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ABSTRACT: Thirty-six female volunteers ranging
in age from 63 to 79 years participated in a twenty-
week study designed to evaluate the effects of
meditation-relaxation on symptoms of anxiety and
depression. Subjects, 83% of whom were widows,
were selected because of complaints of anxiety,
nervousness, tension, fatigue, insomnia, sadness
and somatic complaints. Subjects were randomly
assigned to one of three groups: 1) relaxation-
meditation, 2) relaxation-meditation with a ten-
week follow-up consisting of instructions to prac-
tice on a daily basis using relaxation-meditation
tapes and 3) a pseudo-relaxation control group
(N = 12 per group). The treatment groups received
one week of baseline evaluation, ten weeks of
weekly 30-minute training sessions and a ten-week
follow-up, with taped relaxation sessions for group
two. The control group followed an identical
schedule for ten weeks but did not participate in
the follow-up. The Spielberger self-evaluation
questionnaire and theZung self-rating depression
scale were the dependent measures and were ad-
ministered prior to treatment, at the end of the
ten weeks of training and for the treatment groups,
again at the end of the follow-up period. In com-
parison to the control group the treatment groups
manifested a significant pre- to posttreatment
decrement for both state and trait anxiety. When
the treatment groups were compared as to the ef-
ficacy of follow-up practice session it was found
that the practice group continued to show a dec-
rement in state anxiety while the non-practice
group exhibited a return toward baseline levels.
However, trait anxiety continued to decrease for
both groups. In terms of depression, there was a
tendency toward a decrease in mean symptom
scores which failed to reach significance. Yet, when
questions which correlated highly with anxiety and
somatic symptoms were removed and analyzed
separately, a significant pre- to posttreatment
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decrement was noted. Results are discussed in
terms of the benefits of relaxation-meditation for
the elderly as well as the differential treatment
effects of anxiety and depression.

The relationship between stress and illness
has always received a good deal of attention.
Yet, clinical research concerning the mech-
anisms of the "stress response" has had a
persistently cloudy history. This confusion
has involved radically different definitions
of stress, discrepancies in dependent measures
of stress, as well as qualitative and quanti-
tative differences in the induction of stress,
i.e., stressors. The semantic and methodo-
logical murkiness is, however, beginning to
clear to the point that the concept of "stress"
as well as the use of "stressors" can be more
clearly defined.

Two principal approaches to contemporary
conceptualizations of stress predominate. One
is the attributional or appraisal viewpoint
(Lazarus, 1966, 1967; Schacter & Singer,
1962), while the other is the wear-and-tear
theory (Selye, 1973). Essentially, advocates
of the first position claim that in order for
the stress response to be activated, an event
must be perceived as stressful. Wear-and-tear
theorists, on the other hand, describe stress
as the inevitable biological deterioration in-
flicted on the organism as a result of inter-
action with an inhospitable environment.
Proponents of the appraisal theory see per-
ception, or higher cortical mediation, as crit-
ical to the stress response. Followers of the
wear-and-tear theory see stress as a physio-
logical inevitability. Despite differences, both
viewpoints recognize the negative psycho-
logical and physiological consequences that
chronic activation of the body's stress re-
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sponse can produce. In fact, the theories need
not be perceived as mutually exclusive, for
in reality both are applicable (Averill, 1979).
For purposes of the present study stress will
be considered a nonspecific physiological re-
sponse capable of being influenced by higher
cortical processes. This viewpoint is in
agreement with current thinking in behavioral
medicine which emphasizes the role of me-
diational feedback loops between higher cor-
tical processes and. physiologic activity
(Brown, 1977).

