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ABSTRACT
MANAGEMENT OF ANXIETY IN ACCIDENT PATIENTS THROUGH POSITIVE THERAPY

Anuradha Balachandran and *Hemalatha Natesan  
From Ganga Hospital, Coimbatore, 75 accident patients were screened using the Case Study Schedule (Natesan, 2004) and Manifest Anxiety Inventory (Natesan and Menon, 2000). From them, 60 patients with high anxiety were selected to serve as the sample.  

The treatment, Positive Therapy (Natesan, 2004) was given to the patients individually for one hour per session, for 5 consecutive days. After five days, all the patients were retested using the same tools. 

The results revealed that many of the patients had anxiety, worry, fear, pain and sleep disturbances.  Positive Therapy helped to bring down the mean anxiety of the patients from high to low. 
   


INTRODUCTION
“Worry  is the cross that we make 

for ourselves by over anxiety”.

                                                              

      Francois de Fenelon
Anxiety is an emotional state in which, people feel uneasy, apprehensive or fearful.  People usually experience anxiety about events they cannot control or predict or about events that seem threatening or dangerous.  People often use the words ‘fear’ and ‘anxiety’ to describe the same thing. Fear also describes a reaction to immediate danger characterized by a strong desire to escape the situation (Barlow and Bufka, 2000).

According to Plotnik (1999), anxiety is an unpleasant state that is associated with heightened physiological arousal, such as increased heart rate and blood pressure.  People feel anxious when the goals are blocked, when there is conflict over choosing between two goals or when the situation is uncontrollable.

The physical symptoms of anxiety reflect a chronic ‘readiness’ to deal with some future threat. These symptoms may include fidgeting, muscle tension, sleeping problems and anxiety headache.  Higher levels of anxiety may produce such symptoms as rapid heartbeat, sweating, increased blood pressure, nausea and dizziness.

All people experience anxiety to some degree.  Most people feel anxious when faced with a new situation, such as giving a public speech or when trying to do well.   Individuals who experience an abnormally high amount of anxiety often feel overwhelmed, immobilized and unable to accomplish the task at hand.

People with too much anxiety often suffer from one of the anxiety disorders.  In fact, more people experience anxiety disorders than any other type of mental illness (Barlow and Bufka, 2000).

DEFINITION OF ANXIETY

Ojeda (2005) defines anxiety as “an abnormal and overwhelming apprehension and fear often marked by physiological signs”. According to Haunstein (2005), “Anxiety is the feeling of being threatened. When anxiety occurs, certain chemicals are turned on in the brain and other chemicals are turned off”. 

Rohner (2005) defines anxiety as “a diffuse, often unfocussed fear, frequently evoked by the disruption or threatened disruption of an individual’s relationship with a significant other”. According to Stenberg (2003), “Anxiety is a generalized feeling of dread or apprehension that is not focused on or directed towards any particular object or event”.

Santrock (2002) defines anxiety as “a diffuse, vague, highly unpleasant feeling of fear and apprehension. According to him, people with high levels of anxiety worry a lot, but their anxiety does not necessarily impair their ability to function in the world”. According to Jim (2001), “Anxiety is an unpleasant emotional state consisting of psycho-physiological response to anticipation of real or imagined danger”.

In the words of Coon (1999), “Anxiety refers to feelings of apprehension, dread or uneasiness.  The physical reactions that accompany anxiety are similar to fear.  However, anxiety is a response to an unclear or ambiguous threat”. Miller (1998) defined Anxiety as “a vague, unpleasant emotion that is experienced in anticipation of some misfortune”.

SYMPTOMS OF ANXIETY

The symptoms of anxiety are divided into the different classifications as given below:

Fight and flight symptoms

These are physical symptoms that are related to the body’s normal fight-or-flight response. With every fearful thought, the fight-or-flight response is triggered, adrenaline is released and physical symptoms occur, which increases the fearful thoughts and more adrenaline is released with increased symptoms. This is the anxiety cycle involving fight-or-flight response.





Fearful thoughts



                           




   Adrenaline

Tension symptoms


Tension symptoms are related to our ‘tensing’ up against an experience. The muscles are contracted and held for long periods of time. It is a reaction of trying to resist what is happening. It can also include holding our breath, tightening of the muscle, frowning, clenching of hands/teeth/jaw.

Dissociation symptoms


Dissociation symptoms are related to trancing and staring into space.  Many people can dissociate very easily and may be doing so since childhood.  It relates to going into another state of consciousness.  This causes a distortion in the sensory experiences such as seeing, hearing, feeling, touch etc.   

Symptoms due to not eating


Many people lose their appetite as a result of anxiety.  They eat very little or eat meals that have very little nutrition, which decreases energy levels; it also causes the various stomach symptoms such as nausea, burning stomach and stomach ache (Fox, 2000).

EFFECTS OF ANXIETY


Anxiety may lead to unpleasant emotional feelings such as tension, feelings of inadequacy, depression, anger, dependency, pre-occupation with real or often exaggerated troubles, worries, about physical health, obsessions, compulsions, jealousy, suspiciousness, fears and phobias.


Anxiety may lead to interpersonal problems which include feeling pressured or trapped, irritability, fear of intimacy, sexual problems, feeling lonely, struggling for control etc.


Many bad habits and much wasted time are attempts to handle anxiety.  They may help relieve anxiety temporarily but people pay a high price in the long run.


Anxiety and fear causes us to avoid many things one would otherwise enjoy and benefit from doing. People avoid taking hard classes, trying out for plays or the debate team, approaching others or trying for a promotion because they are afraid.


Psychosomatic/psychological disorders result from anxiety             (Ladd et al, 2001). Anxiety disorders include Generalized Anxiety Disorder, Panic Disorder, Phobic Disorders, Obsessive Compulsive Disorders and Post Traumatic Stress Disorder (Santrock, 2002). Adjustment Disorders occur when ordinary life stresses push people beyond their ability to cope effectively (Coon, 1999).

ANXIETY IN ACCIDENT PATIENTS

          
Patients injured in motor-vehicle accidents often suffer from an anxiety disorder, such as the Post Traumatic Stress Disorder (PTSD).  The symptoms include flashbacks of the accident, frequent nightmares, fear of driving or crossing the street and extreme anxiety when returning to the site of the accident.


Pain may feature in anxiety disorders because of increased muscle tension or spasms.  Tension headaches, post-infarct precordial pain and other pain symptoms affecting the muscoskeletal system may occur.


Anxiety due to accidents also influences the amount of sleep the patient is able to get.  Difficulty falling asleep and early night awakenings, both contribute to progressive depression, lethargy and poor memory  (Quek, 2002).

MANAGEMENT OF ANXIETY

           Mental health professionals use a variety of methods to help people overcome anxiety.  These include psychoactive drugs and psychotherapy, particularly Behaviour Therapy. Other techniques, such as exercise, meditation and bio-feedback may also prove helpful.

MEDICATIONS


Psychiatrists often prescribe benzodiazepines, a group of tranquilizing drugs, to reduce anxiety in people with high levels of anxiety. Benzodiazepines help to reduce anxiety by stimulating the GABA neurotransmitter system. Common benzodiazepines include Xanacs, Klonopin and Valium. Two classes of antidepressant drugs-Tricyclics and Selective Serotonin Reuptake Inhibitors (SSRIs) have also proven effective in treating certain anxiety symptoms.


Benzodiazepines can work quickly with few unpleasant side effects, but they can also be addictive.  Some people experience anxiety symptoms again when they stop taking the medications (Barlow and Bufka, 2000).


Medication can be helpful for sufferers of anxiety as it decreases anxiety symptoms.  However, medication does not cure anxiety completely.   Some may utilize medication, while some may choose not to use medication, others may combine Cognitive Behaviour Therapy or some other type of therapy with medication.

