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Many primary care physicians offer
good psychological advice by
telling their patients to relax

more, take a vacation, stop worrying so
much, get a hobby, or just go see a good
movie. Their goal is to get patients to
make a lifestyle change that could lead to
improved physical health.

Patients who suffer from hypertension
are prime candidates for such advice. Af-
ter all, some forms of hy-
pertension have been linked
to emotional stress. For a
time, it was associated with
hard-driving, hurried, ag-
gressive, competitive people
who were referred to as type
A personalities for two
decades. Recently, however,
that concept has lost some of
its potency, and we now
think in terms of a general-
ized stress that works inter-
nally in a variety of person-
ality types. As clinicians, we
know that certain types of stressors, such
as too much internalized rage, have a neg-
ative impact on health.

Over the years, transcendental medita-
tion (TM), relaxation, hypnosis, and
biofeedback have been used to control
stress and reduce elevated blood pres-
sures. Do these procedures really work?
One TM study, included in a 2002 litera-
ture review in Medical Clinics of North
America, showed a BP reduction of 10
mm Hg systolic and 6 mm Hg diastolic in
a randomized group of subjects. That
study, although good, had many limita-
tions. Dietary sodium and aerobic exer-
cise, for example, were not figured into the
program.

Another study conducted at the Medical

College of Georgia demonstrated that, in
African American adolescents who were
hypertensive and taught TM, blood pres-
sure was lowered on average 3.5 mm Hg
systolic and 3.4 mm Hg diastolic. With con-
tinued practice for 15 minutes twice a day,
the subjects had lowered blood pressure af-
ter 4 months. Their heart rates also fell. No
changes were seen among the control
group (Am. J. Hypertens. 2004;17:366-9).

I am not suggesting that
the success of alternative
techniques in lowering BP
should preclude the use of
calcium channel blockers
such as amlodipine (Nor-
vasc), angiotensin II recep-
tor blockers such as can-
desartan cilexetil (Atacand),
or ACE inhibitors such as
enalapril (Vasotec) in hyper-
tensive patients. These drug
clearly save lives, but if
teaching alternative tech-
niques allows us to lower

medication doses—or, in some cases,
eliminate medications altogether—why
shouldn’t we do it?

TM, relaxation, hypnosis, and the myr-
iad of techniques that help induce altered
states of mind appear to be different tech-
niques aimed at inducing the same result:
relaxation with a lowering of stress.

In my own practice, I have used a hyp-
notic/imagery approach to blood pressure
reduction. The patients I saw were referred
by internists, cardiologists, and nephrolo-
gists who were concerned about the cata-
strophic illnesses that can develop from un-
controlled BP. In each case, the physicians
were prescribing multiple medications for
high BP that was poorly controlled.

Although I always considered my work

as ancillary, in that the medications were
the primary treatment, the value of help-
ing patients without prescribing medica-
tions cannot be overemphasized. Accord-
ing to Randi Rose, M.D., a cardiologist at
New York University Medical Center, New
York, 3-5 mm Hg systolic or diastolic pres-
sure is a significant amount of lowering in
a hypertensive patient. If this can be
achieved through stress reduction, medi-
tation, or other relaxation techniques, I
would encourage my patients to use these
techniques.

The technique I used was a hypnotic/im-
agery strategy. After a brief history of the
patient’s medications, exercise, diet, and
lifestyle, I checked the blood pressure. Then
I taught the patient how to do self-hypno-
sis. This takes about 10-15 minutes for
those who are hypnotizable. If the patient
was comfortable using self-hypnosis, I
would use one of my favorite strategies: the
large movie screen. On that screen, I had
the patient imagine, drift, or float into any
pleasant experience he or she wished.

I then introduced a second technique
that enabled patients to imagine a sphyg-
momanometer, and then imagine a high
value or the value we had assessed earli-
er. Then, as they took slow deep breaths,
they began to imagine the mercury col-
umn slowly going down as they became
more and more relaxed.

I used both these strategies for about a
half hour. Then we took the BP again. The
results were consistent with the studies
cited earlier. That is, in my experience
there was a 2-3 mm Hg drop in systolic
and diastolic BP.

