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ABSTRACT 

SYNERGISM is a treatment for the reduction of self­

perceived stress and anxiety. 

SYNERGISM is a new technology for psychological interven­

tion and does not rest on any previous technology. The ration­

ale for the development of this new technique comprises the 

whole of the Literature Review of this -thesis. SYNERGISM was 

developed on the basis of Patel's (1976) Savasan. No compon­

-ent analysis has been conducted to identify the critical vari­

ables in Savasan. Two reviews were conducted following the 

literature review which identified the critical variables, 

first in Savasan then in SYNERGISM. 

Three experiments wer~ conduct:e:lto examine the effects of 

SYNERGISM. It was hypothesised that Synergism would signifi­

cantly reduce self-perceived stress. The first experiment 

established Cattell and Scheier's (1963) IPAT Anxiety Scale 

Questionnaire and its criterion score as a valid measure of 

self-perceived stress in a New Zealand student group. This 

Baseline Group consisted of 121 psychology students at Massey 

University. The second experiment then examined the effec­

tiveness of Synergism to significantly reduce self-perceptions 

of stress in a group of 10 High Anxiety (Hi Anx) subjects, 
, 

with a Control Group of 10 matching Hi Anx subjects. The 

statistical results, using analysis of variance (ANOVA) on 

IPAT-SAQ indicated significant reduction in self-perceived 

stress, as a result of SYNERGISM. 

A third experiment was conducted using a SYNERGISM and 

a Placebo treatment condition with 10 subjects in each condi-

xvii 



tion. Statistical analysis using ANOVA again demonstrated 

significant SYNERGISM treatment effects ·in reduction of self­

perceived anxiety on the IPAT-SAQ measure. 

Further detailed analysis using Shostrom's (1966) Per­

sonal Orientation Inventory proved a more complex study. 

Two critical treatment variables in SYNERGISM are Heart 

Rate (HR) and Respiration Rate (RR). A great deal of atten­

tion is given these variables in the literature review. 

Analysis of HR/RR using a Self-Monitoring Schedule (SMS) 
~ 

demonstrated significant reductions in these variables. 

This was an important therapy -finding. 

Each experiment was conducted over a ten week period. 

Total elapsed time for the complete experiments was 24 weeks. 

The results established that SYNERGISM is an effective tech­

nology for the significant reduction of self-perceived stress. 

It is evident that further studies are required to assess 

the efficacy of SYNERGISM as a new tec?nology for psychologi­

cal intervention using non-pharmacologic strategies. 
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CHAPTER l 

INTRODUCTION 

1.1 General 

The past decade has seen a proliferation of treatment 

and research interest in complex cognitive relaxation tech­

niq ues, especially in the clinical areas covered by the con­

tent of this thesis. These areas include, cognitive behav­

iour change and self-control, (Goldfried and Merbaum, 1973; 

Thorenson and Mahoney, 1974; Meichenbaum, 1974; Goldfried 

and Davison, 1976; Morse and Watson, 1977), psychosomatic 

illness, (Hill, 1976) stress, (Seligma n and Garver, 1975; 

Selye, 1976) stress and coping (Baude and Levine, 1978) and 

the current strategies objectively validated for the reduc­

tion of stress illness (e.g., hypertension) in the recent 

theses of Patel (1976) and Seer (1977). As can be seen 

this information is post-1970, and is extensive. 

An analysis of stress and of the cue associated self­

control (CA-SC) relaxation techniques which have been suc­

cessful in the reduction of self-perceived stress, is critical 

to this thesis. It is not possible to review all the pertin­

ent literature in each of these areas. A new model of stress 

is still being developed by Lazarus and Launier (1978) which 

may be broad enough to encompass the complex phenomena associ­

ated with stress. Stress in the context of this thesis is 

associated more with the medical and objective physiological 

1 
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correlates of stress relating to hypertension (Harrell,, 1980) 

and Cardio-Vascular Disease (CVD) (Buras , J.980). These de­

terminants of stress are found to be more scientifically 

valid than the vague and often ambiguous psychological 

theories associated with psychoanalytic or personality vari­

ables. Relaxation techniques developed and tested along 

this paradigm have been eminently more successful in the 

reduction of actual stress than Progressive Muscle Relax­

ation (PMR) or Systematic Desensitization (SD) techniques 

(Blanchard and Ahles, 1979). CA-SC relaxation strategy was 

a central theme to Patel's (1976) thesis. Self-relaxation 

(Seer , 1977) was an attempt to demystify meditation. 

The purpose of this thesis is to attempt to define and 

identify self-perceived stress as related to psychosomatic 

diseases, cardiovascular risk and anxiety and to develop an 

effective technique for the reduction of self-perceived 

stress. There is abundant evidence suggesting the influence 

of psychological factors in relation to stress and it's 

relief. A general survey of psychotherapy (psychological 

intervention) reveals the corrrrnonality of procedures across 

most intervention modes and strategies. The over-riding aim 

of this analysis is to identify the key components of an 

effective relaxation technique from a review of the litera­

ture of relaxation. 

It will be established that relaxation stands out as 

the major psychotherapeutic strategy . .. Recent developments 

in sophisticated biofeedback instrumentarion and interest 

in the cognitive elements surrounding meditation has led 

towards the self-control strategies currently being researched. 

. I 
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This research is changing previously held concepts concern­

ing relaxation (Davidson and Schwartz, 1976). 

Research into hypertension is extensive (Harrell, 1980). 

