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ABSTRACT To determine the effects of integrative relaxation training (IRT) on emotional stability, we 
exposed 32 patients diagnosed with anxiety disorder to a pre-test (16PF) and to 12 sessions of group 
psychoeducation training. Patients were randomly assigned to 2 groups (study 17 and control 15 
patients). The study group received 12 weekly group sessions of IRT. Level of anxiety was evaluated in 
a post-test using a questionnaire and the State–Trait Anxiety Inventory (STAI). Emotional stability and 
level of anxiety were significantly reduced in the study group: there was a marked increase in scores for 
emotionally s and venturesome and a decrease in scores for apprehensive and tense. The STAI score 
was statistically significantly lower in the study group. 

توفير الاستقرار العاطفي من خلال التدريب على الاستـرخاء 
مسعود جان بزركي، علي رضا ظهير الدين، ناهيد نوري، رضا غفار تمر، جمال شمس

على  تأثيرات  من  الاستـرخاء  على  المتكامل  التدريب  إليه  يؤدي  ما  على  ف  التعرُّ إلى  الباحثون  هدف  الخلاصـة: 
صوا باضطراب القلق، ثم أجروا لهم 12  خِّ الاستقرار العاطفي، فأجروا اختباراً مسبقاً (PF 16) لـ 32 مريضاً شُ
م الباحثون المرضى عشوائياً إلى مجموعتين (15 مريضاً للدراسة  حصة تدريبية في مجموعات للتثقيف النفسي. وقد قسّ
في  الاستـرخاء  على  المتكاملة  التدريبات  من  أسبوعية  حصة   12 الدراسة  مجموعة  وأعطوا  شواهد).  مريضاً  و17 
ومعالجة  لحالة  تفقدية  وقائمة  استبياناً  مستخدمين  تلوي  اختبار  بإجراء  القلق   مستو الباحثون  وقيَّم  مجموعات. 
دّ به إحصائياً في مد الاستقرار العاطفي، ومستو القلق بين أفراد  تَ عْ ح وجود انخفاض يُ القلق (STAI)، واتضَّ
الأحراز  في  ونقص  وانطوائي،  عاطفياً  مستقرّ  هو  لمن  المخصصة  الأحراز  في  ملحوظ  ازدياد  مع  الدراسة  مجموعة 
دّ بها  تَ عْ دية لحالة ومعالجة القلق فقد كان لانخفاضها أهمية يُ المخصصة لمن هو خائف متوتِّر. أما أحراز القائمة التفقُّ

إحصائياً في مجموعة الدراسة.

Apporter une stabilité émotionnelle grâce à la relaxation 
RÉSUMÉ Afin de déterminer les effets de la relaxation profonde sur la stabilité émotionnelle, nous 
avons soumis 32 patients atteints de troubles anxieux à un test préliminaire (16 PF) et à 12 séances 
de psychoéducation de groupe. Ces patients ont été répartis de façon aléatoire dans deux 
groupes  (17 dans le groupe d’étude et 15 dans le groupe témoin). Le groupe d’étude a suivi 12 séances 
hebdomadaires collectives de relaxation profonde. Leur niveau d’anxiété a ensuite été évalué à l’aide 
d’un questionnaire et de l’échelle STAI (State–Trait Anxiety Inventory, ou échelle d’anxiété état-trait). La 
stabilité émotionnelle et le niveau d’anxiété étaient significativement réduits dans le groupe d’étude : on 
a observé  une nette augmentation des scores pour les traits de personnalité émotionnellement stable 
et téméraire et une diminution pour inquiet et tendu. Le score STAI était significativement moins élevé 
du point de vue statistique dans le groupe d’étude.
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Introduction

Emotional stability is a concept which has 
always been considered a factor of mental 
health in psychological evaluations. Previ-
ous research has demonstrated that daily 
levels of stress increase with daily fluc-
tuations in mood and as stress increases, 
mood tends to become more negative [1]. 
Emotional instability and neuroticism are 
dimensions of stress and anxiety disorders 
[2–4], and many aspects of mental health 
are related to these conditions. 