A stressor is any stimulus that can induce
the stress response. Obviously there are dif-
ferent types of stressors, e.g., experimental,
sociological, physical (mechanical), psycho-
logical and immunological stressors. How-
ever, any stressor is basically a variation of
one of the following three types: 1) acute
(novel) stressors, 2) chronic stressors, and
3) chronic intermittent stressors. For most
people and certainly for most life events or
clinical studies, chronic intermittent stressors
seem to be the most common and possibly
the most deleterious (Burchfield, 1979). Ex-
amples of chronic intermittent stressors are
rush-hour driving, financial worry, loneliness,
fear (anxiety) and illness. When considering
these examples, it should be noted that in
most cases there is a hiatus during which the
stressor is not active. During this time the
organism, under optimal physiological and
psychological conditions, begins to return to
its pre-stress level of functioning. However,
if the stress response is overused, the organism
becomes less able to return to its baseline
level. Sometimes a novel stressor such as the
death of a spouse may become a chronic in-
termittent stressor as in clinical depression
or extended bereavement.

The biobehavioral concomitants of the
stress response have been exhaustively re-
viewed elsewhere and will only briefly be
discussed (Levi, 1974; Selye, 1973, 1976).
The principal physiological components of
the stress response are the sympathoadren-
omedullary system (Levi, 1974) and the hy-
pothalamic-hypophysis-adrenocortical axis
(Selye, 1973). The latter subsystem is prin-
cipally involved with changes in corticoid
levels while the former is implicated in al-
terations in catecholamine levels.

Somatic response to increased catechol-

amine secretion includes increases in heart
rate and blood pressure, increased respiratory
rate and motor excitability, increases in serum
level of uric acid, cholesterol and cortisol,
peripheral vasoconstriction and mobilization
of liver-stored glycogen (Freeman, 1975;
Levi, 1974). Increased epinephrine, a potent
catecholamine, in combination with other
factors can cause myocardial infarction, focal
necrosis with subpericardial hemorrhage and
potentially fatal arrhythmias. Increased serum
levels of catecholamines and glucocorticoids
may cause hypoxia and disturbed cardiac
conduction. Pharmacologic studies have im-
plicated the catecholamines as having an effect
on nearly every basic physiologic mechanism
(Redmond, 1979).

The glucocorticoids as well as the miner-
alocorticoids are dominant corticoids, se-
creted by the adrenal cortex. Mineralocor-
ticoids play a vital role in electrolyte balance
and neuronal functioning. The glucocorti-
coids, such as cortisone, are critically in-
volved in inflammatory and immunological
reactions, glucose and lipid metabolism and
organic metabolism in general (Selye, 1973).

In terms of the stress response, the impli-
cations of these neurohormonal changes are
legion. If a stressor is infrequent or short-
lived there should be minimal physiological
response. If the stressor continues as with
chronic intermittent stressors, or if it is
of sufficient intensity, then the sympatho-
adrenomedullary system becomes involved
(increased epinephrine and norepinephrine
secretion) as well as the hypothalamus-hy-
pophysis-adrenocortical axis (increased cor-
ticoid secretion). It is generally accepted that
these neurohormonal changes help the animal
to adapt. Unfortunately, it is not exactly
understood just how this stereotyped stress
response helps. What can be demonstrated is
that these neurohormonal changes lead to ad-
renal and thymic hypertrophy, depletion of
adrenal ascorbic acid and cholesterol stores,
changes in blood metabolite levels, changes
in protein metabolism, changes in thyroid
functioning, reduced growth rate in the young,
weight loss in adults, reduction of egg pro-
duction and regression of the lymphoid tissues
leading to decreased immunological reactivity
(Freeman, 1975).

Recently, research has indicated that these
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stress-induced stereotypic changes lead to
increased susceptibility to acute infectious
disease as well (Gruchow, 1979). Increased
levels of corticosteroids and catecholamines
are suspected of interfering with the body's
immune response. There is an increasing body
of evidence indicating intricate linkages be-
tween neurological, endocrinological and
immunological systems. The stress reaction
mediated through both the autonomic, central
nervous and endocrine systems, can pro-
foundly affect the immunological defense
system (Rogers et al., 1979). It has been
demonstrated, for example, that a psycholog-
ical stressor such as extended bereavement
can significantly depress lymphocyte func-
tioning in elderly widows (Bartrop et al.,
1977).

