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ABSTRACT
The current study was conducted on ‘Management of Stress and Enhancement of General Well-being in Recovered Alcoholics through Positive Therapy’ under Dr. Hemalatha Natesan. Seventy-eight recovered alcoholics selected from an Alcoholics Anonymous Group in Bangalore. They were all assessed using the Case Study Schedule, Stress Inventory and the General Well-being Index. 46 subjects with high to moderate stress and low general well being were selected to serve as the sample for study. They were all given Positive Therapy for 5 sessions and were reassessed using the same tools. The results of the study proved the efficacy of Positive Therapy in the Management of Stress and the Enhancement of General Well-being in Recovered Alcoholics.
                         INTRODUCTION

“God grant us the serenity to accept things we cannot change

Courage to change the things we can and

Wisdom to know the difference”

· Alcoholics Anonymous Serenity Prayer

The increasing problem of substance abuse and dependence in our society has drawn both public and scientific attention. Individual lifestyles and personality features are thought by many to play important roles in the development of addictive disorders and are central themes in some types of treatment. 

The term, ‘alcoholic’ is used to refer to a person with a serious drinking problem, whose drinking impairs his or her adjustment in terms of health, personal relationships and occupational functioning. Likewise, the term, ‘alcoholism’ refers to a dependence on alcohol that seriously interferes with life adjustment (Carson et al., 2003). 

The World Health Organization prefers the term, ‘Alcohol dependence syndrome’ to Alcoholism, which is “a state, psychic and usually also physical, resulting from taking alcohol, characterized by behavioural and other responses that always include a compulsion to take alcohol on a continuous or periodic basis in order to experience its psychic effects and sometimes to avoid the discomfort of its absence; tolerance may or may not be present” (Carson et al., 2003).

DEFINITIONS OF ALCOHOLISM
Alcoholism is “a primary, chronic disease with genetic, psychological and environmental factors influencing its development and manifestations. The disease is often progressive and fatal. It is characterized by continuous or periodic episodes: impaired control over drinking, pre-occupation with the drug alcohol, use of alcohol despite consequences and distortions in thinking, most notably denial” (American Society of Addiction Medicine, 2004).

The American Medical Association defines alcoholism as “an illness characterized by preoccupation with alcohol and loss of control over its consumption by progression and a tendency towards relapse. It is typically associated with physical disability and impaired emotional, occupational and/or social adjustments. It is regarded as a type of drug dependence of pathological extent and pattern” (Luther, 2001).

The World Health Organization defines alcoholics as “excessive drinkers whose dependence on alcohol shows a noticeable disturbance or an interference with their mental and bodily health, their interpersonal relations and their smooth social and economic functioning…they therefore require treatment” (Luther, 2001).

Hannigan (1999) defines alcoholism as “a disorder that involves long term, repeated, uncontrolled, compulsive and excessive use of alcoholic beverages that impairs the drinker’s health and social relationships.”

RECOVERED ALCOHOLICS



In the view of Alcoholics Anonymous (AA), one is an alcoholic for life, whether one is drinking or not, that is, one is never cured of alcoholism but is instead in recovery. Therefore, the term, ‘alcoholic’ is used by AA and its affiliates to refer either to a person who is currently drinking excessively or to people who have recovered from such problems. Therefore, alcoholics who are in recovery are referred to as the Recovered Alcoholics (Carson et al., 2003).

CAUSES OF ALCOHOLISM

GENETIC FACTORS


The possibility of a genetic predisposition to developing alcohol-abuse problems has been widely researched. The behaviour clearly tends to run in families. Researches show that almost one-third of alcoholics had at least one parent with an alcohol-related problem, but having a genetic predisposition or biological vulnerability to alcoholism, of course, is not a sufficient cause of the disorder. The person must be exposed to the substance to a sufficient degree for the addictive behaviour to appear. Therefore, learning factors appears to play an important part in the development of constitutional reaction tendencies. The development of alcoholism involves living in an environment that promotes initial as well as continuing use of the substance.
PSYCHOLOGICAL FACTORS

Stress Tension Reduction and Reinforcement

The concept of stress-relief by alcohol is often the most basic motivation for developing alcohol-drinking habits. Anyone who finds alcohol to be tension reducing is typically discontented with his or her life and is unable or unwilling to tolerate tension and stress. Taking a drink or two may bring down the level of stress in certain individuals. Therefore, it can be hypothesized that stress is a major cause for developing the alcohol behaviour and those who tend to cope with stressful situations by taking alcohol may become alcoholics (Sillaber and Henninger, 2004).

Disturbances in Marital and Intimate Relationships


Excessive drinking often begins during crisis periods in marital or other intimate personal relationships, particularly, crises that lead to hurt and self-devaluation. The marital relationship may actually serve to maintain the pattern of excessive drinking (Carson et al., 2003).

Expectations of Social Success


Many people, especially young adolescents, expect that alcohol use will lower tension and anxiety and increase sexual desire and pleasure in life. In this view, often referred to as the ‘Reciprocal Influence Model’, adolescents begin drinking as a result of expectations that alcohol will increase their popularity and acceptance by their peers. At times, expectancies of social benefit can influence adolescents’ decisions to start drinking and may predict their excessive consumption of alcohol (Seto and Barbaree, 1995).

Failures in Parental Guidance


Stable family relationships and parental guidance are extremely important molding influences for children and this stability is often lacking in families of alcoholics. Children, who have parents who are extensive alcohol or drug abusers, are vulnerable to develop substance abuse and related problems themselves (Hops et al., 1996).

EFFECTS OF ALCOHOLISM

PHYSICAL EFFECTS

For individuals who drink to excess, the clinical picture is highly unfavourable (Maher, 1997). For one, the alcohol that is taken in must be assimilated by the body, except for about 5 to 10 percent that is eliminated through breath, urine and perspiration. The liver does the work of assimilation, but when large amounts are ingested, the liver may be seriously overworked and eventually suffer irreversible damage (Carson et al., 2003).

 Alcohol is a high-calorie drug. A pint of whiskey, enough to make about eight to ten ordinary cocktails provides about 1200 calories, which is approximately half the ordinary caloric requirement for a day (Flier et al., 1995). Thus, consumption of alcohol reduces a drinker’s appetite for other food. Because alcohol has no nutritional value, the excessive drinker often suffers from malnutrition (Deer and Gutman, 1994). Furthermore, heavy drinking impairs the body’s ability to utilize nutrients, so the nutritional deficiency cannot be made up by popping vitamins. Alcoholics also experience increased gastrointestinal symptoms such as stomach pains (Fields et al., 1994).

PSYCHOSOCIAL EFFECTS


Alcohol may seem to provide a useful crutch for dealing with stresses of life, especially during periods of acute stress, by helping screen out intolerable realities and enhancing the drinker’s feelings of adequacy and worth. The excessive use of alcohol becomes counterproductive, however, resulting in feelings of inadequacy and worthlessness, impaired reasoning and judgement and gradual personality deterioration. Behaviour typically becomes coarse and inappropriate and the drinker assumes increasingly less responsibility, loses pride in personal appearance, neglects spouse and family and generally becomes touchy, irritable and unwilling to discuss the problem.


As judgement becomes impaired, an excessive drinker may be unable to hold a job and generally becomes unqualified to cope with new demands that arise. General personality deterioration may be reflected in loss of employment and marital breakup (Carson et al., 2003).
STRESS


In the modern mechanised world, stress is inevitable. People face stress in all phases of their lives. Stress affects physical and mental health and leads to various psychosomatic disorders such as migraine, backache, heart disorders, essential hypertension, diabetes, asthma, etc. Stress also results in psychological disorders such as stress disorders, post-traumatic stress disorders, depression, anxiety disorders, adjustment disorders, etc. Hence, it is important to manage stress without undergoing physical and psychological damage (Natesan, 2004).
DEFINITIONS OF STRESS

Santrock (2003) defines stress as “the individual’s response to individuals to stressors, the circumstances and events that threaten them and tax their coping abilities”.

According to Taylor (2003), “Stress is a negative emotional experience accompanied by predictable biochemical, physiological, cognitive and behavioural changes that are directed either towards altering the stressful event or accommodating to its effects”.

Coon (2000) defines stress as the “mental and physical condition that occurs when a person must adjust or adapt to the environment”.

According to Pestonjee (1999), “Stress is some stimulus resulting in a detectable strain that cannot be accommodated by the organism and which ultimately results in impaired health or behaviour”.

GENERAL WELL-BEING

‘General Well-being’ is a term used to indicate not only the optimization of physical and mental health but it also refers to one’s sense of contentment and satisfaction with life. It depends on various factors like health, family, financial security, etc. A person who is satisfied with life in general is known to have high general well-being. Whereas, on the other hand, those people with physical illnesses, psychological problems and other psychosocial crises have low or poor general well-being.
DEFINITIONS OF GENERAL WELL-BEING

Well-being is defined as “the subjective feeling of contentment, happiness and satisfaction with life experiences”. It is an indicator of the positive mental health of the individual. It is the quality of life experienced by the individual human being. It depends on a host of factors from basic health to the quality of primary and family relationship to intellectual fulfillment and emotional satisfaction (Verma, 2000).

General well-being is a life-long pursuit and hopefully a labor of love. People, who are truly healthy, both physically and psychologically, enjoy a positive state of well-being. They engage in positive thinking, show emotional resilience and are optimistic and self confident (Lightesey, 1996).

