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Background: Chronic daily stress has significant physi-
cal, emotional, and financial implications; levels of
stress are increasing in the US. Dr. Benson highlighted
how the mind and body function together in one’s expe-
rience of the stress response and proposed the existence
of the relaxation response (RR). Objective: The current
paper describes the foundation and development of an
8-session multimodal treatment program for coping with
chronic stress: the Relaxation Response Resiliency Pro-
gram (3RP). Methods: We review the past decades of
RR research, outline the development of the 3RP treat-
ment, and provide an overview of the program’s theory
and content. Results: Extensive research and clinical
work have examined how eliciting the RR may combat
stress through down-regulation of the sympathetic ner-
vous system. Related to this work are the multidimen-

sional constructs of resiliency and allostatic load. The

hensive, multimodal treatment that was designed to
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3RP is based on principles from the fields of stress man-
agement, cognitive-behavioral therapy, and positive psy-
chology, and has three core target areas: (1) elicitation
of the RR; (2) stress appraisal and coping; and (3)
growth enhancement. An 8-week patient-centered treat-
ment program has been developed, with the purpose of
assisting patients with a variety of psychological and
medical issues to better cope with chronic stress. Con-
clusions: Mastery of the RR is theorized to maximize
one’s ability to benefit from multimodal mind body strat-
egies. The goal of the 3RP is to enhance individuals’
adaptive responses to chronic stress through increasing
awareness and decreasing the physiological, emotional,
cognitive, and behavioral effects of the stress response,
while simultaneously promoting the effects of being in
the RR.
(Psychosomatics 2012; xx:xxx)
Chronic daily stress has significant physical, emo-
tional, and financial implications, and levels of stress

are increasing in the US. The 2012 American Psycholog-
ical Association report, Stress in America, documented
that approximately one-fourth of Americans surveyed ex-
perience extremely high stress, and almost half of Amer-
icans reported that their stress levels have increased over
the past 5 years.1 There is significant need for interven-
tions that combat the negative effects of stress. The Re-
laxation Response Resiliency Program (3RP) is a compre-
promote adaptation to stress and enhance resiliency. This
program is rooted in the elicitation of the relaxation re-
sponse (RR). Four decades of empirical studies by Herbert
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Relaxation Response Resiliency ProgramAQ: 4
Benson and other researchers have characterized the ef-
fects of eliciting the RR on genomic, structural, physio-
logical, psychological, and functional outcomes.2–18 To-
gether with advances in our understanding of stress,
coping, and post-traumatic growth, this work has contrib-
uted to an integrative intervention model for promoting
resiliency.

THE STRESS RESPONSE AND THE RELAXATION
RESPONSE

Stress is the process through which environmental de-
mands tax or exceed the adaptive capacity of an organism,
resulting in distress. Distress may manifest as psycholog-
ical and/or biological changes that place individuals at risk
for disease. Hans Selye defined stress as “the nonspecific
response of the body to any demand,”19 and stated that
distress occurs when stress is overwhelming or persistent
and not dealt with in a positive manner. Related to stress
is the stress response, described by Walter B. Cannon as

FIGURE 1. Stress Response and Relaxation Response. Dusek and
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the “fight-or-flight” response,20 which is a cascade of co-
ordinated physiological changes that occur when animals,
including humans, perceive threat. These changes involve
several structures within the brain and a redirection of
neural activity from the “self-regulating center” to lower
regions within the limbic system, which causes an increase
in stress hormones and a resulting increase in metabolism,
blood pressure, and heart rate. Researchers studying the
long-term effects of a prolonged or severe stress response
have concluded that it may lead to harmful physiological
changes such as increasing the risk for heart disease or
diabetes.21

A converse to the stress response, the RR is a phys-
iological state characterized by decreased arousal of the
sympathetic nervous system22 (Figure 1). The term “re-
laxation response” was first described in humans as a
“wakeful hypometabolic state.”23 This state, the founda-
tion of the 3RP model, is used to combat maladaptive
responses to stress and guide an individual’s attainment of
an optimal stress level. The rationale for eliciting the RR

(2009) Minnesota Medicine.
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among individuals facing a chronic stressor in particular is
that the changes associated with this response (e.g., de-
creases in oxygen consumption and carbon dioxide elim-
ination and in heart rate, respiratory rate, and blood pres-
sure)2,6 are the opposite of changes that occur during the
stress response.

