.

Candelent and Candelent (1975) have taught TM to a wide
variety of psychiatric patients for several years. The
authors contend that no particular diagnostic group is more
or less suited to practicing TM. The authors also report

that the effects of meditation are gradual and are often not



12

noticeable to the patient until after a few weeks of
practice. In contrast, Glueck and Stroebel (1975) state
that psychiatric patients who exhibit considerable amounts
of overt anxiety often show dramatic and immediate effects
from TM. "These individuals often are relieved of anxiety
symptoms after the first meditation" (p. 111).

Glueck and Stroebel also report that patients with
serious depressive symptoms can learn the TM technique but
have considerable difficulty in being able to meditate
twice a day without a great.deal of encouragement. Similarly,
Carrington and Ephron (1975) state that patients with acute
depressive reactions do not respond as well to meditation
as those with subacute, neurotically determined depressions.

In summary it is apparent from a review of the literature
that COPD is a major health problem with serious physio-
logical, psychological and social effects on its victims.

It is generally agreed that anxiety and depression are the
most common psychological components of the advanced stage
of the disease, but there is disagreement as to whether or
not they correlate directly with the severity of the illness.
Attempts to cope with anxiety have been shown to take the
form of denial and repression in some patients.

Research shows that various relaxation methods can
induce beneficial mental and physical changes in some subjects.

For these reasons it has been suggested (Bither, 1973) that
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relaxation training might have value as a nursing technique

in the rehabilitation of COPD patients.

Purpose of the Study

The general purpose of the study was to determine
whether a brief form of relaxation training could be taught
to COPD patients, whether they would utilize it as directed,
and whether or not it had beneficial effects.

In light of the needs and limitations of COPD patients
it would seem that the ideal relaxation technique would have
the following advantages: (1) proven effectiveness with
at least some subjects, (2) suitable for home use (does
not require elaborate or expensive equipment), (3) can be
taught to patients in a reasonable short period of time,
and (4) does not involve physical exertion. The Benson
meditation technique appears to meet these criteria. Accord-
ingly, it was hypothesized that patients who practiced the
Benson meditation technique for one month would show signifi-
cant decreases in anxiety and depression when compared to
a group of patients who attempted to relax but were not taught
a specific method.

Since smoking has serious conseguences for COPD patients,
the investigator also sought to discover the effect, if any,
the practice of either type of relaxation would have on the

smoking behavior of subjects. A further purpose of the study
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was to compare the current sample to others in the literature
with regard to the extent of pretest anxiety and depression,
and to examine the interrelationships among these and the
variables of age, education, and perceived severity of

illness.



CHAPTER ITI
METHODOLOGY
Setting

Although all data were collected in the subjects'
homes, the sample was drawn from two repiratory outpatient
clinics. One clinic is located at a 527-bed Veterans
Administration hospital, and is held one afternoon a week
to provide follow-up care to former inpatients on the
respiratory unit. The patients are treated for a full
range of medical respiratory illnesses, including COPD.
An average of about 25 patients are seen in the clinic
each week. Care is provided by both staff and resident
physicians.

The other clinic utilized for the study is conducted
weekly at a large university hospital. This clinic
accepts patients of all ages and both sexes. They can
be self-referred or referred by community physicians.
Many come from other towns and some from out-of-state.

On the average, 8 to 10 patients are seen each week for
all types of chest diseases. They are assigned to either

a staff or resident physician and are charged on an
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ability-to-pay basis.
Subjects

Initially it was planned to draw the entire sample
from among the patients being treated for COPD at the
Veterans outpatient clinic. The typical subject in that
population is male, a World War II veteran, aged 50 or
over, a cigarette smoker, with moderate to very severe
respiratory impairment. After the study was begun it was
learned that many of these patients could not be included
because they either suffered from some other major medical
or psychiatric problem or they resided out of town.

To obtain an adequate sample, therefore, it was decided
to select additional subjects from the smaller but
similar clinic at the university hospital. The COPD
patient population at this clinic is comparable to that
of the Veterans except that it has a higher percentage
of female patients and is not limited to veterans.