Ironically, the elderly, a population that
has been described as victims of multiple
stressors have received little attention in terms
of stress reduction (Bellak & Karasu, 1976).
As a group the elderly are subject to an ex-
tensive series of stressors including loss of
social role, loss of status, rapid change, be-
reavement, cognitive and physical disability,
reduced longevity, loss of friends, and re-
tirement (Berezin, 1979; Palmore, 1973). The
elderly rate themselves significantly higher
on traumatic life event scales (Crandall &
Lehman, 1977; Eckert, 1979; Rahe, 1968,
1979). Environmental stressors may interact
in a complex fashion with psychological and
biological factors to exacerbate the expression
of disease. Thus, there is a correlation be-
tween traumatic life changes and increased
incidence of disease (Rahe & Romo, 1974;
Rahe, 1968, 1979). Furthermore, evidence
exists that healthy people are better able to
ignore and decrease their arousal patterns in
comparison to frequently sick people (Vail-
lant, 1971). This increased frequency of
stressful impingement occurs at a time when
there is a physiological decrement in the
ability to respond or cope with stress.

As a group the elderly are more susceptible
to the effects of stress (Birren, 1975). This
susceptibility is in part due to a decrease in
the body's ability to adapt, that is, a loss in
the effectiveness of the stress response and
secondly; to an increase in the vulnerability
of the body to physiological changes induced
by the stress response itself. Furthermore,

Cobb (1976) has shown that the decrease in
social support systems so common to the el-
derly is associated with increased incidence
of disease in response to stressors. In elderly
persons with debilitating disease there is a
subnormal adrenocortical response to stress.
Most elderly people, in fact, may manifest
acute adrenal atrophy as the result of life-
long stress adaptation. Repeated activation
of the stress response may exacerbate the bi-
ological aging process (Ordy et al., 1964).
The aging process itself may be accelerated
by repeated exposure to stressors at a time
when adaptability is diminished (Pare, 1964).

One component of aging seems to be in-
creased sympathetic arousal. That is, as aging
proceeds, deficits in functioning may be cor-
related with heightened autonomic activity
(Eisdorfer, 1977). Arvay (1976), for example,
has demonstrated that increased levels of
ACTH, the adrenocortical hormone linked to
the stress response and, hence, heightened
autonomic activity, can increase the rate of
biological aging. Several researchers have
likewise noted a correlation between aging
and increased autonomic, adrenomedullary
and adrenocortical activity (Cohen & Shma-
vonian, 1967; Eisdorfer, 1977; Powel et al.,
1964; Shmavonian et al., 1965). Selye (1976)
has postulated that exposure to stressful events
can accelerate the biological process of aging.

Powel et al. (1964) have noted that the
elderly manifest increasing levels of free fatty
acids reflecting greater activity in the auto-
nomic and adreno-medullary systems. There
is evidence that the process of free fatty acid
production (hyperadipokinesis) and hyper-
adrenergic functioning have long-term neg-
ative effects on the cardiovascular system.
These include increases in blood glucose,
impaired carbohydrate tolerance, hyper B-
lipidemia, increased production of endoge-
nous triglycerides and increased thrombo-
genicity and blood clotting. In combination
with certain neural mechanisms these factors
may interact with stressors, effecting hyper-
tension and the risk of arteriosclerotic car-
diovascular disease (Jenkins et al., 191 A;
Redmond, 1979). Shmavonion etal. (1965),
when testing elderly subjects, have likewise
found increased plasma catecholamine levels
indicating heightened adrenocortical activity.