As described above, a central tenet of Benson’s work
is that the RR is a state rather than a specific technique. It
has been demonstrated that many different techniques can
elicit the RR24 (see Table 1). In an early review of studies
conducted before 1974, Benson concluded that several
techniques led to similar physiological changes. For in-
stance, the techniques of transcendental meditation, auto-
genic hypnosis, Zen and yoga, contention, sentic cycles,

TABLE 1. Example Techniques for Eliciting the Relaxation Res

Technique Concept

Breath awareness Shift from shallow breathing to abdominal
breathing. Draw air deep into lungs
using even breath.

Self-hypnosis Narrow consciousness without completely
losing awareness, to allow suspension
of disbelief and experience of thoughts
and images as real.

Guided imagery Use imagination to refocus mind on
positive, healing images.

Autogenic training Use verbal commands that suggest bodily
warmth and heaviness in limbs.

Progressive muscle
relaxation

Alternately tense and relax different
muscle groups, to better distinguish
between these two states.

Transcendental
meditation

Engage in attempting to anchor attention
nonjudgmentally on a silent mantra.

Mindful awareness Observation or attention to phenomena in
the moment nonjudgmentally as they
enter awareness

Yoga Movement meditation correlated with the
breath.
and progressive muscle relaxation were all found to de-
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crease sympathetic arousal as evidenced by decreased ox-
ygen consumption, respiratory rate, and heart rate as well as
increased alpha waves and skin resistance.3 This response
was also found to be elicited by a simple technique—the
repetition of a word, sound, or phrase—developed by Beary,
Benson, and Klemchuck in 1974.2 In later studies of the RR,
investigators found that it could also be elicited during
exercise,25 leading to decreased oxygen consumption for a
given heart-rate. Taken together, the literature highlights
that the RR may be elicited when an individual engages in
a repetitive or sustained mental or physical action while
passively disregarding other distracting thoughts.26 The
essential component of RR-inducing techniques is to break
the chain of everyday thinking, creating a sense of “qui-

Mechanism

ve ability of respiratory system to produce energy from oxygen and
ove waste.

ates both focused, intense mental activity and state of relaxation
ultaneously.

ive thoughts influence feelings and behavior, and exacerbate physical
ptoms. Thoughts become reality (i.e., you are what you think you
. Therefore, use imagination to reduce subjective stress and to treat
sical symptoms.

phrases suggest relaxation to the unconscious mind, which manifests
desired responses in the body. Aims to reverse “flight or flight”
onse during physical or emotional stress by promoting relaxation of
voluntary arm and leg muscles, inducing peripheral vasodilation, and

alizing cardiac activity.

on premise that the body responds to anxiety-provoking phenomena
muscle tension that increases subjective anxiety. Muscle relaxation

ces physiologic tension and, therefore, blocks the subjective anxious
onse.

ive emotion cannot persist when focusing on something other than
target of the emotion. Habitual thought patterns lose influence when
ght to conscious awareness. Present focus reduces emotional

emes. Meditation also slows sympathetic nervous system activity.

emotions become manageable by focusing on sensations rather than
content of emotional thoughts.

is a comprehensive system of practices for physical and
chological health and well-being, and incorporates multiple
niques including physical postures/exercises, breathing exercises,
meditation/concentration techniques. As an integrative discipline,

a takes advantage of the simultaneous application of its component
niques, all of which contribute to eliciting the relaxation response.
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Relaxation Response Resiliency Program
RESILIENCY AND ALLOSTATIC LOAD

