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ABSTRACT: Competent child and youth care counselors, given adequate support and 
consultation, can successfully integrate relaxation training into their repertoire of 
skills and strategies. This paper is intended to provide a practical guide for those who 
wish to use relaxation strategies in a thoughtful and informed manner. Relaxation 
strategies are defined and described, the findings of research into relaxation training 
are examined, and important procedural variables associated with successful outcomes 
are listed. Two case examples that suggest possible application in child care settings 
are provided. Finally, some readily available resource materials are described. 

Child care counselors are called upon with increasing frequency to 
perform more complex tasks and activities, including different types 
of therapeutic interventions. Relaxation strategies of various kinds 
have been used frequently with adults for many years (Barrios & 
Shigatomi, 1979). Although the clinical use of relaxation training 
with children in general, and the use of relaxation procedures in child 
and youth care settings in particular, have not been as common, re- 
laxation strategies, applied appropriately, can be a useful adjunct to 
traditional forms of child care and treatment. These approaches can 
be applied by child and youth care counselors who are given sufficient 
background and support (e.g., Jung, Bernfeld, Brook, Murray, & 
Ewanation, 1987). This article attempts to provide such background 
by defining and describing relaxation strategies and connecting the 
findings of child relaxation research to practical suggestions for child 
care counselors, then describing some resource materials which can 
be used by child care practitioners. 
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D e f i n i t i o n  a n d  D e s c r i p t i o n  

The defining characteristic of relaxation strategies is that they are 
used to induce a wakened state of low physiological arousal (Everly & 
Rosenfeld, 1981). Physiological reactions which accompany relaxation 
include slow, deep respiration, decreased muscle tension, lowered 
blood pressure, slowed pulse, and increased skin temperature in the 
extremities. Meditation, autogenic training, progressive relaxation, 
biofeedback, and abbreviated relaxation methods are discussed here, 
as they are the relaxation procedures most frequently used in clinical 
practice and most frequently reported in the literature. 

Meditation Procedures 

Shapiro (1980) defines meditation as: " . . .  A family of techniques 
which have in common a conscious attempt to focus attention in a 
nonanalytical way, and attempt not to dwell on discursive, ruminat- 
ing thought" (p. 14). Thus meditation is intentional, not necessarily 
religious in nature, and process (not content) oriented. Benson (1975) 
has noted four generic features of meditation procedures. First, is a 
quiet environment. Second, a stimulus to dwell upon is required. This 
may be an auditory stimulus (e.g., a "mantra"; see Childs, 1973) or a 
visual stimulus. Third, a passive attitude is needed. Although other 
stimuli may interfere with the stimulus to be focused upon, these in- 
terferences may simply be allowed to pass. The fourth element is a 
comfortable position. A number of specific meditation procedures are 
described in the literature (Benson, 1975; Carrington, 1984; Patel, 
1984; Shapiro, 1980). 

Autogenic Training 

Autogenic training (Luthe, 1977) utilizes autosuggestion to bring 
about a relaxed state. Six standard exercises, which include sugges- 
tions of limb heaviness, limb warmth, reduced heart rate, reduced 
respiration rate, abdominal warmth, and forehead cooling, form the 
basic program. After attaining a comfortable position, the client in- 
ternally repeats the specific self-suggestion, e.g., "My arm is comfort- 
ably heavy." As the client maintains focused attention on the bodily 
process described in the self-suggestion, the desired effect usually oc- 
curs in a few minutes. After sufficient practice, the client develops 
the ability to exercise, voluntary control over these processes. 

Progressive Relaxation 

Jacobson (1938, 1966) developed progressive relaxation, which is 
probably the most widely used relaxation procedure. In general 
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terms, the procedure consists of tensing and relaxing various muscle 
groups in sequence, as the client attends to the contrast between ten- 
sion and relaxation. Attending to this contrast assists the client to 
develop awareness of tense and relaxed states. Gradually, the muscle 
groups are combined, and the ability to relax without tensing first is 
eventually shaped. 