This research is not covered in depth in this thesis. It is 

too substantive a task. It is pertinent to this thesis 

insofar as Patel's (1976) thesis and Seer's (1977) thesis, 

lends new direction to research into cognitive self-coping 

relaxation methods. Both theses dealt specifically with 

hypertension and the reduction of blood pressure (BP) using 

relaxation/meditation techniques. The reduction of BP in 

hypertension, and the concomitant reduction in stress is 

measured by objective criteria i.e., blood pressure is either 

lowered by relaxation, in which case the technique must be 

considered effective, or it is raised (an objective criteria 

of stress reaction). The most effective objectively evalu­

ated technique to date has been Savasan (Datey, 1969). A 

number of detailed reviews attest to this (Jacobs et.al., 

1977; Frankel , et.al., 1978; Frumkin et.al., 1978; ' and 

Blanchard and Ahles, 1979). 

This thesis uses as it's basic rationale for relaxation 

the psychophysiological correlates of stress reduction 

identified in the literature pertaining to the altered 

states of consciousness variously referred to as sleep, , 

relaxation, meditation, hypnosis as well as the physiology 

of respiration and the neuro- and bio-chemical physiology 

of arousal. These correlates will be identified and dis-

cussed as they appear relevant throughout the literature 

review. 

Insofar as this thesis rests on objective criteria for 
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the underlying rationale, it needs to be stated that the 

conceptual basis has a medical orientation. This has the 

advantage of scientific validation. Little reference is made 

to psychological constructs of personality. Use is made of 

self-report questionnaires as a means of behavioural assess-

ment. These are dealt with, within an existential/experien-

tial framework. The Maslowvian model of a self-potentializing, 

self-responsible, healthy human achieving peak experiences 

and developing B-values is preferred to the medical sickness 

model (Maslow, 1977).' ,:.., 

The emphasis of this thesis is on non-pharmacological 

intervention. The inference is that this is the domain of 

the psychologist/psychotherapist_. The optimum approach of 

psychotherapy aims towards a marriage of the two professions 

of psychology and medicine. Hence 'behavioural medicine' 

has been coined to refer to psychotherapy whi_ch is adjunctive 

to the medical practitioner and uses behavioural intervention 

' strategies which focus on causal events earlier in the pro-

plylactic chain than drug therapy. Whilst a detailed account 

of behavioural medicine is not given, the influence of the 

medical/physiological model is pervasive throughout this 

thesis. The medical specialist is often the first to diagnose 

and/or treat the presenting problems referred to in this . 
thesis. The physician must often take both initiative and 

priority in identification, treatment and in emergencies. 

Also, the medical practitioner is the only person trained to 

diagnose 'real' events such as ulcer, migraine, spinal/vis­

ceral damage, trauma, CVD and other such disorders. 

Often, these disorders may have a psychophysiological 
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etiology, suggesting anxiety, stress, emotional disorders 

or neurotic behaviour. Short-term intervention and treat-

ment of the presenting problem may require medical interven­

tion iR ehe form of drugs, surgery or other forms of strictly 

medical attention, to reduce the im.~ediate and 'real' stress. 

The point of intervention of the psychologist is often a 

discretionary one (Brammer and Shostrom, 1977). 

It is considered that the evaluation of the effective­

ness of treatment whether medical or psychotherapeutic, 

should be addressed in terms of the following criteria. 

Treatment must be shown to lead to changes which are not 

only preferably statistically significant, but, and most 

important, must be capable of bringing about worthwhile and 

lasting improvements in a person's life. Quality of life 

therefore, becomes a key issue. 

In Synergism the aim is not relaxation only. Synergism 

involves less actual counselling. It is an educationally 

based technique which leads to a self-responsible posture in 

adaptive coping and appropriate responding to act~al life 

events in vivo. It preconditions life-style changes and in­

fluences radical changes in interpersonal behaviour. The key 

active components to be identified in the measurement of 

effectiveness of synergism must be related to attitude ,modi­

fication or cognitive restructuring. 

This introduction will overview what are considered 

critical conceptual areas. The purpose is to indicate the 

problem and current attempts at its solution. It is felt 

psychotherapists (especially clinical psychologists) need 

to address themselves to a domain currently the subject of 
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intensive medical research. Most of the focus of the medical 

references given is directed to meditation as an adjunctive 

treatment or _~alliative for psychosomatic diseases. · Syner­

gi.sm G--f---fers---a 'demystif ±e-d' research-or1ented CA-SC relax­

ation technology. 

In the following sub-sections an attempt will be made to 

define and identify the problem in terms of psychosomatic 

illness. The role of psychotherapy in the induction of relax­

ation for the alleviation of psychosomatic illness, and the 

consequent improvement not only in individual adjustment/ 

coping skills but also in quality of life issues is emphasised. 

The control factors associated which influence the control 

of stress in psychosomatic illness will be briefly over-viewed. 

Often a reduction in the symptoms and more importantly a shift 

in the perceived locus of control takes place during relax­

ation training. A general survey of current relaxation 

methods and a summary of each major technique in current use 

by psychotherapists and medical practitioners is given. Tne 

underlying conceptual issues related to each is also briefly 

reviewed. 

The logic of the framework cf this Introduction is syn-

. t" 1 ergis 1c. That is, it proceeds in a step-wise fashion from 

general principles, aims and objectives. These have b~en 

already identified as underlying the schema of this thesis. 

The reader then moves progressively and cumulatively from 

l Synergists are muscles which eliminate unnecessary 
movement and act to coordinate the smoothness and effic­
iency of skeletal muscles. (Brooks, S.M., Basic Science 
and the Human Body, St. Louis: Mosb-;- , 1975). 
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PMR through SD t o Sa v a san a nd the most current use of success ­

fu l CA-SC r elaxation strategies , in the Self -Relaxing Training 

of Seer (1977). 