Resiliency is a multidimensional construct that refers to
the ability to maintain adaptation and effective functioning
under significant adversity or challenging life conditions.
Resiliency provides a framework for understanding the
adjustment to stress as a dynamic process. A related phys-
iological concept is that of allostasis. Allostasis refers to
the capacity of the brain to maintain stability of physio-
logical systems in the face of environmental change.27

When the environment is found to be distressing, the brain
expends a great deal of energy attempting to maintain
allostasis, and this can lead to the metabolic wear and tear,
known as allostatic load. Allostatic load taxes the body’s
ability to respond adaptively to the stress response, due to
excessive or persistent stress or the inability to efficiently
respond to stress. In the normal allostatic response, a stres-
sor is presented, a physiological response is initiated and
sustained, and then there is a return to the baseline state.
However, chronic or severe exposure to a heightened met-
abolic state can impair the neural network, resulting in an
inability to initiate, sustain, or contain an appropriate re-
sponse. Allostatic load increases vulnerability to illness,
and this relationship is likely mediated by the interplay
between biological processes and unhealthy behaviors
(e.g., lack of sleep, inactivity, unhealthy eating).

In contrast, elicitation of the RR and other resiliency
factors may reduce allostatic load through buffering the
heightened metabolic state of the stress response. Ran-
domized-controlled trials have found that elicitation of the
RR may reduce adrenergic end organ responsivity, sug-
gesting that individuals eliciting the RR may be less re-
sponsive to stress.10,28 These findings have led us to de-
velop a “propensity to health” equation represented by the
sum of resiliency factors, including the RR, divided by
allostatic load (resiliency/allostatic load � propensity to
health).29 Based on this equation, individuals who develop
a greater number of resiliency factors, relative to their
allostatic load, will be more likely to remain healthy.

VALUE OF REDUCING STRESS AND PROMOTING
RESILIENCY IN CLINICAL PRACTICE

In current medicine, chronic diseases result in longstand-
ing patient suffering that challenges and confounds pri-
mary care providers and specialists alike.30 These patients
will be challenging to future affordable care organizations,
given their high utilization of services.31 As indicated

above, stress and lack of resiliency can worsen or perpet-
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uate chronic disease.32–34 If psychosomatic medicine is to
help relieve chronic disease-related suffering and also ful-
fill its potential as a link between clinical medicine and
public health, the use of mind-body medicine approaches
that reduce stress and enhance resiliency will be increas-
ingly important. Physicians who practice psychosomatic
medicine can use or recommend mind-body approaches
for primary, secondary, and tertiary prevention.35–39 Con-
sider the following case: A consultant psychiatrist is called
to a coronary care unit to see a patient who is status
post-myocardial infarction and who is experiencing anxi-
ety. While on the unit, the psychiatrist also meets the
patient’s visiting son who is obese and excuses himself
from the unit to smoke a cigarette. This scenario lends
itself to the teaching of stress reduction and resiliency
enhancement as tertiary prevention in the patient and a
recommendation for secondary prevention in the son. The
following sections summarize RR research and the 3RP as
a model for a psychosomatic approach to preventive care.

USE OF RR IN CLINICAL RESEARCH
AND PRACTICE

RR-elicitation was first integrated into a cardiac rehabili-
tation program, as a secondary prevention, to promote
healing among patients who had suffered a cardiac
event.40 Since then, numerous randomized-controlled tri-
als have utilized RR interventions. Research conducted by
Benson and colleagues is summarized in Table 2; this
literature includes small numbers of participants, varied
control groups, and different outcomes measures. Mandle
and colleagues, in 1996, reviewed 37 studies of the effi-
cacy of RR interventions in various health populations
(e.g., cardiac, orthopedic, chronic pain, premenstrual syn-
drome and cardiac rehabilitation).41 The RR-elicitation
methods included progressive muscle relaxation, rhythmic
breathing, imagery, autogenic training, transcendental
meditation and yoga. Results suggested that RR interven-
tions were effective in reducing hypertension, insomnia,
anxiety, pain and medication use for a variety of condi-
tions and in multiple settings.41

