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Overview and Basic Terms:
Stress, according to the Mind/Body Medical Institute’s stress
management website (MBMI.org), is a general term used to define the
body's automatic physiologic reaction to circumstances that require
behavioral adjustments. Confronted by a threat - physical or emotional,
real or imagined - the hypothalamus causes the pituitary gland and
adrenal gland to release the neurotransmittors epinephrine and
norepinephrine (also known as adrenaline and noradrenaline) and other
related hormones. When released into the body, these messengers propel
you into a state of arousal (your metabolism, heart rate, blood pressure,
breathing rate and muscle tension all increase). This is commonly known
as the fight-or-flight response, as named by Walter B. Cannon, M.D., of
the Harvard Medical School. Note that this term is used for the general
physiologic process and is therefore not a specific DSM-IV diagnosis,
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although chronic stress can of course lead to the developmental of
various mental illnesses.
In this article, we will use the following two terms to separate the events
that trigger stress from our response to those events:
Stressor = Events that are perceived as endangering one physical or
mental well-being. Stressors can include traumatic events, major life
changes such as changing jobs or getting married, internal conflicts
between competing goals, and minor daily hassles, such as being stuck
in a traffic jam.
Stress Response = a person’s response to a stressor.
Other terms for review:
Neuron = A nerve cell, the basic unit of the nervous system.
Endocrine = glands that are ductless and their hormone secretions are
distributed throughout our body by the bloodstream.
Autonomic Nervous System (ANS) = a major division of the nervous
system with two major subdivisions, the Sympathetic Nervous System
(SNS), which serves an activating function to mobilize an organism to
protect itself, and the Parasympathetic Nervous System (PNS), which
serves to return the body to a restful, regenerative state.
The Stress Response:
Physiologically, the stress response occurs along three primary axes; the
neuronal axis, the neuroendocrine axis, and the endocrine axis (Parker,
1995). The neuronal axis primarily involves the Sympathetic branch of
the Autonomic Nervous System (ANS). The Sympathetic Nervous System
(SNS) uses the neurotransmitter epinephrine, along with other
neurotransmitters, to activate the nervous system and target organs for
immediate response by the person to a stressor. The second axis, the
neuroendocrine axis, involves the SNS working in conjunction with the
adrenal medulla, which is an endocrine organ. This results in the
release of norepinephrine and epinephrine to help us mobilize energy for
immediate stress response. Lastly, the endocrine axis involves several
hormones that signal the adrenal cortex to release glucocorticoids such
as cortisol. These hormones have the most prolonged effects on our
physical system. Hans Selye (1946) called the coordinated set of
responses to stress the General Adaptation Syndrome:
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First phase is alarm in which the body triggers the SNS to mobilize
resources.
Second phase is resistance in which we try to cope with threat by
the fight-or-flight response.
Third phase is exhaustion in which our body has depleted
physiologic resources.

Chronic arousal can make us susceptible to illness. Seyle found that his
lab animals that were exposed to chronic stress, regardless of the type
of stressor, had enlarged adrenal glands, shrunken lymph nodes and
stomach ulcers.
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Diagram of the Stress Response:
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The stress response causes the following physiologic actions:
 Dilated Pupils
 Tense Muscles
 Liver releases glucose to fuel muscles
 Hormones are released that convert fats and proteins into glucose
for muscle fuel
 Heart rate increases
 Blood pressure increases
 Respiration increases
 Digestion is slowed
 Less saliva released which causes dry mouth
 Spleen releases more red blood cells to carry oxygen
For a more in-depth discussion of the basic physiology of the stress
response, please refer to Atkinson & Hilgard’s Introduction to Psychology
(2003), especially pages 493 to 525.
An event is perceived as stressful depending on these main
characteristics:


Controllability - the degree to which we can stop a stressor or
bring it about. Studies have shown that the more uncontrollable a
stressor is perceived to be, this increases the perception of stress
and vice versa if a stressor is perceived as more controllable (Geer
and Maisel, 1973).



Predictability- if we can’t control something but can predict it,
this usually decreases the severity of the stress response. In
several studies, we tend to choose predictable shock over
unpredictable shocks. (Abbott, Schoen, and Badia, 1984; Kartz
and Wykes, 1985).



Appraisal of the challenge to a person’s abilities and self-concept.
Most stressors are ‘psychogenic’, meaning they arise based on the
psychological interpretation or appraisal placed upon an event.
This process of appraisal has been described by Lazarus and
Folkman (1984) and they have identified two subtypes of appraisal:
Primary appraisal has to do with the initial judgment of
whether a stressor has the potential for producing harm or
loss. If no potential harm or loss is perceived than the stress
response is not invoked. If the primary appraisal does
include potential for harm or loss, then secondary appraisal
occurs, which is the judgment whether sufficient resources
are there to cope with the stressor. If the person feels they
5

have sufficient resources, then the stress response is
lowered.


Causes a major change in life circumstance: The Life Events
Scale was developed by Holmes and Rahe (1967) as a means to
measure the impact of life changes. The scale ranks life events
from most stressful to least stressful. This scale is one widely
regarded scale to measure the impact of life events, but it also has
been criticized for many reasons. The scale includes both positive
(i.e., marriage) and negative changes (i.e., job loss), but most
research shows that negative events have a greater impact on
physical and mental health. The scale also assumes that all
people respond to a given event the same way, but there are large
individual differences in response to a given event. Furthermore,
different people can view the same events as either stressors or
challenges, depending on characteristics such as attributional
style and stress hardiness.



Internal Conflicts: this can cause stress when a person has to
choose between two conflicting or mutually exclusive goals. This
can occur, for example, when an individual goal conflicts with a
family goal or a societal/cultural standard.

Benefits of Stress:
Under certain circumstances, stress can be beneficial. Robert M. Yerkes,
M.D. and John D. Dodson, M.D. first described the relation between
stress and performance in 1908. According to the Mind/Body Medical
Institute, “at appropriate levels, acute stress increases both efficiency
and performance. For example, before an athletic event, competitors
involuntarily elicit the stress response. Before an examination, students
exhibit increased heart rate and blood pressure. Similarly, in today's
high-powered competitive environment, the stimulus of the stress
response is often essential to success in some settings” (Mind/Body
Medical Institute website article, “Mind/Body Basics: Stress and
Performance”, MBMI.org). As stress increases, so do performance and
efficiency.
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However, this relationship will not continue indefinitely in this fashion.
When too many situations demand adjustment, stress exceeds a
threshold. This stress overload contributes to diminishing performance,
efficiency, and even health. This relationship is known as the YerkesDodson Law.

