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                                                    ABSTRACT

From Senthil Matriculation Higher Secondary School, Dharmapuri, Tamil Nadu, sixty school students (30 boys and 20 girls) were screened using Case Study Schedule (Hemalatha, 2008), Anxiety Inventory (Nandhini, 2005) and Insecurity Questionnaire (G. C .Patti). All the 60 subjects were selected by the Purposive Sampling. They were in the age range of 15-17 years. A psychological intervention called Cognitive Behaviour Therapy (Tull, 2009). The goal of, Cognitive Behaviour Therapy is to help people learn healthier ways of coping with distressing thoughts, as well as reducing avoidance or other problematic behaviours (like substance use). The idea is one can change their environment or thoughts and feelings, anxiety and avoidance may be reduced, improving a person's mood and overall quality of life. Five sessions of Cognitive Behaviour Therapy was given daily, for a week. Each session lasted for one hour. After two weeks the subject reassessed using the case study reassessment (Hemalatha, 2008), Insecurity Questionnaire (G .C. Patti) and Anxiety Inventory (Nandhini, 2005). Initially 63% of the students had ‘high’. None of them had ‘high anxiety’ after Cognitive Behaviour Therapy. There was a significant reduction in the mean anxiety from ‘high’ (M= 20.00)  to ‘low’ (M=11.167). After Cognitive Behaviour Therapy insecurity of the school students reduced drastically. There was a significant improvement in the mean insecurity from ‘high’ (M= 46.65) before therapy to ‘low’ (M=30.48) after Cognitive Behaviour Therapy. The symptoms reported by disturbed sleep, short temper, head ache, confusion, giddiness, lack of interest and day dreaming. The common negative emotions are fear, worry, anger, irritability, anxiety, hostility and depression. After Cognitive Behaviour Therapy there was a drastic reduction in the Symptoms and Negative emotions of the students.

INTRODUCTION
Life is ten percent what you experience and ninety percent how you respond to it.
                                                                               Dorothy  M.Neddermeyer
	          The broad objective of the study was to understand better anxiety among adolescents in Kolkata city, India. Specifically, the study compared anxiety across gender, school type, socio-economic background and mothers’ employment status. The study also examined adolescents’ perceptions of quality time with their parents.                           A group of 460 adolescents (220 boys and 240 girls), aged 13-17 years were recruited to participate in the study via a multi-stage sampling technique. The data were collected using a self-report semi structured questionnaire and a standardized psychological test, the State Trait Anxiety Inventory. Results showed that anxiety was prevalent in the sample with 20.1% of boys and 17.9% of girls found to be suffering from high anxiety. More boys were anxious than girls. Adolescents from Bengali Medium Schools were more anxious than adolescents from English Medium Schools. Adolescents belonging to the middle class (middle socio-economic group) suffered more anxiety than those from both high and low socioeconomic groups. Adolescents with working mothers were found to be more anxious. Results also show that a substantial proportion of the adolescents perceived they did not receive quality time from fathers (32.1%) and mothers (21.3%). A large number of them also did not feel comfortable to share their personal issues with their parents (Walsh and Deb,2006).
            An anxiety disorder may make one feel anxious most of the time, without any apparent reason. Or the anxious feelings may be so uncomfortable that to avoid them to stop some everyday activities. Or it may have occasional bouts of anxiety so intense they terrify and immobilize. 
           Anxiety disorders are the most common of all the mental health disorders. Considered in the category of anxiety disorders are: Generalized Anxiety Disorder, Panic Disorder, Agoraphobia, Social Phobia, Obsessive Compulsive Disorder, Specific Phobia, Post Traumatic Stress Disorder, and Acute Stress Disorder. Anxiety disorders as a whole cost the United States between 42-46 billion dollars a year in direct and indirect healthcare costs, which is a third of the yearly total mental health bill of 148 billion dollars. In the United States, social phobia is the most common anxiety disorder with approximately 5.3 million people per year suffering from it. Approximately              5.2 million people per year suffer from post-traumatic stress disorder. Estimates for panic disorder range between 3 to 6 million people per year, an anxiety disorder that twice as many women suffer from as men. Specific phobias affect more than 1 out of every 10 people with the prevalence for women being slightly higher than for men. Obsessive Compulsive disorder affects about every 2 to 3 people out of 100, with women and men being affected equally.

        Anxiety also referred as worry or angst is defined as a physiological or psychological state described by emotional, somatic, behavioural and cognitive components. It is regarded as a displeasing feeling of concern and fear. Anxiety is regarded as a standard reaction to the stressor. It helps a person to handle a difficult situation by promoting them to handle it. When a person experiences excessive anxiety, it is known as anxiety disorder.

        Anxiety is defined as a general mood condition that occurs without a certain triggering motivation. The fear defined as a perfect emotional and cognitive response to the perceived threat is different from anxiety in several aspects. Moreover, fear is linked with certain behaviours of avoidance and escape, while anxiety is related with unavoidable and uncontrollable situations.         

        Another definition of anxiety is, it is a potential oriented condition in which a person is ready to take an attempt to handle the upcoming negative events, considering it as the only difference between the present and future dangers. This separates anxiety from fear. 

        Anxiety is a sensation of intense nervousness or worry that most people experience on occasion. In moderate amounts, anxiety helps motivate us to succeed or follow through on our responsibilities. No one wants to fail and a certain amount of worry about potential consequences helps push us along. However, sometimes the level of concern about a particular situation is irrational or not proportional to the actual threat. In these cases, anxiety may actually prevent action and lead to failure.

                A person experiences panic attacks without any prior warning and even if the fear is illogical, the subjective awareness of risk is very actual. An individual suffering from a panic attack generally feels as if they are going to die. Some of the emotional effects caused by anxiety are dread or apprehension feeling, facing difficulty in concentrating, feeling tensed, irritability, restlessness, looking for signs of danger and having a feeling as if the mind is blank. The thoughts related to suspected dangers like fear of dying etc comes under the cognitive effects. Some of the withdrawal effects of anxiety are withdrawal from the situations which give rise to anxiety. The change in sleeping habit, nervousness and tension also gives rise to anxiety.

        Moreover, individuals suffering from generalized anxiety disorder suffer from other type of anxiety disorders like obsessive compulsive illness, phobia and panic disorder experience, alcohol or drug abuse and depression. The real cause behind generalized anxiety disorder is not known till today but certain factors like brain chemistry, stress and genetics give rise to anxiety disorder. Whatever may be the type of anxiety disorder, the best thing is that nowadays one will find medicines for treating such disorders. One such medicine is Xanax. It comes under the group of drugs named as benzodiazepines. The ingredients in this medicine slow the movement of chemicals in the brain which in turn becomes unbalanced and causes anxiety disorders. Xanax is meant for curing anxiety disorders and panic disorders.


DEFINITION OF ANXIETY

              Anxiety is defined as a feeling of apprehension, caused by an anticipation of danger, which could be external or internal.
                   It is derived from the word ‘angst’ of German origin and means ‘related to the heart’. 

                 Anxiety can be defined as a strong and unpleasant feeling of nervousness or distress in response to a feared situation often accompanied by physiological effects such as nausea, trembling, breathlessness, sweating, and rapid heartbeat (Alexander Grouch, 2000)

        Anxiety is a sensation of intense nervousness or worry that most people experience on occasion. In moderate amounts, anxiety helps motivate one to succeed or follow through the responsibilities. No one wants to fail and a certain amount of worry about potential consequences helps push us along. However, sometimes the level of concern about a particular situation is irrational or not proportional to the actual threat. In these cases, anxiety may actually prevent action and lead to failure. 

TYPES OF ANXIETY

· GeneralisedHYPERLINK "http://www.mdhil.com/types-of-anxiety-disorders-generalised-anxiety-disorder-and-panic-disorder/" Anxiety Disorder – This a common condition in the types of anxiety. The disorder is characterized by excessive anxiety and worry that is out of proportion to the impact of the event or circumstance that is the focus of the worry. Persons with GAD may eventually experience other mental disorders, such as panic disorder or major depressive disorder.

· Panic Disorder – People with this condition have feelings of terror that strike suddenly and repeatedly with no warning. Other symptoms of a panic attack include sweating, chest pain, palpitations (irregular heartbeats), and a feeling of choking, which may make the person feel like he or she is having a heart attack or "going crazy."

· Obsessive Compulsive Disorder HYPERLINK "http://www.mdhil.com/obsessive-compulsive-disorder-how-do-you-know-if-you-have-one/"- The person suffering from OCD uses ritualistic and repeated behaviors to rid themselves of obsessive thoughts and anxieties. Recent data show that 2-3% of people, or about 7 million Americans, suffer from this disorder. 

· Post Traumatic Stress Disorder – It is a condition that can develop following a traumatic and/or terrifying event, such as a sexual or physical assault, the unexpected death of a loved one, or a natural disaster. People with PTSD often have lasting and frightening thoughts and memories of the event and tend to be emotionally numb.

· Social Anxiety Disorder – A persistent irrational fear of situations in which the person may be closely watched and judged by others, as in public speaking, eating, or using public facilities. A person then becomes fearful of social or performance situations in which they may be subject to the scrutiny of others.

· Phobias – A specific phobia is an intense fear of a specific object or situation, such as snakes, heights, or flying. The level of fear is usually inappropriate to the situation and may cause the person to avoid common, everyday situations.

SYMPTOMS OF ANXIETY

Symptoms vary depending on the type of anxiety disorder, but general symptoms include:

· Feelings of panic, fear, and uneasiness

· Uncontrollable, obsessive thoughts

· Repeated thoughts or flashbacks of traumatic experiences

· Nightmares

· Ritualistic behaviours, such as repeated hand washing

· Problems sleeping

· Cold or sweaty hands and/or feet

· Shortness of breath

· Palpitations

· An inability to be still and calm

· Dry mouth

· Numbness or tingling in the hands or feet

· Nausea

· Muscle tense

· Ongoing and excessive tension and worry

· Sweating

· Irritability

· Headaches

· Muscle tension

· Feeling tired

· Trouble in sleeping

· Facing difficulty in concentrating

· Trembling
CAUSES OF ANXIETY

         Anxiety can affect anyone and should be treated like any other disease, rather than a personal failing. In fact a study conducted by the Queensland University of Technology and Calcutta University found that even school going children between the ages of 13 to 17 years suffered from anxiety. Of 140 adolescents studied, anxiety was found to be prevalent in 20.1% of the boys and 17.9% of the girls. 
· Personality - It is noted in people having anxious, inadequate or obsessive personalities

· Psychoanalytical -  According to Freud, if unacceptable drives (aggressive or sexual) try to dominate the ego, anxiety develops

· Biological - Overproduction of hormones like noradrenaline and consequent imbalance leads to anxiety

· Genetic - A theory exists that suggests that anxiety can be hereditary

         Treatment of anxiety depends on the kind of anxiety disorder one suffers.