The words Synergy, synergistic and syne rgism whe n used 

throughout this t hes i s , r efer to a n ew t e chniqu e - SYNERGISM 

which is considered by the author to convey the essence of 

the physiological basis for the use of this word. SYNERGISM 

is a new more sophisticated research oriented CA-SC relax­

ation technique. Each stepwise progressive part cf the 

technique is a necessary pre-condition to the next phase. 

1.2 Psychosomatic Illness 

Alexander et.al., (1968) and the ideas promoted by their 

book, dominated resea rch into psychosomatic illness for many 

y ear s . They postulated tha t es s ential hypertension, peptic 

ulcers, asthma and a host of other "diseases" were mediated 

through psychological mechanisms. In their recommendations 

for treatment the authors described psychological constel­

lations specific to e a ch illness. Due to the psychiatric 

orientation, these doctors incorporated a psychoanalytic 

rationale into the treatment regimen. The hypothesis sug­

gested specific psychological vulnerability to specific 

disease. This attractive but e x treme view has not beep 

validated {Lipowski, 1976). 

Current research into Ischaemic heart disease (Burch, 

1980) Hypertension (Harrel, 1980) and a recent symposium on 

hypertension (Perloff, 1977) are quite categoric about the 

intimate relationship between these illness~s and the func­

tional/psychogenic mechanisms responsible. These illnesses 
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are held to be centra lly responsible for the bulk of p~ycho­

somatic d iiorders. Others include v a scular hea dac h e s, 

' tc:nsion headache s, asthma, gastro-intest;inal disorders and 

the_ hyperventilation syndrome. -All -e xcept the latter a re 

dealt with in det a il in Chapter 2 ( 2: l - Ps~rchophysiologic 

d i sorders ). T"ne_ hyperventilar. i on syndrome is d e a lt with in 

detail also in Chapter 2 ( 2: 7 - Respiration,. Anorexia 

Nervosa, Obesity, Epilepsy and other disorders which have 

identifiable psychogenic mech2 .nisms are not specifically 

dealt with in detail althoug~ these and smoking or other 

11 illness II models are succesi:ifully treated with behaviourally 

oriented treatment programmes. The purpose of the inclusion 

of illnesses i~ the review of literature is to indicate that 

in medically oriented illnesses such as hypertension and CVD 

the major non-pharmacological int ervention technique is re­

l axation, coupled with self-monitoring, cue-a ssocia ted self­

control (CA-SC) procedures. Obri.st ( 1174) and o ·chers have 

made it abundantly clear that all conponents of the cardio­

vascular system are very responsive to cognitive interven­

tion. _ 

Ostfeld (1973) asked the pertinent question "What is 

the payoff in hypertension research?" The analysis in the 

review of literature· attempts to answer part of this q uestion. 

The first part of any answer directed to Ostfeld's (1974) 

question quite obviously is the identification of the spec­

ific interacting variables between the neuro-, bio-chemical 

and physiological mechanisms which induce or reduce stress. 

These are dealt with where relevant, and constitute the basic 

rationale of Synergism. The interrelationship of these vari-

ables Hith psycho9enic factors is also dealt with as relevant. 
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The section ori psychophysiological disorders (Chapter 2 

section 2:1) is primarily an analysis to identify the common­

ality factors from which a successful relaxation technique 

can~ be developed. 

"Growing knowledge about the impact of 
psychosocial f actors is likely to have 
a major role to play in thE; prevention 
of disease ..•. Increasingly we see the 
logic of devoting resources to the main­
tenance of hea:th as well as the treat­
ment of illness." (Hill, 1977, p.123) 

1.3 Psychotherapy 

There are a number of psychologically oriented inter­

vention strateg·ies which are available to serve a community 

(Wallen, Bauserman and Lavin, 1977). Three areas of inter­

vention suggest themselves and seem to have been a tradition­

al domain of the psychotherapist and counsellor until rec­

Ently. Psychotherapy will be the most widely used term 

throughout this thesis. 'Where used it will also imply coun­

selling techniques. The three intervention areas · relate to: 

a) Psychophysiological disorders 

b} Stress - neurotic disorders 

c} Anxiety - social skills training 

In each of these three areas most of the significant 

research referred to, as has already been indicated, is 

post-1970. The following pattern of intervention strategy 

will be shown to emerge from current procedures in detail 

in each area in Chapter 2. 

1. Rationale (Cognitive restructuring} 

2. · Relaxation 

3. Imagery and Fantasy 
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4. Self-coping Skills training 

5. Cue-associa ted, self-control techniques (CA-SC) 
I 

6. "In vivo" generaliza tion of ~elf-coping 
strategies 

This will be referred to as the "Six Stage Model" in this 

thesis. Each a rea will be identified separately and the sig-

nificant disorders relating to each will be briefly reviewed. 

T'ne purpose of the detailed review in Chapter 2 is to estab­

lish the primacy of relaxation as a major therapeutic inter­

vention strategy in psychotherapy. 

A basic assumption concerning the induction of relax­

ation during psychotherapy is that the regular practice of 

relaxation has a therapeutic effect. The effects of relax-

ation are complex, involving factors such as regular practice, 

placebo and mode specific responses. Each of these specific 

factors will be dealt with in subsequent sections of the lit­

erature review. 

Psychotherapy is an overall rubric used to describe the 

general therapy area (Morse and Watson, 1977). The "Six Stage 

Model" identified above is a new post-1970 behaviour oriented 

cognitive therapy model. 

Psychotherapy in the form of professional counselling, 

non-pharmacological intervention strategies or program evalu-

ation, is essentially a long-term procedure. It's purpose is 

supportive and adjunctive to standard medical processes. In 

psychotherapy, a client-centred and holistic approach is often 

taken to attempt to reorient more healthy attitudes and to 

develop appropriate responding and adaptive coping skills. 

