Self-management: a nursing mede of
therapeutic influence

The use of self-management training as a mode of nursing action capitalizes on the current participative

p of c of health. Self- g training offers guidance to alter physiological
processes, cognitions, behavioral habits, and ions by self-regulation. Especially responsive are
patients with symp of stress disorders. Evall of this mode of nursing action focuses on the

amount of reduction of stress responses and retention of training. The outcome for 322 patients
demonstrates highly significant changes on multiple measures (P = .0001). Furthermore, at 6-month
follow-up, the status of 182 patients was maintained or improved (P = .001). A comparison group, tested
prior to and after a waiting period, showed no improvement.
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for the future.
A case in point is the ever-burgeoning
computerization, forcing more attention to

Seattle, Washington television (TV) monitors for receiving and

giving directions. Are Americans to be
computerized robots, dependent on TV
screens for control of their lives? Is this
microprocessed existence to be viewed as
replacement by computers for person-to-
person contact?

Toffler notes that to use a linear expan-
sion of the present meanings is to misper-
ceive the hidden blueprint; rather, com-
puters and videogames represent a new
way of interfacing with TV. Instead of
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passively watching the TV set, young and
old people are learning to manipulate it
talk back to it, and interact with it. A
seeming social craze represents a new wave
of social learning, preparatory training for
life in the electronic age of tomorrow.'

A second example of the need for new
meanings strikes at the very heart of nurs-
ing. What is happening to services? Are
consumers increasingly captive to an
almost infinite number of specialized ser-
vices, increasingly helpless to keep their
households, cars, and bodies in good repair
without them? “No,” reports Toffler. A
slow but advancing change in life style is
transforming individuals from consumers to
“prosumers.” From the time when products
were evolved in the home by consumers
themselves, an era was entered in which
producers and consumers were clearly
demarcated and goods and services were
marketed. Now emerging is a loss of the
defined line between producers and con-
sumers. Consumers aré asking for involve-
ment in producing and servicing. In the
marketplace are packages for “do-it-your-
selfers”: “how to get your own divorce”;
“how to build your own hi-fi"; “how to fix
your own car”; and “how to return yourself
to health.”

The involvement of the consumer is
being extended from choosing and even
pricing goods in the supermarket to put-
ting together Christmas toys, pumping gas-
oline, and withdrawing money through the
bank machine. Toffler reports on Whirl-
pool’s “Cool-line,” an 800 number tele-
phone call. A customer with a service
problem dials directly to a mechanic who
can call up the appliance model diagram
ona TV set and instruct the consumer step
by step how to take the appliance apart,

what to look for, and the item number of
the part to replace. In 1978, Whirlpool
handled 150,000 such calls.®?"

The prosumer movement is a very
important concern for nursing. Critical to
clients’ future existence is the way in which
nursing care services are structured to capi-
talize on this trend. Very pertinent to the
nursing image are the ways in which one
guides the nurse-patient relationship with
the prosumer thrust in mind.

Some cogent examples of marketed ser-
vices in the health field are diet plans and
self-diagnosis pregnancy kits. There are
abundant self-help groups for recent
widows/widowers, former mental patients,
child abusers, smokers, stutterers, overeat-
ers, and depressed, addicted, or divorced
persons. Frank Riessman and Alan Gart-
ner, codirectors of the New Human Ser-
vices Institute, report that there are more
than 500,000 such groups.’ These organiza-
tions mark a significant shift from passive
consumer to active prosumei. is nursing
practice determined to remain aloof from
this prosumer movement?

TRENDS IN NURSING
PRACTICE

Modes of nursing influence

Modes in nursing practice are used here
as a heuristic device to describe the domi-
nant postures of clinicians. Each of these
modes depicts a gestalt, composed of a
philosophy of care and a repertoire of
intervention strategies. Selection of modes
of care are likely to be influenced by the
clinician’s orientation to the nurse-patient
relationship, assessment of the health situa-



tion, and the properties of the environ-
ment, the patient, and the family. To paint
a broad picture, the following modes have
been chosen: direct care, self-management
training, and self-care. A mode could be
depicted by a single activity or, in larger
scope, 2 mode could represent categories
along a care-cure dimension. Fig 1 depicts
a scheme of the modes or categories of
care.

Care characteristics that help to discrimi-
nate the modes of nursing influence are
based on such questions as the following.

* Who maintains dominant control over

decisions?