Emotional instability is one of the es-
sential factors affecting anxiety, and the 
assumption is that if psychological interven-
tions are able to influence this factor, stress 
and anxiety will be reduced and psychologi-
cal organization of the patient will be more 
integrative. Progressive relaxation training 
(PRT) (adapted from Jacobson method, 
including only muscle relaxation) is consid-
ered one of the most efficient interventions 
in this regard [5–8]. 

Various studies have provided evidence 
for the effects of relaxation techniques on 
anxiety control and its dependant areas 
[9–16]. Janbozorgi studied the effects of 
PRT on some anxiety-related factors of 
personality and found that relaxation train-
ing was able to decrease anxiety [17]. The 
only factor unchanged was that related to 
emotional stability (factor C). Cattell noted: 
“The essence of factor C appears to be an 
inability to control one’s emotions and im-
pulses, especially by finding for them some 
satisfactory realistic expression. Looked at 
from the opposite or positive pole, it sharp-
ens and gives scientific substance to the 
psychoanalytic concept of ‘ego strength’, 
which it (factor C) has come to be called” 
[18]. 

In another study Janbozorgi applied a 
multimodal therapy and found a significant 
effect on one of the anxiety factors, while 

state and trait of anxiety were significantly 
decreased [19]. When this approach was 
integrated with religious orientation and 
accompanied with religious exercises, all 
anxiety factors were significantly changed. 
Therefore, integration of cultural factors 
and adopting culturally modified methods 
of treatment can have positive effects on 
training and its outcomes. 

The idea of an integrated approach to 
patient care that connects mind, body and 
spirit is not new [20]. Current approaches 
have combined cognitive behaviour treat-
ment with relaxation techniques such as 
breathing exercises and guided imagery 
rather than combining it with medication. 
This new combination seems as effective 
in reducing anxiety as medication, while 
empowering the client at the same time 
[21,22]. It has also been shown that medi-
tation can be an effective addition to the 
therapeutic process when used alone or in 
combination with other approaches (e.g. 
relaxation) [23]. Thus, combining medita-
tion and spiritual practices with relaxation 
expands the treatment options. Such ap-
proches may bring about healing which 
is usually seen as restoring a condition of 
wholeness or harmony [24]. 

In this study we aimed to explore the 
effects of progressive relaxation training 
combined with lifestyle modification and 
spiritual training and determine their in-
tegrated effects on the anxiety factors of 
personality and emotional stability. 

Methods

Participants and study design
This study was carried out from March 
2005 to October 2005. Patients with a prin-
cipal DSM-IV (generalized anxiety disor-
der) diagnosis referred to a counselling and 
psychotherapy centre (Talieh Counselling 
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Centre, a private organization) in Tehran by 
general practitioners and mental health pro-
fessionals from both government and pri-
vate organizations as well as self-referrals 
were considered for the study. There were a 
total of 64 referrals to the centre during the 
study period. We decided to include only 
those aged 19–35 years because the major-
ity of the referrals were in this age range. 
Four people were outside the age limit and 
were excluded and 6 refused to take part in 
the study, leaving 54 eligible participants 
who signed the consent form. 

The Structured Clinical Interview was 
used as the basis for DSM-IV (SCID-IV) 
diagnosis. Whenever ≥ 1 diagnosis was 
identified, clinical interview was used to de-
termine the primary reason for the visit and 
the degree of interference in functioning, 
as recommended in DSM-IV [25]. In 19 
individuals a principal diagnosis other than 
generalized anxiety disorder was indicated, 
so they were excluded from the study. Indi-
viduals were also excluded from the study 
if they were undergoing concurrent psycho-
logical treatment for anxiety disorder (2), 
had a current diagnosis of schizophrenia 
(1), an intellectual disability (1), or an or-
ganic mental disorder (1). 

In all, 35 participants completed post-
treatment measures; they were divided 
randomly into 2 groups: 15 (originally 18, 
but 3 did not attend the follow-up) were 
assigned to the study group and 17 to the 
control group. The psychological variables 
were measured in the same way for all 
patients at the first session. We chose a 
pre-test/post-test design for this study. The 
experimental procedures to be used were 
explained to the participants in detail and 
they were asked about any prior experiences 
with relaxation training and if they had any 
motives for learning integrative relaxation 
training (IRT).