Biofeedback Training 

Rather than constituting a specific relaxation procedure, as such, 
biofeedback training provides an enhanced capacity for the client to 
monitor physiological indices of relaxation or arousal. This ability to 
be aware of bodily processes is an important component in acquiring 
the overall ability to relax, whichever relaxation procedure is used. In 
biofeedback training, this ability is enhanced by instrumentation, 
usually electronic, which measures physiological responses concomi- 
rant to relaxation. Information about these physiological responses is 
relayed to the client, audibly or visually, who attempts to exercise 
voluntary control over them (Cobb & Evans, 1981). Although several 
physiological indices of relaxation or arousal can be used, the two 
most common are peripheral skin temperature, and electrical activity 
in muscle fibres as measured by electromyography (EMG). All of the 
relaxation procedures described above can be used in conjunction 
with biofeedback equipment. The elaborate equipment usually used 
in biofeedback training precludes its use in most child care settings, 
however. 

Abbreviated Relaxation Methods 

Cue-controlled Relaxation. Cue-controlled relaxation (Barrios, 1978; 
Russell & Sipich, 1973) was developed because of the need to general- 
ize the relaxation obtained in the counseling or home practice session 
into an active coping skill, which could then be used within a stress- 
ful or demanding situation. Upon achieving a relaxed state (usually, 
but not necessarily, through progressive relaxation), a cue (e.g., the 
word "calm" or "relax", or a specified breathing pattern) is paired 
with the relaxed state and repeated several times to produce a condi- 
tioned stimulus that will elicit the relaxed state. With practice, the 
skill can be acquired such that the cue itself will initiate the relax- 
ation response in a multitude of everyday situations. 

Quieting Response Training. Quieting Response Training also can be 
used in vivo in stressful situations. The training is built around the 
Quieting Response (QR), a six-second response which is operationally 
very similar to cue-controlled relaxation. Tension, annoyance, anxi- 
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ety, or alteration of breathing, acts as a cue for the QR. The QR is 
then done by smiling inwardly and outwardly, giving a self-sugges- 
tion ("Alert amused mind, calm body."), taking a deep abdominal 
breath with jaw, tongue, and shoulders relaxed, and experiencing a 
sensation of heaviness and warmth spreading as the breath is ex- 
haled. Didactic and experiential exercises teach behavioral and bodily 
cues for tension awareness, abdominal breathing, differential relax- 
ation and generalization to other situations. Elements of progressive 
relaxation and autogenic training are also incorporated. Stroebel 
(1982) prescribes use of the QR intermittently during the day as de- 
mands or stressors are encountered, fifty to one hundred times daily 
if needed. Rather than functioning as a relaxation procedure per se, 
QR works as arousal shifting technique to allow the user to make a 
decision in each demanding situation whether or not increased 
arousal is beneficial or necessary. 

Trends Emerging from the Literature 

In this section, a brief summary of the extant research in relax- 
ation training with children and adolescents will be provided. A num- 
ber of comprehensive review articles are available (Chang & Hiebert, 
1989; Cobb & Evans, 1981; Richter, 1984) should readers require 
more information. First, general comments will be made summariz- 
ing the outcome or effectiveness of relaxation strategies with children 
and adolescents experiencing particular problems. Then, important 
procedural variables will be discussed. 

Outcome Summary 

Relaxation procedures have been used with normal populations, 
and with children displaying a host of school-related and clinical 
problems: hyperactivity, behavior and attention problems associated 
with learning disabilities, general anxiety, test anxiety, nonspecific 
behavior problems, and emotional handicaps. Claims made about the 
effectiveness of these treatments are varied. There appears to be be- 
havioral improvement in the case of hyperactive and learning dis- 
abled children. However, this claim is often made on the basis of be- 
havioral rating scales, which may reflect the rater's attitude toward 
the child rather than behavioral observation, which would be a more 
reliable outcome indicator. Improved task performance appears to be 
a consistent result, but the mediational mechanism through which 
this occurs (e.g., decreasing anxiety, more focused attention, de- 
creased impulsivity) is not clear. In some cases enhanced self-concept 
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accompanies an acquired ability to relax. Relaxation training seems 
as good as other treatments, and better than no contact or discussion 
controls for test anxiety, but whether test performance also is im- 
proved is not clear (Chang & Hiebert, 1989). 