Following the initial integration of RR-elicitation
training into cardiac rehabilitation, Benson and colleagues
developed two multimodal RR interventions through the
Mind Body Institute at Beth Israel Deaconess Medical
Center, now the Benson-Henry Institute (BHI) for Mind
Body Medicine at the Massachusetts General Hospital.
The programs are the Cardiac Wellness Program and the

Medical Symptom Reduction Program. The Cardiac Well-
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ness program focuses on reducing cardiac risk through
behavior change and group support and adheres to the
American Heart Association diet and one-on-one health
contracting and assessment. It is a 13-session, 3-hour pro-
gram, which includes weekly supervised exercise, nutri-
tion counseling, RR-elicitation, and stress reduction train-
ing. The Centers for Medicare and Medicaid Services
(CMS) Office of Research, Development, and Information
studied the efficacy and cost-effectiveness of this program
among 442 Medicare beneficiaries with moderate to se-
vere coronary artery disease (Medicare Lifestyle Modifi-
cation Program Demonstration). At 3-year follow-up, par-
ticipants had a lower all-cause mortality rate relative to
matched controls who had undergone standard cardiac
rehabilitation (2.7% vs. 10.4%). Participants were also less
likely to be hospitalized for cardiovascular or other rea-
sons and had lower Medicare payments (difference: $2710
US) compared with the control group.42

The Medical Symptom Reduction Program targets
decreasing stress reactivity among patients with a chronic
illness. It is a 12-week, 2.5 h/wk intervention, which in-
cludes mind-body principles training for patients with a

TABLE 2. Randomized Controlled Trials of Relaxation Respons

Author (Year) Participants Intervention

Carrington et al.
(1980)50

154 employees self-
selected for
stress
management.

Clinically standardized
meditation vs.
respiratory one
method meditation
vs. PMR.

W

Domar et al.
(1987)51

49 skin cancer
patients prior to
surgery.

Listening to RR tape
20 min/day.

At

Leserman et al.
(1989)15

27 cardiac patients
prior to surgery.

Practice RR twice
daily 2-7 days
before surgery.

Ed

Goodale et al.
(1990)8

46 PMS patients RR instructions and
daily practice.

Ch

Irvin et al.
(1996)52

33 women with hot
flashes.

Listening to RR tape
20 min/day.

Re

BHI: Benson-Henry Institute; PMS: premenstrual syndrome; PMR: progressi
respiratory one-method meditation.
broad range of chronic medical conditions that may be
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exacerbated by stress. This RR treatment model integrates
RR-elicitation with the promotion of health behaviors and
the use of cognitive therapy elements (e.g., cognitive re-
structuring; Table 3). Samuelson and colleagues evaluated
program outcomes, using the Medical Symptom Checklist
(MSCL)43 to assess somatic symptoms and the SCL-
9044,45 to assess psychological symptoms. Results indi-
cated decreases in physical symptoms, anxiety, and de-
pression among 331 adults who completed the program.38

Since then, an 8-week, 1.5 h/wk version of this program
has been developed. Recent analyses from participant
evaluations suggest that this version may reduce medical
and psychological symptoms as well as increase health
behaviors in patients with a variety of medical and psy-
chiatric conditions. No differences in outcomes have been
observed across patients with different conditions
(Vranceanu and Gonzalez, personal communication, Au-
gust 2012).

3RP PROGRAM OVERVIEW

The current core RR-based program evolved into the 3RP,

ventions Conducted by Colleagues Associated with BHI

ntrol Outcome Measures Findings

ntrol. �SCL-90R �Intervention groups had
improvement in self-
reported stress
symptoms (SCL-90R)

�CSM and ROM (but
not PMR) had
significantly more
symptom reduction
compared with control.

ontrol-reading
day.