® What is the direction of transactions

(one way or symmetrical)?

® Where is locus of responsibility for

maintenance of therapeutic regimen?

® What stance is required of the patient

(active/passive or receptive/nonrecep-
tive)?

SUPPORT SYSTEMS
INCLUDE SELF-HELP SUPPORT
GROUPS

DIRECT
CARE

22\

Fig 1. Schematic representation of relations
between categories of hypothesized care-cure typol-

ogy.
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* How much problem awareness is
needed by the patient?

* How much problem assessment is
needed from the patient?

e How much participation is required by
the patient in goal setting?

» Whose efforts are most likely to pro-
duce change?

¢ How much investment is needed from
the patient?

® Where is the nexus of information on
health status?

* What are the norms of power, authori-
ty, and potency?

Table 1 gives the characteristics of direct

care and self-management training.

G of self-manag training

Self-management training derives its the-
oretical base from social learning and cog-
nitive and psychophysiological theory.
Inherent in self-management training are
the concepts of regulation and “disregula-
tion.”? The concept of regulation implies a
bodily homeostatic state, and disregulation
is the breakdown of those self-regulation
mechanisms. Thus, the heart of self-
management training is a combination of
psychophysiology and social learning the-
ory (the theory that reregulation can be
learned by systematic reinforcement).

An example of a disregulated state is
neck bracing, a common neuromuscular
response following a whiplash injury. Brac-
ing is a defensive act for protection, but
the pain that ensues delivers negative fzed-
back, resulting in further bracing. Ordinari-
ly, positive feedback during a regulated
state renews and controls the body. Nega-
tive feedback is normally reflexively restor-
ative. Schwartz's concept of disregulation®
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Table 1. Contrast of direct care and self-management training according to care characteristics

Direct care

Self-management training

Locus of control

Problem awareness
and assessment

Professional dominance

Usually depends on clinical obser-
vations and judgment of profes-
sionals

Goal setting Most care based on end goal deter-
mined by professional
Change agent Action of professional is medium
by which changes are generated
Knowledge Dominantly professional
Knowledge is premise for care
Feedback Not central for effectiveness of

3

Dominantly patient, but p
takes responsibility for impart-
ing knowledge, skills, and feed-
back

Self-

1f-

and

Negotiation of goals of both pa-
tient and professional

Predominantly patient action or
skills to achieve changes

Knowledge is transmitted to pa-
tient to use for developing skills
to generate change

Crucial for effectiveness of training

care

and promoting change

applies when negative feedback fails to
produce a reparative response, and the
body responds with further disregulation.

A self-management training program
identifies the behavior, cognitions, emo-
tional responses, and physical signs that are
to be the targets for self-regulation. The
assessment makes clear the changes that
must be made, and the protocol stipulates
the activities that must be undertaken and
the skills that must be acquired to reduce
the disorder and restore a regulated state.
For example, in a self-management pro-
gram, a patient with neck bracing is
expected to assess pain throughout the day
over the course of weeks. Furthermore, the
circumstances and body status surround-
ing the pain experience must be docu-
mented. Thereafter, counteracting relaxa-
tion techniques would be taught to and
implemented by the patient.

Behavioral habits are focal issues in all
self-management training interventions.
Therefore, self-monitoring is basic to self-
management training. Self-monitoring pro-

vides the baseline characteristics of a per-
son and often heightens awareness. Having
the baseline awareness of the frequency of
habits or symptoms, a patient will have
definable measures by which to determine
change and success. Psychological devel-
opments such as anxiety, depression, and
interpersonal sensitivity serve as assess-
ments of change. Additionally, some
physiological feedback indicators (eg, elec-
tromyogram [EMG] readings, skin con-
ductance, digital temperature levels,
weight, blood pressure, and heart rate)
offer feedback for self-assessment of phys-
ical changes.

Professional guidance consists of coun-
seling about the self-monitoring process,
use of cognitive/behavioral techniques
such as sensitization and desensitization,
cognitive restructuring, and training in
methods of physiological control. This
latter training may be accomplished
through feedback via biofeedback instru-
ments or through exercises aiming for
control of bodily functions. Control over



body functions as diverse as blood pres-
sure, temperature, muscle tension, and
heart rate can be attempted.

Contrast with self-care

The following differences exist between
self-management training and self-care.