At the risk of stating the obvious, it is essential that relaxation 
procedures are used to treat appropriate problems, that is, problems 
related to anxiety, stress, or tension. It is clear that relaxation pro- 
cedures are ineffective when treating vaguely defined problems such 
as school discipline referrals, poor school attitudes, or delinquency 
(Childs, 1974; Elitzer, 1976; McBrien, 1978; Mead, 1976; Wright, 
1980). On the other hand, general anxiety seems to respond to relax- 
ation training (Rossman & Kahnweiler, 1977), producing not only de- 
creased anxiety, but also improvement in task performance (Padawer, 
1977; Spillios & Janzen, 1983). A general conclusion might be that 
relaxation training ought not to be viewed as a panacea, but rather as 
a specific treatment for a circumscribed group of problems, specifi- 
cally those problems related to anxiety, stress, or tension. 

The mixed results obtained in published accounts of relaxation in- 
terventions should not deter child care practitioners from using them, 
however. The available literature suggests that, if certain procedures 
are followed, the likelihood of successful outcome is enhanced signifi- 
cantly. These important procedural variables are noted in the next 
section. 

Procedural Variables 

If the positive effects reported above are to be achieved with some 
degree of reliability, child care workers need to be attentive to several 
procedural variables in the delivery of treatment. First, care must 
be taken to ensure that purposeful guided instruction takes place. 
Merely exposing young people to taped relaxation instruction is inef- 
fective (Guyer & Guyer, 1984; Mead, 1976; Wright, 1980), but in- 
struction which emphasizes transfer of learning, and provides the 
learner with a clear, age-appropriate theoretical basis, seems to be 
helpful (Hiebert & Eby, 1985; Kirby, 1986; Padawer, 1977; Rich- 
ardson, Beall, & Jessup, 1982; Zaichovsky & Zaichovsky, 1984). In- 
struction should include an exploration of what cues or danger signs 
(affective, behavioral, cognitive, physiological) could serve to alert the 
child that he/she is getting tense or anxious. A training procedure in 
which physiological criterion levels are predetermined (e.g., Craig & 
Cleary, 1982) is useful for evaluation purposes, and to demonstrate to 
the young person that he/she is actually capable of learning the skill 
of relaxation. Simple methods of physiological measurement (count- 
ing heart rate or respiration, or using a small thermometer held be- 
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tween the thumb and forefinger to measure skin temperature) may be 
used to assess the acquisition of relaxation skills. (See Hiebert,  Kirby, 
& Jaknavorian,  1989). Simply playing a tape for young people does 
not ensure that  they learn to relax. 

Secondly, it is important that  others in the young person's social 
context encourage him/her to practice and apply relaxation skills. A 
number of studies with younger children clearly demonstrate this 
(Loffredo, Omizo, & Hammett ,  1984; Lupin, Braud, Braud, & Duer, 
1976; Porter & Omizo, 1984; Zaichovsky & Zaichovsky, 1984). In one 
study, clear training outcome was evident, but  outcomes eroded after 
the cessation of teacher-guided in-class practice (Day & Sadek, 1982). 
With adolescents, providing some help to structure and record prac- 
tice sessions is essential (Hiebert, et al. 1989). Adults need to cue 
young people to use their skills in vivo. If relaxation training is deliv- 
ered in a group setting, group members could be asked to cue and 
reinforce one another. In residential or day t reatment  settings, the 
overall program structure could be used to give support to training 
and skill practice sessions (Jung, et al., 1987). 

Finally, when designing relaxation training programs for children, 
age-appropriate imagery or language ought to be utilized. For exam- 
ple, Rosensky and Pasternak (1985) utilized imagery from "Star 
Wars" to successfully train boys in thermal biofeedback. The Kiddie 
QR program (Stroebel, et al., 1980), incorporates the imagery of help- 
ful and unhelpful "body friends" which are either signs of stress, or 
aids to relaxation. 

C a s e  E x a m p l e s  

In this section, two composite case examples that  describe applica- 
tions of relaxation strategies in child care settings are presented. 