Note. From “Mind/Body Basics: Stress and Performance,” by the
Mind/Body Medical Institute, http://www.mbmi.org/pages/mbb_s2.asp.
Reprinted with permission.
Treatments:
The subsequent article is going to focus on treatments that will lessen
the mental and physical effects of chronic stress on a variety of clients.
The techniques discussed will target and lessen symptoms such as
anxiety and physical reactions such as increased respiration rate,
increased heart rate, muscle tension, increased blood pressure, pupil
dilation, and overproduction of stress hormones. Our aim as therapists
will be multi-faceted: to assess the client’s perceived stressors and assist
them in modifying attitudes about the stressors; to lessen chronic
overarousal of the SNS and instead invoke the regenerative properties of
the PNS; and finally, to assist them in accessing personal strengths and
resources that buffer against stress, such as social support and stress
hardiness.
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Overview
This article will provide an overview of several types of treatment
techniques, as well as an extensive literature review, for stress related
issues. The techniques discussed will include several commonly used
techniques and some newer, cutting edge ones. This overview, although
extensive, will not cover every single possible technique for stress
management, however, a resource list and bibliography is provided along
with this article, in case the reader would care to explore certain
techniques in further detail or pursue further training.
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Research (Schaffer, 1982) indicates that about 20 million Americans
experience chronic, stress-induced illness. It is vitally important
therefore that we as therapists address this issue with our clients.
Assessment
To be effective, any stress-reduction protocol must include an effective
assessment of the individual client. There are several empirically-based
stress scales in which you can derive an actual numerical value
corresponding to stress level of the client. However, the author would
like to note the fact that psychotherapy is both an art and a science. In
dealing with our clients as individuals, we use both our empiricallybased scientific tools (“the science”) as well as our clinical judgment and
intuition (“the art") in assisting our clients. As one of our most wellknown scientists, Albert Einstein, said in his autobiography The World as
I See It,” The most beautiful and most profound emotion we can
experience is the sensation of the mystical. It is the sower of all true
science." Therefore, in the assessment process, part of our work as
therapists is to get to know the client and their multifaceted background,
taking into account such variables as socio-economic status, cultural
background, age, sexual orientation, gender and all the other variables
that define each of us as a unique human being. The clinical interview
should examine issues such as the client’s primary and secondary
appraisal processes, their perceptions of threat or loss surrounding
certain stressors, essentially exploring the meaning of the stressor to
them as an individual. Also, assess what coping strategies the client
uses and what they may have in terms of coping skills but may not
realize. The stress response of any client depends on their appraisal of
the stressors in their life.
In terms of standardized stress questionnaires looking at the number
and type of major life stressors, the Social Readjustment Rating Scale
by Holmes and Rahe (1967) is one that is commonly used. It includes a
listing of several life events ranging from most stressful, i.e., “Death of
spouse” to least stressful, i.e., “Minor violations of the law”, and each
event is assigned a numeric value. There are two versions of the scale,
one for adults and one for adolescents. (To view a copy of the complete
scale, see Holmes, T.H. & Rahe, R.H. (1967). The Social Readjustment
Rating Scale, Journal of Psychosomatic Research, 11, 2, 213-218.)
For the Holmes and Rahe scales, the total score is simply the sum of
each event value the client has checked off the questionnaire. Higher
scores are correlated with higher incidence of stress-related illness.
Although this is a useful scale for assessing major life changes, it does
have its disadvantages in that it does not assess the client’s appraisal of
these events as stressors and it does not measures minor daily hassles.
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In terms of measuring minor daily hassles, the Daily Hassles Scale is a
117-item scale that measures minor everyday frustrations (see Kanner,
Coyne, Schaefer, & Lazarus, 1981). For a detailed discussion of these
scales, refer to Parker (1995).
A scale that assesses stress-related symptoms is the Stress Warning
Signals Checklist by the Mind/Body Medical Institute. This scale
measures physical, behavioral, emotional, spiritual, cognitive and
relational symptoms. To access a copy of this scale, visit their website at
http://www.mbmi.org/pages/mbb_s3.asp.
Some clients enjoy being able to complete questionnaires and surveys
although some may become overwhelmed and add to their perceived
stress if they feel their total score on any of these measures is “too high”.
It is not always necessary to use an actual questionnaire with clients.
However, you can use these questionnaires as a tool to guide your
discussion of perceived stressors and recent life events during your
clinical interview.
As we complete the clinical interview and move toward treatment
planning, we are looking at four basic pathways to stress reduction
(Parker 1995). The first thing we could address is lessening stressor
exposure by helping the client to re-examine such things as time
demands and life goals. The second area we could address involves
reducing psychophysiological arousal through techniques such as
progressive muscle relaxation (PMR), meditation, and biofeedback. The
third area we could address involves modifying attitudes towards the
stressors, for example, reframing events using cognitive behavioral
techniques. And lastly, we could as therapists, assist the client in
expression of the stressful events, or catharsis, by such techniques as
journaling. This article will focus mainly on techniques that therapists
can teach their clients in a relatively brief time frame. Therefore, the
article will first discuss several relaxation techniques to reduce
psychophysiological arousal, then will address, meridian therapies and
acupressure, cognitive behavioral techniques to modify attitudes,
techniques to assess and bolster social support activities, and finally, will
include a brief discussion of a journaling technique.
Psychophysiological Techniques:
Studies, such as the meta-analysis conducted by Hyman, Feldman,
Harris, Levin, and Malloy (1989), have supported the effectiveness of
various types of relaxation training for chronic stress-related problems
such as hypertension, headaches and insomnia. The first category of
relaxation techniques to reduce psychophysiologic arousal that we will
discuss will be breathing techniques.
3