* Self-management training addresses

those physical and psychosocial states
that may be in episodic or chronic
disregulation; eg, obesity, stress re-
sponse disorders, and anxiety states.
Care consists of programmed reregula-
ticn using self-monitoring and feed-
back protocols.
Self-care addresses the problems of
bodily maintenance of health habits
during recovery from episodic health
deviation; eg, problems of elimination,
nutrition, and immobility. Care in-
cludes resocialization in self-care of
body health habits to assist the person
to return to independence.

Professional role relationship in
self-management training

The following are principles for the

nurse-patient relationship.

* The patient-professional relationship
places the burden of responsibility on
the patient for setting goals, monitor-
ing health and illness signs, and evalu-
ating the success of the change pro-

In self- g t training, the

£ ¢ P T Jl 4 7 I L.(L
Dplaces the responsibility on the patient
for setting goals, itoring health
and illness signs, and evaluating the
success of the change program.

b,

A NURSING MODE OF THERAPEUTIC INFLUENCE

gram. Extrinsic rewards are under
patient control, and internal rewards
(eg, change of behavior and approval
of others) demand patient motivation
and commitment t: monitor signs,
sharpen percepticn, and produce
change.

 The professional’s role is to provide
careful feedback and to shape the
direction of behavior that has been
modified.

e Transfer of behavior modification
from the therapist-guided laboratory
setting to daily life is a strong empha-
sis.

Elements of self-management training

According to Kanfer,' the characteristic
elements of a change prog:am are those
processes normally involved in usual self-
regulatory behavior. In a change program
in which some modificatior: of behavior is
desired, these processes must be translated
into the following programmatic events:

* a self-monitoring wr self-observation
period in which the patient is assisted
in defining the behavior to be mea-
sured or altered, counting the frequen-
cy, and noting circumstances of occur-
rence;
establishment of a set of criteria or
standards by which to develop goals
and measure success;
acquisition of self-awareness and dis-
crimination of functioning levels for
self-evaluation, based on careful feed-
back and documentation of changes in
behavior; and
e administration of self-reinforcement,

basing rewards on successful changes

in behavior. Prior establishment of
extrinsic rewards helps to bolster the
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intrinsic reward derived from behavior
modification.

The biofeedback protocol incorporates
psychophysiological training to alter pa-
thophysiological arousal states. A second
aspect of the protocol is cognitive restruc-
turing to link cognitive events to the
pathophysiological responses. Meichen-
baum’ notes that persons may fail to define
cognitive events, derive appropriate solu-
tions, or carry through on behavior that
would resolve a pathophysiological prob-
lem. Cognitive awareness helps to provide
focus for self-management training.

Fig 2° shows the elements of biofeed-
back training and the means whereby the
instrumentation amplifies, displays, and
feeds back peripheral autonomic nervous
system signals for use by patients. This
paradigm illustrates concomitant behav-
ioral/cognitive processes occurring as a
patient progresses through a change pro-
gram.

Self-management training may appear to

be a small step from self-care. In self-care,
home education programs and the hospice
movement define some of the more
exciting organizational elements. But self-
care and self-management training are fun-
damentally different in regard to the origin
and action of the therapeutic mechanisms.
In self-management training, individuals
are in the position of responsibly regulat-
ing health and illness mechanisms. Self-
management training requires close thera-
peutic guidance for the acquisition of
physiological and cognitive awareness and
self-change. Like self-care, self-manage-
ment training requires careful cultivation
of self-motivation; thus, self-management
training clearly promotes a prosumer
stance in nursing.

STRESS RESPONSE DISORDERS
AS A TARGET

The rationale for using self-management
training in stress response disorders is fairly

Fig 2. Elements of biofeedback training. Reprinted with permission from Gaarder KR, Montgomery P:

Clinical Biofeedback: A Procedural M

/. Baltimore, Williams & Wilkens, 1977.



straightforward. Disregulatory stress re-
sponses such as muscle tension pain, body
arousal, headaches, anxiety, and insomnia
have been found to be responsive to self-
regulatory management techniques. Self-
management training addresses the control
of physical indicators, behavioral habits,
and cognitive-attitudinal features.

The term stress response is used here to
refer to the reaction of an organism, and
stressors refers to events that produce
arousal. Early stress theorists borrowed the
terms stress and strain from physiology
and structural engineering and collapsed
the terms. In their early writings, stress
referred to the causative agent and, at the
same time, the response. By labeling the
“general adaptive syndrome” as stress,
Selye further compounded the confusion
between stress and strain.