It seems that among the elderly certain
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subgroups exist in a state of chronic hyper-
alertness, overreacting to situations with an
already overtaxed system. Shmavonian (1965)
has demonstrated this experimentally and
concludes that:

the aged organism reacts to novel and possibly stressful
situations with a total mobilization of its biochemical
defenses by "giving it all it's got," whereas the young
may react more economically, i.e., by responding to
the immediate situation rather than maintained vigil
(p. 255).

The relationship between aging and im-
munity is an area where considerable evidence
exists indicating the deleterious effects of
excessive exposure to chronic intermittent
stressors. In general aging is associated with
a decrease in both cellular and humoral im-
munity as well as a corresponding increase
in autoimmune disorders such as rheumatoid
arthritis, Graves disease and ulcerative colitis
(Weiner, 1977). The presence of increased
malignancies in an older population may be
associated with immunological suppression.
The data lend support to the notion that ex-
cessive activation of the stress response can
lead to immunosuppression of a magnitude
capable of increasing an organism's suscep-
tibility to disease and death (Rogers et al.,
1979).

It would seem, therefore, that any treatment
designed to reduce sympathetic activity would
have a beneficial effect. This, in fact, is the
guiding principle behind meditation-relaxa-
tion techniques which tend to elicit states of
decreased sympathetic arousal (Benson,
1975). Meditation-relaxation is a generic term
encompassing those techniques which elicit
what Hess (1957) called the trophotrophic
response and which Benson (1974) eventually
simplified to the relaxation response. Among
these techniques are modified progressive
muscle relaxation, autogenic training, hyp-
nosis, meditation, and yoga.

The relaxation response appears to be an
integrated hypothalamic response which re-
sults in decreased sympathetic activity and
possibly increased parasympathetic activity.
It seems to evoke the opposite of the stress
response which Benson (1975), following
Hess' lead, calls the ergotrophic response.
That is, the relaxation or trophotrophic re-
sponse leads to decreased skeletal muscle

tonus, decreased blood pressure, decreased
respiratory rate, increased skin resistance (the
skin resistance decreases during periods of
anxiety) and an increase in the intensity of
slow alpha-wave production. Hess (1957)
considers the response to be a protective
mechanism against overstress which promotes
decreased metabolism and restorative pro-
cesses.

It has been established that autonomic pro-
cesses can be modified by volitional control
of motor activities, such as respiration. Bal-
ance in the favor of reduced sympathetic
arousal can be achieved by certain exercises,
e.g., jogging or aerobics. Reduced sympa-
thetic activity can be achieved through a
combination of autonomic, skeletal and higher
cortical involvement. Mefferd (1979) cites
five ways in which the ergotrophic/tropho-
trophic balance can be modified. These are:
1) by another cyclic autonomic control process
such as respiratory control cycle seen as sinus
arrhythmia; 2) by medication; 3) by volitional
control of motor activity, 4) by biofeedback;
5) by emotion and mood states. The idea of
ergotrophic/trophotrophic balance is similar
to the concept of emotional balancing (Miller
et al., 1960) and nervous system tuning
(Gelhorn, 1965).

In a now classic study published in 1970,
Eisdorfer et al. demonstrated a significant
improvement in learning in an elderly male
population through modification of autonomic
nervous system activity. The researchers uti-
lized propranolol (Inderal), a chemical which
tends to block beta-adrenergic (sympathetic)
neural transmission in peripheral end organs.
In essence, propranolol suppresses autonomic
activity, i.e., it calms one down. In com-
parison to a control group, elderly men who
received propanolol performed significantly
better on a learning task. Propranolol, how-
ever, is a potent medication with numerous
side effects and contraindications. Further-
more, as a group the elderly are significantly
more sensitive to factors such as dosage, ab-
sorption rate, side effects, drug half-life ex-
cretion and addiction or dependency (Birren,
1964; Hymowitz, 1980). Again, one is drawn
to the conclusion that a non-pharmacological
technique of inducing a comparable state of
reduced sympathetic arousal would be ben-
eficial in the treatment of psychosomatic or
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stress-related disorders.
Studies have shown relaxation-meditation