Breathing Techniques
1. Breathing Awareness:
A client can learn to reduce psychophysiological arousal by first
learning the basic technique of diaphragmatic or abdominal
breathing. This can be shown in the office sitting in a chair or, if
the client feels comfortable, lying down. The breathing pattern is
most noticeable when they are lying down. Have the client place
one hand on their upper chest and the other hand on the belly
near the waistline. Ask them to breathe how they normally would
and ask them to notice which hand rises and falls most noticeably.
If the client is presenting with anxiety symptoms, they usually
breathe from their chest with short, shallow breaths, this is called
thoracic breathing. In this simple technique, we aim to teach them
to breathe from the abdomen, meaning they should notice the
abdomen rise and fall more so than the chest as they breathe. If
they notice that they are breathing from the chest, then ask them
to now push out the hand on their belly with their breath. Have
them inhale through the nose and exhale through the mouth while
they notice the rise and fall of the abdominal area with both hands
on the belly. If they are having difficulty being aware of this area,
have them place a very small book on their abdomen and notice
the book rise and fall as they breathe. As they become proficient
in abdominal breathing, you can introduce the technique of
‘counting breaths’ next.
2. Counting breaths:
First have the client get in a comfortable sitting position with arms
and legs uncrossed. Then, have the client begin the abdominal
breathing technique as described above. As they inhale through
the nose, have them mentally count how many seconds,
approximately, it takes them to complete the inhale. Then, have
them exhale through the mouth, again counting how many
seconds, approximately, it takes them to complete the exhale. For
beginners, breathing in to a count of six is a reasonable goal.
3. A breathing technique adapted from Qigong:
A similar breathing technique I am now going to discuss is adapted
from the Asian technique of Qigong. According to the National
Qigong Association, Qigong (sometimes spelled as Chi Kung) is
derived from the Chinese words ‘Qi’ meaning ‘Energy’ plus ‘Gong’,
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meaning ‘work’ or ‘practice’. It is a term that describes a Chinese
exercise system that focuses on cultivating and attracting ‘Qi’, the
‘vital force’ or ‘lifeforce’ energies. Pronounced "Chee Gung", Qigong
is a unique Chinese exercise system. Through individual exercises,
practitioners build up their health and prevent illness by
combining a discipline of mind, body and the body's ‘Qi’ (see
http://www.nqa.org/qigong.html).
Qigong draws on many elements. It includes regulating the body
through posture, regulating the mind through quiet, relaxation and
concentration of one's mental activity, regulating the breath, selfmassage and movement of the limbs. It covers a wide range of
exercises and styles, such as "tuna" (venting and taking in), which
emphasizes the practice of breath; "still" qigong, which stresses
meditation and relaxation; "standing stance" qigong, which
emphasizes the exercise of the body by relaxed and motionless
standing posture; "moving" and dao-yin" qigong, which emphasizes
external movement combined with internal quiet and practice in
control of the mind; as well as various forms of self-massage.
Chinese Qigong has been practiced with a recorded history of over
2,000 years. But it wasn't until 1953, when Liu Gui-zheng
published a paper entitled "Practice on Qigong Therapy" (see
http://www.nqa.org/qigong.html), that the term Qigong was
adopted as the popular name for this type of exercise system.
There have been many Qigong schools in China. Although each
school adopts unique methods, they all agree on the basic
importance of regulating the mind and deepening the respiration.
Detailed discussion of the practice of Qigong is beyond the scope of
this article; for more information, please see the attached Resource
List.
The breathing technique is a simple one of bringing the palms up
slowly toward the chin while inhaling, pause briefly, then push the
palms down toward the ground while exhaling through the mouth.
Progressive Muscle Relaxation (PMR)
Progressive muscle relaxation is a systematic technique for achieving a
deep state of relaxation. It was developed by Dr. Edmund Jacobson in
the 1930s. Dr. Jacobson discovered that a muscle could be relaxed by
first tensing it for a few seconds and then releasing it. Tensing and
releasing various muscle groups throughout the body produces a state of
relaxation.
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In his original book, Progressive Relaxation, Dr. Jacobson developed a
series of hundreds of different muscle relaxation exercises and an
elaborate training program. More recently, the system has been
abbreviated to a few basic exercises, which are just as effective, if
practiced regularly. I have included the following script that I use with
my clients, which I tailored over the years, compiling various techniques
from classes, mentors, and workshops. There are several sources with
similar scripts available. The Relaxation and Stress Reduction Workbook
by Davis, Eshelman and McKay (1996) has a variety of scripts as well.
(Reading slowly and allowing plenty of time for pauses, it is best to
memorize this script and then say it in a way that fits your style when
teaching clients this technique and/or have the client read it into a
recorder and play it back for use at home):
Start by getting into a comfortable position. Close your eyes. Place the feet
flat on the floor, legs uncrossed and your hands resting comfortably at
your side or on your lap. Begin by noticing your breathing, noticing your
abdomen rise and fall with each breath. (Allow a pause) As your
breathing becomes more relaxed and restful, take your awareness down to
your feet. We will start this process with the muscles in the feet and toes.
When I say ‘tense’ you will tense the muscles in the feet by curling the toes
down and holding for a count of four full seconds and then will release the
muscles in the feet when I say ‘release’, and will repeat this process two
times in various muscle groups throughout the body. Ready…So, with
your awareness in the feet and toes now tense the feet and hold for one…
two… three…four…, and ‘release’. Notice the difference between a tense
muscle and a relaxed muscle as you go through the process. Remembering
to inhale through the nose and exhale through the mouth, releasing any
residual tension in the feet. With each tense and release cycle, you will
notice it becomes easier and easier to release and relax each muscle
group…Now again, bring your awareness to the feet and toes and ‘tense’
and hold for one… two… three…four…, and release… inhaling through
the nose and exhaling through the mouth, relaxing even more with each
breath.
Now, we will move our awareness to the lower legs… to the calf area.
When I say ‘tense’, we will tense these muscles by pointing the toes
towards the knees, and again holding for a count of three, and then
releasing the calf muscles. Ready…So, with your awareness in the calf
muscles now tense the calves and hold for one… two… three…four…, and
‘release’. Notice the difference between a tense muscle and a relaxed
muscle as you go through the process. Remembering to inhale through the
nose and exhale through the mouth, releasing any residual tension in the
calves. With each tense and release cycle, you will notice it becomes
easier and easier to release and relax each muscle group…Now again,
bring your awareness to the calves and ‘tense’ and hold for one… two…
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three…four…, and release… inhaling through the nose and exhaling
through the mouth, relaxing even more with each breath.
Notice the muscles in the thighs. When I say ‘tense’, we will tense the
muscles in the thighs by pressing the back of the legs in the bottom of the
chair and holding for a count of four seconds and then release.
Ready…So, with your awareness in the thighs now tense and hold for
one… two… three…four…., and ‘release’. Notice the difference between a
tense muscle and a relaxed muscle as you go through the process.
Remembering to inhale through the nose and exhale through the mouth,
releasing any residual tension in the thighs. With each cycle, you notice it
becomes easier and easier to release and relax each muscle group…Now
again, bring your awareness to the thighs and ‘tense’ and hold for one…
two… three…four…, and release… inhaling through the nose and exhaling
through the mouth, relaxing even more with each breath.
Now, notice the muscles in the abdomen and low back. When I say
‘tense’, we will tense the muscles in the abdomen by imagining that we
are trying to touch the belly button to the spine, pressing the low back to
the chair and holding for a count of four seconds and then release.
Ready…So, with your awareness in the abdomen, now tense and hold for
one… two… three…four…, and ‘release’. Notice the difference between a
tense muscle and a relaxed muscle again. Remembering to inhale through
the nose and exhale through the mouth, releasing any residual tension in
the low back and abdomen. With each cycle, you notice it becomes easier
and easier to release and relax each muscle group…Now again, bring your
awareness to the abdomen, ‘tense’ and hold for one… two… three…four…,
and release… inhaling through the nose and exhaling through the mouth,
relaxing even more with each breath.
Bring your awareness to the muscles in the right arm. When I say ‘tense’,
we will tense the muscles in the right arm by curling the arm up towards
your bicep and holding it as if you are lifting a weight and holding it to
your chest, holding for a count of four seconds and then release.
Ready…So, with your awareness in the arm now tense and hold for one…
two… three…four…, and ‘release’. Notice the difference between a tense
muscle and a relaxed muscle as you go through the process again.
Remembering to inhale through the nose and exhale through the mouth,
releasing any residual tension in the arm. With each cycle, you notice it
becomes easier and easier to release and relax each muscle group…Now
again, bring your awareness to the arm and ‘tense’ and hold for one…
two… three…four…, and release… inhaling through the nose and exhaling
through the mouth, relaxing even more with each breath.
Now, bring your awareness to the muscles in the right hand. When I say
‘tense’, we will tense the muscles in the right hand by clenching it into a
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tight fist, holding for a count of four seconds and then release. Ready…So,
with your awareness in the hand, now tense and hold for one… two…
three…four…, and ‘release’. Notice the difference between a tense muscle
and a relaxed muscle as you go through the process again. Remembering
to inhale through the nose and exhale through the mouth, releasing any
residual tension in the arm. With each cycle, you notice it becomes easier
and easier to release and relax each muscle group…Now again, bring your
awareness to the hand and ‘tense’ and hold for one… two… three…four…,
and release… inhaling through the nose and exhaling through the mouth,
relaxing even more with each breath.
Bring your awareness to the muscles in the left arm. When I say ‘tense’,
we will tense the muscles in the left arm by curling the arm up towards
your bicep and holding it as if you are lifting a weight and holding it to
your chest, holding for a count of four seconds and then release.
Ready…So, with your awareness in the arm now tense and hold for one…
two… three…four…, and ‘release’. Notice the difference between a tense
muscle and a relaxed muscle as you go through the process again.
Remembering to inhale through the nose and exhale through the mouth,
releasing any residual tension in the arm. With each cycle, you notice it
becomes easier and easier to release and relax each muscle group…Now,
bring your awareness to the arm and ‘tense’ and hold for one… two…
three…four…, and release… inhaling through the nose and exhaling
through the mouth, relaxing even more with each breath.
Now, bring your awareness to the muscles in the left hand. When I say
‘tense’, we will tense the muscles in the left hand by clenching it into a
tight fist, holding for a count of four seconds and then release. Ready…So,
with your awareness in the left hand, now tense and hold for one… two…
three…four…, and ‘release’. Notice the difference between a tense muscle
and a relaxed one. Remembering to inhale through the nose and exhale
through the mouth, releasing any residual tension in the arm. With each
cycle, you notice it becomes easier and easier to release and relax each
muscle group… again, bring your awareness to the hand and ‘tense’ and
hold for one… two… three…four…, and release… inhaling through the
nose and exhaling through the mouth, relaxing even more with each
breath.
Notice the muscles in the upper back, around the shoulder blades. When I
say ‘tense’, we will tense the muscles in the upper back by pressing the
shoulder blades together and holding for a count of four seconds and then
release. Ready…So, with your awareness in the shoulder blades, now
tense and hold for one… two… three…four…, and ‘release’. Notice the
difference between tense and relaxed as you go through the process.
Remembering to inhale through the nose and exhale through the mouth,
releasing any residual tension. With each cycle, you notice it becomes
8