EFFECTS OF ANXIETY
         The effects of anxiety can be very alarming; indeed, many people who experience them rush to a doctor with the firm conviction that they are physically ill. The problems are:

· Depersonalization and Derealization 

· Panic and Palpitations (Irregular heartbeats) 

· Difficulty in Breathing or Swallowing 

· Feelings of Collapse, Muscular Weakness or Trembling

DEPERSONALIZATION AND DEREALIZATION
        Depersonalization and derealization are two variations of the same experience. Depersonalization refers to a feeling of separation from the body; derealization to a feeling of separation from the surroundings. During depersonalization, an individual feels as though he has become removed, cut off or disembodied from himself. He feels as though he is a detached observer looking down from a separate place, dispassionately watching himself and his actions. The feeling lasts anything from a few seconds to a few hours and starts and stops abruptly. Derealization may involve mild feelings of unreality, which persist for weeks; this is even more bizarre because it seems as though he is separate from the world in which he is walking about. Perhaps the nearest analogy is a theatrical one in the environment of the production, but not a part of the production itself. Both these types of feelings of unreality are a natural consequence of too much anxious introspection which of course means that one tends to concentrate on one's own feelings and experiences rather than on what is happening in the world around.

          The best way of dealing with depersonalization and derealization is simply to accept the feelings as a natural part of anxiety, because the problem eases when one stops worrying about the way one feels. It becomes even less troublesome as any background anxiety also decreases.
PANIC AND PALPITATIONS (STRONG OR IRREGULAR HEARTBEATS)

         The key to understanding feelings of panic lies in the fact that anxiety tends to escalate. This is because panic is not so much caused by a fear of a place or situation or object, as by a fear of the mental and physical symptoms of anxiety. An anxious person may respond to small shocks or startle with exaggerated arousal ('first fear'). The anxious individual then notices his pounding heart, increasing tension and feelings of apprehension, whereupon he or she begins to worry about what will happen next ('second fear'). And, such thoughts produce even more anxiety and tension - until it spirals out of control, accompanied by a frighteningly strong belief that 'something terrible' is about to happen.

           Palpitations are alarming and may even make a person wonder if his heart is about to stop or even burst. This may sound slightly amusing, but it represents a real fear for some people. Of course, the hearts will neither stop nor burst, however strong or irregular its beats may be.

         Both panic and palpitations become less noticeable as anxiety decreases. However, if individuals find that he is especially troublesome, he can tackle them with self-hypnosis. For the tape recorder technique, suitable suggestions would include: 'Panic and palpitations are troubling less and less often, less and less severely all the time now.'

DIFFICULY IN BREATHING OR SWALLOWING
         Anxiety can increase tension in the muscles of the throat and chest to the point where it may seem impossible to swallow or to expand the chest. However, the brain will not allow breathing to stop for so long that any harm occurs, and it is only muscle tension produced by anxiety, which prevents a normal breathing rhythm from being maintained. Thus, if breathing becomes irregular during an anxiety attack, one should not worry about it, for that will only make the tension worse. Simply make a relaxed conscious effort to bring it back to normal. Do not, however, breathe too rapidly or too deeply for too long, because that will remove too much carbon dioxide from the blood and may lead to dizziness or cause a tingling sensation in the muscles. If this happens, one may find that the subconscious breathing control centre temporarily stops breathing while a normal balance is resorted. Difficulty in swallowing or a 'lump in the throat' are also extremely common effects of anxiety. They are, once again, a result of muscle tension. Although uncomfortable, they certainly do not usually indicate any serious problem.

FEELINGS OF COLLAPSE, MUSCULAR ‘WEAKNESS’ OR 
TREMBLING
       These feelings are caused by the interaction of sympathetic and parasympathetic nervous systems, which influence opposing muscles in the skeletal system. Additionally, diversion of blood to and from the skin can cause slight feelings of dizziness or giddiness as one's blood pressure fluctuates. Although these effects may be very marked, they do not signify any real muscular weakness, and the way to overcome them is to accept them, avoid worrying about them, relax and direct the attention to the task in hand.

        The stress associated with anxiety can produce many other symptoms: pain, visual disturbances, peculiar mental sensations, apparently real physical 'illness' and so on. It is important to understand that such symptoms can be expected with anxiety, and are not a sign of physical illness. 

COPING WITH THE PHYSICAL (AND MENTAL) EFFECTS OF ANXIETY
         Occasionally, the physical effects of anxiety can be really inconvenient and embarrassing. For example, a businessman anxious about meeting people may find that his palms are damp with perspiration, and this can make personal introductions and shaking hands into an ordeal (If an individual shake hands with someone whose palms are sweating, he know he is anxious - and it simply isn't very pleasant, anyway). In cases like these, self-hypnosis can be helpful. Another example, for the businessman mentioned above, might be: 'you are becoming more calm and relaxed when you are meeting people. You find that hand perspiration and feelings of nervousness are troubling you less and less all the time now’.

         Self (2000) explains people have the panic attacks under various circumstances. They constantly worry about having an attack and may avoid certain situations as a result. Eventually, people with panic disorder may realize that they aren't actually afraid of the situation they're avoiding, but rather of experiencing additional panic attacks. 

CONTROLLING PANIC ATTACKS 

        The best way to stave off future panic attacks is by learning how to control the anxiety so that if an individual do start to notice symptoms of a panic attack, one can calm the mind and body until the symptoms fade. 

        "People who experience panic attacks have to learn how to cope with their feelings of panic". While Medication can be effective, Cognitive-Behavioural Therapy is one of the best techniques for managing panic and anxiety. "It involves recognizing that the panic-producing process is fueled by future-oriented, catastrophic thinking".  People with panic disorder have to become aware that their thoughts trigger a physical reaction, which results in a panic attack. 

        To gain control over panic disorder, it's important to learn and practice anxiety management techniques (Self, 2000). Strategies that one can use to help to curb a panic attack include: 

Breathing slowly and deeply: Anxiety can cause one to breathe very quickly, which makes both the mental and physical symptoms of a panic attack even worse. When one starts to feel panicky, be sure to take slow, deep breaths to soothe the mind and body. 

Stop and think: When one thought start spinning out of control, simply tell one to stop. Organize thoughts and decide what one need to do to get one calm again. 

Think positively: Push negative thoughts out of one mind, and remind one that is his control. Think about times when one able to manage situations successfully and reduce anxiety. 

Standing up for oneself: If one need to leave a situation, do so or tell someone one need to leave. Don't be afraid to ask for help. Allowing oneself to become more upset will not help if he really need is to take a walk and blow off some steam. 

Relax the muscles. Anxiety causes the entire body to tense up, so make a conscious effort to relax each muscle from toes all the way up to the neck and face.

INSECURITY 

        Insecurity is a feeling of general unease or nervousness that may be triggered by perceiving one to be unloved, inadequate or worthless (where in a rational or an irrational manner)

         Everyone has some form of insecurity. It’s almost impossible to be 100% free of doubt. There have only been a handful of people throughout history who have obtained this level of confidence, and most of them have gone on to be great spiritual leaders. Now, people look up to them as Role Models. Confidence is usually a gradual process. It often comes with age and wisdom (although some people never find it). Those who work on themselves and gain confidence early on will have a much easier time navigating the challenges of life. Even though none of us are perfect; it’s easy to spot those of us who are overly insecure. Extreme insecurity is usually marked by an obsession with gaining the approval of other people. This level of self-doubt is extremely destructive to a person’s life and is often the root of almost all their problems. More specifically, secure people find validation from within, while insecure people attempt to find validation from sources outside themselves. 

DEFINITION OF INSECURITY

        Insecurity is a feeling of general unease or nervousness that may be triggered by perceiving of oneself to be vulnerable in some way, or a sense of vulnerability or instability which threatens one's self-image or ego (Alexandria, 2009).

        Insecurity is defined as sense of helplessness in the face of problems, conflict, or concerns.

       Insecurity is defined as feeling of   not being “good enough” to meet the challenge of a situation   a person face in life (Messina, 2009).
CAUSES OF INSECURITY 
· Continual sense of not being accepted. When one grows up thinking no one truly likes him, lack of confidence and shyness can easily develop and carry on into adulthood 

· Personal tragedy such as a broken home, the sudden death of a close family member or a job loss can trigger this feeling

· Poor reflection of the physical body. Self-esteem can be damaged due to body shape, weight, hair loss, skin marks, height or other physical traits. A sense of shame and self-consciousness can infiltrate daily life.

· Feeling   less important in comparison to others. For example, comparing intelligence, looks, wealth, achievements, education, or anything else that could create self-doubt. 
· A Failure-in-Life attitude. A severe setback in a personal relationship, career, or health could have devastating effects to someone's self image.
SYMPTOMS OF INSECURITY

        Some common signs that indicate insecurity are

DEFENSIVENESS

       Insecure people tend to be very sensitive to critique and respond with defensiveness. They aren’t comfortable enough with themselves to accept that they might be flawed. A secure person can handle criticism. They’re open to hearing about ways they might improve. If they disagree with the criticism, they don’t try to argue because they’re happy with whom they are. They’re comfortable enough to be themselves, even if other people don’t like it. They realize that they can’t please everyone.

CAN’T ENJOY SILENCE

       Some insecure people just can’t deal with silence. They fill every void with meaningless chatter, almost to avoid having to reflect on themselves. The unfortunate consequence is the annoyance of everyone around them, who secretly look for an escape. A secure person can tolerate, and often enjoys silence. If they are with someone else, they have the ability to let someone else talk without having to interject their own perspective.

EXCESSIVE JOKING

        Another coping mechanism for insecurity is constant joking. While a sense of humour is almost necessary for emotional health, the excessive joker doesn’t seem to know the limits of appropriateness. It feels good when everyone laughs at the joke, and an insecure person craves this sort of attention. The unfortunate consequence is an uncomfortable environment and insensitivity to others.

        Jokes are almost always more funny when they are well timed and delivered by a person of confidence. Security gives the ability to be sensitive of others, knowing what they would consider funny and what they would consider offensive.