procedures to be correlated with increased
rates of autonomic recovery from laboratory
induced stressors. Relaxation has likewise
been demonstrated to have significantly re-
duced blood pressure in pharmacologically
treated and untreated hypertensive patients.
Benson et al. (1975) have shown relaxation
to be effective in reducing premature ven-
tricular contractions in patients with heart
disease. The relaxation response has been
empirically shown to have an effect on anx-
iety, asthma, stuttering, and psychiatric ill-
nesses (Mclntyre et al., 1974; Vahia et al.,
1966; Wilson et al., 1975). In a controlled
group outcome study over a six-week period,
it was found that systolic blood pressure could
be significantly reduced through 12 biofeed-
back relaxation sessions (Blanchard et al.,
1979).

In a 12-week study employing 126 working
volunteers at a manufacturing plant, Peters
et al. (1977) state that daily, 15-minute re-
laxation response breaks can lead to signifi-
cantly greater improvements in work and
health. Subjects were measured on indices
of: 1) symptoms, e.g., headaches, nausea,
rashes; 2) illness days; 3) performance index;
4) socialability-satisfaction; and 5) happiness-
unhappiness. With the exception of the hap-
piness-unhappiness index, the relaxation
groups were significantly superior to the
control groups on all other indices (p < .05).
In a recent study Carrington et al. (1980)
compared relaxation and control conditions
as part of a stress reduction program in in-
dustry. Results indicated that the meditation
groups manifested a significantly greater re-
duction in medical symptoms in comparison
to the control group.

Few studies however, have demonstrated
the benefits of applying meditation-relaxation
procedures to groups of high risk, i.e., highly
stressed elderly subjects. In a pilot study,
DeBerry (1981) taught modified progressive
muscle relaxation to five highly stressed
widows. Using a self-report state-trait anxiety
checklist as well as a self-report tension and
sleep pattern checklist, significant pre- to
posttreatment differences on several depen-
dent factors were discovered. In comparison
to a control group, the group receiving mod-

ified progressive muscle relaxation manifested
significant improvement in terms of 1) state
anxiety; 2) time required to fall asleep; 3)
number of nocturnal awakenings; and 4) self-
report tension levels. Furthermore the im-
provement continued and increased over a
ten-week follow-up period during which the
participants practiced relaxation on a daily
basis using taped instructions.

In discussing the results it seemed possible
that the improvements in state anxiety and
sleep patterns might relate to a decrease in
symptoms of depression, especially the en-
dogenous type with its concomitant autonomic
involvement. It was thought, therefore, that
a follow-up study using a larger subject popu-
lation might also look for changes in depres-
sion as well as anxiety-related symptoms.
Likewise at issue was the question as to
whether daily practice of the meditation-re-
laxation technique was essential to continued
improvement. The present experiment was
designed to replicate the results obtained in
the initial study, i.e., to test the hypothesis
that the learning of a meditation-relaxation
technique could significantly reduce auto-
nomic arousal (anxiety, tension and the veg-
etative signs of depression) in a group of
highly stressed elderly people.

METHOD

Subjects

Subjects were 36 female volunteers ranging
in age from 63 to 79 years selected because
of complaints of anxiousness, nervousness,
tension, fatigue, insomnia, sadness and so-
matic complaints. Subjects were selected on
the basis of a pre-screening interview fol-
lowing a discussion on stress given at a local
senior citizen center. In terms of education
and socioeconomic status the subject popu-
lation was homogeneous, a pre-treatment
ANOVA revealing no significant differences
between groups. Thirty out of the 36 subjects
had lost their spouses within the past forty-
eight months. Subjects had no history of in-
patient psychiatric hospitalizations and were
likewise novices to the technique of relaxation
training. With the exception of diuretics and
anti-hypertensive agents, subjects were not
receiving medical treatment. Aside from their
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complaints related to anxiety and depression
there were no outstanding psychological or
physiological symptoms.

