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Introduction

“Stress is an ignorant state.

It believes that everything is an emergency”

Natalie Goldberg

An accident is something going wrong unexpectedly. Physical accidents include an unintended collision including a person or object, unintendedly falling, getting injured by touching something sharp, hot electrically live, ingesting poisons, or getting injured by not properly landing when jumping (Edwin, 2004).

A motor vehicle accident is an incident in which, a ride goes wrong and can result in injury to the rider or another person in their path, and damage to the vehicle or nearby objects. Accidents are damaging events involving road traffic, particularly automobiles (Dawson, 2003).

The ever increasing and alarming rate of road accidents is a matter of serious concern for all of us. Corresponding to the tremendous increase in the vehicle population in the recent years, the number of accidents is also on the rise. Since the roads are pretty bad and the transport system is scientific, a safety culture is to be developed to combat the situation (Sadasivan, 2003).

Causes of accidents


Accidents can be caused due to driver distraction, including fiddling with technical devices, talking with passengers, eating or grooming in the car, dealing with children or pets in the back seat, or attempting to retrieve dropped items. Mechanical failure, including flat tires or tires blowing out, brake failure, axle failure and steering mechanism failure. Road conditions, including foreign obstacles or substances on the road surface, rain or snow making the roads slick and road damage including pot holes.


Speed exceeding safe conditions, such as the speed for which the road was designed, the road condition, the weather, the speed of surrounding motorist and so on. In most cases speeding vehicles crush the pedestrians because faster the vehicle is traveling lesser is the time for the driver to take corrective action, and in such collisions chances of death are higher. Some roads are notorious for being accidents ‘black spots’ for a whole variety of reasons, many subtle and not necessarily immediate obvious. These include alignment, visibility, surface conditions, road markings, etc.


Most of the adult pedestrian’s death occurs because of alcohol impairment. When, under the influence of alcohol, drivers lose the ability to take any decisive action resulting in unfortunate crashes. In central city areas volume of vehicular traffic is high and pedestrian activity is also concentrated, compelling pedestrians to scuttle between vehicles to cross the road.


On certain areas, the roads are so narrow that vehicles and pedestrians move side by side. In such cases pedestrians are at high risk of getting hit for they are not visible to drivers coming from behind. There is lack of pedestrian discipline. Pedestrians tend to cross the road anywhere, anytime. They just dart out to cross roads, least bothered of the traffic situation (Bernard et al., 2004).

Effects of accidents

 
Over the last decade, the psychological impact of being involved in an accident has received more and more attention. Researchers around the globe have begun to explore the effect of being in a serious accident and have begun to generate treatment programs to help survivors deal with the aftermath of the crash. Emergency room physicians are becoming more and more aware of the types of reactions that survivors may suffer and are on the lookout for possible signs and symptoms.


Research has shown fairly clearly that individuals who are injured enough to require hospital care following an accident are more likely to develop stress reactions. Less clear were findings indicating that people who were psychologically distressed prior to their accident, who were frightened and feared they may die during their accident, and who were involved in litigation as a result of their accident reported higher levels of posttraumatic stress (Blanchard and Hickling, 1999).


What has become abundantly clear is that not everyone seems to respond to the experience of an accident the same way. However, a substantial number of people do experience some sort of stress reaction, which negatively impacts their lives at some level. Stress reactions following an accident can occur in a variety of ways and on a range of severity and longevity.


During phobia and panic-like symptoms are perhaps the most common stress reactions following an accident. These types of reactions may include any and all of a number of symptoms and behaviours. For instance, at its extreme, driving phobia may involve avoidance of any driving situation. Lesser forms of driving phobia commonly seen among accident survivors include avoidance of driving near the scene of the accident or in driving conditions (i.e., rain, snow, nighttime) that are similar to the conditions occurring during the accident.


Many accident survivors avoid being passengers in a vehicle due to feelings of loss of control. On the other hand, some survivors prefer not to drive and would rather ride along as the passenger. Some survivors do not outright avoid these and other specific driving situations, but endure driving in general with great anxiety. They may experience a multitude of anxiety or panic-like symptoms when driving including shortness of breath, pounding heart, hot flashes or cold chills, sweating, shaking, trouble breathing and visual impairment. During such anxiety reactions, survivors may feel as if they are out of control and may fear becoming involved in another accident (Tara et al., 2005).

Definition of stress


“Stress is the sum of the biological reactions to any adverse stimulus, internal or external that disturb the homeostasis of an organism” (Bateson, 2004). According to Veazy (2002), “The forces from the outside world impinging on the individual are defined as stress. It is a normal part of life that can help is learn and grow. Conversely, it can cause is significant problems”. 


Rutter (2001) defines stress as “a mismatch between the perceived demand of the environment and the perceived ability to cope”. According to Laura (2000), “Stress is characterized by the body’s nonspecific response to the varying demands that are placed upon it”.

Effects of stress

 
The negative effects or consequences of stress include several unpleasant emotional feelings such as generated tension, feelings of inadequacy, depression, anger and dependency. Preoccupation is with real or often exaggerated troubles, worries, concerns about physical health, obsessions, compulsions, jealousy, suspiciousness, fears and phobias. Interpersonal problems can be a cause or an effect of stress, feeling pressured or trapped, irritability, feeling lonely and struggling for control.


Many bad habits (e.g. procrastination) and much wasted time are attempts to handle stress. They may help relieve stress temporarily but it pays a high price in the long run. Psychosomatic ailments result from stress and a wide variety of disorders are caused by psychological factors. High stress almost always interferes with one’s performance (unless it is a very simple task). It causes inefficiency at school and on the job, poor decision-making, and even accidents (Tucker and Ladd, 2000).

Management of stress


There are many methods to help people overcome stress which includes psychoactive drugs and psychotherapy. Techniques such as exercise, yoga and meditation are very helpful in managing stress.

Exercise

 
Exercise is good for the mind, not just the body. Exercise can help with stress relief because it provides a way for the body to release tension and pent-up frustration. It can also help to stave off depression, which can set in when stress levels become too high. Any form of exercise can combat stress, but it is important that the activity be enjoyable and relaxing. The Eastern practices of Yoga and Tai Chi are effective stress-reducing forms of exercise.