easier and easier to release and relax each muscle group…Now again,
bring your awareness to the upper back and ‘tense’ and hold for one…
two… three…four, and release… inhaling through the nose and exhaling
through the mouth, relaxing even more with each breath.
Notice the muscles in the shoulder area and neck. When I say ‘tense’ we
will tense the muscles in the neck by pressing the shoulders towards the
ears and holding for a count of four seconds and then release. Ready…So,
with your awareness in the neck and shoulders, now tense and hold for
one… two… three…four…, and ‘release’. Notice the difference between a
tense muscle and a relaxed muscle as you go through the process.
Remembering to inhale through the nose and exhale through the mouth,
releasing any residual tension in this area…it becomes easier and easier
to release and relax each muscle group…Now again, bring your awareness
to the shoulders and ‘tense’ and hold for one… two… three…four…, and
release… inhaling through the nose and exhaling through the mouth,
relaxing even more with each breath.
Bring your awareness to the chin and jaw area. When I say ‘tense’ we
will tense the muscles in the jaw by pressing the chin into the chest, gently
and holding for a count of four seconds and then release. Ready…So, with
your awareness in the chin and around the jaw area, now tense and hold
for one… two… three…four…, and ‘release’. Again, noticing the difference
between a tense muscle and a relaxed muscle as you go through the
process. Remembering to inhale through the nose and exhale through the
mouth, releasing any residual tension in this area. With each cycle, you
notice it becomes easier and easier to release and relax each muscle
group…Now again, bring your awareness to the jaw and ‘tense’ and hold
for one… two… three…four…, and release… inhaling through the nose
and exhaling through the mouth, relaxing even more with each breath.
Now, bring your awareness to the facial muscles. When I say ‘tense’,
please tense the muscles in the face by furrowing the brow and squeezing
the muscles together as if you’ve just eaten a very tart, sour lemon and
holding for a count of four seconds and then release. Ready…So, with
your awareness in the face now tense and hold for one… two…
three…four…, and ‘release’ all the muscles in the face. Notice the
difference between a tense muscle and a relaxed muscle as you go
through the process. Remembering to inhale through the nose and exhale
through the mouth, releasing any residual tension in the face. With each
cycle, you notice it becomes easier and easier to release and relax each
muscle group…Now again, bring your awareness to the face, ‘tense’ and
hold for one… two… three…face…, and release… inhaling through the
nose and exhaling through the mouth, relaxing even more with each
breath.
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In doing PMR, there are several things to notice:
• Once you become comfortable with the structure in the script, you
can vary the wording to suit your own speaking style and to focus
on areas of the body that may carry more stress in various clients.
•

The script is written to foster a sense of collaboration, using
suggestions rather than direct commands for the most part. This
is also an important issue we will revisit when we discuss selfhypnosis techniques later in this article. PMR can be taught as
one method to induce self-hypnosis.

