
A Healthy Aging Program for Older Adults: Effects on Self-
Efficacy and Morale

Matthew Scult, BS,
Graduate Student, Center for Cognitive Neuroscience, Duke University, Durham, NC, USA

Vivian Haime, BS,
Clinical Research Coordinator, Benson-Henry Institute for Mind Body Medicine

Jolene Jacquart, BS,
Clinical Research Coordinator, Benson-Henry Institute for Mind Body Medicine

Jonathan Takahashi, MD, MPH,
Resident Physician, Department of Family Medicine, University of Wisconsin-Madison, Madison, 
WI, USA

Barbara Moscowitz, MSW, LICSW,
Program Director of Senior HealthWise, Geriatric Medicine Unit, Massachusetts General Hospital, 
Boston, MA, USA

Ann Webster, PhD,
Director of Mind Body Program for Successful Aging, Benson-Henry Institute for Mind Body 
Medicine, Massachusetts General Hospital, and Associate in Psychiatry, Department of 
Psychiatry, Massachusetts General Hospital and, Instructor in Medicine, Harvard Medical School, 
Boston, MA, USA

John W. Denninger, MD, PhD, and
Director of Research, Benson-Henry Institute for Mind Body Medicine, Massachusetts General 
Hospital and Instructor in Psychiatry, Department of Psychiatry, Massachusetts General Hospital 
and Harvard Medical School, Boston, MA, USA

Darshan H. Mehta, MD, MPH
Medical Director, Benson-Henry Institute for Mind Body Medicine, Massachusetts General 
Hospital and Instructor in Medicine, Department of Medicine, Massachusetts General Hospital 
and Harvard Medical School, Boston, MA, USA

Abstract

Correspondence: Darshan Mehta, MD, Benson-Henry Institute at Massachusetts General Hospital, 151 Merrimac Street, 4th Floor, 
Boston, MA 02114Tel: 617-643-6046, Fax: 617-643-6077, dmehta@partners.org. 

Financial Disclosure: This work was supported by the Harvard Catalyst at the Harvard Clinical and Translational Science Center, the 
National Center for Research Resources, and the National Center for Advancing Translational Sciences at the National Institutes of 
Health (Award #UL1 RR 025758 and financial contributions from Harvard University and its affiliated academic healthcare centers). 
The content is solely the responsibility of the authors and does not necessarily represent the official views of Harvard Catalyst, 
Harvard University and its affiliated academic healthcare centers, or the National Institutes of Health.

HHS Public Access
Author manuscript
Adv Mind Body Med. Author manuscript; available in PMC 2015 May 19.

Published in final edited form as:
Adv Mind Body Med. 2015 ; 29(1): 26–33.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Context—As of 2012, 810 million people were over the age of 60 worldwide, accounting for 11 

percent of the population. That number is expected to rise to 2 billion by 2050 or to 22 percent of 

the overall population. As a result, a growing need exists to understand the factors that promote 

mental and physical health in older populations.

Objectives—The purpose of this study was to develop a healthy aging program for older adults 

and to measure the changes from baseline to the end of the program in participants’ relevant 

psychosocial outcomes; ie, self-efficacy and morale.

Design—The study’s Healthy Aging Mind Body Intervention (MBI) was adapted from the 

Relaxation Response Resiliency Program (3RP) at the Benson-Henry Institute for Mind Body 

Medicine (BHI), which incorporates elements from the fields of stress management, cognitive-

behavioral therapy, and positive psychology. That program was modified with examples and 

exercises targeted to an older population, and evaluated in the current, single-arm, pilot study.

Setting—The program took place at the Massachusetts General Hospital (MGH).

Participants—The 9-week Healthy Aging MBI was developed for participants aged 65 and 

over. Fifty-one older adults from the surrounding community participated in the study’s groups.

Intervention—A new intervention group began the program every 3 months, with a maximum of 

12 individuals per group. For each group, the MBI consisted of weekly, 90-minute sessions for 9 

consecutive weeks, directed by a psychologist. The program included sessions that taught 

participants: (1) a variety of methods to elicit the relaxation response (RR), (2) the practice of 

adaptive coping and cognitions, (3) behaviors necessary to create a healthy lifestyle, and (4) 

methods of building social support.