Yoga


Yoga comes from Indian philosophy and its physical techniques have become widely popular as a form of exercise. Yoga involves gently increasing breath control to improve the health and function of both the body and the mind. The two systems of exercise and breathing then prepare the body and mind for meditation. The yoga student finds an easy approach to a quiet mind, which promotes healing from everyday stress (James, 2003).

Tai Chi


Tai Chi is an ancient form of Chinese fighting now used as a meditative form of exercise. According to the Patience Tai Chi Association: ‘All martial arts were designed to increase one’s longevity sometimes this means preventing another person from killing or injury you. Nowadays, the same system can be used to help keep stress from killing or injuring you. Daily practice of Tai Chi promotes mental clarity and a healthy body, assists with balance and helps the circulation of the blood’. Some characteristics of Tai Chi are:


It emphasizes a harmony between Yin and Yang (passive and active principles). It involves different body poses and movements done slowly and with feet planted firmly on the ground and it increases the strength of the entire body (Marconi, 2002).

Meditation

While both Yoga and Tai Chi are forms of meditation, thre are less physical forms of meditation that can be done anywhere. Meditation can be as simple as sitting in quiet contemplation. One can focus on one’s breathing, on a sound, or on a simple, peaceful thought. Meditation is a private activity that is about disciplining the mind to focus or concentrate on peace and tranquility. It can provide momentary yet quite effective relief from chaotic, stressful thoughts and feelings. Meditation has been found to have many healing and relaxing effects on the body (Taylor, 2000).

Aromatherapy

Thought to have originated in ancient China, Aromatherapy is based on the healing properties of plants, from which, concentrated aromatic oils are extracted. The vapours of these ‘essential oils’ are then inhaled and carried through the bloodstream both to the nervous system and to the parts of the brain that control the release of hormones and emotions. Essential oils are used to treat stress-induced ailment, respiratory problems, digestive disorder and allergies. Aromatherapy is also just a good, quick way to unwind (Marconi, 2000).

Colourtherapy

This technique is based on ancient beliefs that colours have their own characteristics. Each session consists of a specially formulated and timed series of colour display panels. There is no need to stare at the screen (the stress treatment lasts 45 minutes) as most sessions are based on ‘passive participation’. It is enough to run the session while one is watching TV or reading in the same room (Tresca, 2000).

Homeopathy

Homeopathy is based on the approach of treating diseases with small quantities of drugs that produce symptoms similar to those of the disease itself. Homeopathy treats mind and body as one and is an ideal treatment for stress-induced physical and mental symptoms. Homeopaths do not see symptoms as something to be removed but as information about how people are living and coping with stress. The remedy should improve one’s ability to cope and thus enable the body to heal the symptoms naturally. Sometimes the remedy will help to see what they need to change, work, daily routine and / or habitual way of dealing with conflict (James, 1999).

Positive therapy


Positive Therapy evolved by Hemalatha Natesan (2004) is a package, combining the Eastern techniques based on Yoga and Western techniques based on the Cognitive Behaviour Therapies. Counselling through Positive Therapy has helped in treating various problems such as pain, anger, stress, anxiety, fear, depression, insomnia etc. Various researches were also conducted to prove the efficacy of Positive Therapy in different areas.

need for the study


There is an alarming increase in the incidence of death due to accidents. Most of the survivors of accidents suffer a lot due to various psychological problems such as stress, fear, anxiety, worry, etc., which may aggravate the symptoms such as pain, negative thoughts, flashbacks of the accidents, frequent nightmares, fear of driving or crossing the street, which results in delayed recovery.

 
Stress due to accidents also affects sleep; difficulty falling asleep and early night awakenings, both contribute to progressive depression, lethargy and poor memory.


Hence, the aim of the present study is to assess the level of stress in accident patients and help them manage their stress through Positive Therapy.

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

· Causes of Accidents

· Effects of Accidents

· Management of Stress in Accident Patients

· Studies on Positive Therapy

Causes of accidents


Goran et al (2005) conducted a study on ‘Age, gender and early morning highway accident's. The sample consisted of drivers aged between 18-65 years. The results showed that the night-time risk compared with that of the forenoon was dramatically increased for young drivers (18-24 years) and reduced for old (65 +) drivers. Also, the young drivers had 5-10 times higher risk of being involved in an accident during late night than during the forenoon. It was also found that men had twice as high risk as women during the late night hours.


Maycock et al (2004) did their research on ‘Sleepiness and driving’. The sample of the study consisted of 996 heavy goods vehicle drivers. The analysis of the data showed that drivers who reported snoring regularly while sleeping at night had highest accident liabilities.


A study was conducted on ‘Alcohol consumption and fatal accidents in Canada’ by Jorgan et al (2004).  For the study 1250 adults were interviewed. It was found that an increase in per capita alcohol consumption of 1 litre was accompanied by an increase in accident mortality of 77% among adults.

Lings et al (2003) did a study on ‘Driving accident frequency increased in patients with multiple sclerosis’. The research included 197 patients with multiple sclerosis and 210 healthy controls. The results showed that patients with multiple sclerosis were treated more often than healthy controls at a casualty department after having a road traffic accident.


Taylor et al (2003) did an investigation on ‘Mechanisms of motor vehicle accidents that predict major injury’. For the investigation, 621 motor vehicle accidents were analysed and 253 patients with major injury were chosen as the sample. The results showed that multivariate logistic regression indicated prolonged extrication time (p<0.0001), cabin intrusion (p = 0.047) high speed (p = 0.003) and ejection from vehicle (p = 0.04) were statistically associated with major injury. 

A study on ‘Falling asleep while driving and automobile accidents among patients with obstructive sleep apnea-hypopnea syndrome was done by Toshiaki et al (2001). The sample consisted of 448 patients. The results revealed that the main cause for accidents was falling asleep while driving. It was also found that automobile accident rate among 182 patients with severe obstructive sleep apnea-hypopnea syndrome was significantly higher than the rate among 106 simple snorers.


An investigation was conducted on ‘Impaired alertness and performance driving home from the night shift’ by Goran et al (2000).The investigation, where 78 night shift workers, were interviewed showed that driving home from the night shift was associated with an increased number of accidents. Thus, severe postnight shift effected sleepiness and driving performance.


Yoshika et al (2000) conducted a study on ‘Day time sleepiness, sleep habits and occupational accident among hospital nurses’. The sample was 4407 nurses working in seven large general hospitals in Japan. 