The final sample, then, consisted of 22 volunteers
who were being treated for COPD at one of the two clinics
described above. In addition, they were free from any
other major health problems at the time of the first
interview and resided within the greater metropolitan
area in which the study was conducted. Subjects from
both clinics were assigned alternately to the "meditation"

and "control" groups in order to minimize the influence
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on the study of any differences that might exist between
the two populations. Subjects in the final sample ranged
in age from 39 to 81 years, with a mean of 60.4 years.
The subjects had completed an averagé of 10.1 years of
school, with a range of 4 to 16 years. Fifteen of the
subjects were married at the time of the study. Only

one of the subjects was female and only two subjects

were employed, both part-time.

Data-Gathering Instruments

The following data-collecting instruments were used
in this study: (1) the Spielberger State-Trait Anxiety
Inventory (STAI), (2) the Zung Self-Rating Depression
Scale (SDS), (3) a Patient Data Sheet (forms A and B),
and (4) a diary.

The A-State scale of the STAI is designed to measure
an individual's anxiety level at a given time. The essential
qualities evaluated by the scale consist of feelings of
tension, nervousness, worry and apprehension. The measure
contains 20 statements of mood. The respondent is asked
how descriptive each statement is of his feelings at that
particular moment in time, along a four-point scale ranging
from (1) "not at all” to (4) "very much so." Low scores
thus indicate states of calmness, intermediate scores
reflect moderate levels of tension and apprehensiveness,

and high scores indicate states of intense apprehensiveness
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that approach panic.

The A-State scale has been shown to possess both
concurrent and construct validity (Spielberger, Gorsuch &
Lushene, 1970). Scores on the scale have been reported
to increase in response to various kinds of stress
(Spielberger, Wadsworth & Dunn, 1973), and to decrease
as a result of relaxation training (Spielberger et al.,
1570). The scale has a high degree of internal consistency
as shown by high item remainder correlation coefficients
and alpha reliability coefficients. (See Appendix A
for a copy of the A-State.)

The A-Trait scale of the STAI is similar in construction
to the A-State. 1It, too, consists of 20 statements
with reference to which the subject is asked to rate
himself on a four-point scale ranging from (1) "almost
never" to (4) "almost always." The instructions, however,
direct the respondent to answer in terms of how he generally
feels. Spielberger et al. (1970) réport the scale has good
concurrent and construct validity as well as test-retest
reliability with correlations ranging from .73 to .86.

(See Appendix B for a copy of the A-Trait scale.)

The Self-Rating Depression Scale (SDS) developed by
Zung (1965) is one of the most frequently used depression
measures. It consists of 20 items rationally derived

from the clinical diagnostic criteria most commonly used
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to characterize depressive disorders. These items are
expressed in "verbatim patient language." They are scored
on a four-point scale. On the symptom-positive items,
"most of the time" equals 4, and "a little of the time"
equals 1. The ten symptom-negative items are scored
inversely. Raw scores have a possible range from 20 to
80 and can be "normalized" using the "SDS Index" constructed
by Zung (1974). He states that an index score of 65
may be interpreted to mean that the patient has 65% of
the depression measurable by the scale. (See Appendix C
for a copy of the SDS.)

Evidence of the criterion validity of the SDS has
been reported by Zung (1965). He found that scores on
the scale were significantly higher for patients diagnosed
as depressive than for patients having other diagnoses
or a normal control group, both in this country and cross-
culturally. Some, but not all, investigators have found
the scale to be responsive to antidepressant drug treat-
ment in hospitalized patients. The SDS also possesses
concurrent validity in that it correlates with the
Depression scale of the MMPI (r=.76), the Hamilton Depression
Scale (r=.56), the Beck Scale (r=.76), and the Lubin
Scale (r=.29). (For further validity data see Blumenthal,
1975.)