Outcome Measures—The research team chose to focus on 2 psychological variables of interest 

for aging populations: morale and self-efficacy. The study used 2 questionnaires to measure those 

outcomes, the Philadelphia Geriatric Center Morale Scale (PGCMS), a multidimensional measure 

of the psychological state of older people, and the Coping Self-Efficacy Scale (CSES), a measure 

that addresses the multiple dimensions of self-efficacy.

Results—Data from 5 intervention groups were combined for the current analysis. Forty-six 

participants enrolled and completed questionnaires. Of those participants, 41 attended at least 7 

out of the 9 sessions. Significant increases in self-efficacy and morale were observed for program 

completers. After a highly conservative sensitivity analysis, the change for the measure of self-

efficacy remained significant, and the change for the measure of morale trended toward 

significance.

Conclusions—The study’s healthy aging program appears to be a feasible intervention for older 

adults, with the potential to increase levels of self-efficacy and morale in participants. Further 

research is warranted to determine its effects on other psychosocial outcomes and healthcare 

utilization in aging populations.
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As of 2012, 810 million people were over the age of 60 worldwide, accounting for 11 

percent of the population. That number is expected to rise to 2 billion by 2050 and to 

represent 22 percent of the overall population, with older adults surpassing the number of 

children.1 As the world population ages, demand will increase for the management of 

chronic conditions and of needs for long-term care.2 Given a forecasted shortage of 

healthcare providers, the increase in demand for these services represents a growing public-

health concern.2 Many chronic conditions, such as diabetes and hypertension, can be 

managed with the help of behavioral interventions.3–5 In the context of efforts to meet 

patients’ care needs while slowing growth of healthcare spending, an imminent interest 

exists in exploring interventions that promote self-care in older populations so that they can 

better prevent, manage, and cope with mental and physical ailments.6–7

INNOVATION: THE HEALTHY AGING PROGRAM

Benefits

Healthy aging programs combine insights from programs for chronic-disease management 

and mind-body interventions (MBIs), with the goal of improving self-care for older adults. 

Some studies have demonstrated the value of interventions for improving self-care through 

mind-body techniques in older adults,8 but most have tended to focus on the use of MBI for 

participants with a single medical condition, such as chronic back pain or hypertension.9,10 

For example, an intervention in 1577 Medicare patients found that individuals who had 

myocardial infarctions or who had received cardiac procedures demonstrated significantly 

lower hospitalization rates after completing a multicomponent MBI. The findings for the 

intervention group also showed trends for yearly savings in the cost of care and lower 

overall rates of mortality when compared to those of control participants.11

Initial studies with heterogeneous populations have also been encouraging. One such 

multicomponent intervention found decreases in self-reported sleep difficulties, pain, 

anxiety, and depressive symptoms compared to a control group as well as changes in the 

health locus of control beliefs, which describe a patient’s beliefs about their ability to control 

their health.12 It was found that stronger beliefs of ability to control health outcomes, for 

example beliefs about ability to control stress levels and coping, were related to greater 

positive health behaviors. At a one-year follow-up, the study’s intervention group 

maintained its benefits related to sleep and locus of control and also showed an increase in 

health behaviors; such as engaging in exercise, maintaining good nutrition, having 

interpersonal support and utilizing stress management techniques.12

Another study enrolled patients with chronic diseases in a community-based, self-

management program that taught exercise, relaxation techniques, nutrition, sleep 

management, strategies for emotional regulation, and methods for health-related 

communication and decision making. The program resulted in improved health behaviors 

and status as well as fewer hospitalizations and fewer days of hospitalization compared to 

waitlisted controls.13 Results were maintained at a 2-year, follow-up evaluation, including 

evidence that the program reduced healthcare costs.14
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The studies discussed above have demonstrated that programs for chronic-disease 

management have the potential to reduce both use of the healthcare system and healthcare 

costs, while they improve patients’ health; however, further research is needed to test the 

effectiveness of healthy aging interventions more broadly applicable to the promotion of 

self-care in older adults.

Conceptual Basis

Healthy aging programs have been inspired by group MBIs that focus on elicitation of the 

relaxation response (RR). The RR is a physiological state that is characterized by decreased 

heart rate, blood pressure, rate of breathing, and muscle tension. Regular elicitation of the 

RR has been shown to be an effective therapeutic strategy for a wide range of stress-related 

and chronic diseases, including immunological, cardiovascular, and neurodegenerative 

diseases,15 and has also been shown to aid in improving attention in older adults.16 RR-

based MBIs also appear to be effective in decreasing symptoms in patients suffering from 

depression and anxiety.17,18 Furthermore, elicitation of the RR has been shown to have 

profound effects on physiology, including altering the genetic expression of gene families 

involved in oxidative stress, energy metabolism, and inflammation,19 which can impact 

processes related to chronic diseases.