TREATMENT OF ALCOHOLISM

A multidisciplinary approach to the treatment of drinking problems appears to be most effective because the problems are complex, requiring flexibility and individualization of treatment procedures (Margolis and Zweben, 1998).
PHARMACOTHERAPY


Disulfiram (Antabuse), a drug that causes violent vomiting when followed by ingestion of alcohol, may be administered to prevent an immediate return to drinking. Another type of medication that has been used in a promising line of research (Anton et al., 1996) is Naltrexone, an opiate agonist that helps reduce the ‘craving’ for alcohol that alcoholics experience by blocking the pleasure producing effects of alcohol. In a hospital setting, drugs such as Valium have largely revolutionized the treatment of withdrawal symptoms. Medications such as Disimpramine are used to treat co-morbid depression with alcohol consumption.

PSYCHOLOGICAL TREATMENT APPROACHES

GROUP THERAPY


A group of alcoholics with similar problems and guises come together and confront each other’s drinking problem, as denial is most common in alcoholics. This recognition of the problem paves the way for learning more effective methods of coping and other positive steps towards dealing with their drinking problem. In some instances, the spouses of alcoholics and even their children may be invited to join in group therapy meetings (Carson et al., 2003).

ENVIRONMENTAL THERAPY

Environmental support has shown to be an important ingredient to an alcoholic’s recovery. As results of their drinking, alcoholics often become estranged from family and friends and either lose or jeopardize their jobs. As a result, they are often lonely and live in impoverished neighbourhoods. For alcoholics who have been hospitalized, half-way houses have been designed to assist them in their return to the family and community.

BEHAVIOUR THERAPY


An effective form of treatment for alcohol-abuse disorders is Aversive Conditioning, a technique of Behaviour Therapy. It involves the presentation of a wide range of nervous stimuli, like electric shock or an emetic drug, combined with alcohol consumption, in order to suppress the drinking behaviour.


The Cognitive-behavioural approach relies on techniques such as imparting specific knowledge about alcohol, developing coping skills in situations associated with increased risk of alcohol use, modifying cognitions and expectancies and acquiring stress-management skills (Carson et al., 2003).
ALCOHOLICS ANONYMOUS


A practical approach to the treatment of alcoholism that has met with considerable success is that of Alcoholics Anonymous (AA) that operates primarily as self-help counselling programme, in which both person-to-person and group relationships are emphasized. AA accepts both teenagers and adults with drinking problems, has no dues or fees, does not keep records or case histories, does not participate in political causes and is not affiliated with any religious sect, although spiritual development is a key aspect of its treatment approach. Meetings consist of the participants’ problems with alcohol and testimonials from those who have recovered from alcoholism. By mutual help and reassurance from group members who have shared similar experiences, many alcoholics acquire insight into their problems and learn more effective coping techniques. Continued participation in the group, of course, helps prevent the crisis of a relapse.

RELAPSE PREVENTION TREATMENT


Most alcohol treatment programs show high rates in curing the addictive problems, but many programs show lessening rates of abstinence or controlled drinking at various periods of follow-up. In relapse prevention treatment, clients are taught to recognize the apparently irrelevant decisions that serve as early warning signals of the possibility of relapse. Some cognitive-behaviour therapists employ a planned relapse phase in the treatment to supervise an individual’s use of cognitive-behaviour strategies to help them through this area. In other words, if patients are taught to expect a relapse, they are better able to handle it (Carson et al., 2003).

POSITIVE THERAPY


Positive Therapy by Hemalatha Natesan (2004) is a package, combining the Eastern techniques based on Yoga and Western techniques based on Cognitive Behaviour Therapy. Positive Therapy had its inception in 1978. The treatment has various strategies such as Relaxation Therapy, Counselling, Exercises and Behavioural Assignments.  Positive Therapy focuses in the present, as it is no use worrying about the past. It helps in changing the perception of a person as most problems of an individual are owing to the way they perceive it. It has helped in treating various problems such as pain, anger, stress, anxiety, fear, depression, etc.                                                                                                                                                   

NEED FOR THE STUDY

Studies indicate that people drink as a means of coping with economic stress, job and marital stress, often in the absence of social support. The more severe and chronic the stressor, the greater the alcohol consumption. Among Recovered Alcoholics, personally threatening, severe and chronic life stressors may lead to alcohol relapse. Although factors like low self-efficacy, low self-esteem, low self-concept, lack of social support, etc, can influence a return to drinking, stress may exert its greatest influence on the initial consumption of alcohol after a period of abstinence. Stress also brings down the general well-being in recovered alcoholics. Therefore, management of Stress and Enhancement of General Well-being in recovered alcoholics is necessary and may prevent the relapse of their drinking behaviour. Hence, an effort has been made to conduct a study on the Management of Stress and Enhancement of General Well-being in Recovered Alcoholics through Positive Therapy. Various researches have also been conducted to prove the efficacy of Positive Therapy in different areas such as management of stress, enhancement of general well-being, etc. 

REVIEW OF LITERATURE

The review of earlier researches conducted in related areas is very important to formulate an effective methodology. The literature pertaining to the research on ‘Management of Stress and Enhancement of General Well-being in Recovered Alcoholics through Positive Therapy’ has been reviewed and presented under the following headings:

· Prevalence of Alcoholism 

· Correlates of alcoholism

· Stress and recovered alcoholics

· General Well-being

· Management of Alcoholism

· Relapse and prevention of relapse

PREVALENCE OF ALCOHOLISM 

Jiafang et al. (2004) conducted a study on ‘The prevalence and risk factors of alcohol abuse in a metropolitan society in China’. The study was conducted on 2327 subjects aged between 15 and 65 years. Through face-to-face interviews it was found that nearly fifteen percent of urban Chinese adults were alcohol abusers. Deviant drinking habits of mothers, schoolmates, colleagues or friends all had a negative impact on the respondent’s drinking behaviour and higher economic status, current smokers, old age and current smoking behaviour were identified as risk factors related to alcohol abuse. 

Windle and Scheidt (2004) identified ‘Alcohol Subtypes’ based on internal and external criteria and compatibility with the existing literature. The study was conducted by administering questionnaires and self-report forms to 802 participants consisting of 481 males and 321 females. The four identified subtypes were mild course, polydrug, negative affect and chronic/antisocial. On external criteria, the polydrug had the highest rate of family criminality, high-risk sexual behaviour and intravenous drug use. The negative subtype had the highest rate of childhood sexual abuse, attempted suicide and childhood homelessness. The chronic/antisocial personality subtype had the most severe pattern of drinking and antisocial behaviour.

Wetzels et al. (2003) conducted a prospective study on ‘The alcohol-tobacco relationship’ in six European countries. The sample consisted of 10170 adolescents with an average age of 13.3 years. The findings of the study suggested that alcohol and tobacco use were found to be associated with each other reciprocally. Results revealed that in Europe, as a whole, tobacco use predicted subsequent alcohol use.

The study on ‘Alcoholism dependence: a public health perspective’ was conducted by Caetano and Cunradi (2002) that reviewed the epidemiological research on alcoholism and proposed a public health approach to address the problem. The study was carried out randomly on 458 individuals in the community aged above 18 years. They concluded that alcohol-dependent individuals were responsible for a fair proportion of alcohol-related problems in society and also emphasized that prevention and group level interventions are necessary.

CORRELATES OF ALCOHOLISM



Finn et al. (2005) conducted a study on ‘Alcohol expectancies, conduct disorder and early-onset alcoholism’. The study, which consisted of 99 young adults with alcohol dependence and conduct disorder, suggested that disinhibitory characteristics, such as conduct disorder and impulsivity, are associated with a general neglect of long-term negative outcomes. The study also assessed whether negative expectancies would be associated more strongly with lower levels of alcohol use for low- compared with high-impulsive individuals. It was thus concluded that impulsivity and conduct disorder may be important factors in determining how much distal negative alcohol expectancies discourage excessive alcohol consumption.


An analysis of ‘Phobic anxiety and depression as predictor variables for treatment outcome on treated female alcoholics’ was made by Haver and Gjestad (2005). The study, consisting of 120 treated female alcoholics, focused on the relationship between phobic anxiety and depression, alcohol abuse, treatment and drinking outcome in female alcoholics. Results showed that the duration of problem drinking and depression at follow-up affected drinking outcome directly and negatively, whereas duration of treatment affected drinking outcome directly and positively on all models. Phobic anxiety, on the other hand, affected drinking outcome negatively and indirectly, via shorter treatment duration and higher depression at follow-up.


Kranzler and Rosenthal (2003) conducted a study on ‘Alcoholism and co-morbid psychiatric disorders’. The study was conducted on 89 alcoholics who were assessed for various other co-morbid disorders. The paper reviews epidemiological, diagnostic and treatment literature on the co-morbidity of alcoholism such as drug abuse, mood disorders, anxiety disorders and antisocial personality disorder. The study indicates that valid diagnosis and efficacious treatment is promising in this area.

Uekermann et al. (2003) conducted a study on ‘Depression and cognitive functioning on alcoholism’ using 30 alcoholics with depression and 29 alcoholics without depression. A test battery was used to measure mood, memory and other executive functions. The alcoholic patients had impairments with respect to response inhibition, reasoning and free recall, irrespective of depression. Priming, short-term memory as well as verbal fluency abilities were unaffected. Depressive patients showed verbal fluency as well as free recall deficits. However, there was no difference in performance between depressed and non-depressed alcoholics.