SELF PROMOTING

       Insecure people tend to talk about themselves constantly, as if they feel like they have to prove themselves. Self-promotion is paramount to over-compensation for doubt. A confident person doesn’t need to promote himself. His qualities are displayed naturally by the way he lives his life. Besides, he doesn’t need validation from anyone anyway.

BULLYING

        Insecure people feel threatened by others, and one way to cope with this is to try and squash them. The most threatening person of all to an insecure person is a secure person, because they can sense their power.

OVERLY AUTHORITATIVE

       Insecure people in positions of power tend to compensate for their lack of confidence by taking out their frustrations on their subordinates. They might issue unfair punishments or orders as a way to prove their authority. For example, Boss who took joy in screaming at his employees even for minor offenses or when he was speaking to another manager about picking someone to fire for the fun of it. This kind of excessive authoritativeness is an obvious over-compensation for insecurity.

OVERLY COMPETITIVE

        Competitiveness is part of a healthy emotional makeup, but over-competitiveness is a sign of a problem. Someone who can’t take losing by making a big emotional display lacks confidence.

A person who is secure with him wins or loses with grace. Grace has a lot to do with respecting the opponent, and one can only do that if one first comfortable with oneself.

MATERIALISTIC

        A very dangerous coping mechanism for insecurity is buying things one can’t afford just to show off. One can think of people with huge TV’s, fast cars, and every toy known to man; even though they don’t make much money. People like this tend to run up their credit cards and get themselves into big trouble. A secure person doesn’t need to show off. He doesn’t care what other people think about his possessions.

INSECURITY IN RELATIONSHIPS

        Insecurity tends to be amplified in relationships. In this situation, there is a constant struggle for control and energy. Interestingly enough, people tend to be attracted to other people at the same level of security. Insecure people tend to find other insecure people to date, and secure people tend to date other secure people. A healthy relationship is made up of two secure people who create their own emotional energy and give to their partner. An unhealthy relationship is made up of two insecure people who take emotional energy from their partner.

EFFECTS OF INSECURITY
        A person who is insecure lacks confidence in their own value, and one or more of their capabilities, lacks trust in themselves or others, or has fears that a present positive state is temporary, and will let them down and cause them loss or distress by "going wrong" in the future. This is a common trait, which only differs in degree between people. This is not to be confused with humility, which involves recognizing one's shortcomings but still maintaining a healthy dose of self-confidence. Insecurity is not an objective evaluation of one's ability but an emotional interpretation, as two people with the same capabilities may have entirely different levels of insecurity.

        Insecurity may help to cause shyness, paranoia and social withdrawal, or alternatively it may encourage compensatory behaviours such as arrogance, aggression, or bullying, in some cases.

       The fact that the majorities of   human beings are emotionally vulnerable, and have the capacity to be hurt, implies that emotional insecurity could merely be a difference in awareness.

       Insecurity has many effects in a person's life. There are several levels of it. It nearly always causes some degree of isolation as a typically insecure person withdraws from people to some extent. The greater the insecurity, the higher the degree of isolation becomes. Insecurity is often rooted in a person's childhood years. Like offense and bitterness, it grows in layered fashion, often becoming an immobilizing force that sets a limiting factor in the person's life. Insecurity robs by degrees; the degree to which it is entrenched equals the degree of power it has in the person's life. As insecurity can be distressing and feel threatening to the psyche, it can often be accompanied by a controlling personality type or avoidance as psychological. 
defense mechanisms Categories 

· Addiction Help 

· Bad Habits 

· Communication Skills 

· Confidence and Self-esteem 

· Dating Advice 

· Dealing with Difficult People 

· Depression Treatment 

· Exercise and Fitness 

· Health Tips 

· Hypnosis Reviews 

· Marriage Help 

· Memory and Learning 

· Obsessive / Compulsive
· Overcoming Fears 

· Pain Relief 

· Parenting Skills 

· Personal Productivity 

· Relationship Advice 

· Relaxation Techniques 

· Sexual Problems 

· Sleep Problems 

· Social Anxiety 

· Stress Reduction 

· Thinking Skills 

· Weight Loss Help 

· Work Skills 
MANAGEMENT OF INSECURITY
TIP 1: STOP CONFUSING IMAGINATION WITH REALITY
        Making stuff up and then believing it is a sure-fire way to self-torment. The insecure flyer will hear the normal mechanism of the air conditioning and twist it within their imagination to signify impending doom via crash and burn. They’ll imagine the bored look on an air steward’s face to be barely concealed terror because, “He must know something we don’t!” The over-imaginative flyer may even fantasize the sound of the landing gear coming down is an engine falling from the plane. They scare themselves by assuming what they imagine represents reality.

       There are normal ‘mechanisms’ to any relationship. There are ebbs and flows and mood changes, moments of intimacy and closeness and comfortable spaces. These ebbs and flows are normal. Wanting to be absolutely close and intimate all the time is like wanting an aero plane to never make a sound or a movement.

TIP 2: AVOID THE CERTAINTY TRAP
        Overcoming relationship insecurity is partly about becoming less controlling. This may sound strange, but feeling that: “This relationship must be exactly as I think it should be!” is a form of over-control. A sign of insecurity in relationships is when the desire for certainty becomes too strong.

        Having to know whether the partner really loves one, having to know this or having to know that puts a lot of unnecessary strain and tension into the relationship. The fact is, all have to live with uncertainty. Insecure people can still feel insecure even when they are told they are loved. Wanting what is not possible (complete and utter certainty in all and everything forever) is not possible because imagination can still make up doubts. So stop looking for certainty where it doesn’t apply..

TIP 3: GIVE THE RELATIONSHIP ROOM TO BREATHE
        When a plant a seed in the ground, one need to give it access to sunlight, water, and air; and need to give it space to develop. Relationship needs room to breathe. Schedule in some ‘separate time’ and just see it for what it is. The developing flower needing space to grow isn’t a sign that it is heading for collapse.

TIP 4: STOP ‘MIND READING’

         Constantly wondering what the partner is thinking is a quick route to anxiety. If they say one thing don’t assume they mean another. If they say nothing don’t assume that their silence is significant, either. ‘Mind reading’ happens when one assume that he know what someone is thinking when he don’t. When one stops doing it, he really begins to respect someone’s privacy because everyone deserves the right to have space to think their own thoughts. Constantly asking, “What are you thinking?” can make someone want to withdraw further.

TIP 5: STOP COMPARING CURRENT RELATIONSHIPS TO PAST ONES
        Have you ever taken an instant disliking/liking to someone merely because they reminded you of someone else who you disliked/liked? Some people do this with whole relationships. Because they were in a relationship with someone who was abusive, very critical or dishonest, or who left them, they respond to a new partner defensively or angrily when, in fact, the new partner is not really like the old one at all. The extreme form of this ‘sloppy comparison’ can lead to destructive over-generalizations such as, “All men are lying bastards” or “All women are promiscuous money grabbers”

        If one suspect that making faulty unfair comparisons between the current partner and a former one, then write a list of all the destructive traits of the former partner. Write next to this list all the ways the current partner is different and review this list regularly. This will help to stop assuming that the future has to be like the past.

TIP 6: FOR SECURITY: SEEK SELF-ASSURANCE
       Rather than always looking to the other person to make one feel secure in the relationship, get into the habit of reassuring oneself. Start to challenge the own fears and imaginings rather than just accepting them. Ask oneself: “Hold on a second. What real evidence is there for this fear?” At the same time one can focus on the thought: “Okay, nothing in this life is certain and I can live with that. And even if this relationship did end, I’m strong enough to go through it and ride it and will have learnt things from it.” one all need to go with the flow in relationships. Sit down, close one eyes, and strongly imagine feeling relaxed and secure around the partner. This will train the brain to feel that “whatever happens, I’ll be okay.” Or let me do this exercise for one by clicking on this free audio session below. 

TIP 7: FOCUS ON THE GOOD
        Relationships are meant to be fun (at least some of the time). Insecure people look for signs of what’s not working. I want to look for signs of what is. Doing this will get one and the partner feeling naturally more positive. No meaningful relationship will always totally work all the time. Being too black or white about relationships spells trouble. There are always some difficulties, but keep focusing on what is good. This doesn’t mean that one have to accept anyone who will accept him, even if they are obviously not right for oneself. But it does mean that if there are occasional problems, one doesn’t have to ‘throw the baby out with the bathwater’ and become so destructive that the relationship ends or so clingy that the partner ends it for him. 

NEED FOR THE STUDY


In adolescents anxiety and insecurity is a vulnerable problem. Anxiety and insecurity is a complete negativity in life. Both insecurity and anxiety leads to low self-esteem which will affect the adolescents in many areas of life. It also affects their social relationships. Anxiety will result in worry and anger whereas insecurity will result in fear and shyness among adolescents.


Hence the aim is to assess the level of anxiety and insecurity among adolescents and helps them to manage their anxiety and insecurity through Cognitive Behaviour Therapy. To reduce their worry, anger, fear and shyness cognitive restructuring was given. Due to anxiety and insecurity the students perceive that he is hopeless and cannot face the exam boldly and confidently, they cannot achieve what they want. To reduce all these symptoms Cognitive Restructuring was given.

                                                      CHAPTER - II
REVIEW OF LITERATURE|

The literature pertaining to the present research on ‘Management of Anxiety and Insecurity of  Students through Cognitive Behaviour Therapy’ has been reviewed and discussed under the following headings.

· Causes of Anxiety

· Effects of Anxiety
· Management of Anxiety
· Causes of Insecurity
· Effects of Insecurity

· Management of Insecurity
CAUSES OF ANXIETY

Gross and Hen (2004) studied the effect of Anxiety of a mental state that is elicited in anticipation of threat or potential threat. Sensations of anxiety are a normal part of human experience, but excessive or inappropriate anxiety can become an illness. In this review, they stressed that  anxiety as a product of early environmental experiences and the impacts were modulated by genetic susceptibility factors. They  proposed that such interactions induced persistent structural and functional changes in the brain that underlie susceptibility to anxiety. Investigation of the molecular nature of these factors and the plastic changes that they induced had the potential to reveal why different individuals experience different levels of anxiety. 