BENEFITS OF MEDICATION


Medication can decrease the distressing physical symptoms of anxiety such as heart palpitations, sweating, shaking etc. It can reduce the negative thoughts experienced by anxiety sufferers. Anxiety sufferers, who also have depression, find that anti-depressant medication improves their mood as well as decreases anxiety.

SIDE EFFECTS OF DRUGS 


Unfortunately, medication can have various side effects such as tremors, increase in blood pressure, insomnia, nausea, fatigue or drowsiness, poor memory, impaired co-ordination, sexual dysfunction and weight gain. Beta blockers, generally, cannot be used by asthmatics, diabetics or people with some forms of heart disease (Catherine, 2003).  

PSYCHOTHERAPY


Therapists who attribute the cause of anxiety to unconscious, internal conflicts may use Psychoanalysis to help people understand and resolve their conflicts.  Other types of psychotherapy, such as Cognitive Behaviour Therapy, have proved to be effective in treating anxiety where, the therapists may help the person challenge irrational thoughts that lead to anxiety.  Research has shown psychotherapy to be as effective as or more effective than medications in treating many anxiety related symptoms.  Psychotherapy may also provide more and long-lasting benefits when compared to medications (Barlow, 2000).


The other types of Psychotherapy which are used in treating anxiety are Anxiety relief conditioning, Systematic desensitization, Modelling, Stress-inoculation training, Cognitive restructuring, Abdominal breathing exercise, Progressive muscle relaxation techniques, Meditation and           Bio-feedback.

POSITIVE THERAPY


Positive Therapy evolved by Hemalatha Natesan (2002) is a package, combining the Eastern techniques based on Yoga and Western techniques based on the Cognitive Behaviour Therapy. Positive Therapy helps to replace debilitating negative thoughts with positive, self-enhancing thoughts.  It is presumed that change in thoughts will automatically lead to change in behaviour. Positive Therapy helps in the development of positive personality traits such as courage, confidence, cheerfulness, optimism etc. and trains people to face their problems with a smile. Thus Positive Therapy helps people to manage anxiety and have sound mental health.

NEED FOR THE STUDY


Today, there is an alarming increase in the traffic on the roads.  The incidence of accidents has also increased.  Most of the survivors of accidents suffer a lot due to various psychological problems such as fear, anxiety, worry etc, which may aggravate their symptoms such as pain, sleeplessness etc. and delay recovery.  Hence, the aim of this study is to assess the level of anxiety in accident patients and to help them manage their anxiety through ‘Positive Therapy’.

REVIEW OF LITERATURE

The review of earlier studies conducted in related areas is of prime importance in any research to form an effective methodology. The literature pertaining to the research on ‘Management of anxiety in accident patients through Positive Therapy’ has been reviewed and presented under the following headings.

· Causes of accidents

· Effects of accidents

· Management of anxiety in accident patients

· Indian studies on accidents

CAUSES OF ACCIDENTS


A study on ‘Sleepiness of occupational drivers’ was conducted by Philip (2005). The results showed that drowsiness and sleepiness at the wheel were the reasons behind fatal crashes and highway accidents caused by occupational drivers.


From the above study, it is sad to note that lack of alertness and sleepiness of the drivers can cause accidents leading to severe injury or even death not only to the drivers but also others. The above study throws light upon the fact that night driving can be avoided. 


Halpern et al (2005) conducted a study on ‘Non-collision injuries in public buses as a cause for accident’. The sample consisted of 120 patients and it was found that the most common injuries were to the limbs, vertebral column, and head. The major mechanism of injury was acceleration/deceleration as most people were standing when they sustained the injuries. 


From the above study it is clearly seen how acceleration/deceleration of the bus can cause accidents, particularly in passenagers  standing in the bus. It indicates the importance of preventive measures to be taken by transportation authorities to avoid standing in the bus.


An opinion survey was conducted on ‘Perception of the risks of smoking in the general population and among general practitioners in Ireland as a cause for accident’ by Power et al (2004). The sample consisted of 1247 Irish adults and 171 General Practitioners, and it was found that in the population and GP samples, perception of the risk of smoking related death was similar. Only 43% of the sample of the General population identified smoking as the most important cause of death compared with 87% of GPs.


It is a fact that smoking while driving can distract the drivers, resulting in accidents. This has been clearly brought out in the opinion survey involving General population and General practitioners by           Power et al.


A study on ‘On-road measures of pedestrians estimates of their own night time conspicuity’ was conducted by Tyrrell et al (2004). The sample consisted of 10 younger and 10 older participants who were made to walk on the closed-road circuit and press a button when they were confident that the approaching driver could first recognize that a pedestrian was present. It was found that the pedestrians over estimated their visibility and dramatically underestimated the benefit of conspicuity treatments. Pedestrians may therefore unknowingly place themselves in danger at night.


The sample size is too small to make a valid conclusion or generalization. Further, the results of the above study cannot be applied in Indian conditions as the number of pedestrians is too large and there are no such facilities available for the pedestrians. 

EFFECTS OF ACCIDENTS


Ooi et al (2004) conducted a study on ‘Mechanisms of cervical spine injuries for non-fatal motorcycle road crash’. The sample consisted of cervical spine injured motorcyclists admitted to Kualalampur hospital. The result showed that flexion of the cervical vertebrae is the most common vertebral kinematics in causing injury to motorcyclists. This indicated that the cervical vertibrae sustained a high-energy loading at flexion movement in road crash, and exceeded its tolerance level.


From the study it can be understood how even non-fatal road crashes are dangerous causing spinal injuries. Probably, the accidents were not fatal because the motorcyclists were wearing helmets. Unfortunately, in Tamilnadu, in India, wearing helmet is not compulsory with the result many road accidents involving motor bikes become fatal. 


A study was conducted on ‘Clinical analysis of children suffering from intracranial hematoma and multiple injuries following traffic accidents by Li et al (2004). The sample consisted of 28 patients, aged from 1 to 14 years receiving craniotomy and other surgical treatments. It was found that among the 28 cases, 23 cured with the recovery rate of 82.3%, 2 had a sequel of moderate disability and 3 died from severe brain injury/hemorrhagic shock and other visceral complications. The clinical symptoms and signs were severe and perplexing.


Chan et al (2003) conducted a study on ‘Post-traumatic stress disorder and its impact on the economic and health costs of motor vehicle accidents’. The sample consisted of 391 victims in Australia. It was found that the total health and economic cost in Australian dollars for the 391 motor vehicle accident victims was A$6,369,519.92. After 9 months, out of the 391 subjects, 31% were identified as depressed and 62% as anxious, while 29% met the criteria for PTSD. PTSD cases incurred significantly higher health care costs compared with no PTSD cases. 


The studies conducted by Li et al (2004) and Chan et al (2003) just provide the incidence of the various effects of accidents. It would have been better if the psychological effects were also assessed and counselling were given to prevent PTSD. Counselling the victims soon after the accidents would have prevented the various psychological problems such as anxiety, depression, stress etc. and thereby minimizing the cost spent towards their health promotion.


In the study by Koren et al (2002) on ‘Sleep complaints as early predictors of post-traumatic stress disorder in motor vehicle accident patients’, the sample consisted of 102 victims of motor vehicle accidents and 19 comparison subjects. They were assessed 1 week 1,3,6, and 12 months after the trauma. The results showed that 26% of the accident victims met the criteria for PTSD, whereas none of the comparison subjects did.


The study reveals that sleep disturbances in accident patients predicts PTSD only to some extent. The author could have also taken equal number of sample in the control group. The size of the comparison sample is too small to rely on the conclusion. 


A study was conducted on ‘Gender differences in post-traumatic stress disorder after motor vehicle accidents’ by Fullerton et al (2001). The sample consisted of 122 subjects in the age range of 18-65. The results showed that women did not differ from men in meeting the overall reexperiencing criterion for a diagnosis of PTSD but were at greater risk for the specific reexperiencing symptoms of intense feelings of distress in situations similar to the motor vehicle accident and physical reactivity to memories of the motor vehicle accident. 