These intervention strategies may be non-pharmacological or 
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in conjunction with a particular medi c a l regimen (Br amm~r and 

Shostrom, 1977) . 

It may appear less cost-effective to employ a psychothera ­

pist, because these services are more time consuming. The 

teaching of appropria te r e s ponding a nd adapt ive cop i ng invol ­

ves extensive use of relaxation, skills training, and could 

be in conjunction with other sophisticated procedures involv­

ing biofeedback and other cognitive oriented processes. In 

the long term, the alteration of inappropriate responding 

and the maladaptive behaviour patterns associated with this 

is considered cost effective in socio-cultural terms. Life 

style changes, and radical changes in interpe rsonal behaviour 

lead to the alleviation of the presenting problems to the 

individual and the immediate social milieu. In the long 

t erm, projects such as smoking reduction programme s, strate­

gies in obesity intervention, and the reduction of CVD risk 

through implementation of relaxation programmes, must improve 

the q uality of life in the community at large. 

1.4 Control factors - Stress 

There are three specific issues with regard to stress, 

self-perceived stress, and the control of stress to which 

this thesis will attempt to address itself. The three issues 

concern perceptions of self control, coping strategies and 

self-monitoring. Recent research indicates that there are - ,.,,~•- -

many theoretical inadequacies and serious m~thodological 

weaknesses in wuch of the work in the areas of stress and 

coping (Rose and Levin, 1979). 

There are also conceptual ambiguities. Selye ( 1936) 
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initially introduced the term STRESS to describe a physio­

logical response pattern in animals. Since then the same 

label has been applied indiscriminately as a theoretical con­

struct linking human emotions and behaviour. Whilst paying 

lip service to Selye's original concept, the conceptual jump 

from a nima l to human emotions and behaviour does not withstand 

close scrutiny ( .21iller, 1979). A new model of stress is des­

perately needed to account for the complex phenomena currently 

being observed. One is currently being attempted by Lazarus 

and Launier (1978). 

It is only in this last decade that researchers and 

clinicians have begun to explicitly state that how people 

actually cope with stress is much more important than the 

freq uency and severity of the stress episodes themselves 

(Roskies and Laza rus, 1980). This thesis will concern it­

self with specific factors arising from the research into 

the control of stress rather than attempt the almost impos­

sible task of attempting to provide a rationale of° stress. 

The three major stress control factors which emerge .from the 

wealth of research ·literature concerning stress, its pe~cep­

tion and its contfol will now be dealt _with each in turp, i.e. 

self control, coping and self-monitoring. 

Whether a person perceives self-control or admits ~hat 

control is exercised by some external agency determines both 

the extent, duration and intensity of stress. This, at base, 

is Seligman's "Learned Helplessness" theory (1974). It has . 

been criticized by lfriller (1979) on the basis that the key 

variable is actually control or lack of it rather than 

learned helplessness. Research by clinical and social psy-
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chologists into the correlates of stress determined by Sel­

igman (1975) has validated his findings rather than the 

theoretical base. It is not intended in this thesis to .be-

come Tnvolved in flie semantics or 1:1ieoretical prop.osTtions 

e.g., helplessness versus control. Many theorists have moved 

from self-control to self-management. These terms are inter-

changeable in this thesis. Tne factor of perceived 'control' 

is argued as the critical variable in cognitive change and 

successful therapy. 

Nemiah (1976) indicated that people who lack a sense of self­

control are often the victims of some psychosomatic ailment, 

illness or disease. It shows that the inability to control 

aversive outcomes leads to reports of increased physical dis­

tress, and a greater degree of stress related symptoms, such 

as headache, stomach disorders and sweaty palms (Pennebaker 

et.al., 1977). Research by Seligman also linked excessive 

worry, feelings of helplessness and depression leading to CVD, 

to lack of perceived self-control of aversive stimuli (Selig­

man, 1975). 

The last decade has witnessed a burgeoning of interest 

in the nature of self-control. There has been a plethora of 

books dealing with stressful problems such as phobias, insom­

nia, weight control and many others (Thorenson, 1978). ,Be­

havioural therapy literature dealing with self-control has 

increased dramatically (Karfer, 1977). Most self-control 

manuals instruct readers in SD (Glasgow and Rosen, 1978). 

The latter research was a comprehensive review of self-con­

trol manuals. It is this emphasis on SD which will be the 

focus qf attention in Chapter 2.9 Self-Control. 
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Self-control procedure s involving HR, BP and other physio­

logica l determinants will be dealt with under Chapter 2.11, 

Correlates. Concurrent with this dramatic increase in self­

cmrtro-:1:: ha-s- ·been the int-e-ns-i--e-y ef -re-se-a-reh -ifl-t.e--1:-est -in- med.i--

tation. Self-control has been responsible for this signifi-

c a nt a mount o f research into the subject of medita tion. This 

is given specific attention in Chapter 2.6, Meditation. The 

interest and intensity of research into and results from this 

area is indicative of it's importance in psychotherapy. 

Baude and Levine (1978) have written probably the most 

comprehensive book on stress and coping to date. It mustered 

an impressive twenty member international and interdisciplin~ 

ary research team and had the cooperation of the Norwegian 

Army Parachute School for it's research into the psychobiol­

ogy of stress and coping mechanisms, under real life stress 

conditions. The use of a p arachuting situation to study 

real life stressors and coping mechanisms has precedent 

(Fenz and Epstein, 1967). 

A number of significant findings have been m_ade by 

Baude and Levine (1978). For a study of coping, an important 

factor was the differentiation in the arousal state which 

occurred when coping was either present or absent. Heart 

rate augmentation was a fast acting but short lasting re-
, 

sponse. This response specificity of the heart will be 

dealt with in Chapter 2.11, Correlates. It is also an im-

portant component of the relaxation response - Chapter 2.5, 

Relaxation. Under repeated exposure plasma variables showed 

a slower-rising but longer-lasting effect which was e x tremely 

sensitive to effects of repeated exposure. This cortico-
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steroid and blood plasma response is not dealt with in this 

thesis, but is a phenomena of a rousal which will be dealt 

with where relevant, to arousal. 