Selye’s work gave early renown to the
physiological features of the stress
response. Further research, however, has
refuted the finding that the generalized
adaptive syndrome is consistently evoked;
rather, response to stressors can be func-
tionally specific, organ specific, or both. In
part, specificity of response refers to idio-
syncratic responses of a group of people to
a variety of stimuli. For example, a group
of hypertensive patients react to various
types of stimuli with increased blood pres-
sure, whereas a group of patients with
Raynaud’s disease respond with character-
istic peripheral circulatory construction.

Psychophysiological bases

Growing understanding of the anatomi-
cal and biochemical interrelationships of
the neocortex, limbic system, and hypo-
thalamus has formed the basis for under-
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standing the relationship between both
physical and psychosocial stimuli and psy-
chophysiological stress responses. Mason®
conceptualized the interplay between inter-
nal and external environments in terms of
three effector systems: the autonomic ner-
vous system, the endocrine system, and the
skeletal muscle system.

External stimuli consist of both physical
factors such as heat, cold, and oxygen and
psychosocial stimuli factors, such as inter-
actions with others. Internal stimuli
include the impulses from the viscera,
kinesthetic and proprioceptive sensations,
and thoughts and emotions. These stimuli
are processed by the reticular activating
system through the brain stem to produce
general arousal; in specific cortical areas to
activate cognitive function; and in the
limbic cortex to stimulate basic survival
functions and primitive emotion. The lim-
bic system has direct frontal cortical con-
nections as well as connections to the
hypothalamus. Therefore, endocrine and
autonomic effector systems and the sen-
sory motor cortex are also activated. Thus,
the limbic system as identified by PapeZ’
and elaborated by MacLean'® undoubtedly
constitutes the key link between cognitive
perceptions of psychosocial stimuli, emo-
tional response, and the physiological
stress response.

Pathophysiological stress responses de-
velop as a consequence of a consistently
heightened arousal state. Arousal, which
initially performs a self-regulatory role, will
readapt at altered levels under constant
stressor stimulation. Cognitive and behav-
ioral stress responses consolidate into a
patterned way of life. Together, they con-
stitute the pathophysiological state.

Some of the peripheral measures of psy-
chophysiological activity have reliability in
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Some of the peripheral measures of
psychophysiological activity have
reliability in de trating levels of
arousal reflected in muscular tension,
the cardiovascular system, and

electrical conductance of the skin.

demonstrating levels of arousal. Measures
of muscle potential (EMG readings) pro-
vide an index of muscular tension; mea-
sures of the cardiovascular system (heart
rate, blood pressure, and peripheral tem-
perature) indicate the increase or decrease
in sympathetic nervous system stimulation;
and measures of the electrical conductance
of the skin (through galvanic skin
response) correspond to the sweat gland
activity and sympathetic arousal in the
individual.

Cognitive-behavioral bases

A major theoretical task is to amalga-
mate neurophysiology with cognitive-
behavioral theories. In the literature on the
physiology of emotions, the emotion is
often treated as an arousal agent or stressor
for physiological indices. The present
authors' interest lies in emotion as reflected
in behavior, and in viewing behavioral
indices as part of a stress response, rather
than as an arousal agent. Such a view is
more congruent with the authors’ con-
ception of human functioning. The nature
of human behavior is composed of an
amalgamated physiological-emotional-
cognitive interaction having a non-unidi-
rectional flow.

Although behavior and physiological
responses are initiated by internal deficit

signals such as thirst, hunger, and fatigue,
external signals such as water and food
provide equal stimuli for eating and drink-
ing behavior. Moreover, in adults the corti-
cal input for cueing behavior suppresses
and surpasses the simple internal and exter-
nal stimuli. Thinking about food can acti-
vate a cephalic insulin response, which
activates eating behavior. Experience and
cognitive efforts (memory, learning, and
perception) contribute to guiding behavior
in 2 major way.

Thus, one source of variability in stress
response indices is the cognitive appraisal
of the event. Cognitive appraisal of threat
is reported by Lazarus' as a determinant of
whether a person wold prepare for arous-
al. Moreover, repeated appraisals of threat
may establish a cognitive style of arousal
by which an individual’s life is oriented.
This cognitive style includes an affective
response (eg, depression or optimism) and
coping behavior for perceived threat (eg,
direct or palliative action). Direct action
implies direct confrontation of the stimu-
lus with the possible end of altering it;
palliative action implies skills such as alter-
ing the response to the stimulus, including
denial, avoidance, or training in self-
management techniques.