The above study clearly indicates that women are in no way different from men with regard to PTSD due to accidents. 


Mayou et al (2001) conducted a study on ‘Prediction of Psychological outcomes one year after a motor vehicle accident’. The sample consisted of patients aged between 17-69 years. The results showed that different frequencies and courses of PTSD, phobic travel anxiety, general anxiety, and depression were reported by a third of the subjects at both 3-month and         1-year follow-up. Many of the subjects reported improvements between          3 and 12 months, but others described late onset of psychiatric outcomes after the accident. There were differences in baseline and 3-month predictors of each type of 1-year outcome.


Schnyder et al (2001) conducted a study on ‘Prediction of Psychiatric morbidity in several injured accident victims at one-year follow-up’. The sample consisted of 106 consecutive patients with accidental injuries. It was found that at 1 year follow-up, (1.9%) had PTSD, (12.3%) had subsyndromal PTSD (17%) had clinically relevant symptoms of anxiety, and (8.5%) were depressed. Overall, 27 showed some form of psychiatric morbidity.


The study by Bryant et al and Schnyder et al (2001) have implications for the early recognition of psychiatric consequences of motor vehicle accidents that would enable early intervention and prevent PTSD and other psychological problems. Psychological intervention techniques might be useful to overcome such symptoms. 


A study was conducted on ‘Peri-traumatic dissociation following motor vehicle accidents’ by Fullerton et al (2000). The sample consisted of 122 subjects. The results showed that younger subjects were more likely to experience peri-traumatic dissociation as were White versus Non-Whites and single versus married subjects. An interaction of age and prior major depression indicated that those who were younger and reported a history of major depression had the greatest number of peri-traumatic dissociative symptoms. 


The study by Fullerton et al throws light upon the fact that younger people and those affected by depression have greater chances of getting  peri-traumatic dissociation. 


Ursano et al (1999) conducted a study on ‘Peri-traumatic dissociation and post-traumatic stress disorder following motor vehicle accidents’. The sample consisted of 122 victims. The results showed that the most common peri-traumatic dissociative symptom was time distortion (56.6%). Subjects with peri-traumatic dissociation were 4.12 times more likely than those without it, to have acute PTSD and 4.86 times more likely to develop chronic PTSD.


The above research reveals that peri-traumatic dissociation can lead to PTSD. Hence caution has to be taken to prevent PTSD in the peri-traumatic cases. 


Harvey and Bryant (1999) conducted a study on ‘Predictors of acute stress following motor vehicle accidents’. The sample consisted of 62 adults. It was found that the prevalence of full and sub-syndromal ASD were 16.1% and 14.5% respectively. Becks Depression Inventory, history of psychiatric treatment, history of PTSD and history of previous motor vehicle accidents accounted for 61% of the variance of acute stress severity.


A study was conducted on ‘Acute stress response and post-traumatic stress disorder in traffic accident victims’ by Koren et al (1999). The sample consisted of 74 injured accident victims and a comparison group of 19 patients who were hospitalized for elective orthopedic surgery. The results showed that 32% of the 74 traffic accident victims, but none of the 19 comparison subjects met DSM-III-R criteria for PTSD at 1 year. Traffic accident victims who developed PTSD had higher levels of pre-morbid and co-morbid psychopathology. 


The authors of the two studies quoted above have clearly brought out the prevalence of acute stress disorder in accident victims. The study by Koren et al has used a comparative study to find the effect of PTSD. The comparative group did not experience PTSD as they were hospitalized for elective orthopedic surgery, which clearly shows that accident patients are more prone to have PTSD. 


Ursano et al (1999) conducted a study on ‘Acute and chronic post-traumatic disorder in motor vehicle accident victims’. The sample consisted of 122 victims of serious motor vehicle accidents and a comparison group of 42 who had been involved in minor accidents. The results showed that one month after the accident, 34.4% of the motor vehicle accident victims met criteria for PTSD versus 2.4% of the comparison subjects. It was also found that female victims were 4.64 times more likely than male victims to have PTSD at 1 month.


The study by Fullerton et al (2001) indicated that women were in no way different from men with regard to PTSD. On the contrary, the study conducted by Crowley et al (1999) proved that women were 4.64 times more likely than male accident victims to have PTSD.


A study was conducted by Frommberger et al (1998) on ‘Prediction of PTSD by immediate reactions to trauma, a prospective study in road traffic accident victims’. The sample consisted of 179 patients. It was found that patients who developed PTSD were injured more severely and showed more symptoms of anxiety, depression and PTSD a few days after the accident than patients with no psychiatric diagnosis. It was also found that patients with PTSD stayed significantly longer in the hospital than the other patients. 


Frommberger et al have brought out the role of psychiatric morbidity in motor vehicle accident cases, which result in PTSD, delaying recovery.


A study was conducted by Harvey and Bryant (1998) on ‘The relationship between acute stress disorder and post-traumatic stress disorder’. The sample consisted of 92 motor vehicle accident survivors who were assessed for acute stress disorder (ASD) within 1 month of the trauma and reassessed (n=71) for post-traumatic stress disorder (PTSD) 6 months post-trauma. The results were that ASD was diagnosed in 13% of participants, and a further 21% had subclinical levels of ASD. At follow-up, 78% of ASD participants and 60% of subclinical ASD participants met criteria for PTSD. This indicated that only a subset of ASD symptoms is strongly related to the development of chronic PTSD.


Shalev et al (1998) conducted a study on ‘Prospective study of PTSD and depression following trauma’. The sample consisted of 211 trauma survivors. The results showed that major depression and PTSD occurred after trauma; patients with these diagnosis had similar recovery rates: 29.9% met criteria for PTSD at 1 month, 17.5% had PTSD at 4 months 19% met criteria for major depression at 1 month and 14.2% had major depression at 4 months. Co-morbid depression occurred in 44.5% in PTSD patients at 1 month and in 43.2% at 4 months.


A study was conducted on ‘Psychological predictors of chronic PTSD after motor vehicle accidents’ by Ehlers et al (1998). The sample consisted of 967 patients who attended an emergency clinic shortly after a motor vehicle accident, again at 3 months and at 1 year. The results showed that the prevalence of PTSD was 23.1% at 3 months and 16.5% at 1 year. Negative interpretation of intrusions, persistent medical problems and rumination at 3 months were the most important predictors of PTSD symptoms at 1 year.  


Bryant and Harvey (1998) conducted a study on ‘Relationship between acute stress disorder and PTSD following mild traumatic brain injury’. The sample size consisted of 79 patients who were assessed for acute stress disorder within 1 month of their trauma. It was found that the Acute stress disorder was diagnosed in 14% of patients, and at follow-up 24% satisfied criteria for PTSD. Six months after the trauma PTSD was diagnosed in 82% of patients who had been diagnosed with acute stress disorder. 


Mayou et al (1997) conducted a study on ‘Long-term outcome of motor vehicle accident injury’. The sample consisted of 111 consecutive subjects who had been injured in a motor vehicle accident 5 years earlier and who had been assessed previously in a prospective study. The results showed that although, most of the subjects reported a good outcome, a substantial minority described continuing social, physical, and psychological difficulties and a quarter of those studied suffered phobic anxiety about travel as a driver or passenger.


A study was conducted by Shalev et al (1997) on ‘The ability of commonly used questionnaires and a structured clinical interview to predict PTSD in recent trauma survivors’. The sample consisted of 239 individuals. It was found that all questionnaires were better than chance at predicting PTSD. The so-called PTSD questionnaires IES and MISS, Horowitz’s impact of event scale and Mississippi scale for combat related PTSD were not better than the more general ones.


Mayou et al (1995) conducted a study on ‘Psychiatric consequences of road traffic accidents’. The sample consisted of 188 consecutive road accident victims, aged 18-70, with multiple injuries. The results showed that acute, moderate, severe emotional distress was common. Almost one fifth of subjects, however, suffered from an acute stress syndrome characterized by mood disturbance and horrific memories of the accident.