Measures
The following measures were implemented 
pre- and post-treatment (control group par-
ticipants completed the measures at intake 
and then post-test.)
• We used the Farsi version of the 16PF 

questionnaire, which was provided by 
Dadsetan and Delkhamosh, who stand-
ardized it for the Iranian population 
[26] to measure 16 personality factors. 
It is a 187-item self-report measure that 
assesses 16 primary factors. By factor 
analysis, these can be reduced to 5 sec-
ondary factors: extroversion, anxiety, 
toughness, independence and self-con-
trol. We focused only on anxiety factors, 
especially factor C (ego strength) in this 
research. Reported reliability for the 
16PF by test–retest is 0.80 short-term 
and 0.52 long-term [27].

• State–Trait Anxiety Inventory (STAI) 
(Iranian form) was used in the post-test. 
The STAI comprises separate self-report 
psychometric scales for measuring 2 
distinct but related anxiety concepts 
[28]. The internal consistency of the 
STAI is relatively high as measured by 
alpha coefficiencies (0.90 or higher for 
normative samples) [29,30]. The STAI 
was also standardized for the Iranian 
situation [31].
Data analysis was conducted using t-tests 

for independent samples to compare mean dif-
ferences between study and control groups.

Interventions
The IRT programme is a structured pro-
gramme attended by participants in groups 
of 10–15 persons. Participants were also 
given a weekly task. The interventions ap-
plied during the treatment period included 
12-weeks of IRT: a combination of pro-
gressive relaxation training adapted from 



632 La Revue de Santé de la Méditerranée orientale, Vol. 15, N° 3, 2009

المجلة الصحية لشرق المتوسط، منظمة الصحة العالمية، المجلد الخامس عشر، العدد ٣، ٢٠٠٩ 

Jacobson’s programme (cited in Berenstein 
et al. [32]), a lifestyle relaxation programme 
(including: organization of sleep time and 
limitation of daily sleep; healthy eating and 
drinking; exercise; increase in and devel-
opment of awareness and consciousness; 
training in decision-making processes; lei-
sure time management; and guidance for 
self-dialogue [33,34]) and spiritual exercis-
es (religious meditation, prayer and mention 
or remembrance of God in daily activities). 

Each session lasted for about 1.5–2 hours 
and was divided into 4 sections: review of 
homework, relaxation training, discussion 
of lifestyle and spiritual dimensions. Our 
integrative relaxation timetable for the 12 
weeks is presented in Table 1.

The control group completed the ques-
tionnaires but did not take part in the inter-
ventions.

Statistical analysis
Statistical significance was analysed using 
the Student t-test. P-value < 0.05 was con-
sidered statistically significant.

Results

The mean age of the participants was 24.64 
(standard deviation 3.77) years; 35% were 
married and 87.5% were women.

Table 2 shows the comparison of the 
means and standard deviations of the effects 
of interventions on each of the 16 personality 
factors. The mean differences were statisti-
cally significant for 4 factors of the 16PF (P 
< 0.05). For the study group participants: 
for factor H the mean change was 4.78, for 
factor O it was –4.72, for factor Q4 it was 
–6.56 and for factor C 4.12 which indicates 
that they had improved emotional stability, 
while in the control group this score did not 
change significantly (Table 2).

To determine whether the interventions 
could affect the emotional stability and 

anxiety factors of the personality, we used 
the Student t-test to check for differences 
between pre- and post-tests. Four factors (C, 
H, O and Q4) of the 16PF scale showed a 
significant change (Table 3), indicating that 
participants in study group gained signifi-
cant stability in their emotions and reduced 
their anxiety.

The means of variation in factor H in 
pre-test and post-test show a significant dif-
ference (t = –2.93, P < 0.05) (Table 3). The 
increase of this score of the subjects of the 
study group shows that social skills could 
promote stability of our subjects.