The self-regulatory process extends
beyond the ‘physiological mechanism.
Much of self-regulation is by way of either
intrapsychic coping (denial or anticipatory
preparation), active problem solving, or
palliative coping. These self-regulatory
processes are omnipresent features of liv-
ing and adaptation.

There is disagreement about the indices
that could be profiled as cognitive-behav-
ioral manifestations of the stress response.
Measures of affective responses (depres-



sion or anxiety), expressions of somatic
discomfort (pain or excessive diaphoresis),
and tests of cognitive functioning and/or
coping have been used. The use of few
psychometric measures, such as anxiety,
depression, and pain, has been relatively
universal.

EVALUATION OF PATIENT
OUTCOMES

Clinical sample

Of the 401 patients who entered the
study, 17% (# = 79) completed fewer than
eight training sessions and were not evalua-
ble; hence, the total patient population was
322, except where some missing data fur-
ther reduced the sample size.

A prospective study was required
because a symptom-focused physical
examination was necessary prior to entry
into the training program. Based on intake
screening interviews that focused on pri-
mary presenting problems, patients re-
ported having sought treatment for a vari-
ety of stress-related disorders, including
tension headache (24%), chronic muscle
tension (18%), anxiety (9%), insomnia (7%),
hypertension (10%), and migraine headache
(9%). Of these patients, 70% reported a
second stress-related symptom, and 40%
reported three or more symptoms. Demo-
graphically, 72% of these patients were
female; they ranged in age from 16 to 79
years (median, 36). Occupationally, 20% of
the patients were highly educated, “white
collar” professionals; 40% were employed
in sales or as skilled/unskilled labor; 20%
were students; and 20% were retired or
unemployed or were housewives or house-
husbands. Nearly 83% of the sample were
Caucasian.

A NURSING MODE OF THERAPEUTIC INFLUENCE

Clinical protocol

The sequence of the program for
patients is detailed in Fig 3, which shows
the types of assessments performed, the
modalities offered, and the successive con-
tacts made with patients. These periodic
measurements and the within-session data
constitute the data bank by which feed-
back is provided for patients and data are
retrieved for use in evaluation.

Outcome measures can be partially
described as follows.

Cost of stress. The cost of stress interview
schedule, properly administered, obtains a
general survey of common medical condi-
tions, infectious diseases, and self-reports
of the primary (stress-related) presenting
problem. Beaton and Thompson’ have
indicated that this tool has adequate relia-
bility and content validity for clients with
stress response disorders.

Symptoms of stress self-assessment (SOS).
Adapted from the Cornell Medical Index,
the SOS inventory was designed to quan-
tify self-perception of behavioral, cogni-
tive, and physiological components of the
stress response. It consists of 88 items
divided into 9 subscales delineating symp-
toms such as muscle tension, gastrointesti-
nal distress, depression, and cognitive dis-
organization. Patients are requested to
indicate the frequency with which they
have experienced the various symptoms
during the past week. Data were collected
from 561 comparison subjects external to
the program for the purpose of estab-
lishing norms; analysis of the data indi-
cated a high level of internal consistency
for the total SOS inventory (Cronbach’s a
= .96). Subscale reliability coefficients var-
ied from .71 to .87. Factor analysis of the
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PHYSICAL EXAM

REFERRAL

(PHYSICAL EXAM IF SELF-REFERRED)

WAITING LIST

INFORMATION
1. Health Care Utilization
2. Stress Symptom Survey

3. Affective, Cognitive, Behavioral
and Physiologic Responses

Life Change Stressor

Locus of Control

Social Networks

. Psychological Stress Response

Peripheral Skin Temperature
Muscle Tension (EMG)
Skin Conductance level (SCL)

SNEDT OIS

SCREENING EVALUATION

INSTRUMENT
Cost of Stress (COS)
Screening Symptomatology

Symptoms of Stress (SOS)
Symptoms Checklist (SCL-S0R)

Schedule of Recent Events (SRE)
Personal Opinion Survey (POS)
Social Support Inventory (SSQ)

Biofeedback Instruments and
Dinamap Blood Pressure Monitor

Blood Pressure/Heart Rate

Training Changes
Life Style Changes

\ SYSTEMATIC
RELAXATION TRAINING
INFORMATION

Presenting Symptom Changes

Monitoring of EMG in
two sessions

Life Style Changes

—BIOFEEDBACK TRAINING
INFORMATION
Presenting Symptom Changes
Peripheral Physiologic