The researcher reported that excessive day time sleepiness leading to occupational accidents among nurses was 46.0 %.


Clement et al (2002) in his study on ‘Driving and the elderly’ analysed the association between impairment of cognitive performance and accidents. The sample consisted of 29 victims of motor vehicle accidents. It was found that impairment of cognitive performance was associated with an excess risk of accidents and that alterations in visual field and acuity increased the risk of traffic accidents.Cessation of driving or atleast not driving alone limited the risk of accidents.


A research by Charlambous (2002) on ‘Alcohol and the Accident ad Emergency Department’ showed that alcohol misuse was the major problem in our society causing both physical and mental alcohol-related harm, which in turn, resulted in a large number of accidents. The researcher points out the necessity of a holistic approach which included efficient screening instruments and anti alcoholic interventions.


Chiron (2002) conducted a study on ‘Work-related road accidents in France’. The sample consisted of 120 drivers aged from 14 to 64 years. The results of the study showed that 9.9 % drivers were injured during the course of work and 18.6 % while commuting. It was also found that professional drivers had the highest risk for accidents during the course of work.


Buser (2001) conducted a study on ‘Reduced visual function causes higher risk of traffic accidents’. The sample consisted of 754 drivers involved in accidents and 250 accident-free drivers similar in age and driving experience as a control group, all of whom, who underwent a complete opthamological examination. The results showed that reduced mesopic vision and increased sensitivity to glare were prone to an increased risk of night-time accidents. 

Effects of accidents

 
Campbell et al (2005) conducted a study on ‘Sleep disorders as a potential role in motor vehicle accidents’. For the study 120 injured drivers admitted to Wellington hospital Emergency department were questioned. The researchers found that sleep disorders were common among 67% of the sample.


Dermott et al (2005) in their study on ‘Post-traumatic stress disorder and emotional problems in children following motor vehicle accidents’ chose 122 subjects aged 8-13 years. The results revealed that 78% of the   subjects showed a higher prevalence of psychopathology.

Benson (2004) conducted a study on ‘Post-traumatic stress in children following accidents’. The sample consisted of 50 victims of accidents. The results showed that 34% met criteria for post-traumatic stress disorder and 20% met the criteria for specific phobia.


Caldwell et al (2004) in their study on ‘Sleep and trauma’ reviewed the current literature on the significance and characteristics of sleep disturbance occurring in the context of trauma. The research concluded that sleep disturbance was common after traumatic events and that there was a relationship between sleep disturbance and post-traumatic stress disorder.


Donnell et al (2004) conducted a study on ‘Post-traumatic stress disorder and depression following trauma’. The sample consisted of 363 victims of motor vehicle accidents. They were assessed after 1 week, 1, 3, 6, and 12 months after the trauma. The results showed that 32% of the accident victims met the criteria for PTSD and 29% of the victims had depression.


A study was conducted on ‘Psychological distress associated with severe lower-limb injury’ by Edwin et al (2004). The sample was 569 patients with severe lower-limb injury.  The study found that 68% of the patients screened positive for psychological disorder at 3 months after the injury and 42% of patients after 2 years of the injury reported severe phobic anxiety and depression.


Mayou (2004) analysed on ‘Psychological consequences of road traffic accidents in children’.   Forty five school children who had attended on Accident and Emergency department (A and E), were selected as the sample because of their involvement in road traffic accidents. The analysis of the research showed that 50% of the children had high levels of post-traumatic stress symptoms, particularly avoidance symptoms, 39% had travel anxiety, 23% were depressed, 14% were highly anxious and 1 % had other effects like nightmares and sleep disturbances.


Nyberg et al (2004) researched on ‘Prediction of post-traumatic stress disorder by immediate reactions to trauma’. The sample consisted of 179 victims of road traffic accidents. It was found that 18.4% of the victims fulfilled the criteria for PTSD within 6 months after the accident and that the patients who developed PTSD were injured more severely and also showed more symptoms of anxiety and depression.


A research was conducted on ‘Motorcycle-related maxillofacial injuries’ by Oginni et al (2004). The sample consisted of 107 patients who were presented at the maxillofacial surgery units.  It was found that 50.5% of victims were mostly riders and 39.2% of accidents were mostly head-on collision.


Schnyder et al (2004) researched on ‘Prediction of psychiatric morbidity in severely injured accident victims at one-year follow-up’. Assessment of 106 patients with accidental injuries after 1 year follow-up showed that 1.9% had PTSD, 12.3% had subsyndromal PTSD, 17% had clinically relevant symptoms of anxiety, and 8.5% were depressed.  Thus, overall, 27% showed some form of psychiatric morbidity.


  ‘Symptoms of post-traumatic stress disorder after orthopaedic trauma’ by Starr et al (2004) revealed that post-traumatic stress disorder was common after orthopaedic trauma and that emotional problems caused by the injury were more difficult than the physical problems. The sample consisted of 580 patients where  51%  met the criteria for PTSD.


Donnell et al (2003) in their study examined on ‘Psychiatric morbidity following injury’. Sample consisting of 363 consecutive admissions with moderate or severe traumatic brain injury were assessed at 3 time periods : just before discharge, 3 and 12 months after their injury. It was found that post-traumatic stress disorder and major depression were the most frequent diagnoses at both 3 and 12 months, with 10% of participants meetings diagnostic criteria for each disorder at 12 months. Over 20% of the group met criteria for atleast one psychiatric diagnosis 12 months after their injury.


A study was conducted on ‘Gender differences in post-traumatic stress disorder after motor vehicle accidents’ by Fletcher et al (2003). The sample consisted of 122 subjects in the age range of 18-65. It was found that women did not differ from men in meeting the overall reexperiencing  criteria for a diagnosis of PTSD but were at greater risk for the specific reexperiencing symptoms of intense feelings of distress in situations similar to the motor vehicle accident and physical reactivity to memories of the motor vehicle accidents.


A study on ‘Inner city maxillofacial fractures due to road traffic accidents’ was conducted by Lawoyin et al (2003). 159 patients with maxillofacial fractures as a  result of road traffic accidents in a Nigerian city were examined. The results showed that there was an added risk of facial fractures during the rainy and leisure periods   


Pattison (2003) conducted a study on ‘PTSD and depression as comorbid conditions following trauma’. The sample consisted of 363 patients aged 18-70 years, who had level 1 trauma injuries but who were stable and with out pain. The results showed that at 3 months, 43 % of patients met full criteria for PTSD, depression, or both and at 12 months,   60% met the full criteria for PTSD, depression, or both. Thus it was concluded that comorbid PTSD/depression was virtually indistinguishable from PTSD, however, in the acute phase, depression did appear to be a separate constrict.