The mean score for factor O, however, 
decreased significantly for the study group 
compared to the control group (t = 3.03, 
P < 0.005) (Table 3). The mean score of 
factor Q4 also decreased significantly in the 
study group (t = 3.22, P < 0.003). This kind 
of change means that our study group par-
ticipants became significantly more relaxed 
compared to the subjects of the control 
group.

After administration of the STAI, State–
Trait Anxiety in the study group was sta-
tistically significantly lower than in the 
control group (Table 4).

At the end of the treatment, participants 
in the study group also reported a reduction 
in sense of insecurity, amnesia and irritabil-
ity.

Discussion

Our results agree with our preliminary as-
sumption that IRT is able to manage emo-
tional stability and anxiety. The anxiety 
factors of personality, especially those con-
cerning emotional stability, and State–Trait 
Anxiety were significantly changed after 
the treatment. These findings are consistent 
with some previous studies that have shown 
that relaxation training may reduce anxiety 
in patients [7–12,17]. Although previous re-
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search has shown the effectiveness of PRT 
(which was one part of our IRT programme) 
on anxiety factors of personality except for 
emotional stability (factor C) [17], IRT ex-
pands the treatment options and we found 
that it was effective in increasing factor C 
as well. Other studies support these findings 
[19,23,35].

Factor C is related to emotional stability 
and has a high correlation with other factors 

such as H, O, Q3, and Q4 [2]. The increase 
in the mean scores in factor C in our study 
group may be a consequence of IRT inter-
ventions on enhancing ego strength and 
feeling of security in the subjects. They, 
therefore, showed fewer signs of becoming 
upset or having unusual tenseness after 
the treatment; they had more self-control 
and faced life with a realistic approach. 
They also increased their ability to ignore 

Table 1 Integrative relaxation timetable

Session Topic Description

1 Rationale, targets Uses of relaxation training, lifestyle intervention and spirituality 
training; reasons for integrating the 3 

2 Description and 
application of 
intervention; sleeping

Application and techniques; initiation of the 16MGTR relaxation 
training; discussion of the changes in the problems of sleeping 
time, practices and religious rituals before sleep; group workshop; 
homework

3 Relaxation; eating Review of homework; repetition of 16MGTR; discussion on eating 
and drinking behaviours; discussion on prayer before eating; group 
workshop; homework

4 Relaxation; exercise Review of homework; initiation of 16MGTR; discussion on exercise 
and practice of yoga in daily life and its religious impacts; group 
workshop; homework

5 Relaxation; awareness Review of homework; initiation of 7MGTR; discussion on 
awareness in body relaxation during daily activities; hearing 
cautiousness; remembering God; group workshop; homework

6 Relaxation; conflict 
resolution

Review of homework; repetition of 7MGTR; discussion on 
awareness and resolving daily conflicts; religious meditation; 
group workshop; homework

7 Relaxation; religion 
orientation; conflict 
resolution

Review of homework; initiation of 4MGTR, discussion on decision-
making; resolving daily conflicts and effects of religious orientation 
on it; group workshop; homework

9 Relaxation; 
communication

Review of homework; repetition of 4MGTR, discussion on 
empathic communication and expressing feelings; discussion on 
creativity in lifestyle; group workshop; homework

10 Relaxation; leisure time Review of homework; relaxation through recall; discussion on 
leisure time and religious orientation

11 Relaxation; time 
management

Review of homework, relaxation through recall along with 
counting; discussion on time management and importance of 
prayer in time management and integration of self

12 Integration Review of homework, relaxation by counting alone and with 
religious imagery; review of the sessions; discussion on prevention 
of relapse

MGTR = muscle group tension-relaxation.
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frustration and felt less tired. These find-
ings are consistent with the interpretation 
for factor C, suggesting all of above are 
components of C factor [2,3]. Altogether 
these variations indicate emotional stability 
as an indicator of psychological health. We 
saw the same results in the subjects’ daily 
report and their homework during the treat-
ment. Interestingly enough, this factor did 
not show a significant change after PRT 
interventions. 