Of most importance, however, was the emphasis given to 

subjective e v a l u2t i on of stress, in contrast to obje ctive 

ratings of performance. Long before performance was rated 

satisfactory by school standards, men who reported subjective 

coping ability actually showed decrements to hormonal arousal. 

The predictions of Lazarus and Launier's (1978) cognitive 

(self-control) model were confirmed. Levels of arousal are 

more dependant on self-perceptions of stress than upon the 

characteristics of the stress situation. Miller (1979) also 

found that subjects are actually willing to tolerate more 

pain when they have control, that loss of control was a vital . 

factor in ability to tolerate stress, and that control reduces 

the impact of aversive events. Control and the ability to 

cope seem to be proportionally related events. The problei;n 

of coping however is a much more complex event than this 

simple model would seem to predict. In a more deta~led study 

of coping processes Cohen and Lazarus (1973) have demonstra­

ted that coping style is not an unchangeable process. The 

fact that a person has developed a particular coping style 

does not presume that the coping response to stress is in­

variate. 

Coping style is a specific of the situation not an in­

variable disposition or trait. This area is a difficult one. 

' What emerges from this field of research is 1) that the most 

successful 'copers' are those people who have a variety of 

coping responses to draw upon, 2) the perception of self-con-
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trol seems to be an important factor in the ability to deal 

with stress and finally 3) the ability to perceive stress, 

' the variety of available coping mechanisms and the perceived 

to stress can be significantly increased. 

Individuals often describe their somatic problems by 

reporting the frequency, intensity and duration of their 

self-perceived stress state. Four factors emerge from this 

self-monitoring process which become important in the self­

control or self-management of stress anxiety and psychophysio-

logical disorders. First, Leventhal (1975) has substantively 

documented that people's perceptions of the state of their 

psyche-soma determine the help they seek for alleviation of 

this perceived stress. Second, self-reports on the progress 

of "illness" by self-monitoring procedures become important 

cues to self-perceptions (Meichenbaum, 1975). Third, medi­

cal practitioners often view the perceptions of a symptom 

as reported by a patient, as exacerbators of the problem 

(Hill, 1977). Fourth, cognitive factors play a significant 

role in the genesis, maintenance and eradication of the 

psychophysiologic arousal states resulting from perceptions 

of stress (May, 1977}. In fact Lazarus (1971) early ·pointed 

out that: "Nearly all instances of unhappiness are due to 

internal thoughts rather than external events." 

Self-monitoring has recently become the cornerstone of 

self-control and self-management strategies (e.g. Mahoney 

and Mahoney, 1976). The self-report strategies which are 

central to self-monitoring procedures set the stage for objec-

tive perception of a problem. This is a .function of aware-
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ness discussed more fully in Chapter 2.6, Meditation. Aware ­

ness is the essential first ingredient to a successful pro­

gram. Awareness precedes consciousness (Joseph, 1980). In 

the context of self-control this means that before a controT 

program can be initiated, it must be preceded by an awareness 

which includes knowing and recognising. The provision of a 

rationale for "knowing" (Chapter 2.4, Rationale) and the in 

vivo practice of self-monitoring to develop an objective 

referent for this knowledge, are important pre-conditions to 

successful programming, or cognitive restructuring. 

Several research studies have found that self-monitoring 

alone can increase or decrease behaviour (Ciminera et.al., 

1977). In a recent study by Heckerman et.al., (1978) in a 

weight reduction program, it was found that the monitoring of 

weight was not as effective as monitoring intake. The shift 

in emphasis is towards self-responsibility and control of 

factors (i.e. intake rather than result) directly affecting 

performance. An important paper in this regard is the re­

search article by Sperduto et.al., (1978). In this research 

it was demonstrated that the direction of changes resulting 

from in vivo self-monitoring and the monitoring of others is 

identical. When persons recorded positively valenced be­

haviours in another person, changes in the behaviour p~tterns 

of the observer also occurred. This is a similar finding in 

modeling · research (Bandura, 1969). In the research by Sper­

duto et.al., (1978) it was suggested that a person may sub­

stantially increase desirable behaviour either through self­

monitoring or observing appropriate behaviours in others. 

Attention is merely focussed on the behaviour to be achieved 
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and it's recording. Social valence can be an important 

'external' mediator. In other research (Chapter 2.11 , Cor­

relates) it will be shown that self-monitoring of respiration 

(RR) and heart rate (HR) results in a ecrease ral'.'.:e- or 

responding - that is towards a hypometabolic (or relaxation) 

state. 

Few researchers have put the following three key ele­

ments of stress control together as a practical therapeutic 

technique: 1) self-identify (locus of control or perception 

of self-control); 2) responsibility (direct intervention 

using an appropriate coping stratey); and 3) awareness (the 

regular in vivo application of self-monitoring). The reader 

of existential therapies (May 1966, Frankl, 1974) will 

immediately recognise the significance of these terms. Each 

has been identified above as critical determinants of be­

haviour and attitude modification, and are considered key 

components in relaxation/meditation techniques. 
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1. 5 Relaxation 

Relaxation technology is an important therapeutic inter­

vention strategy. As a non-pharmacological self-control 

strategy it could be a major psyc o-physiologic devrce----for 

use by helping professionals. Relaxation technologies are 

c a p able of analysis into soma tic, affective and cognitive 

mode-specific components (Davidson and Schwartz, 1976). Re­

laxation can include technologies of auto-suggestion, hyp­

notic induction, and breath regulation as well as various 

physiological tension-release methodologies. It "has never 

rigourously [been] defined" (Davidson and Schwartz, 1976, 

p.400). It was introduced as a significant form of therapy 

by Jacobson (circa, 1929) and as autogenic training by 

J.H. Shultz (1932). It suffered a decline as a psychothera­

peutic technique until the introduction of Systematic Desen­

sitization by Wolpe (1958). Patel's (1976) Savasan promises 

to be a similar breakthrough (Blanchard and Ahles, 1979). 