Duane: An Anxious Sex Offender 

Duane was a thirteen-year-old boy in a residential treatment program for 
adolescent sexual offenders. He was typed an undersocialized child exploiter 
(O'Brien & Bera, 1986). These offenders typically suffer chronic social isola- 
tion, have few friends their own age, and gravitate to younger children. In 
the case of Duane, it was noted that, although he demonstrated adequate 
social skills when asked to perform social tasks in an analogue situation, he 
had extreme social anxiety. This manifested itself in hand tremors, dryness of 
mouth, heart palpitations, and shortness of breath. Occasionally, after de- 
manding social experiences, Duane would have tension headaches. 

Duane participated in components of the treatment program that were 
standard for all residents, such as psychosexual education, group therapy, 
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family therapy, and individual therapy around issues of his own sexual vic- 
timization. The youth care workers who staffed the residence had received 
specialized training in working with adolescent sexual perpetrators and con- 
tinually confronted Duane on behaviors that  might create a context for him 
to reoffend. Duane appeared to improve in his general self-concept, he was 
clearly pleased about his ability to identify triggers for his "sexual assault 
cycle," and his family reorganized to provide him with more support and con- 
nection. Despite good progress in treatment,  however, Duane remained pro- 
foundly socially anxious. 

Duane was offered the opportunity to participate in progressive relaxation 
training with his key worker. They met twice weekly, at which time Duane 
worked with his key worker to identify cues, both bodily and behavioral, 
which accompanied his anxious episodes. During these sessions he also prac- 
ticed progressive relaxation, being guided through a relaxation script. He 
practiced daily using a cassette tape to guide his practice. 

After three weeks of practice, Duane was able to combine a number of 
muscle groups and induce a relaxed state easily. His ability to note the con- 
trast  between tension and relaxation and the onset of anxious episodes was 
enhanced. He was able to relax when he began to feel anxious and to exercise 
the adequate social skills already in his repertoire. 

Ken: Learning Disabled, Tense, and Explosive 

Ken was a thirteen-year-old client in a day treatment program. He was 
referred because his community school could not handle his angry outbursts 
in class. Although a school psychologist had assessed him as learning dis- 
abled, his home school did not have the resources to remediate this problem. 
In addition, the label "learning disabled" created a belief in his parents, par- 
ticularly his father, that  Ken was in need of protection and was not account- 
able for his behavior. 

It  appeared that  the nature of Ken's learning disability was that  he had 
difficulty sequencing and planning learning operations, leading to frustra- 
tion. He then became tense, which blocked his ability to sequence tasks even 
more. Eventually, in the face of what he experienced as "harrassment" from 
teachers, he would explode, swearing, upsetting desks, and running from the 
room. 

Kerfs parents were still of the belief that  the learning disability precluded 
him taking any responsibility for his behavior. The family therapist chal- 
lenged the family about whether they wanted to submit to a "learning dis- 
abled lifestyle" (Nodrick & Stewart, 1990). Collapsing time, the therapist 
questioned the family about what would happen in one, two, or five years if 
the learning disabled lifestyle increased its grip not just on Ken, but on the 
entire family. His parents replied that, if things did not change, he would 
certainly not have any opportunity for education or a good job. His mother 
worried that  if the outbursts got worse, he could harm someone physically 
and perhaps go to jail. His father also noted that, if Ken's behavior got much 
worse, conflict between him and his wife would increase. 

The family therapist  suggested that  the family consider whether they 
wished to exercise a conservative option--learning to accommodate them- 
selves to a learning disabled lifestyle and all that  that  would bring in the 
fu ture- -or  a radical option--diminishing the effect of learning disabilities in 
their lives. They chose the latter, and the family therapist arranged an ap- 
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pointment with the educational psychologist. The educational psychologist 
worked with Ken to enhance his sequencing and planning skills. Some im- 
provement occurred, but Ken was still noticeably tense in class. His jaw and 
fists were often still clenched when concentrating on classroom tasks. 

It appeared that Ken could benefit from relaxation training. Ken worked 
with his key worker to develop imagery that would assist him to relax. Ken's 
family had property at a lakeside resort, and swimming, boating, and lying in 
the sun helped Ken to feel relaxed and competent. When closing his eyes and 
imagining himself doing one of these activities, Ken could easily achieve a 
state of relaxation and calm. 