Guided Imagery
Guided imagery is a technique that involves guiding the client through a
scene or scenes where each of the senses is evoked, using images that
elicit relaxation. Guided imagery has been shown to be useful in treating
clients with headaches, with hypertension, with anxiety and a variety of
other disorders (Naparstek, 1994).
The following is a brief exercise that I lead my clients through early in the
therapy process in order to show them the power that the mind has over
the body and its physiological processes:
Imagine holding a fresh, juicy, yellow lemon in your hand. Allow yourself
to feel its texture and see the brightness of its yellow skin. As you slice it
open, you see and feel the juice squirting out of it. Taste the lemon and
let the juices run over your tongue, suck on the lemon and taste the sour
flavor as you notice your cheeks may pucker and you heavily salivate.
After this exercise, I asked the client what physical changes they notice
in their body, i.e. the extra saliva, the twinge in the cheeks, etc. and
clients are almost always surprised about how much our thoughts do in
fact affect our physiological processes.
Before leading a client through a guided imagery session, it is useful to
determine what types of images and settings are peaceful to them. For
instance, we stereotypically assume the sound of the ocean is peaceful
for most people, but I had a client who nearly drowned in the ocean as a
small child. Therefore, images dealing with water were not conducive to
relaxation with her. (Note that this may lead to other specific therapeutic
interventions for phobias.) So, during the therapy process, you will be
able to tailor the guided imagery script to the specific needs of each
client. There are several good books available with sample scripts on
guided imagery, as well as training institutes for more in-depth training
on the subject (See Bibliography and Resources List). Here is a sample
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script I’ve compiled from various trainings, mentors and workshops over
the years, which I use with my clients. Again it is best to memorize it
and become comfortable with the general structure and flow so as not to
sound contrived as you lead the client through it and to go through it
slowly to allow the visualizations and sensations to appear:
1. A Safe Place Imagery:
To begin visualization, sit or lie down in a comfortable position and
close your eyes. Notice your body and be aware of any tension.
Began releasing any tension you notice with your breath as you
exhale. Allow your breathing gradually slow down. As you do this,
allow yourself to picture in your mind’s eye, a safe place. Notice
what the first comes to mind. What type of place does your mind
choose as a safe Place? (At this point, I usually ask the client to
verbalize what comes to mind, i.e., a beach, mountains, a park, etc.
and then allow them to continue with their silent visualizations.) If
it's a beach, what to the waves look like? What do they sound like?
Can you feel the mist on your face? Taste the salt on your tongue?
Allow yourself to notice if there any birds overhead. Hear the sound
of the birds chirping, singing a song. Notice if there are any breezes
in this place, feel the wind on your cheeks. Notice the ground
beneath your feet. Is a dirt or sand? What does it feel like on your
feet? Is a warm or cool on your toes? Allow yourself to lie down in
the safe Place and feel the ground beneath your body. Notice the
gentle sand below warming your body, allowing you to relax even
more and feel safe. Feel the weight of your body resting on the
ground allowing gravity to help you release any tension into the
ground and let go of it. Imagine that with each rush of the waves
touching the shore that any tension gets washed away with the tide.
Look above you into this sky and notice the color of the sky. Is the
sun shining? Is the sky clear? Notice if there any trees around.
What kind of leaves do they have? What color are the leaves? Pick
one of the leaves and notice what it feels like, what's the texture’s
like? Then notice a tree stump in this place and go and sit on this
stump, feeling the sun above your head warming you and further
relaxing you. Breathe in the warmth and vibrancy of the sun
allowing it to fill you with a sense of calm and peace from the top of
your head to the tips of your toes. Notice as you become part of your
safe Place that you feel more rested, more relaxed, more at peace…
When you're ready, allow yourself to come back into this room and
leave your safe place for now, knowing that at any time you can
return to your safe place, anytime you need…After you have
thoroughly visualized this place, open your eyes but stay in the
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same relaxed position. Continue to breathe smoothly and
rhythmically, and take a few moments to experience and enjoy your
relaxation. Your safe place is available to you whenever you need to
go there.
2. Seeing yourself with more compassion:
Here is a slightly briefer guided imagery technique that focuses on
teaching the client to feel more compassion for themselves, which
can lead to less stress due to self-criticism:
Have the client sit or lie in a comfortable position. Have them
think of a person for which they feel a compassionate, non-sexual
love. It is easiest for people to think of the love they have for their
child or a dear friend. If that is difficult for a client, ask them to
focus on the love they feel for a pet. It helps if they can focus on a
relationship where they feel a sort of unconditional love. Ask them
to focus on this feeling and then ask them to notice where they feel
it in their body. Many people say they feel it in their chest. Have
them stay with the sensation they have in their body. If they lose
the feeling, have them focus on the particular person for a
moment. Then, have them imagine that this feeling of
unconditional love begins to spread out from their chest (or
whatever region they noticed first), to other parts of their body and
that it eventually envelopes their whole body. Have them give a
color and/or a sound to the sensation as they imagine it encircling
them. Let them sit for a few minutes focusing on the sensations
that arise. If they have difficulty with this at the beginning, it will
become easier the more they practice connecting with the emotion
of non-judgmental compassionate love. Ask the client to practice
sending this compassionate love to themselves for a few minutes
every day.
Meditation Techniques
Meditation is the practice of neutrally attempting to focus your attention
on one object (physical or mental) or verbal phrase at a time. There are
many styles of meditation to choose from, we will discuss two basic ones.
1. Grounding:
One basic component that can be used alone or in addition to
other meditation techniques is a technique called grounding. Have
the client sit comfortably in a chair with their feet flat on the
ground, relaxed but not slumped over, and their hands resting on
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the lap with their eyes closed. Have the client bring their
awareness to the base of their spine. Have them then imagine that
they are sitting outside in a natural setting on a large comfortable
tree stump and that the trees roots reach all the way down to the
center of the earth, connecting them to the earth and they feel a
part of and connected to this tree, rooted to the earth. As they
exhale, have them imagine that this releases any tension down the
roots of the tree and that it also allows them to release anything
they want to let go of, any thoughts, any anxiety, etc. As they
inhale, image that the warm, golden sun is above their head, filling
them up with a sense of further relaxation. The client can practice
this for a minute or for however long they feel inclined.
2. Benson’s Technique: The Relaxation Response (RR):
According to Herbert Benson, M.D. of the Mind/Body Medical
Institute (see MBMI.org), he developed this technique in the late
1960's, while working at Harvard Medical School, and he found
that there was a counterbalancing mechanism to the fight-or-flight
response: “Just as stimulating an area of the hypothalamus can
cause the stress response, activating other areas of the brain
results in stress reduction”.
The relaxation response is a physical state of deep rest that
changes the physical and emotional responses to stress (i.e.,
causes decrease in heart rate, blood pressure, and muscle
tension). He posits that if practiced regularly, it can have lasting
effects when encountering stress throughout the day and can
improve health.
Furthermore, he states that elicitation of the relaxation response is
not difficult. There are two essential steps to eliciting the relaxation
response:
1.
2.