Materials

The Spielberger Self-Evaluation Ques-
tionnaire (Spielberger, 1967) was employed
as the measure of state-trait anxiety. The Self-
Rating Depression Scale (Zung, 1974) was
used as the index of depression.

Procedure

Following the prescreening interview, the
36 selected subjects were given the Spiel-
berger and Zung scales. Subjects were then
randomly assigned to one of three groups: 1)
relaxation-meditation with follow-up; 2) re-
laxation-meditation with no follow-up; and
3) pseudo-relaxation control. Each group was
then split in half so that for each session only
six subjects and the experimenter were in the
treatment room. The treatment room itself
consisted of an extra room at the local senior
citizen center. The room was quiet but not
soundproof and subjects sat on straight-
backed metal folding chairs. For the treatment
period, groups one and two received identical
relaxation-meditation training. A pretreatment
ANOVA indicated no significant differences
in baseline measures, i.e., anxiety, depres-
sion, medication usage, between the three
groups.

The treatment and control groups met for
thirty-minute sessions once a week for ten
weeks. The first two sessions were identical
for both treatment and control groups. These
sessions consisted of an explanation of stress,
anxiety and tension, as well as physical ex-
ercises designed to demonstrate the difference
between relaxed and tense muscles.

For the following eight sessions, the treat-
ment group received progressive muscle re-
laxation according to the methods of Wolpe
(1969) and Lazarus (1972). The first three
sessions were purely muscle relaxation while
the remaining five consisted of muscle relax-
ation with meditation. The meditation con-
sisted of concentrating on a scene that was
considered relaxing, e.g., the ocean, the
country, or the mountains. The sessions con-
sisted of two minutes of sitting quietly, five

minutes of progressive muscle relaxation,
three minutes of sitting quietly, five minutes
of meditation, five minutes of sitting quietly
and one to two minutes of awakening. For
the control group, the remaining eight sessions
consisted of 20 minutes of group discussion
followed by ten minutes of sitting quietly,
and being told to relax as best as possible.

At the end of training, the subjects in group
1 (treatment with follow-up received person-
alized relaxation tapes and were asked to
practice daily. All subjects were again ad-
ministered the Spielberger Self-Evaluation
Questionnaire and the Zung Checklist (post-
treatment). The Spielberger and Zung tests
were administered to subjects in groups one
and two once more, ten weeks after termi-
nation of the relaxation session. At the end
of the follow-up period the groups were de-
briefed, the control group was offered relax-
ation training and the non-follow-up group
given relaxation tapes.

RESULTS

A multivariate analysis of variance was used
to analyze the data. Table 1 presents raw score
means for the dependent variables. Results
indicate that in comparison to the control
group the treatment group manifested sig-

TABLE 1. Pre-, Posttreatment and Follow-up Means
for Spielberger State and Trait Anxiety and Zung

Depression Scores

Practice Follow-up (N = 12)

Pre Post Follow-up

State anxiety 52.0 32.9** 28.4**
Trait anxiety 51.6 40.3* 39.7*
Depression 41.8 38.0 35.8

No-practice Follow-up (N = 12)
State anxiety 51.8 31.7** 37.0**
Trait anxiety 54.5 45.8* 41.4*
Depression 43.7 40.5 38.2

Control (N = 12)
State anxiety 49.8 49.0 —
Trait anxiety 51.3 51.3 —
Depression 41.3 39.8 —

* p < .01.
** p < .001.
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nificant pre- to posttreatment change (F =
64.2, p < .001). Post-hoc multiple compar-
isons using the studentized range statistic re-
veal that the overall significance was due to
changes in state and trait anxiety (0 = 11.6,
p < .001; Q = 5.95, p < .01, respective-
ly). The decrement in the Zung Depression
Checklist from 42.8 to 39.3 for the combined
treatment groups did not reach significance
(Q = .08).