Wetterling et al. (2001) conducted a study on ‘The relationship between age and the severity of the alcohol withdrawal symptoms in younger alcoholics and older alcoholics’. The study was carried out on 41 alcoholics aged below 60 years who were compared with younger alcoholics. The results revealed that daily alcohol intake, alcohol withdrawal symptom and frequency of drinking were higher in younger alcoholics compared to older alcoholics.


Wetterling and Junghans (2000) conducted a study on ‘The incidence of anxiety and depression among alcoholics’. This study, which aimed at examining the impact of alcohol withdrawal and psychopathological symptom, revealed that there is no relationship between the two. The comparative study of patients with depression and anxiety reveals that the global symptom severity of alcoholics undergoing withdrawal was similar.

STRESS AND RECOVERED ALCOHOLICS


Sillaber and Henniger (2004) conducted a study on ‘Stress and alcohol drinking’. The study was conducted on 98 males who had regular drinking habits and their motivation to drink was assessed by self-rating questionnaires. The concept of stress-relief by alcohol has led to many investigations in order to elucidate the mechanisms of interactions of stress and alcohol and the stress-reducing effect of alcohol as a motivation for alcohol consumption The results of the study confirmed the findings.

Hoes (2002) conducted a study on ‘The clinical models of stress’, with a sample of 257 patients from psychiatric departments, which proposed a stress model with disease specific and aspecific factors. He stated that strain will result in being sick, with a specific disease according to one’s predisposition. The results revealed that 213 admissions showed no difference in the four groups namely, ‘mood disorders’, ‘alcoholism’, ‘psychosis’ and ‘anxiety disorders’. On discharge, they differed significantly on account of the duration of treatment.

GENERAL WELL BEING

Watts and Boquet (2004) studied ‘The effect of aerobic exercises on people’s general well-being and level of anxiety’. An exercise group (N=54) and a sedentary work group (N=53) participated in this study. The exercise group completed 60 minutes of an aerobic activity and the sedentary group completed a 60 minutes lecture control class. Analysis of results revealed that the groups differed significantly, with the exercise group reporting higher feelings of general well-being.


Malathi et al. (2003) evaluated ‘The effect of Yoga practice on subjective feelings of well-being and quality of life’ by taking 48 volunteers over a period of 4 months. At the end of four months, a significant improvement in the quality of life was observed in the volunteers who took up Yoga.


Haseena and Rohini (2003) conducted a study on ‘Management of stress and enhancement of general well-being in cancer patients through Positive Therapy’. The age range of the sample was 25-75 years. The treatment Positive Therapy is a package combining the eastern techniques of Yoga and western techniques of cognitive-behaviour therapy. The results indicated that Positive Therapy was very effective in the management of stress and enhancement of general well-being in cancer patients.

MANAGEMENT OF ALCOHOLISM

Bogenschutz et al. (2006) reviewed ‘The role of twelve-step approaches in dual diagnosis treatment and recovery’. Strong evidence was found that dually diagnosed individuals (DDI), with the possible exception of those with psychotic disorders, attended twelve-step programmes at rates comparable to non-DDI. Twelve-step involvement is consistently associated with improved substance use outcomes. The researcher thus concluded that although numerous clinical trials have been conducted, most of them suffered from substantial methodological limitations.
Velleman (2006) reviewed the ‘Importance of family members in helping problem drinkers achieve their chosen goal’. The study indicates that there is a great deal of reciprocity between the presence of alcohol –related problems and family-marital problems. Evidences from the study demonstrate that family members can assist problem drinkers with their drinking problems. The study concluded that people who are more successful in controlling their drinking are those who are more stable before treatment, that is, people who are in established and positive relationships with their spouse and family are more likely to be successful in controlling their drinking.

Bischof et al. (2003) conducted a study on ‘Types of natural recovery from alcohol dependence: a cluster analytic approach’ in which 178 media-recruited natural remitters were interviewed personally. Several triggering mechanisms and maintenance factors of remission were assessed using standardized questionnaires. Based on age of onset and severity of dependence, adverse consequences from drinking, social pressure and social support, cluster analyses were performed. Cluster analyses yielded three groups of natural remitters: one with a high severity of dependence, one with low alcohol-related problems and another with low social support. Analyses of variance (ANOVAs) revealed further group differences on other triggering and maintaining factors of remission.

Bogart and Pearce (2003) conducted a study on ‘Thirteenth Stepping: Alcoholics Anonymous is not always a safe place for women’, which is based on the sexual harassment faced by women in AA meetings. ‘Thirteenth-stepping’ was the euphemistic term used among members of AA to refer to people who target new, more vulnerable members for dates or sex. The study was carried over on 55 female subjects attending AA meeting aged between 17 and 72 years, who had experienced sexual advances and harassments. The study concluded that vulnerable women, particularly with history of sexual abuse, should be referred to ‘female-only’ groups.


Mc Caul and Petry (2003) conducted a study on ‘The role of psychosocial treatments in Pharmacotherapy for alcoholism’. The study was conducted on 78 patients, who were given psychotherapy along with pharmacotherapy and another control group (N=42) were given only pharmacotherapy At the end of four months, the experimental group showed better improvement than the control group. The most appropriate psychotherapy to use may depend upon characteristics of the patient, the medication, the setting and the experiences of the provider. To date, little empirical research has investigated these issues with respect to outcomes on clinical trials that combine pharmacotherapy and psychotherapy. The paper reviews seven major types of psychotherapy for treatment of alcohol use disorders: brief interventions, motivational enhancement therapy, cognitive-behavioural therapy, cue exposure therapy, behavioural treatments, behavioural marital therapy and twelve-step therapy.


A study on ‘Comparison of Disulfiram and placebo in the treatment of alcohol dependence of adolescence’ by Niederhofer and Staffen (2003) aimed at assessing the efficacy and safety of long-term disulfiram treatment in alcohol dependent adolescents. In this double-blind, placebo controlled study, 26 adolescents aged between 16 and 19 years with chronic or episodic alcohol dependence were allocated treatment randomly with disulfiram or placebo for 90 days. At the end of treatment, seven disulfiram-treated and two placebo-treated patients had been abstinent continuously. Therefore, disulfiram may be an effective and well-tolerated pharmacological adjunct to psychosocial and behavioural treatment programmes for the treatment of alcohol-dependent adolescents.

Rajakumari and Hemalatha Natesan (2002) conducted a study on ‘Management of Stress in Nurses through Positive Therapy’. Sixty registered female nurses between the age group of 22 and 33 years participated in the study. ‘Stress Inventory’ was used to assess the stress levels in the subjects. The study concluded that Positive Therapy was effective in managing stress.

Vijayalakshmi and Rohini (2002) conducted a study on ‘The enhancement of adjustments in alcoholics through Positive Therapy’. The strategies of Positive Therapy namely Relaxation Therapy, Counselling, Exercises and Behavioural Assignments were applied to 30 male alcoholics undergoing de-addiction. The researcher concluded that Positive Therapy was useful in enhancing adjustment in alcoholics.


Cook et al. (2001) conducted a cross-sectional study on ‘Problem drinking and medication adherence in HIV infected persons’. The study was carried out on two hundred and twelve persons with HIV infection. The results of the study revealed that problem drinking is associated with decreased medication adherence, particularly with taking medications off schedule during the previous week. Clinicians should assess for alcohol problems, link alcohol use severity to potential adherence problems and monitor outcomes in both alcohol consumption and medication adherence.



Krishnan et al. (2001) explored the ‘Drug and alcohol users perceptions of family members’ coping’ in terms of a stress-coping model. According to the study, the alcoholics and drug users appreciate supportive coping actions rather than the withdrawing action of the family members, which make them feel guilty by forcing actions against the will and wish of their families. The study clearly indicates the role of family members in helping towards the physical and psychological well-being of the users.

RELAPSE AND PREVENTION OF RELAPSE

A descriptive analysis by Cutler (2005) on ‘The abatement of craving in recovering alcoholics’ attempts to clarify the relationship between drinking and craving in recovering alcoholics. Data from two randomized clinical psychopharmacology trials were separately analyzed, a 12-week study of Nalmefene versus placebo (N=105) and a 52-week maintenance study of Naltrexone versus placebo (N=155). Alcohol dependent individuals who quit drinking had greater reduction in craving than did individuals who moderate their drinking. For abstinent alcoholics who continued in the trial, craving decreased by 50% in the first few weeks, 75% after two months and 95% after one year. Thus, knowledge of the potential decrease in craving may be of therapeutic benefit to alcohol dependent individuals contemplating abstinence.


Fiorentine and Hillhouse (2003) studied the ‘Relationship between self-efficacy and the cessation of alcohol- and drug- dependent behaviour’. The evidences suggest that self-efficacy and loss of control are inversely related, in that, people with loss of control over alcohol use had relapse, while those with self-efficacy maintained longer periods of abstinence.


Giuffredi et al. (2003) evaluated alcohol ‘Abstinence and their family relationships after one year of psycho-medical-social treatment’. A hundred alcoholics were divided into two control groups, one meeting with the family in a treatment centre (ALC) and the other meeting with family and relatives in Alcoholics-in-Treatment clubs (CAT). The results indicate that Psycho-medical-social treatment in CAT induces better alcohol abstinence (79%) than the ALC group (50%).