In addition to elicitation of the RR, healthy aging programs are based on promoting other 

aspects of resiliency.20 One aspect is physical activity. Regular physical activity is 

particularly important for the physical and mental health of older adults.21 Previous studies 

have shown that regular physical activity can produce long-term health benefits, such as 

improved cognitive function, better sleep quality, lower risk of falls and broken bones, 

increased positive well-being, and improved quality of life.22,23 Regular physical activity 

has also been shown to reduce the risk of some age-related diseases and disabilities; eg, 

balance problems or difficulties walking, as well as to manage many chronic conditions, 

such as arthritis, heart disease, and chronic pain.24,25

Another component of resiliency that is important for aging populations is having a sense of 

purpose in life and a strong social network. Several studies among aging populations have 

suggested high levels of social activity and support are related to greater physical health,26 

life satisfaction, and happiness27 as well as to better physical and cognitive functioning, 

greater overall well-being, and reduced mortality.28,29 One study found that friendship 

identity, the meaning attributed to oneself in the role as friend (i.e. “As a friend I am…” 

“social”, “confident”, “happy”, “open”, “warm”, “successful”, “interested”), predicted well-

being more than income or marital status.30 A sense of purpose has also emerged as an 

important factor for aging populations. Another study found that adults aged 50 and older 

who were highly engaged in work or volunteer activities, reported greater psychological 

well-being than those who were not involved.31

A Program for Older Adults

The new Healthy Aging MBI was developed for participants aged 65 and over. It was 

designed to be accessible to a broad population, and for that reason, was implemented at a 

low cost and through a community-care setting. It was implemented in collaboration with 
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MGH Senior HealthWISE, a free hospital-based community benefit program designed to 

enhance the health and well-being of older adults in the neighborhoods surrounding MGH. 

The goal of HealthWISE is to improve health management through education and support, 

as well as provide opportunities for socialization, exercise and connection to community 

resources for individuals over the age of 60.

The new program was adapted from the Relaxation Response Resiliency Program (3RP) at 

the Benson-Henry Institute for Mind Body Medicine (BHI),20 which incorporates elements 

from the fields of stress management, cognitive-behavioral therapy, and positive 

psychology. The current research team modified that program by creating examples and 

exercises targeted to an older population. Overall, the new program was developed to 

promote skills that could enhance the psychosocial variables that are important for the health 

of older populations: self-efficacy and morale.

Self-efficacy—Self-efficacy, a person’s belief in his or her ability to influence life 

events,32 has been associated with increased self-care among older persons,33 as well as 

with improvements in older persons’ ratings of their healthy aging.6 Self-efficacy has also 

been found to act as a mediator of changes in health behaviors and in use of the healthcare 

system.14,34 For older adults, self-efficacy has also been related to increased energy, better 

sleep, and decreased pain and discomfort as well as with overall satisfaction with life.33 

Improving self-efficacy in aging populations is an important goal because self-efficacy has 

been associated with increased resilience against development of depression35 and with 

better overall health.36

Morale—Another important psychosocial factor, morale has also been positively associated 

with healthy aging. Morale is a multidimensional construct that includes the amount of 

anxiety experienced, an individual’s attitude toward his or her own aging, and the level of 

acceptance or dissatisfaction with social interactions.37,38 A better state of morale has been 

shown to be negatively associated with functional disability and positively associated with 

strength of social network and level of activity.39 Furthermore, it has been shown to be an 

independent predictor of physical-health outcomes, such as decreased incidence of stroke40 

and overall mortality.41

In its current, single-arm, pilot study, the research team evaluated the feasibility of the new 

Healthy Aging MBI and recorded self-reported levels of self-efficacy and morale. The team 

hypothesized that participants would demonstrate increases in self-efficacy and morale 

relative to their baseline assessments after completing the groups.