EXIT EVALUATION

INFORMATION INSTRUMENT
1. Affective, Cognitive, Behavioral Symptoms of Stress (SOS)
and Physiologic Responses Symptoms Checklist (SCL-90R)
2. Locus of Control Personal Opinion Survey (POS)
3. Fsychop Stress R Biofeedback and
Dinamap Blood Pressure Monitor
1-Month Booster
3-Month Booster
6-MONTH-EVALUATICN
(Same as Exit Evaluation)
12-MONTH EVALUATION
(Same as the Exit RE)

Fig 3. Flow of activities in management of stress response patients.



data gave support to the empirically deter-
mined subscales. Using factor scores, these
same control data revealed significant dif-
ferences related to gender, health status,
and smoking habits, as well as significant
interaction effects involving combined sta-
tus on these variables.

Psychophysiological stress assessment. This
assessment, also obtained on the day of
screening, was comprised of peripheral
autonomic indicators and EMG record-
ings obtained from the trapezius and fron-
talis musculature. EMG electrode imped-
ances were generally in the range of 5 to 12
K; bandwidth was set at 100 to 200 Hz. All
EMG readings were in integrated micro-
volts. Skin conductance levels were moni-
tored from the first and second fingers of
the dominant hand, and peripheral skin
temperature was recorded from the middle
finger of the nondominant hand. The mea-
surements were taken during a number of
rest periods in which patients were asked

§ Screening
% Exit

N
(=)
J

-
(&)
1

Mean Scale Scores
p -
(4] o
1 1

o
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to relax and sit quietly, as well as during a
mental task (unscrambling anagrams) and
while they were asked to focus on some
presumably distressing emotional imagery.
During this latter period, patients were
instructed to imagine their presenting
problem and to reexperience how they feel
when their symptom is at its worst. All rest
and stressor conditions were two minutes
in duration, and data presented were based
on averages over this time. No psychophy-
siological feedback was given to the clients
during this screening protccol.

Success in self-management training

The data presented here directly address
the successful acquisition of skills in self-
management training for the 322 patients
with stress response disorders. Data for all
modalities are combined, and screening
and exit measures are compared by psy-
chometric data (SOS) and psychophysio-

Symptoms of Stress Subscale

Fig 4. SOS screening and exit mean scale self-report levels for total clinical sample (z = 322). Mean scale
score = self-reported total/No. of items.
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logical data (frontalis EMG and digital
temperature).

Fig 4 shows the mean scores at screening
and exit on the SOS self-assessment inven-
tory. Table 2 lists the relevant mean and
correlated 7 test values with their signifi-
cance. Differences between scores before
and after self-management were significant
at P = .0001. All were in the predicted
direction of reduced symptoms. The use of
multiple regression was rejected because of
the sample size needed for so many vari-
ables. To justify the use of multiple ¢ tests,

Table 2. Comparison of screening and exit data

a Bonferroni correction was performed to
examine the level of significance necessary
for confidence. It was found that the level
of significance needed was P = .005.

The psychophysiological data were gath-
ered during screening and exit by using
two laboratory stressor conditions to mea-
sure the reactivity of clients. The first test
in the sequence was a mental task using
anagrams such as SACUEL (clause) or
MAGPORR (program), which clients were
asked to unscramble in a limited time. The
other stressor condition involved instruct-

Screening mean Exit mean
(SD) (SD) +-Value*
SOS inventory for clients in self-management training (7 = 322)
Peripheral skin 93 68 691
Cardiorespiratory 77 54 8.03
Neural 58 25 6.38
Gastrointestinal 82 .53 840
Muscle tension 151 1.00 9.71
Habit partterns 121 .76 1383
Depression 112 65 11.03
Anxiety 1.00 .55 1371
Anger v 1.06 64 11.08
Cognitive disorganization 1.16 67 12.58
Frontalis EMG values for clients in self-management training (7 = 292)
Rest 1 3.26(2.90) 2.15(2.24) 636
Mental task 4.00(3.12) 3.33(2.14) 3.70
Rest 2 2.94(2.56) 1.88(1.16) 7.22
Symptom imagery 3.74(2.67) 3.37(2.72) 2.00(NS)
Rest 3 2.89(231) 1.95(1.11) 7.05
Rest 4 2.87(2.62) 1.76(092) 7.24
Peripheral skin temperature means for clieats in self-management training (» = 285)
Rest 1 83.90( 9.47) 88.19(7.11) —7.08
Mental task 83.08(10.45) 88.05(6.68) —765
Rest 2 83.26(10.75) 88.08(7.02) —-7.29
Symptom imagery 82.98(10.71) 88.20(6.95) —8.06
Rest 2 82.88(10.78) 87.99(6.96) -7.79
Rest 4 8297(1095) 87.65(8.34) —6.30