�BSI (The Brief
Symptom Index)

�Decrease in perceived
anxiety

�STAI (State and Trait
Anxiety Inventory).

l information �POMS (Profile of Mood
States)

�Incidence of postsurgical
complications.

�Decrease in perceived
anxiety, anger and
tension

�Fewer postsurgical
complications.

mptoms
g.

�Premenstrual Assessment
Form

�Reduction in physical
and emotional
premenstrual
symptoms.

Daily Rating Form

.no
tion.

�STAI (State and Trait
Anxiety Inventory)

�Decrease in hot flash
intensity, tension,
anxiety and depression.�POMS (Profile of Mood

States)
�Daily hot flash symptom

diary.

le relaxation; SXS: symptoms; CSM: clinically standardized meditation; ROM:
e Inter

Co

aitlist co

tention c
20 min/

ucationa

arting sy
vs.readin

ading vs
interven

ve musc
a structured 8-week, 1.5 h/wk program, which targets ad-
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Relaxation Response Resiliency Program
aptation to chronic stress. This program is based on some
of the initial multimodal programs with the addition of
elements of positive psychology and an emphasis on
blending the program’s core components. The 3RP is thus
grounded upon stress management principles from RR
research, cognitive-behavioral therapy and positive psy-
chology, and has three core components: (1) RR-elicita-
tion strategies; (2) stress appraisal and coping; and (3)
growth enhancement.

The blending of these three core elements creates
an adaptive strategy to manage stress and increase re-
siliency (see Figure 2). Recently, Feder and colleagues
defined human resiliency as consisting of five capaci-
ties: (1) the capacity to circumscribe fear responsive-
ness so that one can continue to be effective through
active coping strategies despite fear; (2) the capacity to
use adaptive social behaviors to secure support through
bonding and teamwork and to provide support through
altruism; (3) the ability to use cognitive skills to rein-
terpret the meaning of negative stimuli in a more pos-
itive light; (4) the capacity to experience reward and
motivation nested in dispositional optimism and high
positive emotionality; and (5) the integration of a sense
of purpose in life along with a moral compass, meaning
and spiritual connectedness.38,46 The BHI 3RP is de-
signed to target these five resiliency capacities. Hence,
the 3RP enhances the ability to (1) adapt to stress and
circumscribe fear responses by eliciting the RR and partici-
pating in lifestyle behaviors that buffer against the stress
response and promote the RR; (2) engage sources of social

TABLE 3. Studies of Relaxation Response Multicomponent Inte

Lead Author (Y) Design Intervention Participant

Nakao et al.
(2001)53

Single arm �RR-elicitation
�Health education
�Cognitive therapy

1148 participants
physical symp

Jacobs (2001)54 Review �RR-elicitation
�Cognitive therapy

Patients with
headache, inso
or CVD

Dusek et al.
(2008)55

RCT �RR-elicitation
�Health education
�CBT skills

121 patients with
140–159 mm
DBP �90 mm

Samuelson et al.
(2010)38

Single arm �RR-elicitation
�Nutrition
�Physical activity
�Cognitive therapy

331 patients with
medical and m
health sympto

RCT: randomized control trial; CVD: cardiovascular disease; SBP: systolic b
support and increase opportunities to be pro-social; 3) gen-
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erate cognitive habits of adaptive thinking to counter nega-
tive, stress-activating thoughts; (4) experience appreciation of
life and its joys and cultivate optimism and positive thinking
in daily pursuits; and (5) engage in meaningful social, em-
pathic, and altruistic activities that foster a sense of spiritual
connectedness.

COMPONENT THEORY AND GOALS

The goal of the first program component, RR elicitation, is
for patients to achieve an ongoing RR practice; determine
which RR strategy is best for him or her and/or best for
different situations; and feel skillful at eliciting the RR. An
important experience is the “opening” effect, which helps
patients to focus and feel more receptive to the other
components of the program.