METHODS

Participants

To obtain participants, the current study’s MBI program was advertised via the 

Massachusetts General Hospital’s (MGH’s) newsletter. The group facilitator also gave a 

public lecture previewing the program at MGH. Subjects were recruited from individuals 

participating in the MGH Senior HealthWISE program. Patients were screened for their 

ability to participate in the program (attend session, follow instructions, do home practice). 
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Also, it was ensured that patients had an established primary care provider, in case of any 

acute medical issues to be addressed.

An initial intake assessment was conducted by an internal-medicine physician and a 

psychologist. Participants were required to be 65 or over, have no acute psychiatric or 

medical condition that would substantially interfere with group participation, and be able to 

speak and understand English. Approval for the use of human participants was obtained 

from the Partners Human Research Committee. Participants were informed in the written 

consent about the nature of the study. Fifty-one older adults participated in the groups.

Intervention

A new intervention group began the new MBI program every 3 months, with a maximum of 

12 individuals per group. Five groups of 8–12 individuals participated in the intervention. 

For each group, the program consisted of weekly, 90-minute sessions for 9 consecutive 

weeks, directed by a psychologist. Each session had one or two central themes and multiple 

sub-themes. The program included sessions that taught participants: (1) a variety of methods 

to elicit the RR, including breath focus, single-pointed focus, imagery, contemplation, chair 

yoga, and mindful awareness, which all involve repeatedly bringing the attention gently 

back to either the breath, an imagined scene, movement or one of the senses; (2) the practice 

of adaptive cognitive coping and cognitions; eg, optimism and acceptance, (3) behaviors 

necessary to create a healthy lifestyle; eg, recommendations for nutrition, exercise, and 

restorative sleep; and (4) methods of building social support. Details of the program are 

provided in Table 1.

Throughout the course of treatment, participants were asked to elicit the RR at home each 

day, through development of a consistent mind-body practice. They were instructed to use 

the provided CD, recorded by the psychologist, to practice a meditation for 20 minutes daily. 

Self-monitoring diary sheets were provided to participants to help them keep a record of 

their daily meditation practice. Participants also completed brief homework activities that 

reinforced the concepts learned during group sessions. The group’s facilitator collected the 

diary sheets and written homework each week and handed them back the following week 

with written comments.

In addition to focusing on elicitation of the RR and increasing resiliency, the new program 

also focused on increasing self-efficacy and morale as well as promoting healthy lifestyles. 

Two practices for achieving healthy lifestyles, (1) mindful eating, which involves slowly 

eating and being aware of the sensations associated with each bite, (2) and physical activity 

was promoted through chair-yoga sessions. Chair yoga involves a sequence of stretches that 

participants perform while seated that brings attention to physical activity in a non-

judgmental and accessible manner. Participants were also encouraged to incorporate regular 

physical activity into their days. In addition, participants engaged in experiential exercises 

related to mindful eating during group sessions and explored food choices that promote 

resilience.

Through the group-based approach, participants also explored ways in which to develop the 

healthy aspects of social support. Participants were asked to keep daily appreciation 
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journals, in which they wrote about people and events in their lives that they were thankful 

for. They would also begin sessions by sharing “news and goods,” recent positive events, 

with the group. Participants were asked to explore and challenge patterns of distorted or 

irrational automatic thoughts that were prevalent in their lives through the use of diary 

entries and worksheets. Participants also were encouraged to set goals and to discover 

meaning and purpose in their lives by taking up new hobbies, by volunteering, or by 

learning something new. Finally, group exercises promoted humor, empathy, and social 

support.

Sessions followed a regular structure and included time for didactic, experiential, and 

discussion portions. During the first portion, the psychologist handed back diary sheets and 

then used the sheets to encourage group members to share their entries and reflections. The 

second portion consisted of eliciting the RR with a 15-minute guided meditation led by the 

psychologist.

Outcome Measures

The current study focused on 2 psychological variables of interest for aging populations that 

are related to concepts of resiliency and self-care: morale and self-efficacy.