Schnyder et al (2003) conducted a study on ‘Incidence and prediction of post-traumatic stress disorder symptoms in severely injured accident victims’. The sample consisted of 106 victims with severe accidental injuries who were admitted to the intensive care unit at a hospital. They were interviewed within 1 month and 12 months after the accident. Assessment tools included an extensive clinical interview, the Impact of Event Scale, PTSD Scale, the Sense of Coherence Questionnaire and the Freiburg Questionnaire of Coping with Illness. The results showed that 47% of victims met all the criteria for PTSD, 12 months after the accidents.


Zatzick et al (2003) conducted a study on ‘Predicting Post-traumatic distress in hospitalized trauma survivors with acute injuries’. The sample consisted of 101 surgical in-patients. It was found that 73% of patients screened positive for high levels of symptomatic distress and at 1, 4 and 12 months after the injury while 30% to 40% reported symptoms consistent with a diagnosis of PTSD.


A prospective study on ‘Post-traumatic stress disorder and depression following major accidents’ was done by Janson et al (2002). The data analysis of 166 accidental survivors showed that major depression and PTSD occurred after trauma with patients with these diagnosis having similar recovery rates. 29.9% met the criteria for PTSD at 1 month and 14.4%   had major depression at 4 months. Co-morbid depression occurred in 43.5 per cent in PTSD patients at 1 month and in 42.4% at 4 months.


Tomasson et al (2002) conducted a study o ‘Medical risk factors among drivers in single-car accidents’. The sample consisted of 471 drivers in single-car accidents and 520 general population as a control group. The results showed that the drivers abused alcohol more often and chronic disorders like epilepsy, diabetes mellitus and cardiac disorders were highly found among drivers.

An analysis was conducted on ‘Incidence rates and population at risk for spinal cord injury’ by Burke (2001).  Patients from Southern Indiana regions admitted to the University of Louisville Hospital were chosen for the study.  The results showed that a high rate of spinal cord injury was found among the youngest age group (i.e.) 14-24 year olds and a high frequency of injuries were observed among adults between the ages of 25-39 years.  It was also found that motor vehicle accidents were the leading cause of spinal cord injury.

Cruz (2001) in his a study on ‘A population survey of childhood accidents in Spain’ assessed  the incidence of childhood accidents in Spain. For this, a population survey based on stratified multiphase sample design was carried out. It was found that childhood accidents were 19.4% higher in urban areas than in rural ones and the incidence of traffic accidents for the population 0 to 14 years was 49%. It was also found that fracture and injuries on the head were the most frequent types of accident.

A study was conducted on ‘Long-term outcome of trauma in children’ by Dagfinn et al (2001). The sample consisted of 67 Swedish children who had been injured in a bus accident. They were examined 1 year and 3 years after the accident. It was found that at the 1 year follow-up, large proportions of the sample had symptoms of intrusion, avoidance and general psychological distress, but there was no clinically significant symptoms  observed at the 3 year follow-up.

Anders et al (2000) conducted a study on ‘A qualitative study of stress factors in the early stage of acute traumatic hand injury’. The sample consisted of 30 in-patients who were interviewed 8-20 days after the day of the accident. The results showed that the trauma experience was one of the factors of stress in the early stage. Other factors included the practical problems with daily activities and being dependent on others, uncertainty about functioning in the future and pain.

An investigation on ‘Patterns of post-traumatic stress over 12 months following rural road accidents was conducted by Greenwood (2000).  Seventy two people from a group of consecutive attendees to hospital following road accidents were chosen for the research. It was found that 63.6% of the sample had post-traumatic stress at 12 months period.

MANAGEMENT OF STRESS IN ACCIDENT PATIENTS

         Sadigh (2004) did a study on ‘The Treatment of Recalcitrant Post-traumatic Nightmares with Autogenic Training and Autogenic Abreaction: A case study’.  The   study   investigated   the  effects of the standard Autogenic exercises and Autogenic Abreaction in reducing  the  frequency and  security  of  post-traumatic nightmares  in  a  survivor  of  a car crash.      The results of the study showed that the interventions were successful in effectively treating the patients distressing nightmares. Follow-up data suggested that the treatment effects persisted after the termination of therapy. 

          Shipherd et al (2003) in their study on ‘Preliminary Examination of Treatment for post-traumatic stress Disorder in Chromic Pain patients :  A case   study’   reported   the   efficacy of   manualized   post-traumatic stress Disorder (PTSD) treatment in the presence of   chronic  pain.  Additionally, the effect of   PTSD treatment on chronic pain and psychiatric diagnoses was also explored. Six female patients  with  both PTSD  and   chronic pain  following  motor  vehicle  accidents  were  treated  for   PTSD  using a multiple baseline design. The results indicated that manualized treatment for PTSD was effective in reducing PTSD symptoms in these patients.  

STUDIES ON POSITIVE THERAPY


Balachandran and Helamalatha Natesan (2005) conducted a study on ‘Management of Anxiety in Accident Patients through Positive Therapy’.  Positive Therapy was applied on 30 trauma Patients and 30 plastic surgery patients.  The results indicated that Positive Therapy was very effective in the management of anxiety in accident patients,  

Sarada and Hemalatha Natesan (2004) conducted a study on ‘Management of Stress in Cancer Patients through Positive Therapy’.  The age range of the sample was 45-60 years.  The strategies of Positive Therapy namely Relaxation Therapy, Counselling, Exercising and Behavioral Assignments were applied to 33 cancer patients.  The researcher concluded that Positive Therapy was useful in managing stress in cancer patients.

Critical comments on the literature REVIEWED

 
The results of the various studies revealed that the main causes for accidents were sleepiness, reduced visual function, impaired alertness, consumption of alcohol while driving, poor mechanism of the vehicle, late night driving, etc.

The studies also indicate that post-traumatic stress is seen in most of the accident victims. Therefore, counselling the victims soon after the accidents would have prevented PTSD and thereby minimizing the cost spent towards their health promotion.  The studies also revealed   that early recognition of psychiatric consequences of motor vehicle accidents that would enable early intervention and prevent PTSD and other psychological problems. Psychological intervention techniques might be useful to overcome such symptoms.