A study was conducted on ‘Psychiatric morbidity associated with motor vehicle accidents’ by Blanchard et al (1995). The sample consisted of 158 victims who sought medical attention as a result of the MVA. The results showed that 39.2% of the MVA victims met DSM-III-R criteria for post-traumatic stress disorder (PTSD) and 55 met DSM-IV criteria. The MVA victims who met the criteria for PTSD were more subjectively distressed and had more impairment in role function (performance at work/school/homemaking, relationships with family or friends) than the MVA victims who did not meet the PTSD criteria or the controls.

MANAGEMENT OF ANXIETY IN ACCIDENT PATIENTS 


A study was conducted on ‘Health education as prevention of alcoholism in young people’ by Spiridigliozzi et al (2004). The close correlation between road accidents and excessive consumption of alcoholic beverages, as well as the lowering of the minimal age for alcohol drinking prompted the authors to examine the acute and chronic effects of alcohol on the individual. They emphasized information and health education as the main tools that guarantee prevention in young people who are the most vulnerable segments of the population, by creating posters and CD’s, which could be distributed and discussed in schools.

Ehlers et al (2003) conducted a study on ‘A randomized controlled trial of cognitive therapy, a self-help booklet and repeated assessments as early interventions for PTSD’. The sample consisted of 97 motor vehicle accident survivors. The results showed that 12 percent of patients recovered with self-monitoring; Cognitive therapy was more effective in reducing symptoms of PTSD, depression, anxiety and disability than the self-help booklet or repeated assessments. 

Gelpin et al (1996) conducted a study on ‘Treatment of recent trauma survivors with benzodiazepines’. The sample consisted of 13 trauma survivors who were treated with either clonazepam or alprazolam. Thirteen other trauma survivors, pair-matched with subjects in the active treatment group for gender and symptom severity in the first week after the trauma, constituted the control group. The results showed that subjects in the benzodiazepine group did not differ from controls in 1-month and 6-month PTSD and anxiety scores. 

The study by Ehlers et al clearly states the benefits of Cognitive therapy as against self-help booklet or repeated assessments. The authors have used an enormous sample and have helped the survivors in reducing their PTSD, anxiety, depression and disability. The studies have also shown that medications such as benzodiazepines is not very effective in treating trauma survivors. This indicates the importance of Cognitive Behaviour Therapy in treating trauma survivors.

INDIAN STUDIES ON ACCIDENTS 


A study was conducted on ‘The Psychological morbidity among Amputees’ by Mishra et al (2003). The sample consisted of 90 consecutive cases of limb amputation within 6 weeks - 6 months of the amputation, which were studied over a period of one and half years. The age group of 70% of the sample was 20-40 years and 64% were married with 2-4 children. It was found that amputation brought disaster in their lives with fear of losing their job. Anxiety and sadness as symptoms were predominantly noted in right upper limb amputees. Level of anxiety also came down with psychological intervention and early placement of prosthesis. 


Kashif et al (2003) conducted a study on ‘The effect of short-term psychiatric intervention in amputees’. The sample consisted of 40 patients with limb amputations. Analysis of the results showed that 72.5% of the amputees had psychiatric disorders and this number had reduced to 50% after therapy. It was found that short term psychiatric treatment was found to be very useful in treating psychiatric morbidity and depression in amputees. 


Sabharwal (1998) conducted a study on ‘Traumatic after-math of occupational accidents’. The results showed that due to accidents and injury, workers faced a lot of adjustmental problems. A dysfunctional analysis questionnaire was used in the study which focused in the areas of social, vocational, personal, family and the cognitive adjustments. The results showed a positive relation between accidents and post-traumatic difficulties faced by the workers. The workers faced post adjustmental problems like stress, strain and difficulties in adjustment.

CRITICAL COMMENTS ON THE LITERATURE REVIEWED 


The results of the various studies reviewed clearly reveal that the main causes for accidents were sleepiness, alcohol consumption, smoking while driving, carelessness, etc. 


The studies reviewed also indicate the after-effects suffered by the victims of accidents, which include personal, social, vocational, family and cognitive problems. The specific psychological problems of accident victims reported in most of the researches include PTSD, ASD and depression. The victims were more prone to PTSD, if they already suffered from anxiety and depression. 


It is unfortunate that most of the researchers have not provided any psychological intervention to help the sample manage their anxiety and stress, which would have prevented PTSD. Anyway, the few studies which involved treatment, have indicated more beneficial effects of psychotherapy when compared to pharmacological treatment. 


Only few Indian studies on accident patients were available from journals. It would have been better if all the researches conducted were made available on the Internet for the benefit of researchers all over the world. 

METHODOLOGY

The methodology of the study on ‘Management of anxiety in accident patients through Positive Therapy’ involved the following steps: 

· Objectives

· Research Questions

· Null Hypothesis

· Area

· Sample

· Tools

· Procedure

· Analysis of Data

OBJECTIVES

· To identify the negative emotions of the selected accident patients

· To study the sleep disturbances of the sample 

· To find out the intensity of pain in the sample

· To assess the level of anxiety in the sample

· To help the sample manage their negative emotions, pain and sleep disturbances through Positive Therapy 

· To reduce the anxiety in the sample through Positive Therapy 

RESEARCH QUESTIONS

· What are the negative emotions of the selected accident patients?

· Do the subjects have sleep disturbances?

· What is the intensity of pain in the sample?

· What is the level of anxiety in the sample?

· Does Positive Therapy help in the management of negative emotions, pain and sleep?

· Does Positive Therapy help in the management of anxiety?

NULL HYPOTHESIS

· Accident patients do not have negative emotions

· Accident patients do not have sleep disturbances

· Accident patients do not have high intensity of pain

· The anxiety level of accident patients is not high

· Positive Therapy has no effect in the management of negative emotions

· Positive Therapy has no effect in the management of sleep disturbances 

· Positive Therapy has no effect in the management of pain

· Positive Therapy does not help in reducing the level of anxiety in accident patients

AREA


Ganga Hospital, Coimbatore was selected to conduct the study. The reasons for selecting this hospital was:

· Availability of the required sample for the study

· Permission and facilities provided by the authorities to conduct the action research

SAMPLE


From Ganga Hospital, Coimbatore, 75 accident patients were screened using  Manifest Anxiety Inventory. Out of them, 60 cases with high anxiety were selected to serve as the sample of the study. Out of the 60 cases, 50 were male and 10 were female. The age of the sample ranged between 20-80 years. The sample included 30 cases of ‘Trauma’ and 30 cases of ‘Plastic Surgery’.

TOOLS


The tools used were Case Study Schedule constructed by Hemalatha Natesan (2004) (Annexure I), Manifest Anxiety Inventory constructed and standardized by Hemalatha Natesan and Nandhini Menon (2000)       (Annexure II), Re-assessment Schedule (Hemalatha Natesan, 2004),   Positive Therapy-Handbook for healthy happy successful living                      (Hemalatha Natesan, 2004), CD and Audio Cassette on Relaxation Therapy (Hemalatha Natesan, 2001).

PROCEDURE


From Ganga Hospital, Coimbatore, 75 accident patients were screened using Manifest Anxiety Inventory and Case Study Schedule. Out of them, 60 cases with high anxiety were selected to serve as the sample of the study. Out of the 60 cases, 50 were male and 10 were female. The age of the sample ranged between 20-80 years. The sample included 30 cases of ‘Trauma’ and 30 cases of ‘Plastic Surgery’. 

TREATMENT


“Positive Therapy’ by Hemalatha Natesan (2004), a package, which combines the Eastern Techniques of Yoga and Western Techniques of Cognitive Behaviour Therapy was given to the entire sample. 