The Philadelphia Geriatric Center Morale Scale (PGCMS).38—This scale has 17 

items and was designed as a multidimensional measure of the psychological state of older 

people. The 3 dimensions of morale measured by the PGCMS are agitation, attitude toward 

own aging, and lonely dissatisfaction, the last of which describes depressive mood in 

relation to social interactions.38 Each item is binary, with one response indicating high 

morale and the other low morale. For each item, the high-morale responses receive a score 

of 1, and the low-morale responses receive a score of 0. Scores range from 0–17, with scores 

below 9 suggesting low morale. The mean PGCMS score in the original validation study of 

928 men and women aged 70 to 90 years was 11.35 ± 3.76.37

The Coping Self-Efficacy Scale (CSES).42—This 26-item scale addresses the multiple 

dimensions of self-efficacy, including problem-focused coping, a focus on changing 

problematic aspects of stressful events, emotion-focused coping, responses focused on 

changing emotional responses to stressful events, and social support. It is also intended to 

measure changes in coping self-efficacy following an intervention. Participants respond to 

the question, “When things aren’t going well for you, how confident are you that you 

can…?” by assigning a rating from 0–10 to specific stress-coping activities, with 0 

indicating no confidence and 10 the highest confidence. Scores range from 0–260, with 

higher scores indicating greater self-efficacy. The mean CSES score in a community-based 

validation study of 182, mostly Caucasian, college-educated British men and women, aged 

18 to 66 years, was 159.6 ± 41.0.43

Statistical Analyses

The data from the 5 intervention groups were combined for the purpose of analysis. 

Analyses were run using SPSS Statistics 17 (SPSS Inc., Chicago, IL, USA). Descriptive 

statistics were used to examine groups at baseline. Changes in morale and self-efficacy were 
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tested using paired t-tests on pre- and postintervention data. Mean imputation was used to 

complete instruments with missing data for the CSES, and missing items were coded as a 0 

for PGCMS, in alignment with the methods used in previous studies.38,42 If questionnaires 

were missing >20% they were marked as not-completed.

After completing a primary analysis, a highly conservative sensitivity analysis was 

conducted to account for those participants who dropped out, in line with recommendations 

for clinical trials by the National Research Council.44 As a sensitivity analysis, the research 

team conservatively assumed that participants who were missing postintervention data 

accrued no benefit from the intervention. Participants who dropped out of the study or did 

not fill out pre- or postintervention instruments were given a pre-post change score equal to 

the largest observed decrease of all participants, which would indicate a worsening score. A 

Wilcoxon signed rank test was used for the sensitivity analysis.

Of note, the sensitivity analysis includes the pre-test data from one participant who dropped 

the group and enrolled at a later date, at which time both pre- and post-test data were 

collected. Since pre-test data was collected twice from this participant, and this was a 

feasibility study, the original pre-test data was included in the sensitivity analysis with a 

post-test score that was conservatively computed using the largest observed decrease 

(worsening) in the group. This was so as to mirror the analyses of data from participants 

who dropped the group entirely.

RESULTS

Participants

Of the 51 older adults who participated in the groups, 46 elected to fill out questionnaires. 

Of those 46 participants, 41 (89.1%) attended at least 7 out of 9 (78%) sessions. 

Participants’ ages ranged from 66 to 91 years, with an average age of 75.5 ± 6.7. As shown 

in Table 2, the majority of participants were female (76.1%) white (89.1%), and retired 

(74%). Sixteen of the participants were widowed (34.8%); 10 were divorced or separated 

(21.7%); 9 were single (19.6%); 7 were married (15.2%); and 4 did not report statuses 

(8.7%).

Psychosocial Outcomes

At baseline, participants reported a mean ± standard deviation of 10.73 ± 4.15 on the 

PGCMS and 163.33 ± 43.73 on the CSES. The scores on both the PGCMS and the CSES 

increased significantly among completers of the intervention; ie, the pre- to postintervention 

change was: (1) PGCMS, 1.68 ± 2.94, p = 0.001; (2) CSES, 33.90 ± 36. 30, p < 0.001 (Table 

3).

Five participants who completed the PGCMS pre-test did not complete the post-test. Of 

those participants who completed both pre- and post-test the largest observed decrease was a 

worsening of 4 points. Therefore, for the sensitivity analysis, this value of −4 was 

conservatively used as the change score for these 5 participants. Similarly, 7 participants 

who completed the PGCMS pre-test did not complete the post-test. Of those participants 

who completed both pre- and post-test the largest decrease was a worsening of 17 points. 
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Therefore, for the sensitivity analysis, this value of −17 was conservatively used as the 

change score for these 7 participants.

After the sensitivity analysis, the CSES pre-post change was still significant (p<0.001), and 

the PGCMS trended toward statistical significance (p=0.064). Excluding the extra pre-test 

data from the subject who enrolled at a later date, however, would lead to an overall change 

in PGCMS from pre- to post-intervention would also remain significant (p=0.036).