*Significant at P = .0001 level.
NS = Not significant.



ing the clients to imagine their stress symp-
toms in the most severe state. The resting
levels were recorded before and after these
stressor probes.

Fig 5 shows the mean and SD of fron-
talis EMG determinations at screening and
exit for 292 clients. There is considerable
decrease in muscle tension (EMG) between
screening and exit during all the rest peri-
ods for both muscles. The reactivity of the
frontalis musculature continues during the
stress test, but the total microvolt pattern
remains similar, albeit at a lower level.
Comparison of EMG levels between
screening and exit on symptom imagery
showed no significant differences. (See
Table 2.) Apparently, the neuromuscular
stress response is the same regardless of
this laboratory stressor. The mental task
remains a stressor at exit, but EMG levels
are lower than at screening. The change in
EMG reactivity during the mental task was
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significant at P = .0001. All resting EMG
levels were significantly decreased between
screening and exit, at P = .0001.

The peripheral skin temperature measur-
ing constrictions of circulation should the-
oretically increase with self-management
of the stress response. This autonomic
index measure is slow in reactivity, with
less immediate response and a lag in
effects. Fig 6 and Table 2 show the
increases in skin temperature from screen-
ing to exit, which do not vary considerably
during the stressor tests. The data show
that these changes are highly significant at
P = .0001.

Retention of self-management
training

Effects of self-management training
have often been attributed to desire for
social approval and short-term placebo
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Fig 5. EMG values on frontalis during stress test at screening and exit (7 = 292).
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Fig 6. Peripheral skin temperatures during stress test at screening and exit (n = 285).

effects. Regression to a prior status after
the active training program has ended is
not uncommon. As with other self-man-
agement regimens such as those for smok-
ing habits or obesity, the slide back to
baseline status is ubiquitous. Training
effects presumably diminish and may dis-
appear when the professional guidance
ends. A skeptic would say that the real test
of an intervention comes at follow-up
assessments. Therefore, the follow-up data
reported here test whether the clients
returned to the status held at screening,
whether they remained as at exit, or if their
health status advanced toward new crite-
rion levels.

In general, the dara at 6 months are
remarkably consistent, compared with the
exit measurements. Of the 322 patients, 182
participated in the 6-month follow-up.
These patients had clearly maintained their

gains on most measures or made further
improvement.

Fig 7 shows the mean SOS inventory
scores and reveals generally small but
incremental changes between exit and fol-
low-up. A repeated measures analysis of
variance confirmed a continued reduction
in self-reported symptomatology on all
scales, P < .001.

The frontalis EMG levels at screening,
exit, and 6-month follow-up are shown in
Fig 8. Again, the exit reductions are sus-

The 182 patients who participated in
the 6-month follow-up of
self-management training had
maintained their gains on most
measures or made further
improvement.




Fig 7. Mean SOS
of items.

Mean EMG (Microvolts)
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Mean Scale Score

Symptoms of Stress Subscale

inventory scores in 6-mo follow-up (7 = 182). Mean scale score = self-reported total/No.
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Fig 8. Mean frontalis EMG levels in 6-mo follow-up (7 = 182).



ADVANCES IN NURSING SCIENCE /JULY 1984

tained at follow-up. A repeated measures
analysis of variance indicates that the dif-
ferences were significant at P = .001,
except for one stress test period (symptom
image) when the differences were signifi-
cant at P = .01

Peripheral skin temperature follows a
similar pattern. The increase in skin tem-
perature at exit is maintained at the 6-
month follow-up (Fig 9). Again, a repeated
measures analysis of variance indicates sig-
nificant changes on all measures, P < .001.
This significance reflects most heavily the
dramatic increase in skin temperature
between screening and exit, most of which
was maintained in the 6-month follow-up
period.