STRATEGIES


Positive Therapy has four major strategies 

· Relaxation Therapy

· Counselling

· Exercises

· Behavioural Assignments

In this action research, the following techniques were used.

RELAXATION THERAPY


Relaxation Therapy helps people to have a relaxed state, which promotes a positive attitude towards life. As the focus is on breathing, unwanted thoughts are eliminated, helping the subjects to relax. Hence, Relaxation Therapy is given as the first step in Positive Therapy.


Relaxation Therapy involves three steps 

· Deep Breathing Practice

· Relaxation Training and

· Auto Suggestion 

DEEP BREATHING PRACTICE


In Deep Breathing practice the subjects were asked to sit erect, with head straight, palms on the lap and feet placed on the floor, one foot apart. He/she was instructed to breathe gradually, at a pace, convenient to him/her. This was repeated 5 times with their eyes open and 5 times with eyes closed. They were instructed to breathe in and out gradually without any jerk and tension on any part of the body.

RELAXATION TRAINING


After Deep Breathing Practice, the subject was asked to lie down flat on a cot (without a pillow), with the head straight, lips slightly apart, hands comfortably placed on the sides, palms facing upward and legs stretched, with feet, one foot apart. He/she was asked to close the eyes and have a folded handkerchief placed on the eyes to ensure complete darkness.

        
The following instructions were given:

“Breathe in slowly… breathe out gradually”. 

(This was repeated 3 times).

* “Now, concentrate on the top of the head”.

“Breathe in slowly…


Breathe out gradually… Top of the head.. Relax…”


This was repeated 3 times, followed by the researcher’s suggestions, “Now, top of the head is light and relaxed, no thoughts, no fears, no worries, no tension, no stress, no pain. Top of the head is light and relaxed. Top of the head is completely relaxed. Breathe in slowly and breathe out gradually…”


Similar instructions (*) were given to the other parts of the body in the order given below:

· Back of the head

· Forehead

· Eyes

· Mouth

· Neck and Shoulders 

· Back

· Chest

· Stomach

· Hands and

· Legs

The following directions were given to the subjects who were in a relaxed state:

· Inhale GOOD HEALTH. Breathe out all the aches, pains and sickness from the body.

· Inhale HAPPINESS. Breathe out all the worries from the body.

· Inhale POSITIVE THOUGHTS. Breathe out all the negative, useless thoughts from the body.

· Inhale SUCCESS. Breathe out failures and fears of failure from the body.

· Inhale LOVE. Breathe out hatred and anger from the body.

AUTOSUGGESTION


When the subject was under relaxed state, the following Auto suggestion were given (3 times each).


“I am healthy


I am happy


I love everyone, everyone loves me


I am not afraid of anybody, God is with me


I am bold and confident


I can achieve what I want


I can face my problems boldly and solve them successfully


I can overcome my pain


I will be alright soon 


I can walk without pain


I can use my hands as before


I can work as before


Today is an excellent day; I will enjoy every minute of this day


Thank you God for giving me all that I need - long life, good health, wealth, love, happiness and success”.


The subjects were asked to practice Relaxation Therapy for                  20 minutes twice a day, preferably early in the morning and at night before going to sleep.

COUNSELLING


In Positive Therapy, Counselling involves the following techniques.

· Rational Emotive Therapy 

· Thought stopping

· Cognitive Restructuring and

· Assertiveness Training

RATIONAL EMOTIVE THERAPY


Rational Emotive Therapy helps to identify the irrational beliefs and fears. The most common fears of the subjects were as follows:


“ I cannot overcome my pain”


“ I cannot walk”


Such irrational fears were removed by appealing to their reason. The subjects were told that many of the accident patients were able to recover fully and were able to walk and carry on all their activities as before. They were also able to get rid of their pain. Hence they need not have any worry or fear regarding their recovery and health.

Emotions and reason are like two pans of a balance. When one becomes highly emotional, one cannot think rationally. So the sample were trained to face their problems with clarity in thinking and reasoning, rather than resorting to fear, anger or worry.

THOUGHT STOPPING


In this, the subjects were asked to identify their recurring negative thoughts, which disturbed them. The most common negative thoughts were as follows:


“I cannot overcome my pain”


“I cannot walk”


“I am worried about my job”


“I am afraid of future”


“I cannot use my hands as before”


Then he/she was asked to close the eyes, breathe in slowly, deliberately get one of the disturbing thoughts and breathe out saying ‘STOP’, push the thought away and open the eyes. This practice was given 5 times. Then the same procedure was followed when he/she was asked to say ‘STOP’ mentally; this practice was also given 5 times. 


The sample was instructed to say ‘STOP’ and throw away the negative thoughts whenever they occurred. In due course, they learnt to throw out unwanted negative thoughts automatically.

COGNITIVE RESTRUCTURING


After removing the unwanted, negative thoughts through ‘Thought stopping’, it was necessary to replace the negative thoughts with                 self-enhancing, positive thoughts. This was done by the technique called, ‘Cognitive Restructuring’.


In this, the subjects were asked to breathe in slowly and tell out one of the positive statements and breathe out smilingly. This practice was given 3 times for each of the following positive statements.


“I can overcome my pain”


“I can walk”


“I am not afraid of my future”


“I am not worried about my job”


“I can use my hands as before”


The subjects were asked to believe that they had acquired the positive qualities and behave accordingly. 

ASSERTIVENESS TRAINING 


Assertiveness is the ability to stand up for one’s own rights without offending the rights of others. Unfortunately, many people suffer due to lack of assertiveness. 


The subjects were asked to identify and report the situations where she/he suffered due to unassertiveness. Many subjects were from low socio-economic status and lacked assertiveness in their work environment. Hence, they were trained to be assertive by having a straight posture, with an upright face, audible voice and direct eye contact. The researcher played the role of the subject, as an assertive person. The subject was asked to imitate the researcher. After practice for a couple of times, the subject was asked to behave in similar assertive manner in real life situations.

EXERCISES 


In Positive Therapy, there are 3 exercises namely

· Tension Releasing Exercise

· Smile Therapy and 

· Laugh Therapy

In this research, only Smile Therapy was used as the sample involved accident patients.
SMILE THERAPY


As the subjects of the study were accident patients, they were affected by fear, anxiety and worry. Hence they had forgotten to smile. Smile not only changes the facial expression, but also changes the mood of a person to a cheerful one. Hence, by developing the habit of smiling, the negative emotions can be replaced. In other words, one cannot have negative emotions such as fear, anxiety, worry or anger, while smiling.


In Smile Therapy, the individual was asked to say (Eee), with a broad smile, breathe in slowly through the mouth with a sound (without involving the vocal cords), close the mouth smilingly and breathe out gradually through the nose without any sound. He/she was asked to enjoy the cool breeze entering through the mouth and feel the coolness spreading through the chest to the abdomen. This practice was given 10 times.

BEHAVIOURAL ASSIGNMENTS


The subjects were asked to have a daily routine as indicated below:

· Have positive thoughts. Modify the negative thoughts with Positive thoughts. 

· Have positive attitudes towards self, life and others. 

· Live in the present, concentrate on what you do and enjoy what you do.

· Involve in some activity and enjoy it.

· Accept responsibility with a smile.

· Face the problems boldly and solve them successfully.

· Enjoy the company of your family members and friends.

· Share your feelings, both joys and sorrows with your family member or friends.

· Have some recreation such as, reading magazines / books, watching television etc.

· Enjoy music

· Develop a sense of humour; enjoy jokes; laugh heartily.

· Practice Deep Breathing for 5 minutes in the morning, facing east and 5 minutes in the evening, facing west.

· Have Deep Breathing, as and when possible, throughout the day.

· Practice Relaxation Training for 20 minutes in the morning and at night, before going to sleep.

· Practice Smile Therapy, preferably with the family members, 10 times a day.

· Avoid resorting to poor health habits such as smoking, drinking and taking drugs. 