The studies also revealed the consequences suffered by the victims of accidents, which include spinal cord injury, brain and head injuries, maxillofacial fractures and other medical risk factors. Some of the psychological problems faced by accident victims were sleep disorders, flashbacks, nightmares, PTSD, anxiety and depression.     


It is unfortunate that most of the researchers have not provided any psychological intervention to help the sample manage their stress and anxiety, which would have prevented PTSD.
METHODOLOGY


The methodology of the study on ‘Management of Stress in Accident Patients through Positive Therapy’ involves the following steps:

· Objectives

· Research Questions

· Null Hypothesis

· Area

· Sample

· Tools

· Procedure

· Analysis of Data

OBJECTIVES
· To assess the level of stress of the sample 

· To find out the intensity of pain in the sample 

· To identify the negative emotions of the sample

· To identify the sleep disturbances of the sample

· To identify the poor health habits of the sample

· To reduce the stress in the sample through Positive Therapy

· To help the sample manage their pain through Positive Therapy

· To ascertain the efficacy of Positive Therapy in the management of the negative emotions 

· To help the sample manage their sleep disturbances through Positive Therapy

RESEARCH QUESTIONS

· What is the level of stress of the sample?

· What is the intensity of pain in the sample?

· What are the negative emotions of the sample?

· Are there any sleep disturbances in the sample?

· Are there any poor health habits in the sample?

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

· Does Positive Therapy help in the management of pain?

· Does Positive Therapy help in the management of negative emotions?

· Does Positive Therapy help in the management of sleep disturbances?

NULL HYPOTHESES

· There is no stress in the sample

· The intensity of pain in the sample is not high

· There are no negative emotions in the sample

· There are no sleep disturbances in the sample

· There are no poor health habits in the sample

· Positive Therapy has no effect in the management of stress in the sample

· Positive Therapy has no effect in the management of  pain 

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

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

AREA

Rex Ortho Hospital, Coimbatore was selected to conduct the study.  The reasons for selecting the area are as follows:

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

· Availability of the required number of samples for the study

SAMPLE


Thirty accident patients who were admitted in Rex Ortho Hospital, Coimbatore were selected by Purposive sampling method to serve as the sample of the present study.  Their age ranges from 18 to 79.

TOOLS


S.I. (Stress Inventory, Revised, 2005) constructed and standardized by Hemalatha Natesan and Nandini Menon was used to assess the stress of the sample.  S.I. consists of 30 items, under 4 parts namely Physiological, Emotional, Cognitive and Behavioral. There are two possible responses to each item namely ‘Yes’ or ‘No’.  The subjects were asked to tick (() any one which applies to them most.  There was no time limit.  But the subjects were asked to respond as quickly as possible.  Scoring key and norms were provided by the authors.  The validity of S.I. is 0.80 and the reliability of S.I.  by test retest method is 0.95.


Case Study schedule and Case Study Re-assessment schedule by Hemalatha Natesan (2005) was used to collect the required information about the subjects.

PROCEDURE

From Rex Ortho Hospital, Coimbatore, 30 Accident Patients were selected by Purposive Sampling method. Case Study Schedule was used to gain information about the subject’s personal history.  Individual Interview was conducted for this purpose.  S.I. was administered on the sample to assess their level of stress.  Positive Therapy was administered on the subjects for 6 sessions, involving one hour per session, over a period of 2 weeks on alternate days.

TREATMENT

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

STRATEGIES


Positive Therapy has four major strategies

· Relaxation Therapy

· Counselling

· Exercises

· Behavioural Assignments


In this action research, the following techniques were used.

RELAXATION THERAPY


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


Relaxation Therapy involves three steps:

· Deep Breathing Practice

· Relaxation Training and

· Auto Suggestion

DEEP BREATHING PRACTICE

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

RELAXATION TRAINING


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


The following instructions were given:


“Breathe in slowly... breath out gradually”.


(This was repeated 3 times)


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


“Breathe in slowly....


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


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


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

· Back of the head

· Forehead

· Eyes

· Mouth

· Neck and Shoulders

· Back

· Chest

· Stomach

· Hands and

· Legs

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

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

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

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

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

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

AUTO SUGGESTION

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


“I am healthy


  I am happy


  I love everyone, everyone loves me


  I am not afraid of anybody, God is with me


  I am bold and confident


  I can achieve what I want

 
  I can face my problems boldly and solve them successfully


  I can overcome my pain

    
  I will be alright soon


  I can walk without pain


  I can use my hands as before


  I can work as before


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


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


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

COUNSELLING

In Positive Therapy, Counselling involves the following techniques.

· Rational emotive Therapy

· Thought stopping

· Cognitive Restructuring and

· Assertiveness Training

RATIONAL EMOTIVE THERAPY

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


“I cannot overcome my pain”


“I cannot walk”

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

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

THOUGHT STOPPING

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

        “I cannot overcome my pain”

        “I cannot walk”

        “I am worried about my work”

        “I am afraid of my future”

        “I cannot use my hands as before”

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

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

COGNITIVE RESTRUCTUIRING

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

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

        “I can overcome my pain”

        “I can walk”

        “I am not worried about my work”

        “I am not afraid of my future”

        “I can use my hands as before”

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

ASSERTIVENESS TRAINING

Assertiveness is the ability to stand up for one’s rights without offending the rights of others.  Unfortunately, many people suffer due to lack of assertiveness.
The subjects were asked to identify and report the situations where she/he suffered due to unassertiveness.  Many subjects were from low socio-economic status and lacked assertiveness in their work environment.  Hence, they were trained to be assertive by having  a straight posture, with an upright face, audible voice and direct eye contact.  The researcher played the role of the subject, as an assertive person.  The subject was asked to initiate the researcher.  After practice for a couple of times, the subject was asked to behave in similar assertive manner in real life situations.

EXERCISES

In Positive Therapy, there are 2 exercises namely 

· Smile Therapy 

· Laugh Therapy


In this research, only smile Therapy was used as the sample involved accident patients.

SMILE THERAPY


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



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

BEHAVIOURAL ASSIGNMENTS

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

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

· Have positive attitude towards self, life and others

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

· Involve in some activity and enjoy it

· Accept responsibility with a smile

· Face the problems boldly and solve them successfully

· Enjoy the company of your family members and friends

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

· Enjoy music.