Comparison with delayed treatment

Self-management training and other
cognitive therapies have often been
assailed for being a temporary placebo.

em— Screening
enem e Exit

901

88

82+

The suggestion is made that expectation of
treatment is as powerful a change agent as
the treatment itself. A comparison group
was devised to examine the effects of
expectation and time on clients who were
seeking treatment for stress-related disor-
ders. Fifteen patients were given a total
stress assessment (prescreening), both psy-
chophysiological and psychometric, and
asked to delay treatment for 8 weeks, the
standard treatment duration. These pa-
tients then completed a standard screening
assessment, were assigned to treatment
modalities, and followed the course of a
typical stress-management patient.

If self-management training is merely a
placebo, that is, if symptoms abate without
any treatment, then comparison of pre-
screening to screening data would show
significant reduction of symptoms. This
possibility was explored by using the SOS
inventory to assess changes in the psycho-
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Fig 9. Mean perirheral skin temperature in 6-mo follow-up (7 = 164).



logical symptoms and using measures of
frontalis muscle tension and peripheral
skin temperature to evaluate changes in
physiological symptoms.

Table 3 shows the mean SOS scale
scores and reveals that patients improved
on six scales, had no change on two scales,
and had an increase in self-reported symp-
toms on two scales. Although patients
improved on some scales, the improve-
ments were not significant and are in the
range of random or chance improvement.

There was a significant self-reported
increase in muscle tension, which is docu-
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mented by an increase in frontalis muscle
tension during the psychophysiological
assessment (Table 3). Muscle tension
increased in all test periods, and clients
showed an increased variability in responsi-
vity to the stressor periods. Although the
increases were not significant, there was a
striking pattern of increased frontalis mus-
cle tension while treatment was delayed.
The pattern of peripheral skin tempera-
ture (Table 3) was similar to the muscle
tension pattern. Patients had decreased
peripheral skin temperature, indicating
increased autonomic activity while treat-

Table 3. Comparison of prescreening and screening data

Prescreening Screening t-value Probability
SOS Inventory for Clients with Delayed Treatment (2 = 15)
Peripheral skin 085 085 0.06 NS
Cardiovascular 0.74 071 0.19 NS
Neurological 051 0.54 022 NS
Gastrointestinal 0.76 0.76 0.06 NS
Muscle tension 1.56 197 2.53 0.01
Habit pattern 119 1.16 0.21 NS
Depression 1.32 111 082 NS
Anxiety 112 097 095 NS
Anger 142 123 099 NS
Cognitive disorganization 113 1.29 098 NS
Frontalis EMG Values for Clients with Delayed Treatment (» = 15)
Rest 1 243(1.12) 3.64 (4.90) 090 NS
Mental task 284 (1.81) 4.59(6.09) 092 NS
Rest 2 2.27(1.15) 4.26 (6.65) 105 NS
Symptom imagery 3.01 (1.28) 5.35 (7.46) 1.27 NS
Rest 3 1.97 (0.76) 4.75 (6.48) 1.52 NS
Rest 4 1.97(093) 4.55(6.53) 143 NS
Rest 5 197 (0.72) 4.16(6.21) 1.29 NS
Peripheral Skin Temperature Means for Clients with Delayed Treatment (7 = 15)
Rest 1 82.96 79.75 1.01 NS
Mental task 82.17 79.86 083 NS
Rest 2 82.14 80.11 0.76 NS
Symptom imagery 8238 80.14 085 NS
Rest 3 82.16 7992 088 NS
Rest 4 81.92 79.92 0.78 NS
Rest 5 81.07 79.70 0.59 NS

NS = Not significant.
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ment was delayed, but the changes in skin
temperature were not significant.

Comparison of the screening and exit
data for these patients shows a pattern
similar to that of the general clinic popula-
tion: significantly decreased psychometrics
and psychophysiology after self-manage-
ment treatment. If the changes after self-
management training were equivalent to
changes resulting from expectation of
treatment or placebo effects, then signifi-
cant changes would have been exhibited
between prescreening and screening. Be-
cause there were no significant changes in
patients awaiting treatment, it appears that
self-management training is the critical
factor in facilitating the reduction of symp-
toms and healthier functioning.

DISCUSSION

The move to align nursing practice to
the prosumer orientation, as described by
Toffler, demands high participation of
patients in treatment interventions. Self-
management training in which patients
learn to regulate certain body processes
captures that participative mode. This eval-
vation tests the therapeutic influence of
self-management training.

All of the patients in this study had
similar counseling and monitoring but
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