After the ability to relax had been acquired, Ken practiced so that he could 
relax more quickly and even do so without closing his eyes. Concurrent to 
this, he learned to recognize cues for tension in his face, jaw, neck, hands, and 
arms. Ken's self-report of tension during academic tasks went from 9 out of 
10 to 3 out of 10. He was observed to be clenching his jaw and fists much less. 

Summary 

These case examples illustrate possibilities for the use of relaxation 
strategies in child care settings. In these examples, relaxation train- 
ing serves to interrupt the pattern of problem behavior experienced 
by the young person by focusing on tense or anxious reactions that  
exacerbate the difficulty. The examples reflect collaboration between 
therapists, child care staff, and family. In the next section, some prag- 
matic considerations specific to child care settings are discussed. 

Spec ia l  C o n s i d e r a t i o n s  For  Chi ld  Care Se t t ings  

Because of the complex nature of residential and day t reatment  set- 
tings, the following factors should be considered when applying these 
procedures in such child and youth care programs. First, relaxation 
training would normally constitute an adjunctive therapy over and 
above the t reatment  normally offered in a residential or day treat- 
ment  context. Ethical practice would, therefore, require the informed 
consent of the child and his or her legal guardian. The rationale for 
relaxation t raining should be specified, the training procedure should 
be clearly described, and the young person and parents or guardian 
should be given the opportunity to ask any questions they might 
have. Parents may need to be reassured that  their child is not being 
"hypnotized" (because of a misconception that  people under hypnosis 
are being made to do something against their  will), or may have ques- 
tions about the religious implications of a meditation procedure, for 
example. 

Jus t  as important as obtaining informed consent is the process of 
accountability within the agency tha t  has overall responsibility for 
the t rea tment  of the young person. Appropriate supervisory and clini- 
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cal support is needed to ensure that relaxation training fits the over- 
all treatment plan, and the staff person who is case manager must be 
consulted. If a frontline child care practitioner is proposing to conduct 
the relaxation training, it would be necessary to arrange with the 
supervisor and colleagues to be released from the responsibilities of 
moment-by-moment supervision of children in order to deliver the 
training in an uninterrupted manner. Evaluation of progress ought to 
be done in the context of regularly scheduled case reviews. Behav- 
ioral outcome data, self-report, and skill acquisition (including physi- 
ological) data can be used to evaluate progress. 

Behavioral outcome data can be obtained through whatever obser- 
vation and documentation procedures are in use in the particular 
child care setting. However, in selecting behaviors to observe, child 
care workers should not simply assume that a certain behavior is the 
result of anxiety. In order for such an inference to be properly made, 
it is necessary to do a careful analysis of the young person's behavior. 
Also, the young person's self-report about what behaviors he/she con- 
nects with stress or anxiety is important data. 

Self-report data can be used longitudinally to assess the young per- 
son's self-perception of anxiety or stress. Standardized instruments 
such as the State-Trait Anxiety Inventory (Spielberger, 1973) may be 
useful. Nonstandardized checklists (e.g. Cautela, Cautela, & Esonis, 
1983) provide additional helpful information. 

Skill acquisition data allow the child care worker to infer that the 
young person actually has learned the ability to relax. This would 
include physiological data, training compliance data, and generaliza- 
tion data. Physiological data would indicate that the young person is 
capable of bringing physiological functions under voluntary control-- 
the "how-to" part of the skill. For example, in the relaxation training 
or practice session, the young person could hold a small thermometer 
between his forefinger and thumb to collect data on skin temperature, 
or take his respiration or heart rate. Training compliance data would 
reflect the extent to which the trainer and the young person are fol- 
lowing the treatment plan. This would include self-documentation by 
the child care worker of training strategies used, and tracking the 
participation of the young person in the training sessions or practice 
sessions. Generalization data would show to what extent the young 
person can apply relaxation skills in appropriate situations in vivo--  
the "when-to" aspect of the skill. This data could be collected through 
the young person's self-report of when he used the skills, or through 
staff observation of skill usage. 