When the treatment group was examined
after ten weeks for follow-up a comparison
was made between those subjects who were
given taped relaxation-meditation sessions
and those who were not (groups 1 and 2).
Table 1 indicates that the practice follow-up
group manifested a continuing decrement for
state and trait anxiety scores as well as
depression scores. The no-practice follow-
up group demonstrated a return toward the
baseline state anxiety score (31.7 to 37.0),
yet still continued to decrease in terms of
trait anxiety and depression scores.

Table 2 presents the results of a post-hoc
item analysis of the Zung Checklist for the
treatment groups (groups 1 and 2 combined).
For purposes of the analysis those questions
showing a high correlation with the anxiety
related somatic components of depression
were removed and examined. These were
questions: 4) I have trouble sleeping through
the night; 9) My heart beats faster than usual;
10) I get tired for no reason; 13) I am restless
and can't sit still; and 15) I am more irritable
than usual (Mefferd, 1979). Results indicate
that when the anxiety correlated items from
the Zung depression checklist are removed
and evaluated separately pre- to posttreatment
differences reach significance.

DISCUSSION

The data indicates that meditation-relax-

ation can be a significantly effective procedure
for reducing state anxiety, trait anxiety and
somatic symptoms of depression in groups
of elderly people. Daily practice using cassette
tapes likewise seems to be effective in keeping
state anxiety at low levels. The finding that
trait anxiety improved significantly from pre-
to posttreatment and continued to manifest a
decrement independent of daily practice sug-
gests that a fairly stable level of reduced
autonomic reactivity was achieved.

In an earlier study (DeBerry, 1981) no dif-
ferences in trait anxiety were noted. Trait
anxiety is usually the more refractable com-
ponent of the state/trait dichotomy. Twenty
weeks however is still a relatively short period
of time. In essence, there is no way to say
that each subject's disposition for dealing with
anxiety-provoking stimuli has been perma-
nently altered. In addition, no major life
events occurred during this time period. One
can only speculate as to the effect a traumatic
life event could have on a person's ability to
relax. Yet, the present study is unique in the
sense that 83% of its subjects had experienced
the most stressful of life events, i.e., death
of a spouse. In a sense, therefore, when one
has already "been through the mill" so to
speak, perhaps there is little left to be trau-
matic except the past. Among those partici-
pating in the present study a large majority
reported that feelings of sadness and loss were
mainly tied to past memories and not to pres-
ent circumstances. Fear of death, at least
among this group, was not a major concern.
Perhaps reduced trait anxiety levels reflect
the ability of meditation-relaxation as a coping
device for dealing with anxiety associated
with past memories. Decrements in state
anxiety might, therefore, principally effect
the ability to cope with daily, more current
stressors.

The 20 to 30 minutes devoted to each re-

TABLE 2. Pre- to Posttreatment Comparison between Anxiety
Correlated and Noncorrelated Items on Zung Depression

Checklist for Treatment Groups

Items correlated with anxiety* 14.0 8.6**
Items not correlated with anxiety 28.8 30.6

Total Zung 42.8 39.3

* Questions 4, 9, 10, 13, 15.
* ? = 5.8 < .001.
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laxation-meditation session represents a 50%
decrease from the first study. This change
was initiated for two reasons; the first being
the lack of time due to the larger subject pop-
ulation. However, more important is that it
seemed possible that effective results could
be obtained within a shorter time span. With
extended relaxation there occasionally occurs
a negative feedback effect so that while re-
laxing for 10 minutes may by positive, re-
laxing for twenty minutes may become aver-
sive. Relaxation-meditation is clearly a case
where more is not necessarily better, at least
in terms of length of sessions.