· Pray to God

DURATION OF THE THERAPY 


Positive Therapy was administered individually for one hour per session. Five sessions were given on 5 consecutive days. 

EXPERIMENTAL DESIGN

	Test Area
	Level of phenomenon
	Treatment

Introduced

Positive Therapy
	Level of phenomenon

	
	Before Treatment (X)

Anxiety
	
	After  Treatment (Y)

Anxiety

	Treatment Effect = (Y) – (X)


ANALYSIS OF DATA


The data will be analysed statistically based on the following:

· Comparison of the negative emotions of the sample before and after treatment. 

· Comparison of sleep disturbances of the sample before and after treatment.

· Comparison of the intensity of pain of the sample before and after treatment.

· Comparison of the level of anxiety of the sample before and after treatment.

RESULTS AND DISCUSSION


A study on ‘Management of Anxiety in accident patients through Positive Therapy’ was conducted in Ganga Hospital, Coimbatore on             60 accident patients. Out of the 60 subjects, 30 were Trauma cases and         30 were Plastic Surgery cases. Among the sample, 50 were male and            10 were female. The age of the sample ranged between 20-80 years. With regard to their marital status, 38 were married and 22 were unmarried. Majority of the sample belonged to low income group.

All the subjects were tested using Manifest Anxiety Inventory (Hemalatha Natesan and Nandini Menon, 2000). Positive Therapy was used as the psychological intervention to reduce anxiety in the patients. The therapy was administered individually for one hour per session; 5 sessions were given on 5 consecutive days and the patients were retested after the           5 days, using the same psychological test. 


The results of the study are analyzed, tabulated and discussed below. 

TABLE I

AGE OF THE SAMPLE

	Age
	Trauma
	Plastic Surgery

	
	N

(30)
	%
	N

(30)
	%

	70 – 79

60 – 69

50 – 59

40 – 49

30 – 39

20 – 29
	3

3

5

3

6

10
	10

10

17

10

20

33
	1

1

3

5

7

13
	3

3

10

17

23

44


        N  : Number 




  (Percentages are rounded up)

       % : Percentage

Table I shows the age of the sample in both the groups, Trauma and Plastic Surgery. It is sad to note that many of the sample in both the groups were in the age range of 20-29. The next set of sample prone to accident were in the range of 30-39 in both the groups. This is mainly due to the reason that the young people are careless and tend to overspeed in their excitement. 


Fullerton et al (2000) had proved that younger subjects were more likely to experience peri-traumatic dissociation following motor vehicle accidents. 

TABLE II

NEGATIVE EMOTIONS OF THE SAMPLE 

BEFORE AND AFTER TREATMENT

	Negative Emotions
	Trauma
	Plastic Surgery

	
	Before Treatment
	After Treatment
	Before Treatment
	After treatment

	
	N (30)
	%
	N

(30)
	%
	N (30)
	%
	N

(30)
	%

	Worry

Fear

Anger
	30

10

9
	100

33

30
	3

1

0
	10

3

0
	30

13

5
	100

43

17
	11

2

0
	37

7

0


      N  : Number 




    (Percentages are rounded up)

      % : Percentage 


In the words of Comer (1998), people who sense that they have sufficient ability and resources to cope are more likely to respond constructively to stressors, take them in stride and avoid having negative emotional, behavioural and cognitive reactions to them.


Table II shows the details of the negative emotions found in the subjects of trauma and Plastic Surgery. Initially, worry was found among the entire sample (100%) in both the cases. This was mainly due to their pain and uncertainty about the recovery. Fear and anger were the other commonly found negative emotions in the case of Trauma (33% and 30% respectively) and in the case of Plastic Surgery (43% and 17% respectively). Interview with the subjects revealed that fear was mainly due to their recurring negative thoughts about the accidents. Insecurity, as most of the patients were from low socio-economic status and doubts about their recovery also led to fear and worry. Their anger was mainly due to landing up in such a situation and also due to financial difficulties. 


The results of this study are in line with the study by Mayou et al (2002), who had reported that negative interpretation of intrusions, rumination, thought suppression and anger cognitions were important in predicting the persistence of post-traumatic stress disorder after three years, as health and financial problems were persistent after the accident.

After treatment, there was a great improvement in the subjects in overcoming the negative emotions. Worry was found only in 10% of Trauma and 37% of Plastic Surgery subjects. Fear was found only among 3% in Trauma and 2% in Plastic Surgery cases. It is absolutely amazing to find that there was no sign of anger in any of the subjects after undergoing Positive Therapy. On the whole, there was a tremendous reduction in the negative emotions of the subjects after the treatment. These improvements can be attributed to Positive Therapy, which had helped them manage their negative emotions effectively. Rational Emotive Therapy helped to remove the irrational fears of the subjects. Thought Stopping, Cognitive Restructuring and Autosuggestion helped them get rid of their negative emotions. 

TABLE III

INTENSITY OF PAIN EXPERIENCED BY THE SAMPLE 

BEFORE AND AFTER TREATMENT
	Intensity of pain
	Trauma
	Plastic Surgery

	
	Before Treatment
	After Treatment
	Before Treatment
	After treatment

	
	N (30)
	%
	N

(30)
	%
	N (30)
	%
	N

(30)
	%

	High

Moderate

Low
	14

15

1
	47

50

3
	0

14

16
	0

47

53
	15

15

0
	50

50

0
	0

14

16
	0

47

53


      N  : Number 




    (Percentages are rounded up)

      % : Percentage

Pain is the sensation that warns us of the damage to our bodies. It functions as a quick-acting system that tells the motor systems of the brain that they must act to minimize or eliminate this damage (Santrock, 2002).


Table III shows the intensity of pain experienced by the sample, who were patients of Trauma and Plastic Surgery. In both the cases, many of the subjects experienced high intensity of pain (47% and 50% respectively). 


Mayou and Bryant (2002) had found that the subjects of road traffic accidents experienced moderate or severe pain even after three years and these was little evidence of improvement between one and three years. 


In the present study, after treatment, there was an enormous improvement as none of the subjects in both the groups experienced high intensity of pain, 53% had low intensity of pain and 47% had moderate pain. This improvement was mainly due to Positive Therapy, which had helped to minimize their pain. Experience of pain is more due to one’s own perception rather than due to the pain sensation. Counselling had helped to modify the perception of the subjects and helped them distract from thinking of their pain. Autosuggestion under relaxed state, as well as Cognitive Restructuring such as “I can overcome my pain successfully” had helped to bring about a drastic change in their pain perception.

TABLE IV

SLEEP DISTURBANCES OF THE SAMPLE 

BEFORE AND AFTER TREATMENT

	Group
	Before Treatment
	After Treatment

	
	N (30)
	%
	N (30)
	%

	Trauma 

Plastic Surgery
	25

24
	83

80
	5

5
	17

17


     N  : Number 




     (Percentages are rounded up)

     % : Percentage

According to Sarason and Sarason (1996), patients with sleep problems are concerned not only about the immediate distress and discomfort caused by inability to sleep, but also about the effects of their sleep deficit on their family life, employment status and general social adjustment.


Table IV shows the sleep disturbances of the sample before and after treatment in the two groups, Trauma and Plastic Surgery. It is alarming to note that most of the sample in both trauma and Plastic Surgery groups       (83% and 80% respectively) had sleep disturbances. Reticular Activating System (RAS) of the brain is incharge of sleep and arousal. When a person is calm and relaxed, without any thoughts, the person goes of to sleep immediately. On the other hand, if there is recurring thought, whether negative or positive, it activates the RAS and inhibits sleep. In accident patients, recurring negative thoughts of the trauma of accident, unbearable pain, insecurity and doubts about recovery disturbed them constantly, resulting in sleep disturbances. 


After treatment, it was wonderful to find that only 17% had sleep disturbances in both the groups, which is a vast improvement. This was mainly due to Relaxation Therapy, which helped the patients a lot to overcome their sleep disturbances by complete relaxation of the brain and body. They were also trained to have only positive thoughts and avoid recurring negative thoughts through Thought Stopping. 