Relaxation produces effects which are claimed to operate 

antagonalistically. to inhibit anxiety, tension and similar 

pathalogically oriented responses (Wolpe, 1958). Relaxation 

is receiving a great deal of contemporary and significant 

research attention due to its importance as a therapeutic 

intervention strategy ( Patel 197 3-, 1975; Benson et. al. , 1974; 

Davidson and Schwartz 1976; Bei·man et. al. , 1978; and S~ers 

1977). It needs to be noted that Jacobson, Wolpe, Datey, 

Patel, Benson and Seers are each medical doctors. 

Various components of relaxation as a mode-specific 

relaxation have been identified by Jacobson (1974 c. 1929), 

but few have improved on his findings, dividing response 
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categories into somative and cognitive effects. Davidson 

and Schwartz (1976) suggest that none have "systematically 

investigated the differential consequences of these pro~ 

cesses" (p.401). 

1. 6 Progress ive Musc l e Relaxation 

Edmund Jacobson (1974) gave the first comprehensive 

treatment of a relaxation therapy in . 1929. Jacobson's system 

is called Progressive Relaxation by him, but is more often 

referred to as progressive muscle relaxation (PMR). Jacob­

sons PMR provides the basis for many of the relaxation tech-

niques currently in vogue. The critical component in PMR 

has not been unambiguously identified (Borkovec, et.al., 1978). 

Jacobson was the first to postulate and prove a direct 

correlation between blood pressure and skeletal muscle ten­

sion reduction. 

PMR involves primarily the somatic system. It is a 

technique developed to achieve discriminative control over 

gross skeletal muscle groups. The purpose of PMR is to re-

duce anxiety. Jacobson believes that anxiety and muscle 

relaxation are antagonistic. Although probably the most 

extensively used relaxation technique used today, few re­

_searchers or clinicians follow Jacobson's recommendation to , 

continue training/treatment for up to 200 sessions. In a 

recent communication, Jacobson (1977) agreed 6-7 sessions 

were sufficient. 

Paul (1969) has extensively researched PMR and has 

developed a reduction in the components originally recom­

mended by Jacobson (c. 1929). The effectiveness of brief 



21 

training combined with Paul's (1969) modifications are well 

established. The major emphasis of this technique is on the 

focus of attention to somatic events. 

r.rhe PMR techniq ue requires the subject to be placed in 

a comfortable posit i on in a quie t setting. The client is 

required to maintain a passive attitude. Instructions are 

given to systematically tense and relax specific muscle 

groups. Progression to each new muscle group is contingent 

upon complete relaxation in the immediate previous muscle 

group exercised. The technique, when correctly applied, 

leads to complete somatic relaxation. 

Relaxation has recently become an important component 

in the treatment of successful programs in insomnia, phobias, 

sex therapies, smoking and weight reduction (Thorenson, 1980). 

It is often used in psychotherapy, hypnot ism and counselling 

( Kazdin, 1976). It has also been used for the psychosomati-

cally associated problems of cardio-vascular stress, asthma, 

stomach disorders, headaches, migraines and phobias (Hersen 

and Bellack, 1979). It is the ma jor techniq ue for the reduc­

tion of stress and anxiety . Relaxation is also used in 

assertion training and in the development of social and life 

skills training (Davidson and Schwartz, 1976). 

1.7 Systematic Desensitization 

It was not until the introduction of systematic desensi­

tization (SD) by Wolpe (1958) that PMR was recognised as an 

important therapy component as listed above. Wolpe used an 

abbreviated form of this procedure, and developed a complex 
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Initially Wolpe (1958) 

called his technique reciprocal inhibition. This was based 

on the neurological hypothesis developed from Sherrington and 

Hull, on which his techniq ue wa s based. 

A detailed evaluation of SD was conducted by Kazdin (1976) 

who helped author a comprehensive critique of 150 reports on 

literally thousands of clients. He concluded: 1) there was 

little agreement regarding the specific active ingredients 

of SD, but there was 2) consensual validity about efficacy 

even though 3) there was a great deal of controversy surround­

ing conceptual issues. However, Wolpe's (1958) concept of 

reciprocal inhibition is no longer held to be valid (Kazdin, 

1976). Probably no other therapeutic technique has received 

so much research attention as SD in recent years. Lang (1979) 

has made the most recent assault on Wolpe's (1958) theoretical 

exploration for the underlying process. 

Five steps constitute the general pattern of SD tech­

nology (Garlington, 1979). The first consists of a set of 

instructions which structure the psychological set of the 

client by describing the underlying rationale for SD. The 

procedures which constitute the next four steps are also 

explained. The purpose of SD is described as a) to provide 

practice in learning to relax away tension and b) to provide 

a rehearsal framework for certain specific situations where 

c) a client is encouraged to practice the relaxation skills 

in vivo. These instructions develop a "set" of expectancies 

and demand characteristics. 