Culler, Ralph. and Holahan, Charles (1980) examined the relationship of test anxiety to academic performance in college students, differences in study-related behaviours between high and low test-anxious subjects and differential effectiveness of study-related behaviours for both groups. Sixty-five undergraduate subjects scored above 65 and 31 low scores on the Test Anxiety Scale were selected for the study. Results demonstrated that significant decrement in GPA associated with test anxiety. High test-anxious subjects were also found to have poorer study skills. For high test-anxious subjects quality of study habits and amount of study time were positively related to academic performance, whereas missing classes and delaying exams were inversely related to performance. 
Zakaria and Nordin (2006) investigated the effects of mathematics anxiety on Matriculation Students as related to motivation and achievement. The 88 students were included who were at the end of their second semester of study. Anxiety and motivation were measured using the Fennema-Sherman Math Anxiety Scale (MAS) and Effectance Motivation Scale (EMS) respectively. The instrument used to measure achievement was the Mathematics Achievement Test (MAT). The ANOVA results showed that the mean achievement scores and motivation scores of low, moderate and high anxiety groups were significantly different. Findings also revealed a low but significant negative correlation between mathematics anxiety and achievement and also a strong significant negative correlation between mathematics anxiety and motivation. The study also revealed a significant low positive correlation between motivation and achievement.

Sarason and Seymour (1960) examined anxiety about tests and test-like situations in a series of studies of elementary school children in 4 Connecticut Towns. High Anxiety (HA) and Low Anxiety (LA) groups were identified by General Anxiety and Test Anxiety scales for which format and validation details are presented. Data supported hypotheses concerning fantasies of bodily injury and cues which interfere with the anxious child's performance. Ratings by fathers of a portion of the sample discriminated between High Anxiety and Low Anxiety Children; mothers' ratings did not. Three-year follow-up and clinical implications of a mindfulness meditation-based stress reduction intervention in the treatment of anxiety disorders.
Miller, Fletcher and  Kabat-Zinn (1995) studied 22 medical patients with DSM-III-R-defined anxiety disorders showed clinically and statistically significant improvements in subjective and objective symptoms of anxiety and panic following an 8-week outpatient physician-referred group stress reduction intervention based on mindfulness meditation. Twenty subjects demonstrated significant reductions in Hamilton and Beck Anxiety and Depression scores post intervention and at 3-month follow-up. In this study, 3-year follow-up data were obtained and analyzed on 18 of the original 22 subjects to probe long-term effects. Repeated measures analysis showed maintenance of the gains obtained in the original study on the Hamilton and Beck Anxiety Scales as well as on their respective depression scales, on the Hamilton Panic score, the number and severity of panic attacks, and on the Mobility Index-Accompanied and the Fear Survey. A 3-year follow-up comparison of this cohort with a larger group of subjects from the intervention who had met criteria for screening for the original study suggested generalizability of the results obtained with the smaller, more intensively studied cohort. Ongoing compliance with the meditation practice was also demonstrated in the majority of subjects at 3 years. An intensive but time-limited group stress reduction intervention based on mindfulness meditation had long-term beneficial effects in the treatment of people diagnosed with anxiety disorders.

Anxiety and mood disorders were highly prevalent and pose a huge burden on patients. Their offspring had an increased risk of developing these disorders as well, indicating a clear need for prevention of psychopathology. Given high co morbidity and non-specificity of intergenerational transmission of disorders, prevention programmes targeted both anxiety and depression. Further, while the indication for preventive interventions is often elevated symptoms, offspring with other high risk profiles may also benefit from resilience-based prevention programmes.

 Anxiety disorders are highly prevalent among children and adolescents with estimates of 11.6% year prevalence in adolescents alone, and depression was highly prevalent among adolescents, with estimates of 3.8% year prevalence. Anxiety and mood disorders in childhood and adolescence not only had a high impact on present functioning but also associated with long-term negative correspondence with a burden of disease of 7900 Disability Adjusted Life Years.

EFFECTS OF ANXIETY

Nauta and Festen (2012) stressed that anxiety and mood disorders prevalence and pose a huge burden on patients. Their offspring is at increased risk of developing these disorders as well, indicating a clear need for prevention of psychopathology in this group. Given high co morbidity and non-specificity of intergenerational transmission of disorders, prevention programmes targeted both anxiety and depression. Further, while the indication for preventive interventions often elevated symptoms, offspring with other high risk profiles also benefited from resilience-based prevention programmes. The current STERK-study (Screening and Training: Enhancing Resilience in Kids) was a randomized controlled clinical trial combining a selected and indicated prevention: it was targeted at both high risk individuals without symptoms and at those with subsyndromal symptoms. Individuals without symptoms meet two of three criteria of the High Risk Index (HRI; female gender, both parents affected, history of a parental suicide (attempt). This index was developed in an earlier study and corresponds with elevated risk in offspring of depressed patients. Children aged 8-17 years (n = 204) with sub threshold symptoms or meeting the criteria on the HRI are randomized to one of two treatment conditions, namely (a) 10 weekly individual child CBT sessions and 2 parent sessions or (b) minimal information. Assessments were held at pre-test, post-test and at 12 and 24 months follow-up. Primary outcome is the time to onset of a mood or anxiety disorder in the offspring. Secondary outcome measures include number of days with depression or anxiety, child and parent symptom levels, quality of life, and cost-effectiveness. Based on models of aetiology of mood and anxiety disorders as well as mechanisms of change during interventions, the researchers selected potential mediators and moderators of treatment outcome, namely coping, parent-child interaction, self-associations, optimism/pessimism, temperament, and emotion processing. 

Kroenke HYPERLINK "http://www.annals.org/search?author1=Kurt+Kroenke&sortspec=date&submit=Submit"Kkkkkkand Spitzer (2007) determined the current prevalence, impairment, and comorbidity of anxiety disorders in primary care and evaluated a brief measure for detecting these disorders. Of the 965 patients, 19.5% had at least 1 anxiety disorder, 8.6% had posttraumatic stress disorder, 7.6% had a generalized anxiety disorder, 6.8% had a panic disorder, and 6.2% had a social anxiety disorder. Each disorder was associated with substantial impairment that increased significantly as the number of anxiety disorders increased. Many patients (41%) with an anxiety disorder reported no current treatment. Receiver-operating characteristic curve analysis showed that both the GAD-7 scale and its 2 core items (GAD-2) performed well as screening tools for all 4 anxiety disorders. The study included a nonrandom sample of selected primary care practices. Anxiety disorders are prevalent, disabling, and often untreated in primary care. 

Joseph and William (2012) studied Anxiety is a dynamic response to perceived threat that is common among patients with cancer and fluctuates at critical points in the disease trajectory. A substantial minority of patients experienced clinically significant anxiety resulting from a range of potential etiologic factors. This review summarizes evidence-based recommendations for treatment of anxiety in oncology settings. Recommendations were based on the nature and time course of anxiety and the results of meta-analyses, systematic reviews, and individual trials in cancer populations. The evidence-based literature supports the use of psychosocial and psychopharmacologic treatments to prevent or alleviate anxiety symptoms. Conclusions were tempered by study heterogeneity and methodologic limitations and a lack of trials that included patients with clinically significant anxiety. In oncology settings, accessibility and acceptability of evidence-based treatments vary, and patients may seek a variety of resources to manage cancer concerns. Treatment planning should incorporate contributing factors to anxiety and patient preferences for psychiatric care.

Scovel's (1978) reviewed the literature and consider the role of anxiety in language learning. This paper examined the perspectives from which foreign language anxiety research was conducted, the instruments used, and the results reported. Three approaches to the study of anxiety were identified as the trait, state, and situation specific perspectives. The instruments chosen to measure anxiety varied with several scales specifically intended to assess foreign language anxiety. The literature reviewed from studies of children, anxiety in models of language learning and focused directly on the role of anxiety in language learning. With the advances in theory and measurement that was made in the past decade or so, it was anticipated that foreign language anxiety received much more research consideration.

MANAGEMENT OF ANXIETY

 
Ziadni, Hammoudeh, Abu-Rmeileh, Hogan, Shannon and Giacaman (2012) examined the human-insecurity framework focuses on an individual’s protection from social, psychological, health, economic, and political threats. It lends itself to supporting health and wellbeing, and addresses threats to survival and development in conflict. Conventional and war-related factors that were associated with reports about human insecurity in the Gaza Strip after the winter 2008–09 Israeli attack were investigated in this study. A cross-sectional survey was undertaken 6 months after the Israeli attack. One adult per household was randomly chosen from 3017 households (97% response rate) for reporting insecurities and threats. One thousand five hundred and twenty four (51%) of 3017 individuals were men and 1493 (49%) were women. A weighted human-insecurity measurement was constructed with factor analysis (Cronbach’s α=0·83). The scores were divided according to their distribution into two categories of insecurity: low to moderate and high. Crosstabs and logistic regression models were used to analyse associations between human insecurity and conventional factors (age, sex, education, occupation, and residence), and war-related factors, including destruction of home and private property, displacement, and reports of distress and suffering. Findings Mean human insecurity score was 3·78 of a total of 5. one thousand six hundred and forty five respondents reported low to moderate insecurity, and 44%high insecurity. Individuals aged 65 years and older who reported having higher education-ie, college diploma, BA, and graduate degrees good standards of living, and full-time employment had lower insecurity. Women reported higher insecurity scores than did men and respondents from large families. Reports of objective measurements-ie, private property and neighbourhood destruction, and displacement as a result of the attack, and reports of subjective measurements-ie, distress and suffering were associated with increased human insecurity scores. The results were in accord with reports of human insecurity showing that people with the fewest resources have an increased likelihood of insecurity, and lend support to the inclusion of conventional and war-related factors in the assessment of human insecurity in conflict. Although intervention through support of Gazans with food and other aid is important, interventions need to address the cause of human insecurity-namely, the violence of war and the sieges. The main limitations of this study include its cross-sectional design, making the establishment of cause difficult and the establishment of temporality impossible because of the lack of insecurity data before the Israeli attack in 2008–09. 
 
Hill and Wigfield (1984) examined the test anxiety contributed to poor performance, failure and academic probation expected to significantly increase anxiety. Twenty college students, half on academic probation, were assigned to an Intervention or to a minimal treatment Control Group. The Intervention was a counter conditioning protocol which included physical exertion and positive adaptive associations to eight learning, review and testing scenes. The Intervention group attained a significant test gain over the Controls, with considerably stronger gains among academic probation students and more modest gains among students in good standing. 

