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Abstract

This study was intended to see whether the Indonesian traditional breath-training program 'Merpati Putih' had therapeutic aspects for patients with CHD. It was aimed to find out whether the training effected on reducing the stress-symptoms of the CHD patients in Bandung, Indonesia. The study was a continuation of empirical findings reported by the members of the organization. 20 clinically stable CHD patients (determined by doctor), 10 males and 10 females, 40-60 years old (M = 50.1; SD = 4.8) participated in this study. They were diagnosed with CHD with artery coronary stenosis > 75% in at least one coronary artery, recommended by cardiologists for regular medical treatment whether or not they had received PCI and CABG. The study consisted of 14 weeks, 28 sessions, twice a week, two hours per session. Interrupted time-series with multiple replications design (Cook & Campbell, 1979) was applied. Stress symptoms were measured by the adapted questionnaire for stress symptoms (Lazarus, 1984), sphygmomanometer for blood pressure, and manual measurement with stop watch for heart beat or pulse. Results showed that the breath-training program significantly reduced the stress-symptoms showed on questionnaire (measured 1 t = 11.757, α = .000; measured 2 t = 11.516, α = .000), as well as described on blood pressure. However they do not go in line with the heart beat / pulse (measured 1 t = -.790, α = .439; measured 2 t = -.747, α = .464). The Indonesian traditional breath-training program 'Merpati Putih' had therapeutic aspects for patients with CHD. It should be further investigated before implementing and being recommended for CHD patients.
Introduction

1. Coronary Heart Disease (CHD)
Coronary Heart Disease (CHD) has become a global epidemic (WHO, 2009). 29.2% of total global deaths every year or 16.7 millions, death from Cardiovascular Diseases;  7.2 millions are due to CHD, 5.5 millions to cerebrovascular disease, 3.9 million to hypertensive and other heart conditions. At least 20 millions people survive heart attacks and strokes every year, a significant proportion of them requiring costly clinical care, which puts a huge burden on long-term care resources. CHD affects people in their mid-life years, undermining socioeconomic development. Around 80% of CHD deaths happen in low and middle-income countries. In developed countries lower socioeconomic groups generally have a greater prevalence of risk factors, diseases and mortality, and in developing countries a similar pattern is emerging as the CHD epidemic matures (WHO, 2009). CHD in Indonesia as one of developing countries, is the main cause of death (26,4%) and the number one killer, compared with cancer (6%) (Depkes RI, 2006). CHD has the highest incidence rate among all major diseases in adults and late adulthood. 
More than 50% of the deaths and disability from heart disease and stroke could be reduced by a combination of simple, cost-effective national efforts and individual actions to reduce major risk factors such as high blood pressure, high cholesterol, obesity and smoking. People who have already been diagnosed with CHD are at high risk of recurrences and death. This risk can be substantially lowered with a combination of drugs - statins for lowering cholesterol and low doses of common blood pressure-lowering drugs and aspirin - given daily to people at elevated risk of heart attack (WHO, 2009). Beside those major traditional risk factors, there are psychosocial factors which can be considered, such as the individual’s level of emotional stress (anxiety, tension, depression, hostility, and anger), Type A behavior pattern, social support, gender, race (cultural background), etc. (Taylor, 2006; Jordan et. al., 2007). These psychosocial factors are implicated in the heart and mind concept.  Stress symptoms, among others, are also particularly experienced by CHD patients (//inaheart.or.id; Treiber et. Al., Brody, 1993; Lombardo & Carreno, 1987; Repetti, 1993; Kasl & Bergman, 1983; in Fardiani, 2008).
According to Ginting (2009), after diagnosis and ongoing medical treatment some CHD patients feel anxious in crowds and traffic jams, worry when they feel angina and discomfort in the chest, easily feeling depressed and angry, loss of hope, decreased productivity, having sleep disturbance, and decreased libido. On the other hand, some patients do not report any of these problems (Ginting, 2009). These different reactions may be related to the personality of the patient, cultural background, coping strategy, social support, information processing which refers to their beliefs about the disease, and religiosity (Hughes et al., 2004; Morrison & Bennett, 2006; Taylor, 2006). 
Morrow et al. (2005) Coronary Artery Bypass Graft (CABG) surgery and Percutaneous Coronary Intervention (PCI) are two common techniques to treat CHD. However, symptoms of anxiety and depression are common psychological disturbances among patients with CHD, including those undergoing CABG surgery and PCI (Bunker et al. 2003; Pignay-Demaria et al. 2003). In many cases anxiety and depression symptoms continue even though the patients were successfully treated by the above mentioned treatments. For example, angina is the most common initial manifestation of pain in CHD patients and is perceived by them as a threat which could then increase their anxiety and depression level. 

2. Stress and coping
According to Lazarus & Folkman (1984), stress is a particular relationship between the person and the environment that is appraised by the person as a taxing or exceeding his or her resources and endangering his or her well-being. Cognitive process is then important to understand the encounter, his reactions, and the influencing factors. With cognitive process individual differentiate dangerous situation from non dangerous situation. Cognitive appraisal reflects a unique and changeable relationship between person with certain characteristics (values, commitment, thinking style) and an environment with predictable and interpretable characteristics.