The study conducted by Blaszczynski et al (1998) on psychiatric morbidity following motor vehicle accidents revealed that the most commonly reported symptoms were depression, anxiety, sleep disturbances, irritability, driving phobia, anger and headache.

TABLE V

ANXIETY LEVEL OF THE SAMPLE 

BEFORE AND AFTER TREATMENT
	Anxiety 
	Trauma
	Plastic Surgery

	
	Before Treatment
	After Treatment
	Before Treatment
	After treatment

	
	N (30)
	%
	N

(30)
	%
	N (30)
	%
	N

(30)
	%

	High

Moderate

Low
	30

0

0
	100

0

0
	0

5

25
	0

17

83
	30

0

0
	100

0

0
	0

9

21
	0

30

70


     N  : Number 




    (Percentages are rounded up)

     % : Percentage

Anxiety is a mood-state characterized by marked negative effect, bodily tension and apprehension about the future. It can be a subjective sense of unease, a set of behaviours or a physiological response originating in the brain and reflected in elevated heart rate and muscle tension (Durand and Barlow, 1999).


It is alarming to note from Table V that initially, the entire sample had high anxiety in both Trauma and Plastic Surgery groups. None of them had either moderate or low anxiety. Hence, the null hypothesis, ‘The level of anxiety in accident patients is not high’ is rejected. 


Similar results were obtained by Mishra et al (2003) who had found that anxiety is high in amputees.


As a result of the treatment, namely, Positive Therapy, the anxiety level of most of the subjects was reduced in both the groups to low levels (83% and 70% respectively). The reduction in anxiety in the subjects can be attributed to the efficacy of Positive Therapy that was administered individually for the patients for 5 sessions over a period of 5 consecutive days. Probably, if the therapy had been given for a longer duration, according to the severity of the condition, it would have helped all the subjects reduce their anxiety to low level. 

TABLE VI

SIGNIFICANCE OF DIFFERENCE BETWEEN 

MEAN ANXIETY OF THE GROUP 

BEFORE AND AFTER TREATMENT

	Group
	Treatment Conditions
	N
	M
	S.D.
	C.R.

	Trauma
	Before Treatment

After Treatment
	30

30
	19.90

4.50
	2.20

2.72
	* 24.06

	Plastic Surgery
	Before Treatment

After Treatment
	30

30
	20.24

6.10
	2.10

3.18
	* 20.20

	Entire Sample
	Before Treatment

After Treatment
	60

60
	20.06

5.30
	2.16

3.08
	* 30.12


N : Number; M : Mean; S.D. : Standard Deviation; C.R. : Critical Ratio

* Significant at 0.01 level


It is shocking to note from Table VI that initially, the mean anxiety was high in all the 3 groups. But, after the treatment, it is amazing to find that the mean anxiety had reduced to low level in all the 3 groups. The mean difference before and after treatment is statistically significant in all the 3 groups. 


Through Relaxation Therapy, the subjects were taught to relax their body as well as their brain. Counselling, which is a component of Positive Therapy, helped to modify the subjects’ negative cognitions about themselves and the world, into positive ones. Smile Therapy helped to reduce the subjects’ fear, worry and anxiety.


In short, Positive Therapy had helped to reduce the anxiety level of the subjects from high to low levels. Hence, the null hypothesis, ‘Positive Therapy does not help in the management of anxiety in accident patients’ is rejected. 


Mishra et al (2003) had also obtained similar results on the psychological morbidity among amputees. There was very high anxiety as amputation brought disaster in their lives, due to fear of losing their jobs. However, the level of anxiety significantly came down with psychological intervention.

TABLE VII

POOR HEALTH HABITS OF THE SAMPLE
	 Poor Health Habits 
	Trauma
	Plastic Surgery

	
	N 

(30)
	%
	N

(30)
	%

	Frequent late nights 

Smoking 

Alcohol 
	8

6

3
	27

20

10
	8

7

3
	27

23

10


  N   :  Number 




       (Percentages are rounded up)     

  %  :  Percentage

Table VII shows the poor health habits of the sample in the two groups, Trauma and Plastic Surgery. The most commonly found poor health habits were frequent late nights, smoking and alcohol.


It is unfortunate to note that in some of the cases, drinking during driving was the main cause for accident. It is a fact that sleep disturbances affect concentration of the drivers leading to accidents. Drinking and driving is also dangerous and lead to accidents due to dullness and dizziness of the drivers. Driving during smoking leads to accidents due to distraction.


The study conducted by Gururaj (2004) on alcohol and road traffic injuries in South Asia revealed that alcohol is a major risk factor for road traffic injuries, as it impairs judgement and increases the possibility of involvement in other risk behaviours (e.g., speeding, violating traffic rules, etc.).


On the whole, the results of the present study on accident patients- Trauma and Plastic Surgery reveal that:

· The entire sample had worry 

· The intensity of pain was high in both the groups

· Most of the subjects had sleep disturbances 

· The entire sample had high anxiety 

· Some of the subjects had poor health habits such as frequent late nights, smoking and alcohol 

Positive Therapy had proved to be effective in reducing: 

· Negative emotions

· Pain

· Sleep disturbances 

· Anxiety 

SUMMARY AND CONCLUSION
Accident patients face anxiety, which affects their general functioning and attitude towards life. Hence, a study was conducted on ‘Management of anxiety in accident patients through Positive Therapy’. 

The objectives of the study were as follows: 

· To identify the negative emotions of the selected accident patients

· To study the sleep disturbances of the sample 

· To find out the intensity of pain in the sample

· To assess the level of anxiety in the sample

· To help the sample manage their negative emotions, pain and sleep disturbances through Positive Therapy 

· To reduce the anxiety in the sample through Positive Therapy

From Ganga Hospital, Coimbatore, 75 patients were screened using Case Study Schedule (Hemalatha Natesan, 2004) and Manifest Anxiety Inventory (Hemalatha Natesan and Nandini Menon, 2000). Out of them, 60 patients who had high anxiety were selected to serve as the sample. 

The treatment, Positive Therapy (Hemalatha Natesan, 2004) was given to the subjects. Positive Therapy has four strategies namely, 

· Relaxation therapy 

· Counselling 

· Exercises and 

· Behavioural Assignments 

Treatment was given individually for one hour per session; 5 sessions were given on 5 consecutive days. After 5 days, all the patients were            re-assessed using M.A.I. and selected items of Case Study Schedule.     
  

The experimental design used in this research was ‘Before and after treatment without control group’.

CONCLUSION

Before the administration of Positive Therapy 

· The entire sample (Trauma and Plastic Surgery) had worry (100%) followed by fear (33% and 43%) and anger (30% and 17% respectively) 

· Many of the subjects in both the groups had high intensity of pain (47% and 50% respectively)

· Most of the subjects in both the groups had sleep disturbances (83% and 80% respectively) 

· All the subjects had high anxiety 

· The mean anxiety was high in both the groups 

After the administration of Positive Therapy 

· The negative emotions of the sample reduced significantly 

· None of the subjects had high intensity of pain; majority of the subjects (53%) had only low intensity of pain 

· Most of the subjects (83%) did not have sleep disturbances  

· Anxiety reduced to low level in most of the subjects (83% and 70% respectively)

· The mean anxiety reduced to a low level in both the groups

RECOMMENDATIONS 

· Counsellors can be appointed in hospitals to reduce the anxiety and improve the general well-being of the patients 

· Since Positive Therapy was found to be very effective in managing anxiety and reducing the symptoms, steps can be taken by the hospital authorities to regularize the practice of Positive Therapy for the benefit of the patients 

LIMITATION


The study was conducted on the sample selected from a single hospital. Hence, the results are applicable only to this population and cannot be generalised. 