Actual training in SD corrnnences with the next step -

relaxation. The procedure outlined by Paul (1966) is that 
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most commonly used. Clients are taught this modified a nd 

simplified PMR t e chniq ue involving the tense-t e lax s equence 

of spe cific muscle groups at 5-7 second intervals for tension 

and 2 O- 3 0 second int e rv a "ls for rei--ax--at--:i:-e-ft • ';Pae :i:;:.e_J.ax/ tense 

phase is explcined as a somatic sensitivity programme, and a 

c ue - associated technology for relaxat i on induct ion. 'These 

explanations provide clients with a scientific rationale. 

The nex t step involves the construction of a hierarchy 

of responses. These consist of graded variations of anxiety­

provoking situations selected and graded by the client. Gold­

fried (1971) modified the form of the hierarchy so that the 

items did not require a similarity dimension. Purists like 

Garlington (1979) maintain this dimension, consisting of 15-

20 items arranged along a time/distance/similarity dimensions 

in an increasingly a nx iety-pr ovok ing asce nd ing orde r. 

During the progress of this training, visualization 

exercises are conducted using a relax-anxious alternating 

emotive imagery technique. Again Goldfied (1971) modified 

this technique so that the anx iety image is retained whilst 

relaxation instructions are given. Goldfried maintained that 

this modification more accurately parallels in vivo situations. 

In the standardized procedure Paul (1966) and Garlington 

(1979), the final step was desensitization proper. Reiax ­

ation is induced, pleasant emotive imagery is generated, 

until a specific level of relaxation is registered by the 

client raising a finger. Sensory induction may follow and 

finally the anxiety-provoking emotive imagery is evoked. 

Progression to the next graded hierarchy response does not 

proceed until in the following relaxation phase, a high level, 
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relax ed imagining is reported with concurrent somatic rel ax -

ation. 

In the modi f ied format, Goldfrie d (1971) the client is 

encouraged to use SD as self-control in vivo, :forthe- J::educ­

tion o f a nxiety . The s elf-contr ol o rientation h a s led to 

even further modifications of SD and numerous elaborations 

of the SD hypothesis such as extinction, habituation, operant 

conditioning, semantic conditioning, discrimination and 

covert conditioning (Ladouceur, 1978). This last researcher 

also stated "the mechanisms involved have not yet been clearly 

elucidated" ( p. 411) . 

In a comparison of traditional SD (Wolpe 1958, Paul, 1966) 

versus self-control SD (Goldfried, 1971) it was found that 

both treatments were e qually effective, but were demonstrably 

better than the control group i n the significant reduction 

of targeted and non-targeted anx iety. Deffenbacher et.al.'s 

(1979) explanation was that the greater attention to in vivo 

rela x a tion methodology which wa s used in the traditional 

mode (not normally given so much emphasis) may h a ve been 

responsible for the equality of effectiveness with self­

control SD. In the latter in vivo relaxation is particularly 

emphasised. 

Paul's (1969b) study used Wolpe's (1958) abbreviated 

version of the Jacobson (1929) methodology. The results of 

this research indicated the superiority of SD technology 

over hypnotic induction techniques along four important 

dimensions: the reduction of a) heart rate (HR), b) respira­

tory rate (RR), c) muscle tension (EMG), and an increase in 

d) skin conductance using galvanic skin resistance (GSR). 



25 

An excellent and comprehensive r eview of the whole 

area of the psycho-biology of relaxation and related state s, 

was conducted by Davidson and Schwartz (1976). These re-

searchers draw attention to I mportant: componen or relax=-

ation technologies in terms of somatic and cognitive modali­

ties, and add a new component proposed by Nar anjo and Orn­

stein (1971), Ornstein (1972) and others, the attentional 

mode. Their research was dependant on their hypothesis of 

mode-specific relaxation. This theoretical concept is 

accepted. However, effective relaxation technologies incor­

porate all three modes, and do not negate the purely physical 

mode. The successful application of yoga techniques (Patel, 

1976) validate this view. Most meditation technologies 

incorporate a multi-modal approach to relaxation (e.g., 

Satyananda, 1974). 

1.8 Savasan 

Psychotherapists and registered medical practitioners 

have used yoga (Datey et.al., 1969; Patel 1973, 1975; Patel 

and North 1975; Patel 1976; and Patel and Carruthers 1977), 

Transcendental Med.i,tation (Benson et.al., 1974(a)(b), 1975 

and 1977) and Buddhist breath meditation (Stone and deLeo 

1976). Other therapists have used Zen meditation (Shapiro 

1978), muscle relaxation (Shoemaker and Tasto 1975} metronome 

conditioned relaxation MCR (Brady et.al., 1974) and progres­

sive relaxation (Beiman et.al., 1978). Many others have 

incorporated hypnotherapy (Hilgard 1965, Barber, 1969), 

implosive/flooding therapies (Marks 1972), imagery (Lang 

1979), and other techniques as relaxation strategies to re-
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duce BP in essential hypertensives. Almost all of this re­

search is post-1970. Satyananda (1974) has printed exhaustive 

precise and detailed tape transcripts of deep relaxation and 

meditat"Ion -tee no ogies "including visualizatieB and fantasy. 

Many behavioural, psychophysiological, and biofeedback 

or biofeedback assisted relaxation/meditation techniques 

have been used to reduce blood pressure in hypertensives, 

some with more success than others. The reduction of blood 

pressure is considered a new and important dimension added 

to the four psychophysiological categories isolated by Paul 

(1969b). 

Jacobson's own research dealt with both normal and 

hypertensive subjects in 1931, but PMR was rarely applied 

for the reduction of BP even though a direct correlation 

between BP reduction and PMR was demonstrated by Jacobson 

at this early stage. 

Shoemaker and Tasto (1975) were among the few researchers 

who used PMR in studies of BP reduction in hypertensives. 

Their research indicated clearly the superiority of PMR over 

what appeared to be more sophisticated biofeedback monitored 

only relaxation. Most reviews supported this contention, 

at that time. 