           Vink,  Aartsen and Schoevers (1999) examined the risk factors for anxiety and depression at a later age. Knowledge on such risk profiles may further our understanding of both the etiology and early recognition of these highly prevalent disorders. It gives a comprehensive overview and compares risk factors associated with anxiety and depression in the elderly. The databases MEDLINE, PsycINFO and Sociological Abstracts were systematically searched, and relevant English-language articles from January 1995 to December 2005 were reviewed. Cross-sectional and longitudinal studies on risk factors in elderly from a community or primary care setting were included. The associations between risk factors and pure anxiety or depressive symptoms or disorders were summarized and compared. The abstracted risk factors from studies on anxiety (N=17) and depression (N=71) were clustered into the categories biological, psychological and social. Although risk factors for anxiety and depression showed many similarities, some differences were found. Biological factors were more important in predicting depression, and a differential effect of social factors on depression and anxiety was found.

 Vyas (1953) indicated that Girls and Boys study in either coeducational or unisex educational environment affects the development of emotional maturity, anxiety and security - insecurity in adolescence. The result showed that there was no significant difference found in anxiety, emotional maturity and insecurity of boys and girls coming from coeducation and unisex education school.  He further suggested three types of anxiety that resulted from the relationship – ‘unintegration’, ‘lack of relationship of psyche to soma’ and ‘the centre of gravity of consciousness transfers from the kernel to the shell from the individual to the care’. 

 CAUSES OF INSECURITY  

 Moulin,  Labbe, Sass and Gerbaud (2000) examined whether the ownership type is associated with job insecurity and worry about job stability and whether the type of employment contract, positive leadership, and fair management moderated these associations. Survey data from 1249 Finnish female elderly care staff aged 18 to 69 years were used. Job insecurity and worry about job stability were highest in not-for-profit sheltered homes. However, positive leadership and fair management were able to mitigate this insecurity and worry. Job insecurity was highest among fixed-term employees in public sheltered homes or not-for-profit nursing homes. Thus, promoting good leadership and fair management would be of importance. 

Heponiemi and Merrilees  (2002) indicated that understanding the impact of political violence on child maladjustment is a matter of international concern. Recent research has advanced a social ecological explanation for relations between political violence and child adjustment. However, conclusions are qualified by the lack of longitudinal tests. They examined pathways longitudinally, mothers and their adolescents  from 2-parent families in Catholic and Protestant working class neighbourhoods in Belfast, Northern Ireland, completed measures assessing multiple levels of a social ecological model. Utilizing autoregressive controls, 197, wave longitudinal model test supported a specific pathway linking sectarian community violence, family conflict, children's insecurity about family relationships, and adjustment problems.

Merniles et al. (2004) suggested that Uncertainty, Mortality Salience (MS), and other Fundamental Threats that cause feelings of insecurity motivate people to adhere to specific kinds of anxiety-reducing political attitudes and value. He examined a complementary prediction that providing people with an alternative source of insecurity would reduce their need to defend against insecurity, resulting in lower endorsement of the anxiety- reducing political attitudes. Results supported this prediction, showing that insecurity primes buffered or reversed the effects of insecurity and threats on political attitudes and leadership preferences. Participants primed with attachment security showed reduced liking of a strong, charismatic political candidate (Study 1), and lower support for the Iraq war, even in the face of mortality reminders (Study 2). 

Grohol (2010) highlighted the connections between one’s mental health and their physical health complaints, to demonstrate that the two are inseparable. Yet another study has been published to show how the insecurity can even impact something as physical as the feeling of pain. The study of 382 teenagers showed that those who were more insecure had a tendency to amplify the degree they felt pain. He found that adolescents with insecure relationships tend to be more ‘alarmist’ about their pain symptoms; they have a tendency to amplify the degree of threat or severity of their pain. This amplification leads to more intense pain and more severe depressive symptoms. In other words, the more insecure a teen reportedly was the more intense pain they complained of, often in the form of frequent headaches, joint pain or abdominal pain.  These same teens were more likely to be depressed than those who were less insecure. Whether it’s because their perception of pain is different than others, or it’s that these individuals may be using the expression of pain or health concerns as a means of eliciting a sympathetic response from others (perhaps unconsciously), the upshot is that insecurity shares a correlation with this expression of pain. It doesn’t really matter if the pain is “real” or not - the insecure person believes it to be so. When adolescents often change and become more assertive and secure in their personality and self-perception. It is interesting to imagine that training tools to help someone with problems of social awkwardness and self-esteem could also, as a side effect, help “cure” some people of these additional ills.

EFFECTS OF INSECURITY

Andersen (2002) stressed that Cognitive and Behavioural Treatments were effective for the management of chronic pain. However, not all patients succeed at such a treatment. Attachment insecurity had a negative impact on an individual vulnerability factor for pain, disability, psychological distress, and compliance with treatment, resulting in a poorer outcome. Furthermore, attachment avoidance was associated with opioid abuse. He hypothesized that attachment anxiety would be associated with higher levels of pain intensity and disability, and that both attachment dimensions would be associated with anxiety and depression. Moreover, he hypothesized that attachment avoidance would be positively associated with the use of opioid. Finally, he predicted that patients with an insecure attachment orientation would profit less from a routine pain management programme. Data were collected from 72 patients referred consecutively from December 2008 to August 2009 to a 13-week Pain Management Programme at a Danish Multidisciplinary Pain Centre. Both attachment dimensions were positively associated with anxiety and depression. Moreover, the insecurely attached patients used significantly more opioid compared to the securely attached. None of the attachment dimensions was associated with pain and disability and the pain management programme was equally effective for both the secure and insecure groups. However, the level of anxiety and depression for insecurely attached patients did not decline below a clinical level post-treatment. The present study suggests that attachment insecurity plays an important role in the context of chronic pain management. With regards to the management of pain related anxiety, depression, and the use of opioid, the current results suggests that practitioners should keep attachment insecurity in mind.

 Hellgren (2000) expressed that psychological consequences of job insecurity was reviewed, showed that job insecurity reduces psychological well-being and job satisfaction, and increases psychosomatic complaints and physical strains. Next, three additional research questions were addressed, since these questions did not receive much attention in previous research. First, does the impact of job insecurity on workers differ according to their professional position, gender, and age? Second, how important is job insecurity compared to other stressors on the work floor? Third, how important is job insecurity compared to the impact of unemployment? To analyze these issues, data were used from a Belgian plant, part of a European Multinational Company in the metal working industry (N = 336). The results of this exploratory study showed that job insecurity was associated with lower well-being (score on the GHQ-12), after controlling for background variables, such as gender and age. A significant interaction with gender occurred, indicating that gender moderated the association between job insecurity and well-being. Job insecurity was not related to psychological well-being among women. Among men, a significant increase in distress was noted among those who felt insecure, but not among the secure. Interaction terms for occupational position and age were not statistically significant. Job insecurity turned out to be one of the most distressful aspects of the work situation. The GHQ-scores of the insecure respondents were not different from those of a representative sample of short-term unemployed, suggesting both experiences to be equally harmful.

 Chirumbolo (2010) described the increased flexibility on the labour market given rise to feelings of job insecurity in many individuals. The stress literature suggests that the fear of losing one's job could be as detrimental as losing the job itself, and numerous studies indicate that job insecurity may indeed have important consequences for both the individual and the organization. However, the effects of job insecurity are typically greater with regard to short-term rather than long-term consequences. If short-term consequences (job satisfaction and organizational commitment) mediate the impact of job insecurity on long-term outcomes (mental health complaints and turnover intention). Survey data from four European Countries showed that the effect of job insecurity on turnover intention is mediated by organizational commitment and job satisfaction. In contrast, it appears that work attitudes partially mediate the effect of job insecurity on mental health complaints. 

MANAGEMENT OF INSECURITY

 
Stander and Rothmann (1994) stated that the psychological empowerment of employees affect their engagement. However, psychological empowerment and employee engagement also be influenced by job insecurity. The objective of this study was to examine the relationship between psychological empowerment, job insecurity and employee engagement.  Employee engagement results in positive individual and organizational outcomes and research information about the antecedents will provide valuable information for the purposes of diagnosis and intervention. A correlation design was used. Survey design was conducted among 442 employees in a government and a manufacturing organization. The measuring instruments included the Psychological Empowerment Questionnaire, the Job Insecurity Inventory, and the Utrecht Work Engagement Scale. Statistically significant relationships were found between psychological empowerment, job insecurity and employee engagement. A Multivariate Analysis of Variance showed that affective job insecurity had a main effect on three dimensions of psychological empowerment (viz. competence, meaning and impact) and on employee engagement. Affective job insecurity moderated the effect of psychological empowerment on employee engagement. The implication of the results showed that interventions that focus on the psychological empowerment of employees (viz. meaningfulness, competence, self-determination and impact) contributed to the engagement (vigour, dedication and absorption) of employees. If job insecurity was high, it is crucial to attend to the psychological empowerment of employees. The study contributed to knowledge about the conditions that precedes employee engagement, and showed that the dimensions of psychological empowerment (namely experienced meaningfulness, competence, impact and self-determination) play an important role in this regard. Dekker, William and Schaufeli (2005)  reported on a repeated measures study of job insecurity conducted during drastic organizational change in one of Australia's large public transport organizations. In a redundant group (n = 32) and a control group (n =63), effects of job insecurity and the availability of coping resources on psychological health and withdrawal were examined longitudinally by means of self-report questionnaires. Results indicated that job insecurity was associated with a deterioration of psychological health (i.e. leading to psychological distress and burnout), as well as job and organizational withdrawal. Contrary to expectations, however, neither support from colleagues nor management nor unions seemed to protect job incumbents from the negative effects of job insecurity. Apparently, these three sources of potential support do not have a stress-buffering effect. It was concluded that in order to combat the adverse effects of job insecurity on psychological health and morale, the job stressor itself has to be dealt with, instead of trying to render it less harmful by providing more social support.
Kirves (2008) clarified the role of perceived job insecurity and perceived employability in relation to psychological symptoms among permanent and temporary employees in two samples. Sample 1 was representative of the Finish working population in 2008 (n=4,330; Study 1). Sample was collected among Finish University Personnel and in two waves (n=1,212; study 2). The pattern of results was similar in the two samples. Perceived Job Insecurity was positively associated with psychological symptoms among permanent workers but not among temporary workers. No such differential relationships were observed for perceived employability; instead perceived employability was negatively associated with psychological symptoms among all respondents. Furthermore, perceived employability did not buffer the positive relation between perceived job insecurity and psychological symptoms.
 