Of special interest is the post-hoc item
analysis of the Zung Depression Checklist.
It has been noted by several authors that in-
creased anxiety levels (somatic and autonomic
arousal) are an integral component of agitated
and endogenous depressions. The present
study demonstrates that the anxiety compo-
nent of depression can be successfully treated
by relaxation-meditation procedures. This
finding is in agreement with researchers who
report a differential treatment effect between
vegetative and cognitive/affective components
of acute depression (DiMascio et al., 1979).
DiMascio et al. suggest that anxiety-related
vegetative complaints are especially amenable
to pharmacotherapy while mood and ideation
respond best to psychotherapy. The authors
conclude that both interventions combined
produce the best results.

Therefore, the results suggest that being
less anxious does not necessarily mean being
less depressed. In fact, it seems that as sub-
jects became less anxious there was a cor-
responding tendency for the affective and
cognitive dimensions of depression to in-
crease. These results can best be summarized
through the words of an 81-year-old female
subject. Sally (pseudonym) was one subject
I returned to speak with following the post-
hoc findings. She states:

I'm much calmer now, but, you know, also much
sadder . . . sometimes at night all I do is think about
Robert (her deceased husband of 3¥i years). I never
used to before . . . in fact I think it was not thinking
about him that made me nervous, (tearful now) You
know, you may have taught me to be more relaxed
but I'm sure not any happier for it.

Perhaps the reduction of anxiety levels
combined with the reflective nature of the

imagery involved in relaxation-meditation
brought about these results. The very nature
of the inner-directiveness involved in med-
itation procedures might be conducive to the
reemergence of repressed thoughts and feel-
ings. The technique of meditation-relaxation
is obviously quite similar to hypnosis which
is directly employed for purposes of eliciting
unconscious memories (Spiegel & Spiegel,
1978).

Sally was referred to an outpatient clinic
for psychotherapy as she reported being more
amenable to such intervention. In this case
the author agrees with Carrington et al. (1980)
who suggest that meditation can be a valuable
adjunct to traditional psychotherapy. Car-
rington et al. had developed a system known
as clinically standardized meditation. In stud-
ies combining meditation with psychotherapy
she reports decreases in tension and anxiety,
increased frustration tolerance, improve-
ments in psychosomatic conditions such as
asthma and tension headaches, increased en-
ergy, improved creativity and free associa-
tions and greater tolerance for primary process
material. Considering the recalcitrance many
elderly feel toward psychotherapy, relaxation-
meditation may prove to be a viable way to
get someone into treatment.

The present study suggests interesting
possibilities for future clinical research in
employing meditation-relaxation in a geriatric
population. Of prime importance is the ob-
served reduction in anxiety levels. Anxiety,
tension and chronic stress states can be a pre-
disposing as well as an intensifying factor in
psychosomatic as well as acute and chronic
illness. Coronary heart disease, hypertension,
hypoglycemia, hypertriglyceremia, functional
gastrointestinal disorders and depression can
all be worsened by chronic stressors such as
anxiety and tension. (Rahe & Romo, 1974).

Meditation-relaxation techniques represent
a holistic, conservative approach to the treat-
ment of the anxious elderly patient. In ad-
dition, relaxation-meditation procedures can
be used in a preventive manner and represent
viable and cost-effective adjuncts to tradi-
tional treatment approaches (Hymowitz,
1980; Levi, 1980). Furthermore, direct par-
ticipation in the treatment process may serve
to enhance the patient' s sense of mastery and
competence.
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The present study also indicates that the
elderly might be more open to psychiatric
intervention after their anxiety levels are re-
duced. Future research should focus on the
effect such mastery might have on feelings
of helplessness often associated with depres-
sion. Additional research should attempt to
identify clinical subgroups within the geriatric
population that could best benefit from
meditation-relaxation procedures. The use of
physiological measures such as electromy-
ograph monitoring, galvanic skin readings
or plasma free-fatty acid levels would improve
the validity of future studies. Likewise, fur-
ther understanding of additional cognitive and
affective variables as well as somatic factors
would be a further step toward a comprehen-
sive treatment package.
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