Repetition of a word, sound, phrase, prayer, or muscular
activity.
Passive disregard of everyday thoughts that inevitably come
to mind and the return to your repetition.

The following is the “generic technique taught at the Mind/Body
Medical Institute” (from
http://www.mbmi.org/pages/mbb_rr2.asp):
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•

Pick a focus word, short phrase, or prayer that is firmly
rooted in your belief system, such as "one", "peace", "The
Lord is my shepherd", "Hail Mary full of grace" or "shalom".

•

Sit quietly in a comfortable position.

•

Close your eyes.

•

Relax your muscles, progressing from your feet to your
calves, thighs, abdomen, shoulders, head, and neck.

•

Breathe slowly and naturally, and as you do, say your focus
word, sound, phrase, or prayer silently to yourself as you
exhale.

•

Assume a passive attitude. Don't worry about how well
you're doing. When other thoughts come to mind, simply say
to yourself, "Oh well", and gently return to your repetition.

•

Continue for ten to 20 minutes.

•

Do not stand immediately. Continue sitting quietly for a
minute or so, allowing other thoughts to return. Then open
your eyes and sit for another minute before rising.

•

Practice the technique once or twice daily. Good times to do
so are before breakfast and before dinner.

The relaxation response can be brought forth through many other
techniques in addition to the method above, such as the others
discussed earlier in this article, i.e. guided imagery, progressive muscle
relaxation, and breath focus. There are several other forms of
meditation, such as mindfulness, to choose from as well. Each person
should choose a technique that conforms to his or her belief system.
According to research done by Esch and colleagues (2003), the relaxation
response has been shown to be an appropriate and relevant therapeutic
tool to counteract several stress-related disease processes, particularly in
certain immunological, cardiovascular, and mental disorders. They posit
that these techniques represent an important tool to be added to
therapeutic strategies dealing with stress-related diseases. Moreover, as
part of 'healthy' life-style modifications, they may serve primary (or
secondary) prevention.
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Self Hypnosis
Hypnosis has been described in many ways and there is some
controversy in the literature as to exactly what it is. Yapko (1995), who
has written an excellent overview on the basics of hypnosis, has
described it as guided imagination, a natural altered state of
consciousness, a relaxed hypersuggestible state, a state of intense
concentration, and lastly, a process of influential communication. It has
been used to treat a variety of disorders and works well for stress and
anxiety related issues. It has often been used to lessen the stress and
anxiety associated with surgical procedures. For example, Lang and
colleagues (2000) examined whether a non-pharmacological intervention
such as self-hypnosis could reduce discomfort and anxiety during
invasive medical procedures (i.e., percutaneous vascular and renal
procedures). In this study, 241 patients were randomized to receive
either standard care (n=79), structured attention (n=80), or self-hypnotic
relaxation (n=82) during the operative procedure. The primary outcome
was the patient's self-report of pain and anxiety on 0-10 scale before,
during, and after the procedure.
Their results indicated that patient self-reports of pain did not increase
from pre-surgical levels for the self- hypnosis relaxation group, but did
for both the control and attention groups. Anxiety levels decreased from
pre-operative levels for all three groups, however, the use of medications
was significantly higher in the control group than for the self-hypnotic
relaxation group. Finally, the relaxation group had a significantly shorter
procedure time than the standard group. The authors concluded that
structured attention and self-hypnotic relaxation provided significant
benefit in reducing self-reports of pain and anxiety during and
immediately after an invasive operative procedure.
When you teach a client a self hypnosis technique, discuss with them
any fears or misconceptions they may have about hypnosis. When they
experience self-hypnosis, they are in charge. They decide what they are
willing to experience.
Your role as a therapist in this technique is to work with the client in
developing a self-induction script. The Relaxation and Stress Reduction
Workbook by Davis and colleagues (1996) has a variety of excellent
scripts for clients to explore. The basic procedure they recommend,
which can be modified to suit personal style, is as follows: First, ensure
that they start in a comfortable position. Secondly, the script should
include a section on inducing diaphragmatic breathing. Thirdly, the
client should select a key word or phrase that is the opposite of the
symptom or problem they want to eliminate. For example, if the client
wants to reduce anxiety, the phrase could be “Relaxed and Peaceful”.
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This phase can be repeated at the time they close their eyes and when
they arrive at their special place as we will discuss further. With
practice, this key phase will be enough to quickly induce hypnosis.
Fourth, the script should invoke muscular relaxation, using a procedure
such as PMR. Fifth, it should include a path down to a special place,
such as described in the prior section on special place guided imagery,
counting backwards from 10 to 0, using phrases that deepen the
hypnotic trance as well (i.e., “deeper and deeper…, more and more
relaxed”). At this time, it would be appropriate to repeat the key word or
phase and any post-hypnotic suggestions that the client would like to
instill. Lastly, to come out of hypnosis, the client can count from one to
ten, and between each number, use a phrase such as “becoming more
alert and awake”, arriving at ten being “totally awake with eyes open”.
For training in hypnotic procedures, the American Society of Clinical
Hypnosis and the Milton Erickson Foundation are some of the major
organizations that provide training.
Meridian Therapies and Acupressure
In this section, we will briefly discuss acupressure and the related set of
treatments commonly called ‘Meridian Therapies’, which were developed
by therapists.
Gach (1990) defines acupressure points as “places on the skin that are
especially sensitive to bioelectrical impulses in the body and conduct
those impulses readily” (p.5). Several thousand years old, Oriental
Medicine conceived of these points as junctures of special pathways (or
meridians) that carry the vital force or qi. When these points are
stimulated, either manually (acupressure) or with needles (acupuncture),
this assists the body in self-healing. A report from a Consensus
Development Conference on Acupuncture held at the National Institutes
of Health (NIH) in 1997
(http://nccam.nih.gov/health/backgrounds/wholemed.htm) stated that,
according to their clinical evidence, acupuncture was considered to have
potential clinical value for “nausea/vomiting and dental pain, and limited
evidence suggested its potential in the treatment of other pain disorders,
paralysis and numbness, movement disorders, depression, insomnia,
breathlessness, and asthma”. Preclinical studies have documented
acupuncture's effects, but they “have not been able to fully explain how
acupuncture works within the framework of the Western (emphasis
mine) system of medicine”.
NIH proposed that acupuncture produces its effects by the conduction of
electromagnetic signals at a greater-than-normal rate, thus aiding the
activity of pain-killing bio-chemicals, such as endorphins and immune
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system cells at specific sites in the body. In addition, studies have shown
that acupuncture may alter brain chemistry by changing the release of
neurotransmitters and neurohormones and affecting the parts of the
central nervous system related to sensation and involuntary body
functions, such as immune reactions and processes whereby a person's
blood pressure, blood flow, and body temperature are regulated. These