Ritter et al. (2002) studied ‘The influence of therapeutic relationship in treatment for alcohol dependence’. The study examined the relationships between client perception of the therapist and client characteristics. One hundred and sixty-one male clients of a 3-week relapse prevention programme participated in the research. Clients with more anxiety and poor cognitive functioning perceived the therapist as showing less empathy, while clients with self-efficacy and coping skills perceived the therapist as having empathy and regard for them. Hence, self-efficacy moderated the relationship between regard and empathy but not the therapist’s expertness.


Tatsuzawa et al. (2002) conducted a ‘Validation study of the Japanese version of the Obsessive-compulsive drinking scale (OCDS). The OCDS is a self-rating questionnaire consisting of the obsessive thoughts of drinking subscale (OS) and the compulsive drinking subscale (CS), which measures the cognitive and behavioural aspects of craving for alcohol. The study was conducted on 67 patients with alcohol dependence attending a relapse management programme. They were assessed longitudinally after 3 months. The results showed that the relapse group had significantly higher OCDS score than the no-relapse group. The OCDS score was higher in subjects with early-onset alcoholic dependence than with late-onset alcoholic dependence, validating the strength of the OCDS in evaluating cognitive aspects of craving and relapse.

CRITICAL COMMENTS ON THE LITERATURE REVIEWED


The above studies reviewed the research on alcohol in society, the psychological disorders that are co-morbid with alcohol related disorders and the various coping and treatment strategies for alcoholism. Much research has focused on the pharmacological interventions in the area of relapse prevention. More research has to be carried out to study the psychotherapeutic approaches in the treatment of alcoholism and in the prevention of a relapse. On extensive literature survey, it was observed that much of the researches have been carried out in the late 80s and early 90s than in the recent years. This could be owing to the frustration of the researcher, as relapse is most evident in alcoholism and most approaches fail to prevent the occurrence of a relapse. Stress has been found to initiate the drinking behaviour, whereas it has not been researched if the same can precipitate a relapse. Not many much studies pertaining to stress in recovered alcoholics are reported as most recovered alcoholics strictly adhere to AA principles and tradition, which does not permit psychologists or researchers to intervene owing to their anonymity and confidentiality policies. Hence, other researches can be carried out to elucidate the relationship between increased stress and the possible occurrence of a relapse.
METHODOLOGY

The methodology of the study on, “Management of Stress and Enhancement of General Well-being in Recovered Alcoholics through Positive Therapy” involves the following steps.

· Objectives

· Research Questions

· Null Hypotheses

· Area

· Sample

· Tools

· Procedure

· Analysis of Data

OBJECTIVES

· To assess the level of Stress in selected recovered alcoholics

· To assess the level of General Well-being of the sample

· To study the relationship between Stress and General Well-being

· To identify the symptoms of the sample

· To identify the negative emotions of the sample

· To help the sample manage their Stress through Positive Therapy

· To enhance the General Well-being of the sample through Positive Therapy 
 RESEARCH QUESTIONS
· What is the level of Stress in selected recovered alcoholics?

· What is the level of General Well-being of the sample?

· What is the relationship between Stress and General Well-being?

· What are the symptoms of the sample?

· What are the negative emotions of the sample?

· Does Positive Therapy help in the management of Stress of the sample?

· Does Positive Therapy help in the enhancement of General Well-being of the sample?

NULL HYPOTHESES

· There is no Stress in selected recovered alcoholics

· General Well-being of the sample is not low

· There is no relationship between Stress and General Well-being

· There are no symptoms present in the sample

· There are no negative emotions experienced by the sample

· Positive Therapy does not help in the management of Stress of the sample

· Positive Therapy does not help in the enhancement of General Well-being of the sample

AREA

Alcoholics Anonymous Group in “Sarvodhaya”, M.V.Garden, Ulsoor, Bangalore, was selected to conduct the study. The reasons for selecting the area are as follows:

· Availability of the required number of sample for the study

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

SAMPLE

Forty-six recovered male alcoholics (37 with high stress and low general well-being and 9 with moderate stress and low general well-being) attending Alcoholics Anonymous were selected to serve as the sample of the study. The age of the sample ranged between 24 and 47 years.

TOOLS


Tools are keys for gaining information about the problem to be studied, hence they are very important. The needed information from the sample was collected using a Case Study Schedule, Case Study Reassessment Schedule, Stress Inventory and General Well-being Index, Positive Therapy – handbook for health, happy and successful living and Relaxation Therapy audio CD / Cassette were also used.


Case Study Schedule developed by Hemalatha Natesan (2005) (Annexure I) was used to collect the personal background and demographic details of the sample.


Stress Inventory (S.I., Revised 2005) constructed and standardized by Hemalatha Natesan and Nandini Menon (Annexure II) was used to assess the stress levels of the sample. It consists of 30 items under four parts namely physiological, emotional, cognitive and behavioural. There are two possible responses for each statement, ‘Yes’ or ‘No’. The subjects are asked to tick ((  ) any one, which suits them most. There is no time limit, but the subjects are asked to respond as quickly as possible. Scoring key and norms are provided by the authors. The validity of SI is 0.80 and the reliability by test-retest method is 0.95.


General Well-being Index (WHO, 1998) (Annexure III) was used to assess the well-being of the subjects. It consists of 5 statements with 6 responses. The subjects are asked to tick (( ) any one of the 6 alternatives that suits them most. There is no time limit. But the subjects are asked to respond as quickly as possible. Scoring key is provided by the author.


Case Study Reassessment Schedule (Annexure IV) by Hemalatha Natesan (2005) was used to reassess the subjects after 2 weeks of treatment.

PROCEDURE


From Alcoholics Anonymous Group, Bangalore, 78 cases of recovered alcoholics were assessed using the Case Study Schedule, Stress Inventory and General Well-being Index. Forty-six subjects (37 with high stress and low general well-being and 9 with moderate stress and low general well-being) were selected as the sample. Positive Therapy was given to all the subjects for 5 sessions, 1 hour per session, on consecutive days. After 2 weeks, all the subjects were reassessed using the Case Study Reassessment Schedule, Stress Inventory and General Well-being Index. To maintain the anonymity of the subjects, real names were avoided and instead identity numbers were used. Photographs were avoided as requested by the subjects.

TREATMENT

Positive Therapy, evolved by Hemalatha Natesan (2004), is a package combining the Eastern techniques based on Yoga and the Western techniques based on Cognitive Behaviour Therapy. It aims at modifying the negative thoughts, beliefs, emotions and behaviours by using a number of techniques and helps a person develop a positive, pleasing and cheerful personality.

Positive Therapy has four major strategies namely,

· Relaxation Therapy
· Counselling
· Exercises and
· Behavioural Assignments
RELAXATION THERAPY


Relaxation Therapy helps people to have a relaxed state, which promotes a positive attitude towards life. As the focus is on the breathing, unwanted thoughts are eliminated, helping the person to relax.

Relaxation Therapy involves three steps. They are:

· Deep Breathing Practice
· Relaxation Training and
· Autosuggestion
DEEP BREATHING PRACTICE


In Deep Breathing Practice, the subjects were asked to sit erect, with head straight, palms on the lap, facing upwards and feet placed on the floor, one foot apart. They were instructed to breathe in slowly for 4 counts (4 seconds) and breathe out gradually for 6 counts (6 seconds). This was repeated 5 times with the subjects' eyes open and 5 times with their eyes closed.
RELAXATION TRAINING

After Deep Breathing Practice, the subjects were asked to lie down flat on a mat (without a pillow) with the head straight, lips slightly apart, hands comfortably placed on the sides, palms facing upwards and legs stretched, with feet one foot apart. They were asked to close the eyes and have a folded handkerchief placed on the eyes to ensure complete darkness. Then they were given the following instructions:

"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 suggestions:

"Now, the top of the head is light and relaxed; no thoughts, no fears, no worries, no tension, no stress and no pain. Top of the head is light and relaxed; Top of the head is completely relaxed (2 times). Breathe in slowly...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


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

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

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

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

· Inhale STRENGTH. Breathe out all the weaknesses from the body.

· Inhale COURAGE AND CONFIDENCE. Breathe out all the fears from the body

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

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

AUTOSUGGESTION


The following Autosuggestion were given (3 times each) when the subjects continued to be in the relaxed state.

" 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 do not have any craving for alcohol today

  I can achieve sobriety and all that I want

  I can face my problems boldly and solve them successfully

  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"
COUNSELLING


In Positive Therapy, Counselling involves the following techniques:

· Rational Emotive Therapy
· Thought Stopping
· Cognitive Restructuring and
· Assertiveness Training
Rational Emotive Therapy

People face problems mainly due to their wrong perceptions and false beliefs. Many recovered alcoholics have fear, anxiety and recurrent negative thoughts and beliefs such as:

" I cannot cope up with my problems unless I have a drink"

"It is impossible to sleep without taking a drink"

"I can never get out of the alcohol behaviour"

Appealing to their reason by stating that taking a drink cannot solve their problems and that it will only aggravate the problem, attacked these irrational beliefs. They were further cautioned that intake of alcohol will only worsen their health condition instead of giving a solution to their problem. Thus, their irrational beliefs were refuted, helping them develop rational beliefs.