NEED FOR FURTHER STUDY 


As most of accident patients are prone to suffer from Post-Traumatic Stress Disorder (PTSD) and Acute Stress Disorder (ASD), further longitudinal studies on accident cases can be conducted using Positive Therapy to find its efficacy in preventing PTSD and ASD.      
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ANNEXURE II

M.A.I.
By Dr. Hemalatha Natesan  and 

Nandini Menon (2000)
SCORES

	I
	II
	III
	IV
	TOTAL
	INTERPRETATION

	
	
	
	
	
	


1. 
Name 


:



Sex 
:    M  /  F 

2. 
Date of Birth 

:



Age 
: 

3.
Education 

:


4.
Occupation 

:


5.
Income 

:

6.
Marital Status 

:
Single / Married

7.
Type of family 
:

8. 
Size of family

:
    Small 

     
      Big 

(4 & below)


(More than 4)

9.
Address

:


10. 
Phone 


:


INSTRUCTION 


“In this form, there are 40 statements followed by 2 alternatives, ‘Yes’ and ‘No’. Read each statement carefully and put a tick a mark (() in one of the 2 columns which suits you most. Your data will be kept confidential. Be honest while answering. 

Please do not omit any item. Do it as quickly as possible”.

M.A.I

	S.No.
	Part  I
	Yes
	No

	1
	My muscles are tensed 
	
	

	2
	I am short of breath 
	
	

	3
	My hands tremble 
	
	

	4
	I feel tired 
	
	

	5
	My mouth becomes dry 
	
	

	6
	My hands go chill 
	
	

	7
	I have very poor appetite 
	
	

	8
	I have digestive problems 
	
	

	9
	My palms sweat 
	
	

	10
	I have disturbed sleep 
	
	

	11
	I get unpleasant sensation in my stomach 
	
	

	12
	I get recurring dreams which trouble me 
	
	

	13
	I have an urgue to urinate frequently 
	
	


	S.No.
	Part  II
	Yes
	No

	1
	I worry a lot over small matters
	
	

	2
	I am scared without any reason 
	
	

	3
	I am not satisfied with myself
	
	

	4
	 I am tensed 
	
	

	5
	I have lost interest in things which I used to like 
	
	

	6
	I get butterflies in my stomach 
	
	

	7
	I worry about my future
	
	


	S.No.
	Part  III
	Yes
	No

	1
	I have difficulty in concentrating 
	
	

	2
	I cannot take decision
	
	

	3
	I feel I am going to fall ill 
	
	

	4
	I am unable to relax 
	
	

	5
	I feel confused 
	
	

	6
	I forget things easily 
	
	

	7
	I am unable to think easily 
	
	

	8
	I get distracted easily
	
	

	9
	I don’t know how to react in certain situations
	
	

	10
	I am unable to finish things in time
	
	

	11
	I get unwanted repetitive thoughts
	
	


	S.No.
	Part  IV
	Yes
	No

	1
	My speech is blocked 
	
	

	2
	I act without thinking 
	
	

	3
	I mess up whatever I do 
	
	

	4
	I am unable to have complete rest 
	
	

	5
	I can’t sit in a place for more than 5 minutes
	
	

	6
	I am unable to do anything perfectly
	
	

	7
	I am very careless 
	
	

	8
	I have a strained posture 
	
	

	9
	I exhibit unwanted mannerisms (e.g., Adjusting dress, shaking legs, biting nails, etc.)  
	
	


M.A.I
By Dr. Hemalatha Natesan and

Nandini Menon (2000)
SCORING KEY 

Each item ticked under ‘Yes’ is given a score of 1. The total score is arrived at by summing up the scores. 

NORMS

	SCORES
	ANXIETY LEVEL

	25 and above

17 – 24

9 – 16

1 – 8

0
	Very high

High

Moderate

Low

Very Low


ANNEXURE  I
CASE STUDY SCHEDULE (2004)
Dr. Hemalatha Natesan
Professor & Head, Department of Psychology

Avinashilingam Deemed University, Coimbatore.

Name 


: 





Date 
: 

Sex 


: 

Age 


: 

Education 

: 

Occupation 

: 

Address 

:

Income per month 
: 

Marital status 

: 
Single / Married / Divorced / Separated 

Type of family 
: 
Nuclear / Joint 

Area of residence 
: 
Urban / Rural 

Family background 
: 

	S.No.
	Relationship
	Age
	Education
	Occupation
	Income

	
	
	
	
	
	


1.
What are the symptoms you have? 


Pain 


   General weakness  

   Sleep disturbance 


Sweating 

   Immutability 

   Breathlessness 


Headache

   Confusion 


   Giddiness



Loss of appetite 
   Vomiting 

  
   Short-temperedness 


Restlessness 

2.
Indicate the negative emotions you experience more frequently:


Anxiety 




Fear 


Worry [ Past, Present, Future ]

Anger 


Hostility [ Suppressed / Manifest ]

3.
Indicate the recurring negative thoughts you have :

4.
Part of the body injured 
: 

5.
Medical treatment given 
: 

6.
How intense is the pain? 
 


(Very intense / Moderate / No pain) 

7.
How often do you get pain? 



(Very frequently / frequently / sometimes / rarely / never)

8.
How long do you stay in the state of pain? 


Minutes / Hours / Day / Several days 

9.
How do you react to pain?

10. 
Indicate the health habits that you do regularly: 


Diet 


   
     Walking / Jogging 

Exercise / Yoga 


Meditation 

   
      Relaxation 

Any other specify 

11.
Indicate the poor health habits that you have 


Smoking 


      Over eating 

Drinking 



Excessive coffee drinking 
      Pan 


Drugs

(more than 6 cup a day)
 

Lack of physical activity 
      Frequent late nights 

ANNEXURE  III
RE-ASSESSMENT SCHEDULE (2004)
Dr. Hemalatha Natesan
Professor & Head, Department of Psychology

Avinashilingam Deemed University, Coimbatore

Name 


: 





Date 
: 

Sex 


: 

Age 


: 

Education 

: 

Occupation 

: 

Address 

:

1.
What are the symptoms you have? 


Pain 


   General weakness  

   Sleep disturbance 


Sweating 

   Immutability 

   Breathlessness 


Headache

   Confusion 


   Giddiness



Loss of appetite 
   Vomiting 

  
   Short-temperedness 


Restlessness 

2.
Indicate the negative emotions you experience more frequently:


Anxiety 




Fear 


Worry [ Past, Present, Future ]

Anger 


Hostility [ Suppressed / Manifest ]

3.
How intense is the pain? 
 


(Very intense / Moderate / No pain) 

FIGURE  I

AGE OF THE SAMPLE


              


    N = 30
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FIGURE  II

NEGATIVE EMOTIONS OF THE SAMPLE 

BEFORE AND AFTER TREATMENT 
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FIGURE  III

INTENSITY OF PAIN EXPERIENCED BY THE SAMPLE 

BEFORE AND AFTER TREATMENT 
   Trauma



   N = 30

[image: image3.wmf]0

10

20

30

40

50

60

70

Percentage

Low

Moderate

High

Intensity of pain

Before Treatment 

After Treatment


   Plastic Surgery


   N = 30

[image: image4.wmf]0

10

20

30

40

50

60

70

Percentage

Low

Moderate

High

Intensity of pain

Before Treatment 

After Treatment


FIGURE  IV

SLEEP DISTURBANCES OF THE SAMPLE 

BEFORE AND AFTER TREATMENT 
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FIGURE  V

ANXIETY LEVEL OF THE SAMPLE 

BEFORE AND AFTER TREATMENT 
  Trauma
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FIGURE  VI

MEAN ANXIETY OF THE GROUP

BEFORE AND AFTER TREATMENT
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FIGURE  VII

POOR HEALTH HABITS OF THE SAMPLE 
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*   Professor and Head, Department of Psychology, 


    Avinashilingam Deemed University, Coimbatore.  
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