particular studies only examined acupuncture, i.e., stimulation of the
points with needles, and further studies are planned on acupressure,
i.e., stimulation of the points manually.
There are several acupressure points on the body that are useful for
calming anxiety, but I will discuss two common ones that clients can
quickly use, per Gach’s (1990) book, Acupressure’s Potent Points: A Guide
to Self-Care for Common Ailments:
1. The Third Eye Point is located between the eyebrows, “in the
indentation where the bridge of the nose meets the forehead”
(p.140). It is best to use the middle finger at the point and hold
with gentle pressure for approximately one minute. It is
recommended for “spiritual and emotional imbalances, headaches,
and eyestrain”, among other things.
2. The Sea of Tranquility is located on the center of the breastbone,
“three thumbs widths up from the base of the bone” (p. 140). It is
recommended to relieve “nervousness, anxiety, frustration,
irritability, insomnia, and depression”.
A new set of psychotherapy treatment systems has evolved out of this
Eastern theory of health and medicine. Collectively, they are commonly
referred to as ‘meridian therapies’ since they work with the qi that flows
through the body’s meridians. One type of meridian therapy known as
Thought Field Therapy (TFT) was originally formulated by psychologist
Roger J. Callahan, Ph.D., and further evolved by others, including Fred
Gallo, Ph.D., Gregory Nicosia, Ph.D., George Pratt, Ph.D., and Peter
Lambrou, Ph.D.
According to Dr. Callahan (see www.tftrx.com and
http://thoughtfield.com/), TFT was discovered in 1981, when he had
tried everything in his repertoire to help a woman with a lifelong, severe
and apparently intractable water phobia.
He decided to try a variation on a holistic, mind-body healing method he
had been studying, based on the theory in Oriental medicine that life
energy or qi flows along meridian lines in the body. These meridian
points appear to act as a governing force in healing and growth. When
the energy points are blocked or unbalanced, the person can experience
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emotional disturbance or what Dr. Callahan calls ‘perturbations’. He
discovered that by directly treating the blockage in the energy flow
created by a disturbing thought pattern, the disturbance or upset
dissipates.
In an attempt to help Mary, his client with the water phobia, he tested
his theory. He asked her to think about water, tap with two fingers on
the point that connected with the stomach meridian and much to his
surprise, her fear of water completely disappeared. He states that not
only had her fear evaporated but the apparent cure remains effective to
this day.
Callahan continued to expand on his discovery and has come up with a
number of brief treatments or ‘algorithms’. Algorithms are step-by-step
procedures or sequences of body taps on acupressure points geared to
particular conditions which clients can perform on themselves. It
basically works as follows. The therapist asks a person to think about a
troubling situation or event and rate how uncomfortable they feel at the
moment on a scale from zero to ten, where ten is the worst you can feel
and zero is no trace of the problem. Then the patient taps with two
fingers on various acupressure points on the body, according to the
prescribed recipe pattern (algorithm). The algorithm is based on the
particular emotions elicited by the troubling event. After a series of
tapping per the algorithm, the treatment is complete. Clients are taught
to self-administer the treatment so they may create relief whenever
needed. TFT is still considered an experimental procedure and critics
point out that there has not been much well-controlled empirical
research on it, though high rates of success are being reported by
clinicians. For a detailed history and literature review of various
meridian therapies, see Gallo’s (1999) Energy Psychology: Explorations at
the Interface of Energy, Cognition, Behavior and Health. An excellent selfhelp reference is Lambrou and Pratt’s (2000) Acupressure for the
Emotions: Instant Emotional Healing.
Cognitive-Behavioral Techniques:
Combining Guided Imagery and Cognitive-Behavioral Techniques in
Psychotherapy
In this section, I am going to write about how I combine the use of clientgenerated imagery with the techniques of Cognitive-Behavioral Therapy
(CBT). This is a technique I use often when clients present with stress
related issues. CBT uses a variety of techniques. For example, one such
cognitive technique is Cognitive Restructuring, where the therapist helps
the client understand the relationship between thoughts, feelings and
behaviors, the goal being to identify and replace irrational thoughts with
more appropriate ones. Furthermore, CBT combines cognitive techniques
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with behavioral techniques, such as distraction techniques, imagery, and
relaxation skills, in order to help the client to identify and focus on
pleasant thoughts, feelings and sensations. For a more detailed overview
of CBT, see the reference list, especially Beck’s work, at the end of this
article.
I’ve worked with both long and short-term psychotherapy clients of all
ages. I’ve found that the cognitive component of CBT is especially useful
for the clients who are ‘linear’ thinkers with specific issues. However,
some clients are not as adept in readily identifying the thoughts that
cause stress responses and have difficulty with focusing on that type of
approach; their thoughts seem too detached from the ‘pictures’ or images
they convey in their experience of emotional states. Therefore, I may ask
them to describe their experience of emotions, and in the process, images
and sensations arise. Imagery has been described as “any perception
that comes through any of the senses” (Naparstek, 1994). Therefore, all
the senses can be invoked in this process, particularly the one(s) the
client prefers. As the therapy progresses, I combine the client-generated
images and guided imagery techniques with the techniques of CBT. I
developed a particular procedure in the process of therapy sessions and
along the way, did a literature review on the use of metaphors and
imagery in therapy. Children, before they develop language, seem to
process experiences into ‘pictures’ or sensations stored in memory.
Therefore, this is the primary source of information for them prior to the
development of language [(Vygotsky (1934/1962), Pinker (1994)].
Language is a symbolic way to convey an experience or an image.
Focusing on the images, ‘pictures’, or sensations of an experience seems
to reach a pre-language level of experience for the client, in addition to
their cognitions.
In order to illustrate this combined process, I have summarized several
case studies (with identifying information changed to protect client
privacy) below:
Case 1. Chuck came in to address issues of depression, anxiety, and low
self-worth and was on disability related to depression. He tended to
berate himself because he was not working outside the home, and this
caused his mood and anxiety to worsen. I had him identify the negative
thoughts that he was repeating to himself and also to relate any
sensations or images that arose as he said the thoughts. After we
processed these, I then had him describe the re-framed thought that he
developed to replace the prior negative thought and also to relate any
sensations or images that arose as he said the re-framed positive
thoughts:
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Negative
Thought:

Associated
Image/picture:

Positive/reframed Associated
thought:
Image:

I can’t do
anything to
help my kids.

I see myself as a
little child.

I did just do
something, by
doing their homeschooling today, to
help my kids.

I see myself as
an adult.

I followed the same type of procedure with the following cases:
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Case 2 Liz:
Negative
Thought:
I’ll always have
this demon of
depression.

Case 3 Alan:
Negative
Thought:
When I get
overwhelmed
with anxiety,
it’s like an
ocean
wave…it’ll
(anxiety) never
end.