Thought Stopping


In this, the subjects were asked to identify the recurring negative thoughts, which disturbed them. Some of the negative thoughts were:


" I cannot stop drinking"


" I cannot sleep without taking a drink"


" I cannot solve my problem without taking a drink", etc.

They were asked to close their 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 for 5 times. Again the same procedure was followed, but they were asked to say 'Stop' mentally. This practice was also given for 5 times. Similar procedure was followed for each of the negative thoughts. The subjects were asked to throw out unwanted negative thoughts whenever they occurred by following the same procedure.

Cognitive Restructuring


After removing the unwanted, negative thoughts through 'Thought Stopping', positive thoughts had to be replaced and this was done by the technique called 'Cognitive Restructuring'.


In this, the subjects were asked to breathe in slowly (for 4 counts), tell out one of the positive thoughts given below and breathe out smilingly (3 times each).


" I can stop drinking"


"I can sleep without taking a drink"


"I can solve my problems without taking a drink"

Assertiveness Training


Assertiveness is the ability to stand up for one's own rights without offending the rights of others. In this, the subjects were asked to identify and report the situations in which they were unassertive. Then they were trained to be assertive by having a straight posture, with an upright face, audible voice and direct eye contact. The researcher acted as an assertive person, which was followed by the subjects. They were asked to practice the same in real life. Unassertive behaviour was found mainly with regard to situation involving the recovered alcoholic being offered a drink by an old drinking companion. Assertive behaviour helped them refuse the drink boldly without offending the other person.

EXERCISES


Positive Therapy involves the following exercises to remove tension and to develop a cheerful state:

· Tension Releasing Exercise
· Smile Therapy and
· Laugh Therapy
Tension Releasing Exercise


Tension Releasing Exercise helps people to throw out fear, anxiety, anger and worry, which lead to tension. In this, the subjects were asked to stand with feet one foot apart, close the palms and bring them towards the chest breathing in slowly; then breathe out forcefully through the mouth making a loud sound (Ha), throwing down the hands sideways, opening the palms. As they breathe out, they were given the following instructions (3 times each).


"Tension goes out"


"Fear goes out"


"Anger goes out"


"Anxiety goes out"

Smile Therapy


In Smile Therapy, the subjects were 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. This practice was given 10 times. Smile Therapy helped to prevent negative emotions such as fear, anxiety, worry, anger, etc.

Laugh Therapy


Laughing helps not only in preventing negative emotions like fear and anger but also in developing a positive perception. In this, the subjects were asked to stand, bend down the back and the head slightly and breathe in slowly lifting up the head and the back and start laughing loudly without any inhibition. They were encouraged to laugh louder and louder for a longer duration, using gestures, clapping hands, etc. This practice was given 5 times.


Due to excessive stress, pressure, tension and fear about having a relapse and about managing the family, financial and health problems, laughing had become a rare phenomenon for most of the recovered alcoholics. Hence, the therapy was given and it made them laugh out loudly without any inhibitions and they kept laughing for a longer period. The subjects developed a great interest towards laugh therapy and enjoyed it to the maximum.

BEHAVIOURAL ASSIGNMENTS


The following behavioural assignments were given to the subjects to be practiced daily:

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

· Live in the present and enjoy every minute.

· Have some physical exercises such as walking / playing / cycling.

· Listen to good music and enjoy reading good books.

· Share feelings with friends / family members.

· Accept responsibilities with a smile and involve in some useful activity.

· Practice Deep Breathing for 5 minutes in the morning, facing East and in the evening, facing West.

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

· Have Autosuggestions thrice a day.

· Practice Thought Stopping and Cognitive Restructuring when there is an urge or craving for alcohol.

· Practice Tension Releasing Exercise, Smile Therapy and Laugh Therapy.

· Pray to God.

DURATION OF THE THERAPY


Positive Therapy was given for one hour per session on consecutive days for 5 sessions. Two weeks after the therapy, the sample were reassessed using Case Study Reassessment Schedule, Stress Inventory and General Well-being Index.
EXPERIMENTAL DESIGN


A single test group without control group was the experimental design used in this study. The dependent variables, Stress and General Well-being were measured both before and after the introduction of the treatment, Positive Therapy. 

	Test Area
	Time Period I
	
	Time Period II

	
	Level of phenomenon

before treatment

Stress (A)


	Treatment

Introduced


Positive Therapy


	Level of phenomenon

after treatment

Stress (B)




Treatment Effect: B – A

	Test Area
	Time Period I
	
	Time Period II

	
	Level of phenomenon before treatment

General Well-being (Y)


	Treatment Introduced


Positive Therapy
	Level of phenomenon after treatment

General Well-being (Z)





Treatment Effect: Z – Y 

ANALYSIS OF DATA


The data will be analyzed statistically based on the following:

· Level of Stress of the selected recovered alcoholics before and after treatment

· Level of General Well-being of the sample before and after treatment

· Mean Stress of the sample before and after treatment

· Mean General Well-being of the sample before and after treatment

· Correlation between Stress and General Well-being

RESULTS AND DISCUSSION


The study on ‘Management of Stress and Enhancement of General Well-being in Recovered Alcoholics through Positive Therapy’ was conducted in Sarvodhaya Group, a part of Alcoholics Anonymous in M.V.Garden, Ulsoor, Bangalore. Forty-six recovered alcoholics in the age range of 24-47 years were selected.


All the subjects were assessed for stress and general well-being using relevant tools. Positive Therapy was given for 5 sessions on consecutive days and after two weeks, the subjects were reassessed using the same psychological tests.


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

TABLE I

AGE RANGE OF THE SAMPLE

       N=46

	Age Range 

(In Years)
	N
	%

	49 – 40
	10
	22

	39 – 30
	26
	57

	29 – 20
	10
	22


N = Number         (Percentages are rounded up)

               % = Percentage

People take to drinking at an early age due to reasons like peer pressure, curiosity, self-presentation, etc. It is not surprising to see college/school students resort to drinking as means of having fun. But due to various reasons like stress reduction reinforcement, anxiety, low self-esteem, etc. they may maintain their drinking habit and become alcoholics over a period of time. However, an attempt to quit is made mostly between 30 and 40 years of age as many adults tend to stabilize in their career and family during this period. 


Table I shows that most of the subjects (57%) in recovery are between the age group of 30 and 39, while the rest are in their twenties and forties (22% each). It was evident from the Case Study Schedule that most of the recovered alcoholics were married. It can therefore be assumed that their spouses and children had a major influence in their recovery. The reasons for recovery can be due to self-motivation, familial pressure, increased responsibilities and health problems owing to alcohol behaviour. 

Most of the subjects were forced into rehabilitation programmes by their co-workers, family members, or, at times, even legal authorities like the police personnel, etc. After the successful completion of a rehabilitation programme at a de-addiction centre or a hospital, the recovered alcoholics were directed by their Psychiatrists to attend AA meetings, which was their only way to enhance recovery and maintain sobriety. Since prevention is better than cure, a lot of effort must be taken by health care professionals to prevent alcohol misuse in young people.


Foxcroft et al (2003) revealed that rigorous psychosocial and educational interventions were aimed at primary prevention of alcohol misuse by young people aged up to 25 years.

TABLE II

LEVEL OF STRESS OF THE SAMPLE BEFORE AND 

AFTER TREATMENT

      N=46

	Level of Stress
	Before Treatment
	After Treatment

	
	N
	%
	N
	%

	High
	39
	85
	-
	-

	Moderate
	7
	15
	16
	35

	Low
	-
	-
	30
	65


N   = Number

             
     (Percentages are rounded up)

 % = Percentage 


Stress is a phenomenon, which is inevitable in this modern, mechanized world. It is the wear and tear our bodies experience as we adjust to our life situations. If a person experiences stress, his/her mind becomes alert, muscles tighten, heart rate, blood pressure and perspiration may increase and stomach may feel uneasy. Stress can become harmful, if it is continuous.

 On assessing the sample, it is quite shocking to note from Table II that initially, majority of them had high stress (85%) and a few of them had moderate stress (15%). None of them had low stress. Abstinence, compromised health, a constant craving to drink and trying life situations predispose the recovered alcoholic to experience severe stress. Hence, the null hypothesis, ‘There is no stress in selected recovered alcoholics’ is rejected. After applying the strategies of Positive Therapy, the level of stress reduced significantly. Majority of them (65%) experienced low stress and the rest (35%) experienced moderate stress. None of them experienced high stress.


The regular practice of Positive Therapy, namely, Relaxation Therapy, Tension Releasing Exercise, Smile Therapy, Laugh Therapy and Behavioural Assignments have ensured a contented life without negative thoughts and emotions. Thereby, Positive Therapy is a practical way to manage stress.

Sillaber and Henniger (2004) conducted a study on, ‘Stress and alcohol drinking’ elucidate the mechanisms of interactions of stress and alcohol, which concluded that the concept of stress-relief by alcohol is a basic motivation for developing alcohol drinking habits.