The goal of the second component, stress appraisal
and coping, is to increase patients’ awareness of both
positive and negative states. This component was shaped
by the transactional model of stress and coping by Lazarus
and Folkman, which suggests that the extent to which an
individual experiences a situation as stressful depends on
the interplay between the situation and the individual’s
appraisal of the situation.47 Effective coping, in turn, de-
pends on the match between the situation and the strate-
gies used to manage it. A main focus of this program
component is to raise awareness in identifying the nega-
tive effects of stress and to contrast this with an awareness
of the positive effects of relaxation. The 3RP teaches
patients to decrease their stress reactivity through identi-

ns

Control Outcome Measures Findings

No control �MSCL (medical symptoms
checklist)

�Decrease in medical
symptoms, anxiety,
distress and stress�SCL-90R

�Stress Perception Scale
n/a n/a �Decrease in BP and

headache symptoms,
improved sleep

Lifestyle
modification

�Blood pressure medication �Medication decrease
while maintaining BP

No control �SCL-90R
�HPLP-II (Health

Promoting lifestyle profile)
�MSCL (medical symptom

checklist)

�Decreases in depression,
anxiety, and physical
symptoms

�Increases in health-
promoting behaviors

ssure; DBP: diastolic blood pressure; BP: blood pressure.
rventio

s

with
toms

mnia

SBP
Hg,
Hg

ental
ms

lood pre
fying stress warning signs; building stress coping re-
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sources (e.g., social support); and proactively generating
positive cognitions, pleasant emotions, and health-promot-
ing behaviors.

The goal of the third component, growth enhance-
ment, is to enhance connectedness to oneself and others.
This component was influenced by the concept of “post-
traumatic growth,” in which recent socio-behavioral mod-
els and empirical work support the idea that stressors can
lead to personal growth in areas such as self-efficacy,
spirituality, appreciation for life, and ability to relate to
others.48,49 Studies based on the Lazarus and Folkman
model have shown that the interplay of existing per-
sonal resources, event appraisals, and event coping
strategies can influence whether an individual experi-
ences stress-related growth (otherwise known as posi-

FIGURE 2. 3RP Model Overview.
tive growth or post-traumatic growth). Positive growth

Psychosomatics xx:x, Month 2012
is not an inevitable result of a stressful event, but is
determined by how an individual copes with the event
and whether the individual adapts a more positive world
view.48 Positive coping outcomes may be associated
with specific personality traits (optimism and hope),
benefit-finding and meaning-making processes, and
positive coping mechanisms (positive reappraisal, reli-
gious coping, and problem-based coping). The 3RP pro-
motes this coping by enhancing a sense of appreciation,
promoting acceptance, teaching empathic listening, and
building humor response strategies.

3RP TREATMENT STRUCTURE

The 3RP uses a multimodal approach to introduce and

reinforce new skills and capacities, including didactics,
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in-session activities, discussions, and weekly practice
assignments. An overview of the chapter focus and
goals is presented in Table 4. Each session includes
repetition of patient-centered core elements. First, there
is a brief assessment of the recent level of stress expe-
rienced as well as the ability to cope with this stress.
Second, there is a check-in of the previous week’s goal
progress, RR home practice, and skill utilization. Third,
patients are introduced to RR-elicitation and “mini”
strategies, with an emphasis on identifying which strat-
egies work best for themselves. For experiential exer-
cises, each session includes an introduction to a new
RR-elicitation strategy and a “mini” relaxation tech-
nique (a 1- to 5-minute exercise for momentary stress
relief). Fourth, each session closes with negotiated goal