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

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

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

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

· Practice smile therapy, preferably with their family members, 10 times a day

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

· Pray to God

EXPERIMENTAL DESIGN

	Test

Area
	Level of phenomenon

Before treatment

Stress(x)
	Treatment Introduced

-----------------------

Positive Therapy
	Level of phenomenon

After treatment

Stress(y)

	Treatment effect = (y) – (x)


ANALYSIS OF DATA


The data will be analysed statistically based on the following:

· Significance of difference between mean stress of the sample before and after treatment.

· Percentage of subjects reporting pain before and after the treatment

· Percentage of subjects having negative emotions before and after treatment.

· Percentage of subjects reporting sleep disturbances before and after treatment.

· Percentage of subjects reporting poor health habits.

results and discussion
A study on ‘Management of Stress in Accident Patients through Positive Therapy’ was conduced in Rex Ortho Hospital, Coimbatore. Thirty accident patients, 20 male and 10 female were selected. The age of the sample ranged between 20-80 years. With regard to their marital status, 20 were married and 10 were unmarried. Majority of the sample belonged to low income group.

All the subjects were assessed using Case Study Schedule (Hemalatha Natesan, 2005) and S.I. (Stress Inventory, Revised, Hemalatha Natesan and Nandini Menon, 2005). Positive Therapy was used as the psychological intervention to reduce stress in the patients. Positive Therapy was administered individually for one hour per session, on alternate days. On the whole, 6 sessions were given. The subjects were re-assessed after the 6th session, using the same psychological test, S.I. and Case Study Re-assessment Schedule.

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

Table I

Age of the sample

  N = 30

	Age
	Number 
	Percentage

	70-79
	2
	7

	60-69
	2
	7

	50-59
	3
	10

	40-49
	4
	13

	30-39
	9
	30

	20-29
	10
	33


       (Percentages are rounded up)


Table I shows the age of the sample. It is sad to note that many of the sample who were accident patients were in the age range of 20-39. This is probably because the youth are careless and tend to overspeed in their excitement. Those below 40 years may also tend to go faster than those above 40 years. 

Goran et al (2005) had proved that younger subjects were more likely to involved in accidents. Their study also revealed that the young drivers had a higher risk of being involved in accidents during late night hours.

FIGURE I
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Table II

stress level of the sample 
before and after treatment

         N = 30

	Level of Stress
	Before Treatment
	After Treatment

	
	Number 
	Percentage
	Number 
	Percentage

	High
	15
	50
	0
	0

	Moderate
	15
	50
	5
	17

	Low 
	0
	0
	12
	40

	No stress 
	0
	0
	13
	43


       (Percentages are rounded up)

Stress is a physical, chemical or emotional factor that causes wear, and tear on the body and mind. It creates imbalance in every bodily system (James, 2000).

Table II shows the stress level of the sample before and after treatment. It is alarming to note that initially, 50% of the sample had high stress and the remaining 50% had moderate stress. Hence, the null hypothesis ‘There is no stress in the sample’ is rejected. Similar results were obtained by Starr et al (2004) who had found that stress is high among trauma victims. It is wonderful to note that there was no sign of stress among 43% of the sample as a result of the treatment, namely, Positive Therapy. The stress level of 40% of the samples was reduced to low level. The reduction in stress in the subjects can be attributed to the efficacy of Positive Therapy that was administered individually on the patients for 6 sessions over a period of 2 weeks on alternate days. Probably, if the therapy were given for a longer duration, according to the severity of the condition, it would have helped all the subjects reduce their stress to low level.

FIGURE II
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Table III

intensity of pain experienced by the sample 
before and after treatment

         N = 30

	Intensity of pain
	Before Treatment
	After Treatment

	
	Number 
	Percentage
	Number 
	Percentage

	High
	18
	60
	0
	0

	Moderate
	11
	37
	13
	43

	Low 
	1
	3
	17
	57


       (Percentages are rounded up)

Pain is something, a sensation that warns us of the damage to our bodies (Nell, 2001). Lawrence (2003) had found that the victims of motor vehicle accidents experienced moderate pain even after two years but there was little improvement between three years.

Table III shows the intensity of pain experienced by the sample. Majority of the subjects experienced high intensity of pain (60%). Therefore, the null hypothesis ‘The intensity of pain in the sample is not high’ is rejected. It is highly gratifying to note that after Positive Therapy, there was an enormous improvement as none of the subjects experienced high intensity of pain, 43% had moderate pain and 57% had low intensity of pain. Hence, the null hypothesis ‘Positive Therapy has no effect in the management of pain’ is rejected. Experience of pain is more due to one’s own perception rather than due to pain sensation. Initial interview with the subjects revealed that they had recurring negative thoughts such as, “I cannot bear my pain”. Counseling had helped to modify the perception of the subjects and helped them distract from thinking of their pain. Autosuggestion under relaxed state, as well as Cognitive Restructuring such as “I can overcome my pain successfully” had helped to bring about a drastic change in their pain perception.  

FIGURE III

INTENSITY OF PAIN EXPERIENCED BY THE SAMPLE 
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Table IV

negative emotions of the sample 

before and after treatment                

   








         N = 30

	Negative Emotions
	Before Treatment
	After Treatment

	
	Number 
	Percentage
	Number 
	Percentage

	Worry
	30
	100
	3
	10

	Fear
	14
	47
	2
	7

	Anger
	5
	17
	0
	0

	Hostility
	3
	10
	0
	0


       (Percentages are rounded up)

Coon (2000) states that individuals who feel that they have ability to cope are more likely to react efficiently to stressors and also avoid having negative emotional, behavioural and cognitive reactions to them.

Table IV shows the details of the negative emotions found in the samples. Initially, worry was found among the entire sample (100%). This was mainly due to their pain and uncertainty about the recovery. Fear was the other commonly found negative emotions in the subjects (47%). Individual interview with the subjects revealed that fear was mainly due to their recurring negative thoughts about the accident. Their stress was mainly due to the physical problems caused by the accident and also due to financial problems. Hence, the null hypothesis ‘There are no negative emotions in the sample’ is rejected.

The results of this study are in line with the study by Frederick et al (2003), who had reported that interpretation of intrusions, thought suppression and anger cognitions were important in predicting the persistence of post-traumatic stress disorder after two years but health and financial problems were persistent after the accident.