Case 4 Sally:
Negative
Thought:

Associated
Image/picture:

Positive/reframed Associated
thought:
Image:

A monster is
attacking me.

There have been
times when I
haven’t felt
depressed, so it is
possible to feel OK
again.

Associated
Image/picture:

Positive/reframed Associated
thought:
Image:

I sense
drowning in the
ocean and
struggling with
the waves.

I have the tools to
lessen the anxiety.

Associated
Image/picture:

Positive/reframed Associated
thought:
Image:

I will never do a I see…My boss
good job at any (their critical
workplace.
voice) is living
rent free in my
head.

I don’t have to take
one person’s
opinion as a
measure of my
worth, I remember
that, even though I
make mistakes, I
do do some things
well.
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I see myself
burying the
monster and it
tries to come
up again, but
it’s like Puff the
magic Dragon
and I laugh –it
loses power
over me.

I choose to
envision my
self on my
surfboard and
my dog is
sitting on it
with me as a
friend. (This
client loved
surfing.)

Saying goodbye
to my boss’
voice in my
head and
showing her the
door out.

Case 5 Karen:
Negative
Thought:

Associated
Image/picture:

I’ll never get out I see a picture of
of debt…I’ll get
…like that
overwhelmed.
commercial of
brown scum
things
overwhelming
me.”

Positive/reframed Associated
thought:
Image:
I have been debtfree in the past, so
I can achieve that
goal if I want to.

I see…the
scrubbing
bubbles come
out and
attack…and
overcome the
brown scum
monster and it
gets washed
down the
drain.

In summary, this approach seems to work well with a variety of clients,
since it combines cognitive, behavioral and sensory components into the
therapy process.
Social Support
One variable that is important to address with clients who present with
stress-related complaints is their social support network. A pervasive
theme many clients express, regardless of their presenting symptoms, is
a feeling of lack of community. This sense of disconnection seems to
exacerbate stress-related symptoms. This may be partly due to real
factors of our modern society, which tends to be fast-paced and leaves us
little time to nurture social connectedness. Therefore, it is important to
assess client’s level of social support. This can be done clinically with a
verbal interview, as well as with various empirically validated
questionnaires that attempt to measure types of social support, which
will be discussed. During the clinical interview and in subsequent
sessions, it is important to delineate the quality of the client’s social
relationships, i.e., do they have social interactions, do they have ‘give and
take’ relationships or are they always doing for others?, etc.
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Several psychology studies have shown that lack of social support is
strongly associated with anxiety and depression symptoms in both
medical and non-medical populations (Brown, Ehrolchain, & Harris,
1975; Dean, Lin, & Ensel, 1981; House, 1981; Turner, 1983). For
example, Dean and colleagues (1981) found that, in a random sample of
99 adults, various types of perceived social support, such as
communication, monetary assistance and companionship, were
positively correlated with lower levels of anxiety and depression.
Douglass (1997) found, in a cross-sectional study of 73 cancer patients
and their spouses, that spousal support had an inverse correlation with
depression. As noted in these studies, there are different types of social
support, i.e., perceived social support, spousal support, frequency of
interaction, availability, etc. Therefore, the specific type of social support
being assessed needs to be clearly defined. Turner and Noh (1988)
defined social support as the experience of being supported by others,
and this corresponds most closely with the construct of perceived social
support.
Social support is hypothesized to buffer the life stress-depression
relationship, as discussed by Cohen and Hoberman (1983). The
buffering hypothesis states that ”high levels of social support protect one
from stress-induced pathology but that social support level is relatively
unimportant for those experiencing low levels of stress” (p. 100). The
authors posit that the buffering qualities of social support are cognitively
mediated. Therefore, they argue that a measure of perceived availability
of support is a more sensitive indicator of buffering effects than objective
network measures.
There have been several studies (mostly cross-sectional) that support the
buffering hypothesis in medical populations, with illness being defined as
a life stressor. For example, Littlefield, Rodein, Murray, and Craven
(1990) found that perceived social support was a moderator of the
relationship between impairment and depression in cases of greater
impairment, in a cross-sectional study of 158 adults with diabetes. In a
cross-sectional study of 57 patients with end-stage renal disease, the
patients with higher levels of physical disability and less perceived family
support had the highest levels of depression (Christensen, Turner,
Slaughter, & Holman, 1989).
One common measure of perceived social support is the Interpersonal
Support Evaluation List (ISEL). This measure was designed based on the
buffering theory, which states that social support is a moderator of high
levels of chronic life strains and depressive symptoms, and is not as
important at very low levels of life strains or stress. It measures four
types of social support having to do with appraisal, self-esteem,
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belonging, and tangible support. The ISEL contains a list of 40
statements concerning the perceived availability of the four types of
social support (see Cohen & Hoberman, 1983). The items are
counterbalanced for desirability, and they were derived based on theories
of social support. The respondent answers either: “definitely true”,
“probably true”, “probably false”, or “definitely false”. The measure yields
four subscale scores, designed with maximum subscale independence,
and an overall perceived support score. The ISEL is scored such that
higher scores indicate greater perceived social support. The derivation
sample for the ISEL consisted of 63 male and female undergraduate
students, who voluntarily completed the study as part of a psychology
course. Cohen and Hoberman also found a direct inverse relationship
between social support and depression in their initial study with college
students, although it was not as strong as the interaction effect between
social support and chronic stress on depression in the college student
population. Overall, social support is an important variable to discuss
and foster in a client’s psychotherapy process.
Journaling
The last technique to be briefly discussed is that of journaling. The
physical and emotional benefits of journaling, as catharsis of stressful
events, have been widely researched by James Pennebaker (1997), as
well as Melanie Greenberg, PhD and others (see reference list).
According to his research, writing about emotional stressors in our lives
can improve physical and mental health. Although the scientific research
surrounding the value of expressive writing is still in the early phases,
there are some specific approaches to writing that his lab has found to be
helpful.
He recommends the following:
• Have the client find a time and place where they won’t be
disturbed. Ideally, pick a time at the end of the workday or before
bedtime.
•

Write for a minimum of 15 minutes a day for at least 3 or 4
consecutive days.

•

Once the client begins writing, write continuously. Don’t be
concerned about spelling or grammar. If they run out of things to
write about, just repeat what they have already written.

•

Write longhand or type on a computer. If unable to write, the client
can also talk into a tape recorder.
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•

The client can write about the same thing on all 3 or 4 days of
writing or can write about something different each day.

The most helpful topics to journal on, according to his research, include
client worries, dreams, events affecting the client in an unhealthy way,
and issues the client has been avoiding. Afterwards, the client can do
whatever they wish with the written material; whatever they feel will
benefit them the most.
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