TABLE 4. Relaxation Response Resiliency Program Chapters an

Chapter Title

Chapter 1
The Relaxation Response Resiliency
Program

X Introduc
X Discuss
X Introduc
X Introduc
X Establish
X Identify

Chapter 2
The Relaxation Response

X Introduc
X Describe
X Introduc
X Assess r

Chapter 3
The Four Components of Stress:
Emotional and Behavioral

X Introduc
X Learn th
X Identify

Chapter 4
The Four Components of Stress:
Physical and Cognitive

X Introduc
X Describe
X Describe
X Define d

Chapter 5
Building a Positive Perspective

X Introduc
X Use cog
X Identify
X Learn co

Chapter 6
Mindful Awareness and Acceptance

X Introduc
X Use stra
X Learn ab
X Explore

coping

Chapter 7
Healing States of Mind

X Introduc
X Introduc
X Learn ho
X Practice
X Introduc

Chapter 8
Staying Resilient

X Identify
X Review
X Develop
X Set goal
setting. Fifth, between sessions, patients are asked to
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keep a daily RR log to monitor frequency, type of
practice, and self-reported changes in stress experi-
enced.

The 3RP format is an 8-week program with 1.5-hour
weekly sessions that begin with the practice of a new
exercise to elicit the RR. It is believed that by quieting the
mind and reducing distracting thoughts, the participant
may increase absorption and retention of other skills that
are introduced in the remainder of the session. This struc-
ture is reinforced throughout the 3RP program. The RR-
eliciting method is then coordinated with the remaining
session content. For instance, the clinician may introduce
imagery of a peaceful place as an RR-eliciting method,
and then transition to didactics and exercises that focus on
cognitive and behavioral skills for building a positive per-

ls

Goals

elaxation Response Resiliency Program (3RP) and its 3 components
elicit the RR

licitation method: single pointed focus meditation
ncept of appreciation
m and weekly goals

ual’s sources of stress and coping

licitation method: breath awareness
ationship between the RR, health, and wellness
s’ as a method to reduce tension and anxiety through the day
tive sleep

licitation method: autogenic training
omponent model of stress

ual’s emotional and behavioral components of stress

R-elicitation method: chair yoga
ive and physical components of stress
atic, self-defeating thoughts
types of cognitive distortions, and learn how to identify them

R-elicitation method: joyful place imagery
eappraisal as a way to build adaption
sitivity can increase resiliency in the long term
and strategies for enhancing positivity

licitation method: mindful awareness
or applying mindful awareness in daily living
ferent coping styles: problem-solving and acceptance-based coping
elopment of acceptance, an essential quality of acceptance-based

licitation method: loving-kindness meditation
valuate types of social support
lect coping strategies: problem-solving and acceptance
umor to enhance processes of appreciation and acceptance

licitation method: idealized self

pathy can increase resiliency in the long term
ategies learned
for continuing to use program strategies
e future
d Goa

e the R
how to
e RR-e
e the co

progra
individ

e RR-e
the rel

e ‘Mini
ecupera

e RR-e
e four c
individ

e new R
cognit
autom
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e new R
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The 3RP approach supports delivery in group settings
to facilitate pro-social activities. However, the program
can also be tailored for individual delivery to meet patient
needs. Indeed, the patient-centered nature of the program
structure lends itself to individual treatment as well.

FUTURE RESEARCH AND SUMMARY

Data from previous RR research support the claim that
multimodal RR treatment programs are accessible to pa-
tients with a variety of medical and psychological issues.
In the 3RP, we incorporated a standardized yet flexible
approach to address patient diversity with respect to both
health and stress reduction goals. This model will facilitate
the conduct of rigorous randomized-controlled trials that
are needed to establish treatment effects. Future efforts
will allow us to examine treatment components (media-
tors) and individual patient factors (moderators) that may
influence proposed treatment outcomes. This work will
also focus on testing mechanisms (e.g., RR-elicitation) of
treatment outcomes.

In summary, we present a new treatment model, the
3RP, which has emerged from decades of RR clinical
work and research. This program addresses and promotes
patient resiliency as an outcome of adaptive coping with

chronic stressors. The program is unique in its arrange-
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ponents (elicitation of the RR; stress appraisal and coping;
and growth enhancement). This treatment program is de-
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