After treatment, there was a great improvement in the subjects in overcoming the negative emotions. Worry, which was present in the entire sample before treatment was found only in 10% of the subjects after the administration of Positive Therapy. Fear was found only in 7% of the subjects. Hence, the null hypothesis ‘Positive Therapy has no effect in the management of negative emotions’ is rejected. It is amazing to find that there was no sign of anger and hostility in any of the subjects after undergoing Positive Therapy. On the whole, there was a tremendous reduction in the negative emotions of the subjects after Positive Therapy. Relaxation and Autosuggestion helped them get rid of their negative emotions by making their level of positive thoughts. Their irrational fears were removed by Rational Emotive Therapy, Thought Stopping and Cognitive Restructuring.

FIGURE IV

NEGATIVE EMOTIONS OF THE SAMPLE 
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Table V

sleep disturbances of the sample 
before and after treatment

        N = 30

	Condition
	Before Treatment
	After Treatment

	
	Number
	Percentage
	Number 
	Percentage

	Sleep Disturbance
	24
	80
	3
	10


    (Percentages are rounded up)

According to Landsman (2004), recurrent and frightening dreams are commonly experienced by patients who suffer from post-traumatic stress disorder after a motor vehicle accident. When such nocturnal episodes are left untreated, they can result in the experience of severe distress with physical, emotional and psychophysiological concomitant.

Table V shows the number of sample with sleep disturbances before and after treatment. It is alarming to note that initially, most of the sample (80%) had sleep disturbances. Therefore, the null hypothesis ‘There are no sleep disturbances in the sample’ is rejected. When a person is calm and relaxed, without any disturbing thoughts, the person goes off to sleep immediately. But, if there is any recurring thought, whether negative or positive, it inhibits sleep. In accident patients, recurring thoughts of the trauma, pain, insecurity and uncertainty about future disturbed them constantly, resulting in sleep disturbances.

It was amazing to note that after Positive Therapy only 10% had sleep disturbances, which is a great improvement. This was mainly due to Relaxation Therapy, which helped the patients a lot to overcome their sleep disturbances by complete relaxation of their brain and body. Thought stopping had helped them to avoid recurring negative thoughts such as “I cannot overcome my pain and I cannot walk” and they were also trained to have only positive thoughts, such as “I can overcome my pain and I can walk”. Hence, the null hypothesis, ‘Positive Therapy has no effect in the management of sleep disturbances’ is rejected.

 The study conducted by Mayou (2004) on psychological consequences  of road traffic accidents had also revealed that the most commonly found symptoms were stress, anxiety, depression, sleep disturbances, travel anxiety and nightmares.

FIGURE V

SLEEP DISTURBANCES OF THE SAMPLE
BEFORE AND AFTER TREATMENT
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Table VI

poor health habits of the sample

              





        N = 30

	Poor Health Habits
	Number
	Percentage

	Driving at night 
	12
	40

	Smoking
	7
	23

	Alcohol
	4
	13


        (Percentages are rounded up)

Table VI shows the poor health habits of the sample. The most commonly found poor health habits were driving at night (40%), smoking (23%) and alcohol (13%). Hence, the null hypothesis ‘There are no poor health habits in the sample’ is rejected. 

It is unfortunate to note that in some of the cases, drinking during driving was the main cause for accident. Drinking and driving is dangerous as it leads to accidents due to dizziness of the drivers.

The study conducted by Toshiaki et al (2002) on, ‘Falling asleep while driving and automobile accidents’ revealed that the main cause for road accidents is falling asleep while driving.

The study by Charalambous (2000) on ‘Alcohol and the Accidents and Emergency Department’ showed that alcohol is a major risk factor for motor vehicle accidents and injuries.

 Table VII

significance of difference between mean stress of sample before and after treatment

         N = 30

	Experimental Group
	N
	M
	SD
	CR

	Before Treatment
	30
	9.70
	2.38
	*14.44

	After Treatment
	30
	1.76
	1.82
	


N: Number 
    M: Mean      SD: Standard Deviation     CR: Critical Ratio 

* Significant at 0.01 level

It is shocking to note from Table VII that initially, the mean stress was ‘High’ as per the norms. But, after the treatment, it is amazing to find that mean stress had reduced to ‘Low’ level. The mean difference before and after treatment is statistically significant. Hence, the null hypothesis ‘Positive Therapy has no effect in the management of stress in the sample’ is rejected.

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

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

Morgan and Smith (2004) had also found that victims of motor vehicle accidents have high stress due to physical problems caused by the accident and due to feelings of insecurity and that with the help of psychological intervention, they can reduce their level of stress significantly to a very low level.

On the whole, the results of the present study on accident patients reveal that initially,

· The entire sample had high or moderate stress

· Many of the subjects experienced  high intensity of pain

· The entire sample had worry

· Most of the subjects had sleep disturbances

· Some of the subjects had poor health habits such as driving at night, smoking and alcohol.

After the administration of Positive Therapy, 

· None of the subjects had high stress; Many of them had either ‘Low stress’ or ‘No stress’.

· None of the subjects experienced high intensity of pain

· The Negative emotions of the sample were removed 

significantly

· Only 10% of the sample had sleep disturbance

FIGURE VI

MEAN STRESS OF THE SAMPLE 
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SUMMARY AND CONCLUSION

Accident patients often face stress, which affects their general functioning and attitude towards life.  Hence, a study on ‘Management of Stress in Accident Patients through Positive Therapy’ was conducted to assess the level of stress of the sample and to help them manage it through Positive Therapy.

The objectives of the study were as follows:

· To assess the level of stress of the sample 

· To find out the intensity of pain in the sample 

· To identify the negative emotions of the sample

· To identify the sleep disturbances of the sample

· To identify the poor health habits of the sample

· To reduce the stress in the sample through Positive Therapy

· To help the sample manage their pain through Positive Therapy

· To ascertain the efficacy of Positive Therapy in the management of the negative emotions 

· To help the sample manage their sleep disturbances through Positive Therapy

From Rex Ortho Hospital, Coimbatore 30 patients were selected to serve as the sample Case Study Schedule (Hemalatha Natesan, 2005) and Stress Inventory (Hemalatha Natesan, and Nandini Menon 2005) were administered on the entire sample (N=30).