TABLE III

SIGNIFICANCE OF DIFFERENCE BETWEEN MEAN STRESS BEFORE AND AFTER TREATMENT

N=46

	Condition
	Number
	Mean
	Standard Deviation
	Critical Ratio*

	Before Treatment
	46
	17.20
	4.99
	16.92*

	After Treatment
	46
	4
	1.69
	


*Significant at 0.01 level
Most alcoholics who recover do not bother much about managing their stress, in fact, many do not even recognize that they are stressed out. The recovered alcoholics who attend AA meetings resort to the traditional 12-step recovery process and strictly adhere to their tradition. Though many recovered alcoholics attend AA meetings enthusiastically, they become helpless during times of excessive stress. It was evident from Clinical Interviews that most subjects experienced marital conflicts and many of them faced rejections in the family front. This is due to the fact that the recovered alcoholics, in spite of their recovery, were not accepted by their families and society due to their previous alcoholic behaviour. As a result, they experience a lot of stress and tension. 

Table III shows that the mean stress of the group was very high (M=17.20) and astonishingly after treatment, the mean stress of the group had reduced to low (M=4). The mean difference in stress before and after treatment is statistically significant at 0.01 level. Hence, the null hypothesis, ‘Positive Therapy does not help in the management of Stress of the sample’ is rejected.

Deep breathing practice and relaxation training with autosuggestion helped the sample relax themselves physically and mentally. When the subjects were completely relaxed, they were better able to respond to Counselling. Smile Therapy and Laugh Therapy helped the subjects tremendously to elevate their mood levels.

The study conducted by Sharmila and Vijayalakshmi (2002), had proved that Positive Therapy was beneficial in the Management of Stress in cancer patients.

     TABLE IV

GENERAL WELL-BEING OF THE SAMPLE BEFORE 

                       AND AFTER TREATMENT

        N=46

	General Well-being
	Before Treatment
	After Treatment

	
	N
	%
	N
	%

	Low
	29
	63
	-
	-

	Moderate
	16
	35
	12
	26

	High
	1
	2
	34
	74


N   = Number 

         
        (Percentages are rounded up)

%  = Percentage


General well-being refers to one’s subjective feelings of staying healthy and happy. General well-being comes down when there is impairment of physical and mental health. Despite recovery, recovered alcoholics have low general well-being due to the presence of withdrawal symptoms like breathlessness, fatigue, loss of appetite, sleeplessness, etc.


Table IV shows the general well-being of the subjects before and after treatment. Before treatment, it was quite alarming to note that majority of the sample (63%) had low general well-being due to the presence of a number of psychological symptoms and negative emotions. Therefore, the null hypothesis, ‘General well-being of the sample is not low’ is rejected.


The introduction of Positive Therapy helped the sample to develop a positive attitude towards life. Autosuggestion like, ‘I am healthy’, ‘I am happy’, etc. helped them feel happy and contented. It is evident from Table IV that there was a drastic improvement in the general well-being of the sample. Majority of them (74%) had high general well-being and the rest (26%) had moderate general well-being. None of the had low general well-being.


The above findings fall in line with the study conducted by Parveen and Gayathridevi (2003), which had revealed that Positive Therapy is an effective treatment for the enhancement of general well-being in cancer patients. It can therefore be assumed that Positive Therapy can be an effective treatment for the enhancement of general well-being in recovered alcoholics also.
TABLE V

SIGNIFICANCE OF DIFFERENCE BETWEEN MEAN GENERAL WELL-BEING BEFORE AND AFTER TREATMENT

      N=46

	Condition
	Number
	Mean
	Standard Deviation
	Critical Ratio*

	Before Treatment
	46
	7.94
	3.96
	20.43*

	After Treatment 
	46
	21.22
	1.81
	


* Significant at 0.01 level
Well-being is a positive state of good health, more than the absence of disease. It is somewhat a malleable concept, which is to do with people’s feeling about everyday life activities. Such feelings include anxiety, depression, frustration, emotional exhaustion, unhappiness and dissatisfaction. As most recovered alcoholics experienced such unpleasant feelings in the absence of alcohol, their general well-being was considerably low. Most of them had not recognized this and consorted to ways such as cigarette smoking or eating out as ways of feeling better.

It is disheartening to note from Table IV that the mean general well-being of the experimental group was extremely low (M=7.94) before the treatment. But after treatment, the mean general well-being of the group improved to a high level (M=21.22). The mean difference in general well-being before and after treatment was significant at 0.01 level, which shows that the general well-being had increased significantly after treatment. Hence, the null hypothesis, ‘Positive Therapy does not help in the enhancement of General Well-being of the sample’ is rejected.


Through Positive Therapy, the sample were made to understand that worrying about the past or future was unnecessary and unwanted. They were trained to live in the present and enjoy the present. Therefore, it helped to promote cheerfulness and thereby enhanced general well-being.

The above results fall in line with the study conducted by Kavitha and Natesan (2003) on the ‘The management of stress and enhancement of general well-being in haemodialysis patients through Positive Therapy’, which revealed that Positive Therapy had a significant effect in the management of stress and in the enhancement of general well-being in patients undergoing haemodialysis.

TABLE VI

CORRELATION BETWEEN STRESS AND GENERAL WELL-BEING BEFORE AND AFTER TREATMENT

                                                                                            N=46

	N
	M
	SD
	C

	46
	17.20
	4.99
	-0.43*



  *Significant at 0.01 level              (Percentages are rounded up)

              N = Number

                

    M = Mean
               
                SD = Standard Deviation

                C = Correlation

Recovered alcoholics experience high stress and various other negative emotions that reduce the quality of life. During times of high stress, an individual is irritable, fatigued, anxious, has loss of appetite and has sleep disturbances. They tend to feel over worked due to increased pressure and excessive work load. These conditions make an individual feel pressurized and therefore they lack a sense of general well-being. 

Table VI shows the correlation between stress and general well-being of 46 recovered alcoholics. It was found that, the stress level of the sample was high and the general well-being was also low. The correlation is -0.43 indicating that stress and general well-being are inversely related, ie., as stress increases general well-being decreases. Hence, the null hypothesis, ‘There is no relationship between Stress and General Well-being’ is rejected.


The above result is in line with the study done by Haseena and Rohini (2003), which revealed that Stress is inversely related to general well-being in cancer patients.
TABLE VII

                HEALTH PROBLEMS OF THE SAMPLE

                                                                                            N=46
	Health Problems
	N
	%

	Alcoholic Liver
	11
	24

	Obesity
	7
	15

	Bronchitis
	6
	13

	Hypertension 
	4
	9

	Tuberculosis
	1
	2


N   =Number

                                    (Percentages are rounded up)
 % = Percentage       


Alcohol predisposes a person to a host of diseases like cirrhosis of the liver, heart disease, brain dysfunctions, sexual dysfunctions and premature death. The study by Sussman et al (2002) revealed that Alcoholic Liver Disease has been the major cause of death..Table VII shows a shocking result that 24% of the sample have alcoholic liver. This is due to the fact that when an individual ingests large amounts of alcohol, the liver may be seriously overworked and eventually suffer irreversible damage (Carson et al., 2003). Fifteen percent of the sample are found to be obese, which is in line with the fact that 26% of the recovered alcoholics have reported overeating.


Bronchitis is found in 13% of the subjects, which could be due to their smoking behaviour.A few of them are suffering from hypertension (9%), which could be attributed to their high stress; 2% of the sample have contracted tuberculosis, due to lowered immunity levels and subsequent infection. 
TABLE VIII

SYMPTOMS OF THE SAMPLE BEFORE AND AFTER TREATMENT

                                                                                                       N=46

	Symptoms
	Before Treatment
	After Treatment

	
	N 
	%
	N
	%

	Sleep Disturbances
	33
	72
	12
	26

	Breathlessness
	20
	43
	10
	22

	Irritability
	19
	41
	10
	22

	Loss of Interest
	18
	39
	5
	11

	Dryness of Mouth
	15
	33
	10
	22

	Restlessness
	15
	33
	5
	11

	Loss of Appetite
	10
	22
	2
	4

	Pain
	9
	20
	4
	9


N = Number                                                                 (Percentages are rounded up)

% = Percentage
 
        

Recovered alcoholics experience a lot of withdrawal symptoms such as sleep disturbances, dryness of mouth, irritability, restlessness, breathlessness, loss of interest, etc. These symptoms, though mainly physiological, are also psychological. Some alcoholics may even experience psychotic symptoms during periods of abstinence. Korsakoff’s syndrome or alcohol amnestic disorder is one of the main manifestations of alcohol withdrawal syndrome.


Since the symptoms are both physiological and psychological, both pharmacological and psychological interventions are given. Drugs like Valium are given to bring down anxiety and Naltrexone is given to reduce craving. Positive Therapy (Natesan, 2004) is extremely helpful in reducing the psychological symptoms and help reduce withdrawal symptoms. 


Table VII shows that 72% of recovered alcoholics have sleep disturbances, which is a very high figure and 43% of them have breathlessness. As alcohol in moderate amounts is known to induce sound sleep (Carson et al., 2003), the absence of the same in a known drinker can cause chronic insomnia and other parasomnic disorders. Since alcohol becomes a constant and sometimes the only companion to an alcoholic, the absence of the companion can cause irritability. As shown in the table, almost 41% experience irritability, while 20% of them experience pain. Hence, the null hypothesis, ‘There are no symptoms present in the sample’, is rejected.


The treatment Positive Therapy has brought about a significant improvement by minimizing the symptoms. As Relaxation Therapy induced sound sleep, sleep disturbances were found only in 26% of the sample. Other symptoms like breathlessness and irritability also minimized significantly. 