It is important to ensure that relaxation training fits with the 
young person's health care needs. Often young people present with 
physical symptoms, which helping professionals label as "psycho- 
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somatic". Symptoms such as persistent headaches (migraine or ten- 
sion), gastrointestinal distress, chronic or acute pain, heart palpita- 
tions, or rapid shallow breathing should be subjected to thorough 
medical investigation before relaxation strategies are utilized. Partic- 
ular caution should be used with children experiencing juvenile dia- 
betes or epilepsy (Holland, 1980). 

Finally, young people who are clients of child care settings tend to 
be more reluctant to participate in treatment than young people who 
see private practitioners or other community-based professionals. 
Sometimes these young people are thought of as "oppositional" or "re- 
sistant". When the direct methods of encouraging participation noted 
above (adult encouragement, peer encouragement, utilizing program 
structure) meet with non-participation, the creative child care practi- 
tioner can utilize indirect methods of influence. For example, the pro- 
fessional may act skeptical about the young person's ability to partici- 
pate in training or to benefit from it. Or, the young person may be 
strategically discouraged from, or forbidden to attend relaxation 
training sessions (Weeks & L'Abate, 1982). Collapsing time (White, 
1986) can be used to encourage participation. This consists of asking 
the client and family in great detail where they would see themselves 
at various points in the future they remain "under the influence" of 
anxiety or stress. How would the anxiety and stress "take over" their 
lives and relationships? The young person and family are then posed 
with the dilemma of whether to continue along a conservative path 
(allowing anxiety and stress to "be in charge" of their lives) or 
whether they will take a radical direction ("fighting back against the 
oppression" of anxiety and stress). 

Practical Suggestions 

Following are a number of suggestions based on my clinical experi- 
ence. Although they have not been validated through formal re- 
search, they may be useful nonetheless. 

Caution should be exercised when utilizing imagery. Some imagery 
which may seem quite innocuous to adult caregivers may in fact elicit 
fearful or traumatic reactions. Two examples: Some primary-aged 
children reported being scared by the "body friend" Octopus in Kiddie 
QR (Stroebel, Stroebel, & Holland, 1982). Rather than seeing Octopus 
as a fluid image used to represent relaxation in the muscles of 
the hands, they saw it as a scary sea creature (Ragan & Hiebert, 
1987). In another case, a colleague attempted to help a client relax by 
imagining a pleasant outdoor scene which included a campfire. Un- 
known to my colleague, the client had been in a life-threatening fire 
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as a child and reacted with great  anxiety as a result. When using 
imagery, it is probably most useful to ask children to generate their 
own, based on their experience of what  is relaxing. 

It is useful to at tend carefully to the child's reaction during relax- 
ation sessions. A deep state of relaxation probably corresponds with 
an altered state of consciousness for the child; children who have ex- 
perienced past  t rauma may let their defences down while relaxed, 
and may spontaneously recall these experiences. The child care 
worker ought to be prepared to deal with the reactions that  ensue. 

Don't despair if a particular child does not respond to a particular 
procedure. Remember that  children will respond in their dominant 
modality (visual, auditory, or kinesthetic). Therefore, a kinesthetic- 
ally-oriented child, for instance, will probably respond better  to an 
approach like progressive relaxation, in which the child is asked to 
at tend to bodily sensations; a visual child will find imagery more use- 
ful. Don't be afraid to experiment. 

Learning relaxation procedures requires an ability to attend to in- 
structions, and to physically be capable of following them. Children 
with attention deficits, or who are otherwise too "antsy" or impulsive 
to attend, are not good candidates. In these cases, other behavioral 
and environmental  controls are necessary to manage the child's be- 
havior so that  he/she can attend to the instruction. "Readiness pro- 
cedures" (Cautela & Groden, 1978) can be used to assess the extent to 
which a child can at tend to the instruction. These consist of seeing 
whether  the child can follow simple instructions, imitate modelling, 
and possesses basic at tending skills. On the other hand, Stroebel and 
Stroebel (1984) suggest that  young people with a variety of special 
needs can utilize relaxation training. They suggest that  most emo- 
tionally disturbed children are capable of learning to relax, as are 
many children with cerebral palsy. Cautela and Groden (1978) in- 
clude suggestions for working with young people with cerebral palsy 
and other neuromuscular  disorders. Stroebel and Stroebel (1984) 
state that  even thought disordered young people can benefit if the 
program is altered to be more concrete and to deemphasize fantasy. 
Their suggestion, with which I concur, is to be creative, t rust  your 
own experience with special needs young people, and to make adjust- 
ments where necessary. 