Additional data were collected by means of a Patient
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Data Sheet and a diary. The Patient Data Sheet was con-
structed by the experimenter to obtain data about the
subject's socio-economic status, his smoking behavior

and his perception of the severity of his illness. Form A,
completed at pretest, contains questions regarding age

and smoking habits. 1In addition, the subject's occupation
and educational background were recorded on this sheet

by the experimenter. The final item on this form concerns
perceived severity of illness. A horizontal line 100
units long (each unit being 1/30th of an inch), is

labeled from 0 ("normal") at one end to 100 ("very severe")
at the other. The subject was instructed to place a mark
at the point on the line which he thought best described
the current stage of his illness. The item was scored

by measuring the distance from the zero point to the
subject's mark with a scale of one inch=30. (See

Appendix D for a copy of Form A.)

Form B of the Patient Data Sheet was filled out by
the subject at the second home visit. It contains questions
regarding smoking habits and the item regarding perceived
severity of illness. (See Appendix E for a copy of Form B.)

All subjects were given a diary (see Appendix F),
to complete during the experimental period. The diary
contained 30 identical pages, one page for each day.

Each page was divided into two sections. The top half of
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the page was used to record the morning session, and the
bottom half was used for the afternoon or evening session.
At each session the subject entered the time he began

and the time he finished his relaxation attempt. When

he completed the session, he rated the amount of tenseness
or relaxation he was feeling by placing a mark on a line
provided. This line is 100 units long, each unit being 1/20th
of an inch. The line is labeled, however, from 0
("extremely tense or upset") to 10 ("asleep"). It

was scored by measuring the horizontal distance from the
zero point to the subject's mark with a scale of one
inch=20. This produced a possible range of scores of

0 to 100 which could be treated as interval data. Following
the "relaxation line," space was provided in the diary

for the subject to record comments or describe any unsual

events which had occurred since the previous session.

Design and Procedure

This study utilized a true experimental design of
the pretest-posttest control group type. Such a design
controls adequately for internal validity, but must be
considered questionable with regard to generalizability,
or external validity (see Campbell & Stanley, 1963).

The procedure employed was the same at both clinics.

On the day the clinic was held, the experimenter reviewed
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the charts of all patients scheduled to be seen that day.
Only those patients with charts having a diagnosis of COPD,
emphysema or chronic bronchitis were considered further.
This group of charts was then screened to determine if the
patient met the other criteria for subjects (see Appen-
dix G). All patients who according to their charts met
the above requirements were then considered potential
subjects.

The next step in the procedure on the clinic days
was to explain the study individually to all eligible
patients, and ask if they would volunteer. Five patients
declined for reasons ranging from "not interested" to
"too sick." The patients who did volunteer were first
asked to read and sign a consent form (see Appendix H).
After answering any questions, the investigator made an
appointment with each patient for a home visit.

Subjects in both groups were pretested at the beginning
of the home visit. Ideally, the data collecting instruments
used in this study should have been given to subjects in
random order. It was reasoned, however, that the anxiety
measures, particularly the A-State, would be sensitive to
the effects of any prior testing. For this reason, and
in accordance with instructions in the STAI test manual
(Spielberger et al., 1970), all subjects were given the

A-State first, followed by the A-Trait. Although the SDS
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may also be affected by situational factors, there was
no such caution in the literature (Blumenthal, 1975; Zung,
1974). The SDS and Patient Data Sheet were therefore
administered in random order, following the administration
of the STAI.

After the pretesting was completed, subjects in the
experimental condition were taught the Benson meditation

technique as described in The Relaxation Response by

Benson (1975). Each subject was also given a diary,
shown how to complete it, and advised that the investigator
would contact him by phone in the middle of the month to
answer questions and discuss progress. Written instructions
for both the diary and the technique were left with the
subject at the end of the home visit. (See Appendices I
and J.)

At the end of a month another home visit was made by
the experimenter. At this time the diary was collected
and the subject was posttested in the same manner as
during the pretest period. Patient Data Sheet Form B
was given in place of Form A, however. When the question-
naires we