DISCUSSION

As the percentage of older adults increases, demand grows for effective, accessible, 

preventive-care options as does the need to understand factors that promote mental and 

physical health in older populations. The present study provides the theory and outline of a 

new Healthy Aging MBI program that was developed specifically to meet the needs of older 

adults. The high retention and response rates in the study suggest that the program can be a 

feasible intervention for use among aging populations.

The study also has shed light on important psychosocial factors related to self-care. 

Statistically significant improvements in self-efficacy and morale were observed after the 

program, with self-efficacy maintaining significance after a highly conservative sensitivity 

analysis. The results represent meaningful improvements, with the overall group showing an 

mean increase from 10.73 ± 4.15 to 12.41 ± 4.15 (15.7%) and from 163.33 ± 43.73 to 

197.23 ± 39.80 (20.8%) in PGCMS and CSES scores, respectively.

Numerous studies have noted the importance of psychological variables in improving both 

quality of life and objective health outcomes.45,46 In particular, self-efficacy has been used 

as a theoretical framework to explain the utility of other interventions,47 and interventions 

that have been shown to improve self-efficacy are related to subsequent change in health 

behaviors.48 Additionally, an interaction has been shown between self-efficacy and change 

in physical performance, suggesting a buffering effect for self-efficacy against functional 

decline when older adults are faced with diminished physical capacity.49

While self-efficacy remained significant after the sensitivity analysis, morale did not. That 

finding may be interpreted in the strictest sense as an indication that participants might not 

have experienced improvements in morale; however, other possible explanations exist for 

the results. Given that the PGCMS change in the sensitivity analysis was significant when 

the participant who had 2 sets of data included in the sensitivity analysis—one as a 

noncompleter due to scheduling conflicts and one as a completer—was only included once 

as a completer, perhaps the more likely interpretation is that the results observed are due to a 

lack of power. Further studies with larger sample sizes could determine if lack of power is 

the case. Overall, the present results provide evidence that psychological variables can be 

improved through the new, multicomponent, group intervention adapted for older adults.

Barriers to Implementation and Future Directions

Limitations of the study included a lack of a control group and the fact that the sample was 

predominantly female and white. Participants consisted mostly of high-functioning 
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individuals without any severe medical or psychological conditions that would preclude 

their participation in the program. As a result, participants at baseline were only slightly 

below or even scored above established norms on the PGCMS and CSES respectively. 

Future studies could investigate the efficacy of this intervention for more diverse 

populations, including individuals with lower baseline levels of functioning. In addition, 

subsequent investigations could explore whether the intervention generalizes to other 

settings, such as nursing homes or non-hospital community health centers. As designed, the 

study was intended to collect preliminary data on a new healthy aging program, and the 

findings suggest that larger randomized controlled studies are warranted.

A final important consideration is that the present intervention was designed to impact 

multiple individuals working with a single provider rather than the traditional one-on-one 

encounter. Given that healthcare costs have expanded at exponential rates, national and 

international imperatives exist to contain costs and still deliver high-quality healthcare. The 

current study’s type of intervention was designed to use an adequate appropriation of 

resources, and also allowed patients to be participatory in their health and well-being. For 

future studies, it will be valuable to examine the financial impact of such interventions.

CONCLUSION

In the current study, the research team was able to demonstrate a feasible model of a group-

based Healthy Aging MBI, with potential for adaptation to diverse aging populations. The 

goal of the program was to teach self-care strategies that allowed patients to thrive well into 

their later years. This intervention is innovative in its application to a broad aging 

population, with a range of chronic health conditions, rather than a population with a 

specific disease. While the current pilot study was intended to demonstrate feasibility, 

participation in the Healthy Aging MBI was shown to be associated with increases in self-

efficacy and morale, which have been established as important mediators of changes in 

health behavior. Through larger randomized controlled studies, future researchers should 

examine the relative contributions of the various components of the intervention. In 

addition, it will important to understand how such group-based MBIs might be helpful in 

promoting efficient use of health care within diverse populations.
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Table 1