All of the patients I saw had their own
sphygmomanometer. They also made fre-
quent visits to their primary care physi-
cian, cardiologist, or nephrologist, so their

BP was regularly monitored. I taught the
patients to practice this hypnotic strategy
at least six times a day, and I told them how
to do it privately so no one would notice.
That way, they could use the strategies at
work or while out socializing.

The results were rewarding not only in
terms of lower BP. The patients also
thought they took some personal control
of their hypertensive problem and bene-
fited from this intervention. In many cas-
es, as long as the patients continued to
practice, their BP fell slightly—beyond a
decline seen with medications.

This work taught me something about
personality types. For most of the pa-
tients referred to me, a tendency to ex-
cessive worry was the dominant feature of
their personality, rather than the tradi-
tional type A factors that many have come
to associate with some forms of hyper-
tension and cardiac illness. In fact, a few of
the patients opted to remain in psy-
chotherapy so they could further explore
their personality styles—especially the
endless worrying.

As psychiatrists, we should get more in-
volved in basic health care by helping to
stem the national epidemic of hyperten-
sion. Treating stress and anxiety, and teach-
ing our colleagues in primary care and
some specialties how to integrate stress
control into their practices, would allow us
to have a powerful impact on medicine.
What better way to serve our patients?

E-mail me at cpnews@elsevier.com and
let me know of techniques you have used to
help patients address medical problems. I’ll
try to share your ideas with my readers. ■

DR. LONDON is a psychiatrist with the New

York University Medical Center and

Lutheran Medical Center, New York.
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N E W O R L E A N S —  A brief
checklist of social and health fac-
tors predicts onset of depressive
symptoms in heart failure pa-
tients, Edward P. Havranek,
M.D., said at the annual scientif-
ic sessions of the American Heart
Association.

Given those findings, routine
screening of high-risk patients
with heart failure followed by
psychosocial interventions aimed
at reducing the incidence of de-
pression deserves study, said Dr.
Havranek of Denver Health
Medical Center.

“This would be consistent with
the Institute of Medicine position
that one of the changes necessary
for American health care is for the
system to anticipate patient needs
rather than simply to react to
events,” he said.

The four-item checklist con-

sists of living alone, alcohol
abuse, poor health status as mea-
sured by the Kansas City Car-
diomyopathy Questionnaire
(KCCQ), and the patient’s per-
ception that his or her medical
care poses a substantial econom-
ic burden. A heart failure patient’s
risk of developing depression
within 1 year rises in stepwise
fashion as the number of applic-
able risk factors increases (see
chart), Dr. Havranek said.

The checklist was developed as
part of a multicenter prospective
cohort study involving 245 out-
patients with heart failure (HF)
and a left ventricular ejection
fraction less than 40% who were
free of depression at baseline.
During 1 year of follow-up,
21.5% of patients developed clin-
ically significant symptoms of de-
pression as defined by a score
above 0.06 on the widely used
Medical Outcomes Study De-
pression Scale.

Multivariate analysis identified
four independent predictors of on-
set of depression in this HF pop-
ulation. Alcohol abuse was associ-
ated with a 3-fold elevated risk,
living alone conferred a 2.8-fold
risk, and medical care being seen
by the patient as a substantial eco-
nomic burden carried a 2.9-fold in-
creased risk.

In addition, the risk of patients
developing depression rose by
22% for each 10-point decrement
on the KCCQ. The study results
were published in December ( J.
Am. Coll. Cardiol. 2004;44:2333-8).

The KCCQ is a self-adminis-
tered 23-item multiple-choice in-
strument that inquires about the
impact of HF upon a patient’s
life. For example, the KCCQ asks
patients how much swelling in
their feet, ankles, or legs has both-
ered them in the last 2 weeks, how
many times during that period
they have been forced by short-
ness of breath to sleep sitting in a

chair propped up by at least three
pillows, and how much HF has
limited their enjoyment of life
during the last 2 weeks.

The range of possible scores
on the KCCQ is 0-100. Higher
scores indicate less disease im-
pact. Study participants with a
baseline score greater than 75

had a 13% incidence of depres-
sion onset within 1 year.

The incidence of depression
among the patients rose to 20%
among those with a baseline
score of 51-75, 42% in those who
scored 26-50, and 44% with a
score of 25 or less, Dr. Havranek
said. ■

Depression Incidence Climbs With Risk Factors

Source: Dr. Havranek
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