Comparisons between various of the relaxation tecnniques 

and Savasan have been conducted by Jacob, et.al., (1977); 

Barr-Taylor et. al. , ( 1977); Frumkin et. al_., ( 1978) and Blan­

chard and Ahles (1979). In each review the critical vari­

able has been blood pressure reduction in essential hyper­

tension. In each case Patel's (1976) thesis on Savasan is 
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widely quoted and summaries of results indicate that it gen-

erated the most significant BP reductions. It's efficacy as 

a relaxation technology has been well established. 

According to this evidence the most successful relaxation 

technology so far researched is Savasan (Blan~~ard & Ahles 1979). 

Savasan has proven a very effective technology but is little 

known, therefore little understood. In its current usage 

it is presented as a multiple component technology. The 

original Savasan technique provided a simple, single-compon­

ent body posture which gives emphasis to decreased muscle 

tonus (Kaivalydharma 1974). It is a sensitivity training 

posture which can induce awareness of actual physiologic 

and psychophysiological mechanisms which naturally occur 

in the body. This somatic sensitivity can then be condition­

ed as a self-monitoring device to develop awareness of the 

R.R. 

The Relaxation Response (RR) (Benson 1974), induces a 

hypometabolic state characterized by a) changes iri t"requency ··. 

of the galvanic skin response (GSR); b) changes in peripheral 

resistance involving blood pressure (BP); c) a decrease in 

respiratory rate; d) lowered oxygen consumption and e) de­

creased heart rate (HR). 

Benson et.al., (1974), Patel (1976) and Seers (1977) , 

have each established the efficacy of different meditation 

techniques for the reduction of blood pressure. Patel ( 1976) 

also reported lowering of cholesterol levels, whilst Keene 

(1980) is currently investigating the reduction of cortico­

steroids using meditation techniques. Each of these specif­

ic medical conditions are considered to be mechanisms respon-
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sive to stress levels. In each case stress as measured by 

these parameters has been significantly reduced u sing medi­

tation. 

This thesis will critically review Relaxation. It will 

identify the key a.nd c onsistently occurring components which 

appear in relaxation research. It will give a detailed analy­

sis of Savasan and show how this relaxation technique differs 

essentially from others. From this analysis of relaxation 

and Savasan the technique of Synergism has been developed. 

This new technique - SYNERGISM, will be· presented with ses­

sional tape transcripts, along with its rationale. It's 

efficacy will be experimentally tested. 

1.9 Demystified - Self-Relaxation 

Benson (1974) wa s the first to attempt a d emystification 

process when he identified four essential components of 

Transcendental Meditation. Beary et.al., (.974) also listed 

respiratory changes which were considered to elicit the hypo­

metabolic changes brought about by the psychophysiologic 

technique to TM. These changes were decreased oxygen con­

sumption, carbon dioxide production and a change in the res­

piratory rate. Evidence will be given in Section 2.7, Res­

piration which will give these changes in greater detail. 

Interestingly neither Benson nor Beary listed respiration 

as a key variable. The relationship between respiration 

and imagery is well documented (Mackson, 1979). 

Patel's (1976) thesis takes full cognizance of the im­

portance of imagery and respiration. Although she makes 

little attempt to demystify the actual technique, Patel does 
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provide a detailed neuro- and psychophysiological rationale 

underlying the technique, and pre-empts Davidson and Schwart z 

(1976) with her detaile d coverage of mode-specific relax-

ation . ffi- her ins truG-t-i--GnS- to. patjent s Patel _gg_y~ details 

of this underlying rationale in lectures, talks, slides and 

handouts. 

The sole purpose of Seer's (1977) thesis seems to be 

spent in the demystification of TM. He went to great pains 

to explain this purpose and developed a self-relaxation model 

based on Benson's (1974) hypometabolic response system, but 

ignored extant data on respiration. He did however, . like 

Patel (1976) include explicit instructions concerning atten­

tion to respiratory factors (Seer, 1977, p.66). These fairly 

explicit instructions result in passive monitoring of the 

breath. Imagery r e search (Jacobson, 1979) respiration re­

search (Stone and deLeo, 1976) and self-mon itor ing research 

(Sperdute, et.al., 1978) all attest to the fact that passive 

self-monitoring is the most powerful determinant of respira­

tory BP and HR change. This in itself is a technique. It 

seems that each of the three researchers, (Benson, 1974~ 

Patel, 1976; and Seer, 1977) have missed the critical influ­

ence that respiration can make on the relaxation response 

whilst each have acknowledged it's presence as a key com­

ponent. Seer (1977, p.66) also uses imagery. 

The purpose of Synergism is to take this demystifica­

tion process even further, by identifying each of the key 

components operating among each of the successfull relax­

ation technologies available, from PMR and SD through the 

variety of meditation techniq ues including the detailed and 
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sophisticatec.. repetoire offered by the taped transcripts of 

Satyananda (1974). This Guru is first and foremost a tech­

nician. Unlike TM, about which Smith (1976) and Seer(l977) 

justifiably complain, Satyananda (1974) has exposed eac of 

his techniques in detail, to be publicly scrutinized. The 

rationale offered may be 'oriental', but the techniques are 

full exposed to public view. The source of TM and many other 

oriental meditation techniques may be found among this rich 

source material. 

To date the 'demystification' of TM has only resulted 

in identification of four components, and hasn't proceeded 

beyond those offered by Benson (1974). These are: 

a) A mental device 

b) A passive attitude 

c) Decreased muscle tonus 

d) Quiet environment 

Each of these will be discussed in detail in Chapter 

2.5, and a summary of these and others will be presented as 

relevant. Seemingly complex meditational techniques will 

be capable of analysis once the basic components of relax­

ation induction and relaxation response are understood. 
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