Sue (2004) said her work was directly and negatively linked to satisfaction in work and life, as well as affecting performance and commitment. Furthermore, the research reveals that the consequences of this insecurity were different according to the occupational group they work in. She has concluded that the feeling that one is going to lose their job worsens satisfaction levels in other areas of life, such as family, health, financial circumstances and the work-free time balance. As the fear of unemployment increases “the level of work insecurity rises, people were less satisfied with their personal, work and family lives and they were less committed to their work”.
Smithson (2000) examined young adults’ perspectives and experiences of job insecurity including both objective insecurity and perceived uncertainty, as they emerged in a series of focus groups and interviews. He discussed young adults’ changing notions of security and career, effects of insecurity and uncertainty on planning future work and non work lives for people with different levels of occupational skills and qualifications, the gendered effects of insecurity and the impact of insecure employment on attitudes to employers. The impact of perceptions and experiences of job insecurity on young men and women’s expectations of work are considered in terms of a changing psychological contract.


CHAPTER III

METHOD

The procedure pertaining to the present study namely, “Management of Anxiety and Insecurity among School Students through Cognitive Behaviour Therapy” was carried out involving the following steps:

· Objectives

· Research Questions

· Null Hypotheses

· Area 

· Sample

· Tools

· Procedure 

· Treatment 
· Experimental  Design
· Analysis of Data

OBJECTIVES

· To assess the Level of Insecurity among the School Students

· To manage the Insecurity in the School Students through Cognitive Behaviour Therapy

· To assess the Level of Anxiety among the School Students

· To manage the Anxiety of the School Students through Cognitive Behaviour Therapy 

· To identify the negative emotions of the selected School Students

· To identify the symptoms of the selected School Students

RESEARCH QUESTIONS

        To test the null hypothesis the following research questions were formed:

· What is the level of insecurity among the school students?

· Does Cognitive Behaviour Therapy have any effect in managing insecurity in the school students?

· What is the level of anxiety of the school students?

· Does Cognitive Behaviour Therapy have any effect in reducing anxiety in the school students?

· What are the negative emotions of the school students?

· What are the symptoms of insecurity of the students?

NULL HYPOTHESES

· The school students do not have insecurity

· Cognitive Behaviour Therapy does not have any effect in reducing level of insecurity in the school students

· The school students does not have anxiety

· Cognitive Behaviour Therapy does not have any effect in reducing the anxiety of the school students

· The school students do not have negative emotions

· The school students do not have symptoms of insecurity

AREA

The area selected to conduct the study was Senthil Matriculation Higher Secondary School, Dharmapuri. The reasons for selecting the area were:

· Easy accessibility

· Permission, patience, hospitality and facilities provided by the authorities to conduct the study

· Availability of the required number of School Students

SAMPLE

Sixty school students in the age range of 15-17 years, from Senthil Matriculation Higher Secondary School, were selected to serve as the sample. In this group there were 40 boys and 20 girls.

TOOLS

The needed information from the sample will be collected through the following tools:

Case Study Schedule (Hemalatha, 2008) used to collect the general information about the school students age, sex, education, family background, etc. 

Insecurity Questionnaire (G.C. Patti) used to measure the level of insecurity in adolescents. It consists of 20 questions. The sample is asked to read each questions carefully and give their responses by making a tick (  ) on Yes/ No options, the test indicates the sample feeling for each questions. The scoring is done by referring to the scoring key. The result is interpreted according to the norms provided by the author. 

Anxiety (Nandhini, 2005) was used to assess the level of anxiety among the adolescents. It consists of four parts. In first part consists of 13 questions, second part consists of 7 questions, part III  consists of 11 questions and part IV consists of 9 questions and totally it consists of 40 questions. The school students were asked to read the instructions in the front page before doing the test. They were asked to go through   the questions carefully and give their responses by making a tick ( ) on Yes/ No options, the test indicates the students feeling for each question. The scoring is done by referring to the scoring key. The results are interpreted according to the norms provided by the author.

Case Study Reassessment Schedule (Hemalatha, 2008) used to collect the information from the students after the Cognitive Behaviour Therapy was given.

PROCEDURE

From the Senthil Matriculation Higher Secondary School, Dharmapuri, sixty students (40 boys and 20 girls) were selected for the study. Rapport was maintained with the students. They were given Psychological Tests like Case Study Schedule, Anxiety Inventory, and Insecurity Questionnaire. The Case Study Schedule was used to gather the personal information about the sample’s age, sex, education, family background, etc. Anxiety inventory was used to measure their level of anxiety and Insecurity Questionnaire was used to measure the level of insecurity. Students in the age range of 15-17 years with high level of anxiety and high level of insecurity   were selected by purposive sampling method. Then the psychological intervention “Jacobson Progressive Muscle Relaxation” was given to the students for 7 days continuously. After two weeks the students were reassessed by using the Case Study Reassessment Schedule, Anxiety and Insecurity Questionnaire.

TREATMENT

JACOBSON’S PROGRESSIVE MUSCLE RELAXATION

 
The aim of providing training in relaxation to increase the discrimination of   muscle tension and to train the client to relax over small degrees of tension (wolpe, 1958). To avoid the perception of relaxation as something that is imposed, the therapist stressed that it requires practice and that voluntary control of muscle tension must be learned. 
The method used in the present study is Jacobson’s Progressive Muscle Relaxation developed by Jacobson (1938). Training consists of systematically going through the muscle groups of the body and arranging for the tensing and relaxation of each ones with its instructions to note the difference between relaxation and tension. The same procedure is followed for each muscle group. The client is requested to tense the group and hold this tension for about 10 seconds while noting the changes in sensation that take place. Afterwards he or she is instructed to release tense in this muscle group slowly concentrating on the changes in sensation noting the difference between tension and relaxation. Each muscle group undergoes the same procedure twice. In the present study four sessions lasting for 30 minutes were devoted to train the client in Progressive Relaxation Techniques by Jacobson (1938). The subject reclined with eyes closed and was taught to relax by successively tensing and relaxing gross muscle groups throughout the body on instruction from the therapist. The client was given instructions in the following manner. For example, to relax forehead instruction was given as follows:

“Frown upwards so that the brow is furrowed, if there is difficulty in doing this. Look upwards as far as the eye will move and the forehead will become aroused. Again feel the sensation of tension in the muscles, then close the eyes and let the forehead muscle relax”.

Each subject was asked to practice relaxation two times a day – early morning and before going to bed.

THERAPY TECHNIQUES

            The rationale for using relaxation therapy (Jacobson, 1964) in the present investigation is given below.

RATIONALE BEHIND THE RELAXATION THERAPY

      The possibilities of learning to relax muscles consciously on demands and controlling anxiety by systematic efforts provide the basic ingredient to relaxation training. Indulging in voluntary control for reduction of anxiety interrupts the feedback, which is received by central nervous system, and simultaneously decreases intense anxiety. A person gets tension due to the tightening of muscle or getting feedback from the various muscles and organs indicating the presence of anxiety and tension/ stress response will be the result. Interrupting the feedback by keeping muscle directly opposite to tension for a period of time produces marked reduction of anxiety. As tensing the muscle is a learnt phenomenon, it can be unlearned by the same principles by which it is learnt (Cautela and Groden, 1978; Walker et al, 1981).  

ADMINISTRATION OF THE THERAPIES

PHYSICAL SETTING

             Both relaxation and systematic desensitization therapy techniques were taught in quiet rooms. Noise and other disturbances from outside were controlled. The windows and other disturbances from outside were controlled. The windows and the doors were closed to eliminate sound and other disturbance but at the same time the rooms had free ventilation.

The explanation and justification of the procedures were to be followed and instilled the feelings of confidence for these therapies. Besides, the initial execution of the actual relaxation procedures made them gain pleasant experiences that is, floating sensation in the muscles and releasing of tension in them. The benefits of the therapy and difficulty in relaxing certain muscle groups were explained. They were asked not to open their eyes, throughout the therapy sessions. They were also asked to remove their glasses, and loosen their tight fitting clothes, to reduce extraneous stimulations and allow for free movements. By these suggestions, they could feel maximum physical and psychological comfort during the sessions.

PROCEDURE FOR MOTIVATION TO CONTINUE THE RELAXATION THERAPY TECHNIQUES

           Every fortnight the members in the therapy groups discussed the benefits for these therapy techniques. Their doubts and misgivings were cleared through discussions.

            The initial instructions begin as follows: “Even the ordinary relaxing that occurs when one lies down often produced quite a noticeable calming effect. It has been found that there is a definite relationship between the extent of muscle relaxation and the production of emotional changes opposite to disturbance. I am going to teach you how to relax for beyond the usual point and with practice, you will be able to ‘switch on’ at will very considerable emotional effects of an anti – disturbance”.

              There is nothing magical about the procedure. I will merely be introducing the technique and directing your attention to various aspects of it, such as presence of certain feelings in your muscles. The goal of deep relaxation is to help you learn to reduce your muscle tension in your body far below your adaptation, level at any time you wish to do so. In order to accomplish this, I could ask you to focus your attention, for example, on the muscle in your right hand and lower arm and to them just let them relax slowly. The important advantage to creating and releasing tension is that it will give you a good chance to focus your attention upon and become clearly aware of what tension really feels like in each of the various groups of muscles. We will be dealing with today. In addition, the tensing procedure will make a vivid contrast between tension and relaxation and will give you an excellent opportunity to directly compare the second and appreciate the differences in feeling associated with each of these states”.

             “Do you have any doubts about what I have said so for? (The above instructions were given and care was taken to see that the school students understood the procedure of relaxation training).

               “We can begin this session by going over the muscle groups that we are going to be dealing within relaxation training. At this point in training, there are all groups in the body to be dealt with, which are tensed and relaxed. The muscle groups were as follows:

           1st session     :     1) Fists

                                      2) Biceps muscles

                                      3) Triceps muscles

          2nd session      :     4) Forehead

                                       5) Upper cheeks and nose

                                       6) Lower cheeks and jaws

                                       7) Neck and throat

                                       8) Chest, shoulder, and upper back 

              3rd session   :     9) Stomach region

                                       10) Pelvic region

             4th session    : 
    11) Thighs

                                        12) Calf 

                                        13) Foot

 “We will begin the training with the hand and forearm. I will ask you to tense the muscle in the right hand and right lower arm by making a tight fist. Now you should be able to feel tension in the hand, over the knuckle and up into the lower arm. Can you feel the tension OK, fine”.