Sessions and Goals for the Healthy Aging Mind-body Intervention

Session Title Goals

Session 1: Start Where You 
Are, the Mind Body 
Connection

• Discussion of stress physiology and the mind-body connection

• Identification of stress warning signs

• Tips for successful aging

• Explanation of self-monitoring diary sheets

• Practice in eliciting the relaxation response (RR), CDs provided

• Receipt of course materials

Session 2: It All Starts with 
the Breath

• Review of self-monitoring diary sheets

• Practice in eliciting the RR

• Discussion of relaxation practice—what worked, what didn’t work

• Explanation of minis; ie, brief elicitations of the RR to use throughout the day

• Explanation of biodots: sensors placed on hand that measure skin temperature -- used for 
biofeedback during meditation sessions

• Discussion of the attitude of gratitude

Session 3: Hurry Up and 
Relax

• Review of diary sheets and minis

• Practice in eliciting the RR

• Discussion of biodots

• Introduction of the stress-hardiness characteristic and stress buffers

• Explanation of mindfulness

Session 4: Yoga • Review of diary sheets

• Discussion of the health benefits of physical activity

• Explanation of the elicitation of the RR through chair yoga and gentle stretching exercises

Session 5: Resiliency • Practice in eliciting the RR

• Discussion of the research on resiliency—rolling with life’s punches

• Discussion of the characteristics of resiliency: commitment, control, challenge, and community

• Practice of an experiential exercise on creating meaning and purpose in life

Session 6: Change Your Mind, 
Change Your Mood—Part 1

• Practice in eliciting the RR

• Discussion of cognitive restructuring—how thoughts affect the body

• Discussion of the fact that stress is often caused by distorted, illogical, irrational thinking

• Discussion of the replacement of irrational negative thoughts with more rational ones

Session 7: Change Your Mind, 
Change Your Mood—Part 2

• Introduction of a new method to elicit the RR

• Discussion of the use of cognitive reappraisal as a way to build adaptation

• Practice of the visual imagery exercise

• Small-group discussion of cognitive-restructuring diary sheets

• Discussion of positive beliefs as antidotes for negative thoughts and beliefs

• Discussion of styles of communication
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Session Title Goals

Session 8: Nutrition • Practice in eliciting the RR

• Discussion: What is a healthy diet?

• Discussion: What should your plate look like?

• Discussion of eating for strong bones, a healthy heart, and an efficient immune system

• Discussion on preparation of food

• Discussion on sharing meals with friends

• Discussion: It’s not just what you eat; it’s also how you eat

• Discussion of the use of vitamins and supplements

Session 9: Review and Relapse 
Prevention

• Practice in eliciting the RR

• Review of the entire program

• Letter writing, with commitment to the changes the individual has made

• Provision of a shared meal

• Completion of postprogram questions
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Table 2

Demographics of the Study’s Participants (n=46)

Characteristic N (%) Mean ± SD

Age, y 75.5 ± 6.7

Gender

Male 8 (17.4)

Female 35 (76.1)

Unreported 3 (6.5)

Race

White/Caucasian 41 (89.1)

African American 1 (2.2)

Unreported 4 (8.7)

Marital Status

Single 9 (19.6)

Married 7 (15.2)

Divorced or separated 10 (21.7)

Widowed 16 (34.8)

Unreported 4 (8.7)

Employment Status

Retired 34 (74)

Part-time 3 (6.5)

Full-time 3 (6.5)

Disabled 2 (4.3)

Unreported 4 (8.7)
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Table 3

Results.

Completer Analysis, n=41 for PGCMS and n=38 for CSES

Pre-intervention
Mean (SD)

Postintervention
Mean (SD)

Change
Mean (SD) p-value

PGCMS 10.73 (4.15) 12.41 (4.15) 1.68 (2.94) 0.001

CSES 163.33 (43.73) 197.23 (39.80) 33.90 (36.30) <0.001

Sensitivity Analysis, n=46 for PGCMS and n=45 for CSES

Pre-intervention
Mean (SD)

Postintervention
Mean (SD)

Change
Mean (SD) p-value

PGCMS 10.48 (4.15) 11.54 (4.80) 1.07 (3.30) 0.064

CSES 164.47 (43.47) 190.45 (43.14) 25.98 (38.16) <0.001

The table shows the results of a completer analysis with paired t-tests and a Wilcoxon signed rank test for a sensitivity analysis, which shows an n 
= 45 for the CSES because one participant complete neither a pre- or a posttest questionnaire.

Adv Mind Body Med. Author manuscript; available in PMC 2015 May 19.