Resource  Materials 

The following are descriptions of resource materials which I have 
used or reviewed. This is by no means an exhaustive list; there are 
many commercially available programs that  I have not had the op- 
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portunity to examine. It should not be assumed that materials which 
are omitted from this list are in any way inferior to those which are 
included. My intention here is to acquaint readers with some poten- 
tially useful resources. 

Progressive Relaxation Training 

Cautela and Groden (1978) have developed a comprehensive man- 
ual to aid the practitioner in assessment, development, and imple- 
mentation of progressive relaxation programs. The manual provides a 
section dealing with self-instruction of progressive relaxation in 
adults, a second section designed for use by a trainer working with 
adults or older children or adolescents, and a third section which fo- 
cuses on younger children and children with special needs. Each sec- 
tion provides a theoretical rationale couched in age-appropriate lan- 
guage, prepared forms for assessment and for logging practice, and 
illustrations describing the progressive relaxation skills. As stated 
above, an excellent chapter examines ways of overcoming the chal- 
lenge presented by young people with cerebral palsy or other neuro- 
muscular disorders. 

Cognitive-Behavioral Procedures Combined With Relaxation 

The Thinkabout program is a videotape series developed by the On- 
tario Educational Communications Authority for use in school guid- 
ance settings. The series addresses a number of issues relevant to the 
late elementary or junior high school young person. Thinkabout 34: 
Calm Your Jitters demonstrates the use of cognitive-behavioral pro- 
cedures (targetting unhelpful thoughts and replacing them with more 
facilitative ideas) used in combination with problem-solving and a 
basic relaxation procedure (deep abdominal breathing). 

Quieting Response Training 

Three programs, based on Quieting Response Training, are avail- 
able. All use audiotaped instruction. Kiddie QR: A choice for children 
(Stroebel, Stroebel, & Holland, 1982) is for children aged 5-8 years. 
The 16 audiotaped segments use a storytelling format with meta- 
phorical "body friends". Some of the body friends are unhelpful and 
represent states of physiological and behavioral arousal and emo- 
tional distress. For example, "Rigid Robot" represents an overall state 
of muscular tension, while "Octopus" represents a differential relax- 
ation strategy for the hands and arms. 

QR for young people (Holland, 1980) is for children aged 9-12 years. 
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Six audiotaped training elements are used to shape the Quieting Re- 
sponse. These elements teach young people to recognize changes in 
their breathing, introduce the six-second QR and sensitizes children 
to facial muscle tension, teach children to detect changes in muscle 
tension throughout their bodies, assist children to note sensations of 
limb heaviness and warmth associated with relaxation, and tie to- 
gether and generalize these skills. Twenty-five reinforcement exer- 
cises, which take less than a minute each, are used as well. A log 
book is included so that the children can track their use of the Quiet- 
ing Response. 

Quieting Reflex Training: A choice for adolescents (Stroebel & 
Stroebel, 1984) is for young people aged 13 and older. The content of 
the adolescent program is essentially the same as the program for 
latency-aged children. The adolescent version, however, gives a well- 
articulated theoretical orientation to the topic of stress and coping in 
age-appropriate language. A number of vividly colored display cards 
use illustrations to graphically communicate the didactic content. 

In general, the QR programs feature instruction that is easily un- 
derstood by the intended age group, instructors' manuals that contain 
helpful suggestions, useful instructional aids, and an emphasis on the 
young person/child taking personal responsibility and utilizing per- 
sonal agency. 

Summary 

This article has defined and described relaxation strategies, sum- 
marized the findings of relaxation research with children and drawn 
out some important procedural variables, provided child care practi- 
tioners with practical suggestions for the use of relaxation strategies 
their settings, and described some available resource materials which 
child care counselors could use. Although relaxation strategies should 
not be viewed as a panacea, such strategies can form a useful supple- 
ment to traditional milieu-based child care intervention, and can be 
applied successfully by child care counselors given appropriate sup- 
port. 
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