Positive Therapy helped instill positive personality traits, such as, courage, confidence, cheerfulness, optimism, etc. and thereby enabled the sample to defeat their psychological symptoms like irritability, restlessness, loss of interest, etc.

According to a study conducted by Wetterling and Junghans (2000), which aimed at examining the alcohol withdrawal symptoms and pathological symptoms, there was a high incidence of anxiety and depression among alcoholics.

TABLE IX

NEGATIVE EMOTIONS OF THE SAMPLE BEFORE AND AFTER TREATMENT

           N=46

	Negative Emotions
	Before Treatment
	After Treatment

	
	N
	%
	N
	%

	Worry
	25
	54
	6
	13

	Depression
	24
	52
	1
	2

	Hostility
	23
	50
	10
	22

	Anger
	22
	48
	6
	13

	Anxiety
	22
	48
	6
	13

	Fear
	22
	48
	11
	24

	Hopelessness
	7
	15
	3
	7

	Frustration
	6
	13
	1
	2


N   = Number 

                                        (Percentages are rounded up)
 % = Percentage 


Anxiety and co-morbid depression were common manifestations of alcohol abstinence and recovery. Frustration, anger, worry and fear are most common as the recovered alcoholic is made to face the hard realities of life without alcohol. A need to face new challenges arises and there is a stronger need to perform, so as, to cope up with the previous losses incurred due to the alcohol behaviour. Now that there is no alcohol to shut out the unpleasant realities of life, performing becomes an exceedingly difficult and frustrating experience.


Results of the Table IX show that 54% of the sample were worried, 52% of them were depressed and 50% of them showed hostility. These figures could be due to the anxious apprehensions they experience, as their life is full of threats, challenges and hard core difficulties. On the other hand, only 13% of them were frustrated and 15% hopeless. Most of the subjects experienced negative emotions in one form or the other such as anger, anxiety, fear, etc. Hence, the null hypothesis, ‘There are no negative emotions experienced by the sample’, is rejected.


But after the administration of Positive Therapy, there has been a significant reduction of the negative emotions. After the treatment, ‘worry’ was reported in just 13% of the sample and ‘depression’ was reported in only 2% of them. Through ‘Thought Stopping’, the sample were helped to identify their recurring negative thoughts and get rid of them. Cognitive restructuring helped them to develop positive, self-enhancing thoughts. Thus, the subjects were helped to reduce their negative emotions.


Uekermann et al (2003) conducted a study on depression and cognitive functioning in alcoholism, which revealed cognitive impairments of alcoholic patients and the influence of depression in precipitating cognitive malfunctioning.

TABLE X

GOOD HEALTH HABITS OF THE SAMPLE

    N=46

	Good Health Habits
	N 
	%

	Exercise
	11
	24

	Walking / Jogging
	9
	20

	Balanced Diet
	7
	15

	Yoga
	3
	7

	Meditation
	1
	2

	Relaxation Training
	0
	0


        N = Number

               (Percentages are rounded up)
        % = Percentage


Good health habits are not only important for the maintenance of physical health but also for the enhancement of psychological health. Habits like walking, playing, etc. improve the stamina of the individual and also make the person more cheerful. A sedentary life style is the most common risk factor for developing problems like Coronary Heart Diseases, Obesity, Diabetes, etc. Though, the need for some physical activity is emphasized everywhere, not many follow them.


Table X shows the good health habits that the sample have been practicing in the form of taking balanced diet, exercise, walking/jogging, relaxation, yoga, etc. Results show that  24% have been exercising regularly, 20% have taken up walking/jogging and 15% of them eat a balanced meal. Though relaxation training, yoga and meditation have been known to be excellent ways to gain good health, none knew about relaxation training and only 7% of the sample practiced yoga and 2% practiced meditation.


The above findings are in line with the study conducted by Watts and Boquet (2004), where 2 groups participated in the study. One group was subjected to aerobic exercises and the other group participated in lecture control class. The results of the study revealed that the exercise group reported higher feelings of well-being.

TABLE XI

POOR HEALTH HABITS OF THE SAMPLE

                          N=46

	Poor Health Habits
	N
	%

	Smoking
	35
	76



	Frequent Late Nights
	32
	70

	Lack of Physical Activity
	22
	48

	Extra Marital Relationships
	12
	26

	Over Eating
	12
	26

	Paan
	11
	24

	Drinking
	0
	0


        N = Number; 
                           (Percentages are rounded up)
        % = Percentage

Though many statutory warnings are given against smoking, it seems to be the most common poor health habit. It is quite alarming to note from Table XI that almost 76% of the sample were smokers and have not tried to quit despite attending AA meetings for alcohol recovery.

According to Wetzels et al (2003), the development of alcohol and tobacco use patterns are closely related. Most recovered alcoholics continued smoking or chewing paan even while achieving sobriety through AA meetings.


Frequent late nights and lack of physical activity seem to take the next place with figures 70% and 48% respectively. Clinical interviews and Case Study Schedules revealed that most of the sample had occupations that required working on shifts and late nights. Therefore, lack of rest and adequate sleep became the sad state of most recovered alcoholics. Due to the same reason, they followed erratic lifestyles dietary patterns. They mostly live on junk foods due to easy accessibility, as it is obvious from the current study that 26% of them have reported over eating. It is also shocking to note that 24% admitted freely of having extra-marital relationships both in the past and in the present.


The above finding is in line with the study conducted by Friedman et al (2003), which revealed that alcohol cues would activate expectancies of alcohol’s aphrodisiac properties. It was hypothesized that men tend to judge women as sexually attractive following alcohol primes. Unsafe sex and promiscuity may result in sexually transmitted diseases like HIV, syphilis, etc.


On the whole, the results of the present study on recovered alcoholics reveal that:

· Majority of the sample had high stress

· The general well-being was low in majority of the sample

· Most of the subjects had sleep disturbances

· Most of the subjects had poor health habits such as smoking

· Most of the subjects had negative emotions like worry, anger, frustration, etc.

Positive Therapy has proved effective in reducing the following, namely:

· Stress

· Sleep disturbances

· Psychological symptoms

· Negative emotions

The treatment was also effective in enhancing General Well-being of the sample.

SUMMARY AND CONCLUSION


The study on, ‘Management of Stress and Enhancement of General Well-being in Recovered Alcoholics through Positive Therapy’ was conducted on 46 recovered alcoholics attending Alcoholics Anonymous meeting at Sarvodhaya Group, M.V.Garden, Ulsoor, Bangalore. The sample were in the age group of 24 - 47 years.


In the present study, an attempt was made to help the recovered alcoholics cope with their high stress and low general well-being. Their recovery and abstinence make them face the harder realities of life that they had been escaping from previously. Increase in responsibilities, career challenges, compromised health and family problems increase the stress with both physical and psychological manifestations. This increase in stress may even be a major cause for relapse. So, an effort was taken to manage the stress and enhance the general well-being in recovered alcoholics through Positive Therapy.


The objectives of the study were as follows:

· To assess the level of Stress in selected recovered alcoholics

· To assess the level of General Well-being of the sample

· To study the relationship between Stress and General Well-being

· To identify the symptoms of the sample

· To identify the negative emotions of the sample

· To help the sample manage their Stress through Positive Therapy

· To enhance the General Well-being of the sample through Positive Therapy

Out of seventy-eight recovered alcoholics attending Alcoholics Anonymous meeting in Sarvodhaya Group, M.V.Garden, Ulsoor, Bangalore, forty-six (37 with high stress and low general well-being and 9 with moderate stress and low general well-being) were selected to serve as sample. 

To begin with, a Case Study Schedule (Hemalatha Natesan, 2005), Stress Inventory (Revised) (Hemalatha Natesan and Nandini Menon, 2004) and General Well-being Index (WHO, 1998) were administered. Forty-six subjects who had moderate to high stress and low general well-being were selected to serve as a sample.

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

· Relaxation Therapy

· Counselling

· Exercises

· Behavioural Assignments

Treatment was given for one hour per session for five consecutive days. After two weeks, the subjects were reassessed using Case Study Reassessment Schedule (Hemalatha Natesan, 2005), Stress Inventory (Revised) and General Well-being Index.

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

CONCLUSION


Before the administration of Positive Therapy,

· Majority of the subjects (85%) had ‘high’ Stress and a few (15%) had ‘moderate’ Stress. None of them had ‘low’ Stress.
·  Sixty-three percent of the subjects had ‘low’ General Well-being, 35% had ‘moderate’ General Well-being and 2% had ‘high’ General Well-being.
· Stress and General Well-being were negatively correlated with a correlation score of – 0.43.
· Majority of the sample (24%) had alcoholic liver and while a few others had obesity (15%) relating to their previous alcohol behaviour.
· Majority of the sample (72%) suffered due to sleep disturbances, while a substantial number suffered with breathlessness (43%) and irritability (41%).
· Worry, depression, hostility, anger, anxiety and fear were the negative emotions that were found in majority of the sample.
· Smoking was the most common poor health habit present in 76% of the sample while 70% of them had frequent late night activities.
· A very few of them have been practicing good health habits in the form of exercise, diet, relaxation, yoga, etc.
After the administration of Positive Therapy,
· Stress had reduced remarkably in most of the subjects. Sixty-five percent had ‘low’ Stress and 35% had ‘moderate’ Stress. None of them had ‘high’ Stress.
· Positive Therapy helped to reduce the mean Stress of the sample from ‘high’ (M=17.20) to ‘low’ (M=4).
· The General Well-Being had improved in most of the subjects. 34% had ‘high’ General Well-being and 12% had ‘moderate’ General Well-being. None of them had ‘low’ General Well-being.
· Positive Therapy helped to enhance the mean General Well-being of the subjects from low level (M = 7.94) to high level (M = 21.22).
· Positive Therapy had helped in reducing the symptoms like sleep disturbances (from 72% to 26%), breathlessness (from 43% to 22%) and irritability (from 41% to 22%).
· Positive Therapy had helped in reducing the negative emotions like worry (from 54% to 13%), depression (from 52% to 2%), hostility (from 50% to 22%), etc.
LIMITATION


Due to paucity of time, Positive Therapy was given only for a duration of 5 sessions. Better results can be obtained if given for a longer period.