Factor O is the 2nd factor that signifi-
cantly changed in this study. The presence 
of a high score in factor O in a 16PF profile 
suggests psychological distress (anxiety/
depression). High score subjects needlessly 
worry, are depressed, feel worthless and 
inadequate, feel a vague sense of dread, 
have low self-esteem and are emotionally 
unstable. Significant decrease in our sub-

jects’ scores in the study group compared 
to the control group indicates that there 
had been some increase in self-esteem, self 
confidence, and self-sufficiency. 

The similarity of variations in factors 
Q4, C and O in their tendency to reduce 
anxiety supports the objective of our study. 
The reduction of scores in factor Q4 for 
our study group indicates the transition 
of subjects from free-floating anxiety, be-
ing tense, restless and emotionally volatile 
and having a poorly controlled libido to 
relaxed, easygoing and “un-frustrated” peo-
ple. Moreover, high scores in Q4 indicate 
negative correlation with self-control [2,3]. 
Self-control includes well-being, positive 
analysis and impression of self; any change 
in this factor affects the functions of the 
individual. Someone who cannot manage 
his/her psychological energy does not have 
stability in his/her emotions. Successful 
management of anxiety results in increasing 
emotional stability and improving quality of 
life and feeling healthy [36].

Another factor in 16PF that changed 
after treatment was factor H. This factor 
correlates with anxiety factors of personal-
ity [2]: a low score in factor H indicates 
anxiety. Inhibition and shyness make 
individuals emotionally careful, sensi-
tive to perceived threats and lacking in 
self-esteem. They seem to suffer silently 

Table 3 Comparison of means of personality 
factors in the study group and the control 
group

Factor Mean difference (post – pre)
t-value P-value

C –2.61 0.014
G 2.06 0.048
H –2.93 0.006
O 3.03 0.005
Q4 3.22 0.003

Table 4 Mean scores of the study group and control 
group on the State–Trait Anxiety Inventory

Factor Post-test score t-value P-value
Mean SD

State anxiety
Study group 31.87 8.53 4.00 < 0.0001
Control group 52.32 10.57

Trait anxiety
Study group 29.81 8.75 4.20 < 0.0001
Control group 44.14 10.96

SD = standard deviation.
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in their own self-imposed restrictions: the 
prototypical wallflowers [3]. Our findings 
with respect to factor H indicate that the 
participants could manage themselves in 
this area as well. They could communicate 
successfully and manage shyness and 
inhibition. 

The change in factor G (expedient versus 
conscientious), although not a very large 
change in our study group, is not interpret-
able in the framework of our hypothesis. 
This change may indicate a kind of decrease 
in the forces of super-ego, since the increase 
in the scores of factor C (ego strength) may 
increase flexibility, social adaptation and 
rational decision-making [2], and this may 
support our findings too. This change may 
also be related to other variables such as 
the effect of instrumentation rather than the 
treatment applied.

Study limitations
This study suffers from some limitation 
with regard to the number and selection of 
participants and the nature of the interven-
tions. The participants were selected from 
among individuals referred to the clinic, 
thus we cannot generalize the findings to 
others who did not volunteer to receive the 
intervention. Increase in emotional stability 
and reduction in anxiety may also have been 
influenced by factors other than the content 
of the intervention.

The study could have been extended 
in some ways to include other comparison 
groups with variations in the level of inter-
vention. Using a larger sample and careful 
instrumentation would have increased the 
validity of the study.

Conclusion

Our findings indicate that integrative re-
laxation leads to emotional stability and 
reduction in anxiety. Emotional stability 
by itself results in success and happiness, 
2 very important elements of a happy and 
healthy life. The changes observed in 
the state, and especially trait, of anxiety 
scores in the study group and the subjec-
tive feelings of the subjects provide more 
support for the effectiveness of our inter-
ventions. 

Practical implications
The findings of this study can be applied to 
solve the difficulties that individuals with 
anxiety symptoms and emotional instabil-
ity encounter in their daily lives. By paying 
more attention to the ability of patients to 
learn to self-manage their psychological 
problems through integrative relaxation, 
patient educators may be able to increase 
the effectiveness of their activities; at same 
time they can help their patients to be more 
independent in the treatment of their ill-
nesses. Further research into the efficacy of 
programmes such as IRT is necessary from 
both the scientific and economic view-
point.
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