 “I want you to notice very carefully the sensations in that muscle. Then I shall ask you to let go gradually. You can feel a decreasing sensation, in the muscles. Notice also that the “letting go” is an activity, but of a positive kind, it is an “uncontrolling” of the muscle. In due course, your hand and forearm will come to rest on the floor, and you may then think that you have gone as far as possible that relaxation is complete. Let’s try it and see what happens. Then do it once again. After relaxing the muscles in the hand and forearm – we will move on to the next muscle group. 

Tension Releasing Exercise, Cognitive Restructure and Thought Stopping were given to the school students to reduce their tension, anger, fear, anxiety and worry. Students are ask to replace their negative thoughts with self enhancing, positive thoughts.  

DURATION 

     Cognitive Behaviour Therapy was given to the school students daily for five days. On the whole, five sessions were given to the entire students. The duration of each session was one hour.

REASSESSMENT  

        All the students were reassessed by using the Case Study Reassessment Schedule (Hemalatha, 2008), Anxiety Inventory (Nandhini, 2005) and Insecurity Questionnaire (G.C.Patti).

EXPRIMENTAL DESIGN

             The experimental design used in this study was ‘Before-and-after-without-control-design’. The dependent variable, anxiety and insecurity were measured both before and after Cognitive Behaviour Therapy.
	
	Time period I
	
	Time period II

	Test Area   

   
	Level of phenomenon

Before Treatment

 Anxiety   Inventory   (A)

Insecurity Questionnaire (X)


	Treatment

Introduced

Positive                   therapy
	Level of phenomenon

After Treatment

Anxiety Inventory (B)

Insecurity Questionnaire (Y)




Treatment effect = (B- A)

Treatment effect = (Y-X) 

ANALYSIS OF DATA

        The data was analyzed using SPSS+ PC package on the basis of the following:

· Identification of the level of anxiety

· Significance of difference between mean Anxiety before and after Cognitive Behaviour Therapy 

· Identification of the level of Insecurity Questionnaire

· Significance of difference between mean Insecurity before and after Cognitive Behaviour Therapy.
· Negative emotions of the School Students 

· Symptoms of the insecurity of the School Students

CHAPTER IV

RESULTS AND DISCUSSION

             A Study on ‘Management of Anxiety and Insecurity among School Students through Cognitive Behaviour Therapy’ was conducted in Senthil Matriculation Higher Secondary School, Dharmapuri. Sixty adolescent school students were selected by purposive sampling method. The age range of the sample was from 15-17 years. Case Study Schedule (Hemalatha, 2008), Anxiety Inventory (Nandhini, 2005) and Insecurity Questionnaire (G.C. Patti) were used to collect data from the school students. The school students was given psychological intervention called ‘Cognitive Behaviour Therapy’ for one hour per session, five days continuously over a period of week. After two weeks, the entire school students were retested with the Anxiety Inventory (Nandhini, 2005), Insecurity Questionnaire (G.C. Patti) and Case Study Reassessment Schedule (Hemalatha, 2008).

           The results of the study are analysed, tabulated and discussed.

TABLE I
LEVEL OF ANXIETY OF THE SCHOOL STUDENTS
                                                                                                                            N=60

	LEVEL OF ANXIETY
	BEFORE TREATMENT
	AFTER TREATMENT

	
	NUMBER
	PERCENTAGE
	NUMBER
	PERCENTAGE

	VERY HIGH
	20
	33
	18
	30

	HIGH
	10
	17
	8
	13

	MODERATE
	15
	25
	10
	17

	LOW
	8
	14
	15
	25

	VERY LOW
	7
	12
	9
	15


                                                                                   Percentages are rounded of
   
The level of anxiety of school students is presented in Table I. Thirty three percent had Very High Anxiety, 17% had High Anxiety, 25% had Moderate Anxiety, 14% had Low Anxiety, and 12% had Very Low Anxiety. This shows that the majority of students are feeling anxious. Anxious people experience worry, fear, afraid of everything, having difficulty in concentration etc. It affects a persons daily functioning. After Cognitive Behaviour Therapy, the anxiety level of the students reduced to 30% in very high level, 13% in high level, 17% in moderate level, 8% in low level, and 15% in very low level. The reduction in anxiety of the school students can be attributed to the efficacy of cognitive behaviour therapy. 
FIGURE - I

LEVEL OF ANXIETY OF THE SAMPLE

N = 60
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                                                         TABLE II
SIGNIFICANT MEAN DIFFERENCE IN ANXIETY BEFORE AND AFTER

                                  COGNITIVE BEHAVIOUR THERAPY

                                                                                                                          N=60                    
	EXPERIMENTAL

GROUP
	 MEAN
	      STANDARD 

       DEVIATION
	            ‘t’

	BEFORE TREATMENT 
	20.00
	5.08
	21.558 **



	AFTER TREATMENT
	11.17
	3.69
	


                                                                                    ** = Significant at 0.01 level                                                                                
Table II shows that the mean anxiety of the experimental group was    ‘High’ (M= 20.00) before Cognitive Behaviour Therapy. After Cognitive Behaviour Therapy, the level of anxiety reduced drastically to ‘Low’ level (M=11.1667). The mean difference in anxiety before and after treatment was significant at 0.01 levels, which shows that anxiety reduced significantly after treatment. Hence, null hypothesis ‘Cognitive Behaviour Therapy does not have any effect on the level of anxiety in the students’ is rejected.
FIGURE - II

SIGNIFICANT MEAN DIFFERENCE ANXIETY BEFORE AND AFTER 

COGNITIVE BEHAVIOUR THERAPY
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TABLE III
LEVEL OF   INSECURITY OF THE SCHOOL STUDENTS
                                                                                                             N=60

	LEVEL OF INSECURITY
	BEFORE TREATMENT
	AFTER TREATMENT

	
	NUMBER
	PERCENTAGE
	NUMBER
	PERCENTAGE

	HIGH
	20
	33
	25
	42

	MODERATE
	10
	17
	10
	17

	MILD
	12
	20
	15
	25

	LOW
	18
	30
	10
	17


Percentages are rounded off

People with insecurity experiences failure in their daily life. It causes low self- esteem, irritability, aggression, etc. Heightened insecurity also causes psychological problems. It disrupts a persons’ daily functioning. Thirty three percentage of the students had high level of insecurity 17% had moderate level, 20% had mild level and 30% had low level. Hence, the null hypothesis ‘The adolescents do not have insecurity’ is rejected.

As a result of Cognitive Behaviour Therapy, the insecurity level of the sample was decreased to 42% in high, 17% in low, 17% in moderate and 25% in mild level. The reduction in insecurity of the school students can be attributed to the efficacy of Cognitive Behaviour Therapy.
FIGURE - III
LEVEL OF   INSECURITY OF THE SAMPLE
N = 60
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TABLE IV

SIGNIFICANT MEAN DIFFERENCE IN INSECURITY BEFORE AND    AFTER  COGNITIVE BEHAVIOUR THERAPY

                                                                                                                         N=60

	EXPERIMENTAL

GROUP
	MEAN
	STANDARD

DEVIATION
	‘t’

	BEFORE TREATMENT
	46.65
	15.78
	13.14**



	AFTER TREATMENT
	30.48
	8.99
	


                                                                                   ** = Significant at 0.01 level                                                                          

Table IV shows that the mean insecurity of the experimental group was ‘High’ (M= 46.65) before the treatment. After treatment, there was great improvement. The level of insecurity reduced drastically to ‘Low’ level (M=30.48). The mean difference in insecurity before and after treatment was significant at 0.01 levels, which shows that insecurity reduced significantly after treatment. Hence, null hypothesis ‘Cognitive Behaviour Therapy does not have any effect on the level of insecurity in the students’ is rejected.

Cognitive Behaviour Therapy helped the students to relax their body as well as their mind. It helped to change the negative cognitions into positive ones. It helped to modify the student’s negative cognitions about themselves and the world into positive ones. Tension Releasing Exercise had helped them to reduce the tension and worry
FIGURE - IV
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TABLE V

NEGATIVE EMOTIONS OF THE SCHOOL STUDENTS





                                                                             N=60

	NEGATIVE

EMOTIONS
	BEFORE TREATMENT
	AFTER TREATMENT

	
	NUMBER
	PERCENTAGE
	NUMBER
	PERCENTAGE

	FEAR
	10
	17
	15
	25

	WORRY
	7
	12
	8
	13

	ANGER
	5
	8
	8
	13

	IRRITABILITY
	10
	17
	10
	17

	ANXIETY
	7
	12
	8
	13

	HOSTILITY
	10
	17
	7
	12

	   EPRESSION
	11
	18
	4
	7


                                                                                                                                                  Percentages are rounded off     

Most of the people in general population will have lot of negativeemotions. Particularly adolescents, because of the transition period of childhood to adulthood, they will have lots of negative emotions like anxiety, fear, anger, worry, irritability, hostility and depression.

Table V shows the details of the negative emotions of the school students. Before the treatment, anxiety was the most commonly found in 12%. This was mainly due to their feeling of negative perceptions like ‘I am going to be failure’ and ‘I am not confident’. Thought Stopping and Autosuggestions changed this negative emotions to positive emotions. Worry, Anger, Hostility and Depression were the other commonly found negative emotions (15%, 8 %, 17% and 18%, respectively). Face to face interview with the student revealed that fear was mainly due to their uncertainty about the future and anger was due to their lack of self-confidence.

The treatment, ‘Cognitive Behaviour Therapy’ helped to reduce the level of negative emotions, such as Fear (25%), Worry (13%), Anger (13%), Irritability (17%), Anxiety (13%), Hostility (12%), Depression (7%) from higher level to lower level in the school students. The school students were taught to change their negative perception into positive one. It modifies the negative emotions and cognitions. Tension Releasing Exercise, Thought Stopping and Cognitive Restructuring helped to reduce the students Anxiety, Fear, Worry, Hostility, Anger, Irritability and Depression.

IGURE - V

NEGATIVE EMOTIONS OF THE SAMPLE

N = 60
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                                                 TABLE VI                      

                    SYMPTOMS OF THE SCHOOL STUDENTS
	SYMPTOMS
	BEFORE TREATMENT
	AFTER TREATMENT

	
	NUMBER
	PERCENTAGE
	NUMBER
	PERCENTAGE

	DISTURBED

SLEEP
	10
	17
	15


	25

	SHORT TEMPER
	15
	25
	15
	25

	HEAD ACHE
	5
	8
	6
	10

	CONFUSION
	3
	5
	5
	8

	GIDDINESS
	5
	8
	3
	5

	LACK OF INTEREST
	10
	17
	8
	13

	   DAY DREAMING
	12
	20
	8
	13


                                                                                     Percentages are rounded off 
Table VI shows the negative symptoms such as disturbed sleep (17%), short temper (25%), headache (8%), confusion (5%), giddiness (8%), lack of interest (17%) and day dreaming (20%).