Lazarus & Folkman (1984) mention primary appraisal and secondary appraisal. In the primary appraisal process individual determines the meaning of a phenomenon or situation, whether it is irrelevant, benign-positive, or stressful (harm / loss, self / social esteem, threat) or chalengge In the secondary appraisal process individual evaluates what to do or could be done. According to Lazarus & Folkman (1984), secondary appraisal is a complex evaluation process in which individual considerate which coping to apply, the possible coping to overcome the situation, and the possibility to apply the effective a set of strategies.  Reappraisal is a change of appraisal based on new information from the environment, that could reduce or maintain pressure on individual, and / or information of individual reaction. Another form of reappraisal is defensive appraisal. It is an effort to interpret the past in a more positive way, or to face the actual harm or threat by perceiving it as less destructive or less threat full (Lazarus & Folkman, 1984). Appraisal is influenced by person factors (i.e. commitments, beliefs) and situation factors (i.e. novelty, predictability, event uncertainty; imminence, duration, temporal uncertainty).
Coping is defined as a continuously changing cognitive and behavioral effort to manage external and / or internal demands that are perceived beyond the individual capacities or resources (Lazarus & Folkman, 1984). It is a more process oriented related to what individuals think or do in a certain specific context, and related to changes in such thoughts and behavior to face the encounter, in order to overcome the encounter. Coping has two functions, i.e. problem-focused-coping and emotion-focused-coping. Coping is determined by resources, existential beliefs, commitments, problem solving skills, social skills, social support, and material sources. It is influenced by personal constraints and environmental constraints. Complexity and flexibility are two formal dimensions of coping style.
3. Breath-training ‘Merpati Putih’
‘Merpati Putih’ is actually one of the Indonesian pencak-silat schools that has a breath-training program (see Mintorogo, 2007). The training consists of a recycling process of breathing i.e. inhale-keep-exhale-keep. This training has recently been developed as a kind of therapy. Some CHD patients who were participating at the training reported that their exercises on this training reduced their stress symptoms, both physically (such as headache, sleep problems, constipacy, etc.) and psychologically (such as restless, fear of death, etc.). 

Research question

Based on those backgrounds, this study would like to see whether the breath-training program gives effects on reducing the stress-symptoms of the CHD patients
Methods

20 clinically stable CHD patients (determined by doctor), 10 males and 10 females, 40-60 years old (M = 50.1; SD = 4.8) participated in this study. They were diagnosed with CHD with artery coronary stenosis > 75% in at least one coronary artery, recommended by cardiologists for regular medical treatment whether or not they had received Percutaneous Coronary Intervention (PCI) or  Coronary Artery Bypass Graft (CABG) surgery. The study consisted of 13 sessions, twice a week, two hours per session. The particular exercise developed for the study consisted of stretching, warming-up, four main exercises, cooling down. Interrupted time-series with multiple replications design (Cook & Campbell, 1979) was applied. Stress symptoms were measured by the adapted questionnaire for stress symptoms (Lazarus & Folkman, 1984), sphygmomanometer for blood pressure, and manual measurement with stop watch for heart beat (pulse). 

Results
Results of this study will present the following points:

1. Effects of the breath-training program on stress symptoms measured by questionnaire and heart beat (pulse)
2. Effects of the breath-training program on blood pressure – systole and diastole
1. Effects of the breath-training program on stress symptoms measured by questionnaire and heart beat (pulse)
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Graph 1 Effects of the breath-training program on stress symptoms measured by questionnaire 
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Graph 2 Effects of the breath-training program on heart beat (pulse) 

	time measure
	measurements

	
	stress symptoms
	heart-beat (pulse)

	
	t
	sig.
	t
	sig

	measured 1: pre tes1 - post test 1
	11.757
	.000
	-.790
	.439

	measured 2: pre tes2 - post test 2
	11.516
	.000
	-.747
	.464


Table 1 Effects of the breath-training program on stress symptoms measured by questionnaire and heart beat (pulse)
2. Effects of the breath-training program on blood pressure – systole and diastole
[image: image3.emf]0

20

40

60

80

100

120

140

160

180

pre_1 pre_2 post_1 post_2

time

mean

M+F Male Female


Graph 3 Effects of the breath-training program on blood pressure - systole
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Graph 4 Effects of the breath-training program on blood pressure - diastole
In general the results show that the breath-training program 'Merpati Putih' gives effects on reducing the stress-symptoms of the CHD patients as reflected on the questionnaire (sig.), heart beat or pulse (insignificant), blood pressure systole and diastole (descriptive). The results also describe that the effects are particularly stabile after two months participating in the training. From the perspective of Lazarus & Folkman (1984), it means that the training help the patients to improve the personal resources and gives a positive influence on the cognitive appraisal of the patients, that in turn help them to cope with CHD in a proper and effective coping. The commitments of the patients and the social support among patients are the possible potential rival hypotheses in this study. Considering the sum of the patients in this study (20 patients), it is important and necessary to extent the study in a more broad population to have a better results.
Conclusions
· The Indonesian traditional breath-training program 'Merpati Putih' had therapeutic aspects for patients with CHD. 
· The effects are particularly stabile after two months participating in the training. 

· The commitments of the patients and the social support among patients are the possible potential rival hypotheses in this study. 

· It should be further investigated before implementing and being recommended for CHD patients.
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