RECOMMENDATIONS

· Recovered alcoholics can seek the help of counsellors following de-addiction.

· Workshops can be conducted in rehabilitation centers, alcoholics’ support groups, half-way houses and in alcoholics anonymous centers.

· Skills-training programmes such as assertiveness training, social skills training etc., may be organized to remove fear, anxiety and lack of confidence in the recovered alcoholics.

· Recovered alcoholics must be motivated to maintain a close relationship with their family members in order to solve the problems effectively.

· Since Positive Therapy was very effective in the management of stress and enhancement of general well-being, steps can be taken by rehabilitation centers to regularize the practice of Positive Therapy as a part of their treatment programme.

NEED FOR FURTHER STUDY


The present study was done over a period of 2 months. A longitudinal study can be conducted to study the relapse pattern and the strategies of Positive Therapy, which can be applied for relapse prevention.
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ANNEXURE-I

CASE STUDY SCHEDULE (2005)

Dr.Hemalatha Natesan

Professor and Head, Dept. of Psychology,

Avinashilingam Deemed University, Coimbatore.


Name:   





Case Number:


Age:   






Date:


Sex:


Education:


Occupation:


Income:


Experience:


Address:


Marital Status: Married/ Single/ Divorced/ Separated


Type of family: Joint/ Nuclear


Family Background:


S.No.
Relationship
Age
Education 
Occupation
Income

· Negative Emotions Experienced Frequently:


Fear

 FORMCHECKBOX 
           Worry   FORMCHECKBOX 

       Anger FORMCHECKBOX 

      

Hostility
 FORMCHECKBOX 
      Depression FORMCHECKBOX 

    Anxiety FORMCHECKBOX 

Any other, specify.

· Symptoms:

Sleep Disturbances FORMCHECKBOX 
             Irritability FORMCHECKBOX 
        Restlessness FORMCHECKBOX 

       Breathlessness FORMCHECKBOX 
 Dryness of mouth FORMCHECKBOX 
   Loss of appetite FORMCHECKBOX 

      Loss of interest FORMCHECKBOX 
                       Pain FORMCHECKBOX 

Any other, specify.

· Do you have any health problem?       Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 

If  Yes, specify.

· Indicate the good health habits, you follow regularly.

       Balanced Diet FORMCHECKBOX 
     Meditation FORMCHECKBOX 
         Yoga FORMCHECKBOX 

Walking/  Jogging FORMCHECKBOX 
     Relaxation FORMCHECKBOX 
    Exercise FORMCHECKBOX 

Any other, specify.

· Indicate the poor health habits you have.

Lack of Physical activity FORMCHECKBOX 
   Frequent Late Nights FORMCHECKBOX 
    Over Eating FORMCHECKBOX 

Smoking FORMCHECKBOX 
       Drinking FORMCHECKBOX 
       Paan FORMCHECKBOX 
        Drugs FORMCHECKBOX 

Excessive Coffee consumption (More than 6 cups a day) FORMCHECKBOX 

ANNEXURE II
S.I. (Revised 2005)

By

Dr. Hemalatha Natesan and Dr. Nandhini Menon

Name :







Sex: M / F

Date of Birth:

Education:

Occupation:

Income:

Marital Status : Single / Married


Type of Family: Joint / Nuclear

Size of family:

Small



Big





(4 & Below)


(More than 4)

Address


Residence


Office

Phone:

INSTRUCTIONS


“In this form, there are few statements followed by two alternatives, ‘Yes’ and ‘No’.  Read each statement carefully and put a tick mark in the column, which suits you most.  Please be honest while answering.  Please do not omit any item.  Your answers will bekept confidential”.

PART-1
	S.No.
	ITEMS
	YES 
	NO

	1
	I sweat a lot 
	
	

	2
	I get tired easily
	
	

	3
	I cannot stand loud noise
	
	

	4
	I have very poor appetite
	
	

	5
	I get giddiness/nausea
	
	

	6
	I have difficulty in falling asleep/disturbed sleep
	
	

	7
	I get pain/aches in my joints/neck/back/head
	
	


PART-II

	S.No.
	ITEMS
	YES 
	NO

	1
	I feel sad
	
	

	2
	I am highly irritable
	
	

	3
	I feel helpless
	
	

	4
	I lose my temper easily
	
	

	5
	I do not enjoy activities which I used to enjoy
	
	

	6
	I am worried about my poor health
	
	

	7
	I find others too demanding
	
	

	8
	I fell upset when I have to take up some responsibility
	
	

	9
	I worry about my past/present/future
	
	


Part III
	S.No.
	ITEMS
	YES
	NO

	1
	I take a long time to decide


	
	

	2
	I get recurring negative thoughts


	
	

	3
	I am overtaxing myself


	
	

	4
	I keep forgetting things


	
	

	5
	I cannot cope with sudden changes around me
	
	

	6
	I am preoccupied
	
	


Part IV

	S.No.
	ITEMS
	YES
	NO

	1
	I have a strained posture


	
	

	2
	I do not pay attention to what I eat


	
	

	3
	I strive hard to achieve more and more


	
	

	4
	I argue a lot


	
	

	5
	I have very little time for exercise/walking/relaxation


	
	

	6
	I spend very little time with my family members


	
	

	7
	I shout at others even for small matters


	
	

	8
	I am worn out


	
	


SCORING
Each ‘YES’ response is given 1 score. Test results are interpreted based on the total score, by referring to the norms.

NORMS
	TOTAL SCORE
	INTERPRETATION

	20 and above
	Very High Stress

	10 – 19 
	High Stress

	5 – 9
	Moderate Stress

	1 – 4 
	Low Stress


ANNEXURE III

WHO  General Well-being Index (1998 version)
“Please indicate for each of the five statement, which is closest to how

you have been feeling over the last two weeks.  Notice that higher number mean better well-being”

Example:  If you have felt cheerful and in good spirits more than half of the time during the last tow weeks, put a tick in the box with the number 3 in the upper right corner.

	Over the last two weeks
	All of the time
	Most of the time
	More than half of the time
	Less than half of the time
	Some of the time
	At no time

	I have felt cheerful and in good spirits


	5
	4
	3
	2
	1
	0

	I have felt calm and relaxed


	5
	4
	3
	2
	1
	0

	I have felt active and vigorous


	5
	4
	3
	2
	1
	0

	I woke up feeling fresh and rested


	5
	4
	3
	2
	1
	0

	My daily life has been filled with things that interest me 
	5
	4
	3
	2
	1
	0


ANNEXURE IV
RE ASSESSMENT SCHEDULE (2005)

Name:






Case Number:









  Date:

· Negative Emotions Experienced Frequently:


Fear

 FORMCHECKBOX 
           Worries FORMCHECKBOX 

       Anger FORMCHECKBOX 

      

Hostility
 FORMCHECKBOX 
      Depression FORMCHECKBOX 

    Anxiety FORMCHECKBOX 

Any other, specify.

· Symptoms:

   Sleep Disturbances FORMCHECKBOX 
             Irritability FORMCHECKBOX 
        Restlessness FORMCHECKBOX 

          Breathlessness FORMCHECKBOX 
 Dryness of mouth FORMCHECKBOX 
   Loss of appetite FORMCHECKBOX 

         Loss of interest FORMCHECKBOX 
                       Pain FORMCHECKBOX 

Any other, specify.

FIGURE I

AGE RANGE OF THE SAMPLE
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FIGURE II
LEVEL OF STRESS OF THE SAMPLE BEFORE AND AFTER TREATMENT
                                                N = 46                         
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FIGURE III
MEAN STRESS OF THE SAMPLE BEFORE AND AFTER TREATMENT
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FIGURE IV
GENERAL WELL-BEING OF THE SAMPLE BEFORE AND AFTER TREATMENT
                                                                                   N = 46                              
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Figure v

mean general well-being OF THE SAMPLE before and after treatment
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FIGURE VI

HEALTH PROBLEMS OF THE SAMPLE
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FIGURE VII

SYMPTOMS OF THE SAMPLE BEFORE AND AFTER TREATMENT
                                                                                                                              N = 46
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FIGURE VIII
NEGATIVE EMOTIONS OF THE SAMPLE BEFORE AND AFTER TREATMENT 

                                                                                                                          N = 46 
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FIGURE IX

GOOD HEALTH HABITS OF THE SAMPLE
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FIGURE X

POOR HEALTH HABITS OF THE SAMPLE
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