After treatment, there was greater reduction in the symptoms of disturbed sleep (25%), short temper (25%), headache (10%), confusion (8%), giddiness (5%), lack of interest (13%) and day dreaming (13%). These improvements were attributed to ‘Cognitive Behaviour Therapy’ which had helped to reduce their negative symptoms to the great extent.
FIGURE - VI
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Table VII 
CORRELATION BETWEEN ANXIETY AND INSECURITY
	
	CORRELATION
	ANXIETY
	INSECURITY

	ANXIETY 
	Pearson Correlation
	1
	0.109

	
	Sig. (2-tailed)
	
	0.406**

	
	N
	60
	60

	INSECURITY 
	Pearson Correlation
	0.109
	1

	
	Sig. (2-tailed)
	0.406**
	

	
	N
	60
	60



The relationship between anxiety and insecurity among the school students is presented in the Table VII. There is a positive correlation between anxiety and insecurity (r=0.41) which I statistically significant at 0.01 level when the anxiety increases insecurity also increases. It is clear that some people develop anxiety when they are having insecure feelings.
CHAPTER  V

SUMMARY AND CONCLUSION

The study on, ‘Management of Anxiety and Insecurity among School Students through Cognitive Behaviour Therapy’ was conducted with the following objectives:

·  To assess the Level of Insecurity among the School Students

· To manage the Insecurity in the School Students through Jacobson’s Progressive Muscle Relaxation

· To assess the Level of Anxiety among the School Students

· To manage the Anxiety of the School Students through Jacobson’s Progressive Muscle Relaxation

· To identify the Negative Emotions of the selected School Students

· To identify the Symptoms of the selected School Students

Sixty School Students were selected for the study. Case Study Schedule (Hemalatha, 2008) (Annexure I) used to collect the general information about the school students age, sex, education, family background etc. 

Anxiety Inventory was structured and standardized by Nandhini (2005) (Annexure II) was used to measure the level of anxiety. Insecurity Questionnaire was structured and standardized by Patti (Annexure III) was used to measure the level of insecurity. 

The Psychological Interventions Jacobson’s Progressive Muscle Relaxation Technique was administered to the entire School Students along with counselling, Cognitive Behaviour Techniques, Thought Stopping and Tension Releasing Exercises were administered. After two weeks the students were reassessed using Case Study Reassessment Schedule (Hemalatha, 2008) (Annexure IV) was used to collect the information from the students after the Cognitive Behaviour Therapy was given. The experimental design used for the present study was ‘Before and after without Control Design’.
CONCLUSION

· Initially 35% had Very High Anxiety and 20% had High Anxiety. After the therapy there was only moderate to low level of Anxiety found among the students

· The symptoms of Anxiety reported by most of the students were disturbed sleep, short temper, headache, confusion, giddiness, lack of interest, day dreaming

· After application of Jacobson’s Progressive Muscle Relaxation there was  significant reduction in symptoms of students
· The negative emotions experienced by most of the students were anger, worry, fear, anxiety, hostility, irritability and depression were reduced after the administration of Jacobson’s Progressive Muscle Relaxation 
· Initially, 33% had high level of insecurity, 16% had moderate level, 3% had mild level and 6% had low level, before therapy. But after the therapy 17% had High level, 5% had low level, 13% had moderate level and 8% had mild level of insecurity
· Cognitive Behaviour Therapy, Thought Stopping and Tension Releasing Exercise were found to be effective in managing their Anxiety and Insecurity. It helps to modify their negative cognitions into positive ones. It helps to reduce their fear, worry, tension and anxiety
RECOMMENDATIONS

· Psychologists are needed in each school to help the students to manage their problems effectively
· Study Skills can be taught to the students by teachers so that they can face their exams boldly
· The Institution should focus on bringing out the special talents and abilities of the students

LIMITATIONS 

   The study was conducted on the sample selected from Dharmapuri, Tamil Nadu. Hence the results are more applicable only to this population and cannot be generalized.
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ANNEXURE-II
CASE STUDY SCHEDULE

                                          Dr. Hemalatha Natesean

Name                               :

Sex                                   :

Age                                  :

Education                        :
Date 

 :

  :
Address  
 :

Occupation                      :
Residence
 :

Income                             :
Office  

 :

Marital Status                   :

Type of Family

 :
Area of Residence

 :       
Family background

	S.No
	Relationship
	Age
	Education
	Occupation
	Income

	
	
	
	
	
	


Negative emotions 

         Fear       Worry          Anger              Irritability           Anxiety               Hostility     

      Depression

Symptoms
      Disturbed sleep      Short temper      Head ache     Confusion  
       Giddiness           Lack of interest        Day dreaming
Health habits
         Exercise      Yoga        Walking            Jogging               Swimming
          Playing out door games
Poor Health Habits

       Smoking     Drinking        Drug         Tobacco     Sleep less than 6 hours.

                                             ANNEXURE-II
INSECURITY QUESTIONNAIRE

Constructed & Standardized by





     Dr.G.C.PATI  

                                                   Mental health Institute,
                              SCB Medical College, CUTTACK (Orrisa)   

           Name: ……………. Age: ………..  Years: ……………. Months…………..

           Class: …………….. Religion: ……………….. Married / Unmarried: ……………..

           Occupation of Guardian: …………………… Monthly Income: ……………….

            School/college………………………. Date: …………………. 
             DIRECTIONS

            There are certain situations described in this questionnaire. We want to know as to how each question applies to you. You have to indicate your answer by marking a tick (   ) in appropriate box against each question for yes ( ) or no ( ). There is no right or wrong answers and hence do not spend much time for any question. Read them carefully and as you feel about them start answering by marking the tick.     

                                                                                                                                                                                    YES               NO
1. Do parents love you less (than your brothers and sisters)?                                                                               

2. Were you getting food and clothing alright in your childhood?                                                                             

3. Were you scolded or beaten at home often?

4. Were you feeling helpless to stay alone with the persons who scolded or beat you at home?

5. Were your parents quarrelling frequently regarding the disciplinary measures for you?

6. Do your friends put confidence in your words?

7. Do they say most of the time that you do not play or work well?

8. If defeated in games, do you accept it easily and mildly?

9. Do you like to shift from work to work?

10. Do you sometimes take oath to justify your words?

11. Do you take too much care not to expose your wrongs or faults?

12. Do you usually doubt others authenticity?

13. Do you feel awkward to talk to strangers?

14. Do you like to argue very often?

15. Do you feel that you are neglected at home or outside home or everywhere?

16. Do you sometimes feel that it is better to die?

17. Do you feel bold enough to carry out a responsibility?

18. Do you feel insulted if people make fun of you?

19. Do you feel discouraged if hindered while doing a work?

20. Do you like sometime to play truant from home?

      SCORING SCHEDULE   OF INSECURITY QUESTIONNAIRE

	QUESTION NO.
	SCORES

	1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20
	                        7.8

                         0.8 (for negative answer) 

                         5.0

                         6.9

                          4.8

                          2.3(for negative answer)

                          2.8

                           1.2

                           7.4

                           4.9

                           6.9

                           3.8

                           6.9

                            3.1

                           1.3  (for negative answer)   

                            7.4

                             8.0

                             7.6

                              7.1

                              4.0




SCORING SCHEDULE OF INSECURITY QUESTIONNAIRE
   
Questions 2, 6 and 15 in the questionnaire are scored according to the schedule for negative answer only.  Other questions are scored for positive answers.

     The maximum score obtainable is 100. 

     Scores below 26 indicate no or low insecurity feelings.

     Scores from 27 to 43 indicate mild insecurity feelings.

     Scores from 44 to 60 indicate moderate insecurity feelings.
     Scores on and above 61 indicate severe insecurity feelings.

                                          MANIFEST ANXIEY INVENTORY

                                          CONSTRUCTED & STANDARIZED     
                                BY Hemalatha Natesan and Nandhini Menon (2005)                                                                                     
	
	YES


	NO



	PART-I 

My muscles are tensed

I am short of breath

My hands tremble

I feel tired

My mouth becomes dry

My hands go chill

I have very poor appetite

I have digestive problems

My palms sweat

I have disturbed sleep

I get unpleasant sensation in my stomach

I get recurring dreams which trouble me

I have an urge to urinate frequently

PART-II

I worry a lot over small matters

I am scared without any reason

I am not satisfied with myself

I am tensed

I have lost interest in things which I used to like

I get butterflies in my stomach

I worry about my future

PART-III

I have difficulty in concentrating

I cannot take decision

I feel I am going to fall ill

I am unable to relax

I feel confused

I forget things easily

I am unable to think clearly

I am distracted easily

I don’t know how to react in certain situations

I am unable to finish things in time

I get unwanted repetitive thoughts

PART-IV

My speech is blocked

I act without thinking

I mess up whatever I do

I am unable to have complete rest

I cant sit in a place for more than 5 minutes

I am unable to do anything perfectly

I am very careless

I have a strained posture

I exhibit unwanted mannerisms ( e.g. : Adjusting dress, Shaking legs, Nail biting, etc.,) 
	
	


                                            MANIFEST ANXIEY INVENTORY

                                            CONSTRUCTED & STANDARIZED     
                                   BY Hemalatha Natesan and Nandhini Menon (2005)

                                                       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


	VERY HIGH

	17-24


	HIGH

	9-16


	MODERATE

	1-8


	LOW

	0
	VERY LOW


                      CASE STUDY REASSESSMENT SCHEDULE
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Name                               :
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Education                        :
Date 
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  :
Address  
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Occupation                      :
Residence
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Income                             :
Office  
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Type of Family
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Area of Residence

 :       
Family background

	S.No
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	Education
	Occupation
	Income

	
	
	
	
	
	


Negative emotions 

         Fear       Worry          Anger              Irritability           Anxiety               Hostility     

      Depression

Symptoms
      Disturbed sleep      Short temper      Head ache     Confusion  
       Giddiness           Lack of interest        Day dreaming
Health habits
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Poor Health Habits
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