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

· Relaxation Therapy

· Counselling

· Exercises and

· Behavioural Assignments

Positive Therapy was given individually for one hour per session; 6 sessions were given on alternate days for 2 weeks.  After 6 sessions, all the patients were re-assessed using S.I. and selected items of case study schedule.

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

CONCLUSION

Before the administration of Positive Therapy,

· The entire sample had stress (100%)

· Many of the subjects had high intensity of pain (60%)

· The entire sample had negative emotions like worry (100%) and fear (47%)

· Most of the subjects had sleep disturbances (80%)

· Most of the subjects had poor health habits 

· The mean stress of the sample was high (9.70)

After the administration of Positive Therapy,

· The level of stress has gone down drastically to low in most of the subjects (40%)

· The mean stress of the sample reduced from ‘high’ (M=9.70) to ‘low’ level (m=1.76)

· None of the subjects had high intensity of pains majority of the subjects (57%) had only low intensity of pain

· The negative emotions of the sample reduced significantly (worry -10% and fear - 7%)

· Most of the subjects (90%) did not have sleep disturbances

· None of the subjects had poor health habits

LIMITATION


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

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

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

· Positive Therapy can be organized in hospitals in various parts of the world for the benefit of the accident victims

· Programs, workshops, demonstrations and various other interventions can be conducted for managing stress

· General awareness programmes on accidents can be conducted in schools, colleges, industries, etc.

· Further research on the topic and on the efficacy of Positive Therapy with sample from other countries can also be done

NEED FOR FURTHER STUDY

Accidents are considered to be very common in today’s fast paced life and so more attention should be given to create awareness among the society.  As this study focused on stress, further studies can be conducted with variables like Pain, Anger and Depression to know the relationship between these concepts.  In this study the sample size was 30.  Hence, researches can be done by increasing the sample size in the future studies.
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ANNEXURE – I

CASE STUDY SCHEDULE (2005)

Dr. HEMALATHA NATESAN

PROFESSOR AND HEAD, DEPARTMENT OF PHYCHOLOGY

AVINASHILINGAM DEEMED UNIVERSITY, COIMBATORE










Date :

Name 


:

Sex



:

Age



:

Education


:

Occupation


:

Address


:


Income Per Month

:

Marital Status

:
Single / Married / Divorced / Separated

Type of Family

:
Nuclear / Joint

Area of Residence

:
Urban / Rural

Family Background:
	S.No.
	Relationship
	Age
	Education
	Occupation
	Income

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


1. What are the symptoms you have?


Pain

 (
General Weakness
 (
Giddiness          (

Sweating
 (
Irritability

 (
Headache          (
Confusion
 (
Restlessness
 
 (
Breathlessness  (


2. Indicate the negative emotions you experience more frequently 


Stress
      (    Fear     (     Worry  (


Hostility   (   Anger   (
3. Indicate the recurring negative thoughts you have:

4. How intense is the pain? 

Very intensive / Moderate / No pain

5. How often do you get pain?  

Very frequently / Frequently / Sometimes / Rarely / Never

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


Minutes / Hours / Whole day / Several days

7. How do you react to pain?

8 Indicate the poor health habits that you have:


Smoking
    (

Excessive coffee drinking   (
Over rating
    (

   (More than 6 cups a day)  

Drinking          (

Lack of physical activity 
   (



Pan

    (

    (Eg. Exercise / walking)

Drugs               (

Frequent late nights  
   (
ANNEXURE – II
S.I. (Revised 2005)

By 

Dr. Hemalatha Natesan and Dr. Nandini Menon
Name 

:






Sex
: M / F

Date of Birth
:






Age
:

Education

:

Occupation

:

Income

:

Marital Status
:
Single / Married 

Type of Family
:
Nuclear / Joint

Size of Family
:
Small
 
        
Big





(4 and Below)
(More than 4)

Address

:
Residence 


Office

Phone


:


INSTRUCTIONS

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

PART – I
	S.NO.
	ITEMS
	YES
	NO

	1.
	I sweat a lot
	
	

	2.
	I get tired easily
	
	

	3.
	I cannot stand loud noise
	
	

	4.
	I have very poor appetite
	
	

	5.
	I get giddiness / nausea
	
	

	6.
	I have difficulty in falling asleep/disturbed sleep
	
	

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


PART – II
	S.NO.
	ITEMS
	YES
	NO

	1.
	I feel sad
	
	

	2.
	I am highly irritable 
	
	

	3.
	I feel helpless
	
	

	4.
	I lose my temper easily
	
	

	5.
	I do not enjoy activities which I used to enjoy
	
	

	6.
	I am worried about my poor health
	
	

	7.
	I find others too demanding
	
	

	8.
	I feel upset when I have to take up some responsibility
	
	

	9.
	I worry about my past/present/future
	
	


PART – III
	S.NO.
	ITEMS
	YES
	NO

	1.
	I take a long time to decide
	
	

	2.
	I get recurring negative thoughts
	
	

	3.
	I am overtaxing myself
	
	

	4.
	I keep forgetting things
	
	

	5.
	I cannot cope with sudden changes around me
	
	

	6.
	I am preoccupied
	
	


PART – IV
	S.NO.
	ITEMS
	YES
	NO

	1.
	I have a strained posture
	
	

	2.
	I do not pay attention to what I eat 
	
	

	3.
	I strive hard to achieve more and more
	
	

	4.
	I argue a lot
	
	

	5.
	I have no time for exercise/walking/relaxation
	
	

	6.
	I spend very little time with my family members
	
	

	7.
	I shout at others even for small matters
	
	

	8.
	I am worn out
	
	


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

	20 and above
	Very High Stress

	10 - 19
	High Stress

	5 - 9
	Moderate Stress

	1 - 4
	Low Stress


ANNEXURE – III
RE-ASSESSMENT SCHEDULE (2005)

Dr. HEMALATHA NATESAN

PROFESSOR AND HEAD, DEPARTMENT OF PHYCHOLOGY

AVINASHILINGAM DEEMED UNIVERSITY, COIMBATORE










Date :
Name
:

1. What are the symptoms you have?

General Weakness
  (
  Breathlessness   (    Giddiness      ( Headache                  (     Confusion
        (    Restlessness  ( Breathlessness           (


2. Indicate the recurring negative thoughts you have?

3. How intense is the pain?

Very intensive / Moderate / No pain

