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ABSTRACT
From SriRamakrishnaHospital, Coimbatore, 40 cancer patients were screened using Case Study Schedule (HemalathaNatesan, 2008) and Insomnia Inventory (London Sleep Centre, 2004). Out of them, 30 subjects having insomnia were selected by Purposive 
Sampling. They were given Positive Therapy (HemalathaNatesan, 2004) individually. The duration of each session was one hour; 4 sessions were given in two weeks, after which they were re-assessed using the same tools. The Experimental Design used was Single Group Design involving Pre-test and Post-test with Psychological Intervention. Initially, the entire sample had insomnia. After the administration of Positive Therapy, 90% had ‘No insomnia’ and the remaining (10%) had ‘Low’ insomnia. There was a statistically significant reduction in the mean insomnia from 5.79 to 3.00.  Most of the sample suffered from pain (83%). The other physical symptoms were physical weakness (50%), loss of appetite (40%) and loss of weight (37%). They also suffered from psychological symptoms such as, depression (47%). The most common negative emotions of the sample were worry (87%), fear (73%) and anxiety (53%). Positive Therapy proved to be very effective not only in reducing insomnia in the selected cancer patients but also in reducing the number of subjects reporting various symptoms and negative emotions. 
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CHAPTER - I 
INTRODUCTION
“Time is shortening.
But every day that I challenge this cancer and survive is victory for me”
Bergman
Cancer, also called malignancy, is characterized by an abnormal growth of cells (Cancer Health Centre, 2006). Cancer is a class of diseases in which a group of cells display uncontrolled growth (division beyond the normal limits), invasion (intrusion on and destruction of adjacent tissues) and sometimes metastasis (spread to other locations in the body via lymph or blood). 
Cancer may affect people at all ages, even fetuses, but the risk for most varieties increases with age. Cancer causes about 13% of deaths. According to the American Cancer Society, 7.6 million people died from cancer in the world during 2007.  Cancers can affect all animals.
SIGNS AND SYMPTOMS OF CANCER
Cancer symptoms can be divided into three groups as follows:
Local Symptoms
Unusual lumps or swelling (tumor), hemorrhage (bleeding), pain and/or ulceration. Compression of surrounding tissues may cause symptoms such as jaundice (yellowing the eyes and skin).
Symptoms of Metastasis (Spreading)
Enlarged lymph nodes, cough and hemoptysis, hepatomegaly (enlarged liver), bone pain, fracture of affected bones and neurological symptoms. Although advanced cancer may cause pain, it is often not the first symptom.
Systemic Symptoms
Weight loss, poor appetite, fatigue and cachexia (wasting), excessive sweating (night sweats), anemia and specific paraneoplastic phenomena, i.e. specific conditions that are due to an active cancer, such as thrombosis or hormonal changes.
CAUSES OF CANCER
Cancer is a diverse class of diseases, which differ widely in their causes and biology. The common threat in all known cancers is the acquisition of abnormalities in the genetic material of the cancer cell and its progeny. 
[bookmark: Mutation:_chemical_carcinogens]Mutation: Chemical Carcinogens
Cancer pathogenesis is traceable back to DNA mutations that impact cell growth and metastasis. Substances that cause DNA mutations are known as mutagens and mutagens that cause cancers are known as carcinogens. Particular substances have been linked to specific types of cancer. Tobacco smoking is associated with many forms of cancers like lung, larynx, head, neck, stomach, bladder, kidney, oesophagus and pancreas and causes 90% of lung cancer. Prolonged exposure to asbestos fibers is associated with mesothelioma.
[bookmark: Mutation:_ionizing_radiation]Mutation: Ionizing Radiation
[bookmark: Viral_or_bacterial_infection]Sources of ionizing radiation, such as radon gas, can cause cancer. Prolonged exposure to ultraviolet radiation from the sun can lead to melanoma and other skin malignancies. Radio-frequency radiation from mobile phones has been proposed as a cause of cancer, but there is little evidence of such a link. Nevertheless, some experts caution against prolonged exposure.
Viral or Bacterial Infection
[bookmark: Hormonal_imbalances]Some cancers can be caused by infection with pathogens. Many cancers originate from a viral infection; this is especially true in animals such as birds, but also in humans, as viruses are responsible for 15% of human cancers worldwide. The main viruses associated with human cancers are human papillomavirus, hepatitis B (liver cancer) and hepatitis C virus, Epstein-Barr virus and human T-lymphotropic virus. Experimental and epidemiological data imply a causative role for viruses and they appear to be the second most important risk factor for cancer development in humans, exceeded only by tobacco usage. In addition to viruses, researchers have noted a connection between bacteria and certain cancers. The most prominent example is the link between chronic infection of the wall of the stomach with Helicobacter pylori and gastric cancer. Although only a minority of those infected with Helicobacter go on to develop cancer, since this pathogen is quite common it is probably responsible for the majority of these cancers. 
Hormonal Imbalances
[bookmark: Immune_system_dysfunction]Some hormones can act in a similar manner to non-mutagenic carcinogens in that they may stimulate excessive cell growth. A well-established example is the role of hyper estrogenic states in promoting endometrial cancer.
Immune System Dysfunction
[bookmark: Heredity]HIV is associated with a number of malignancies, including Kaposi's sarcoma, non-Hodgkin's lymphoma and HPV-associated malignancies such as anal cancer and cervical cancer. AIDS-defining illnesses have long included these diagnoses. The increased incidence of malignancies in HIV patients points to the breakdown of immune surveillance as a possible etiology of cancer. Certain other immune deficiency states (e.g. common variable immunodeficiency and IgA deficiency) are also associated with increased risk of malignancy.
Heredity
[bookmark: Other_causes]Most forms of cancer are ‘sporadic’ and have no basis in heredity. There are, however, a number of recognized syndromes of cancer with a hereditary component, often a defective tumor suppressor allele. Famous examples are breast cancer and ovarian cancer, tumors of various endocrine organs, osteosarcoma, soft tissue sarcoma, brain tumors, turcot syndrome, familial adenomatous polyposis (early onset of colon carcinoma), hereditary nonpolyposis colorectal cancer (Lynch syndrome) can include familial cases of colon cancer, uterine cancer, gastric cancer and ovarian cancer, without a preponderance of colon polyps, retinoblastoma, leukemia and testicular cancer (Wikimedia Foundation, Inc. Cancer, 2008).
Stress
The body responds to stress by releasing stress hormones, such as epinephrine (also called adrenaline) and cortisol (also called hydrocortisone). The body produces these stress hormones to help a person react to a situation with more speed and strength. Stress hormones increase blood pressure, heart rate and blood sugar levels. Chronic (persisting or progressing over a long period of time) high levels of stress are thought to be harmful (National Cancer Institute, 2008).
TREATMENT FOR CANCER
Cancer can be treated by surgery, chemotherapy, radiation therapy, immunotherapy, monoclonal antibody therapy or other methods like psychological interventions to cope with the effects of cancerous cells. Because ‘cancer’ refers to a class of diseases, it is unlikely that there will ever be a single ‘cure for cancer’ any more than there will be a single treatment for all infectious diseases.
[bookmark: Surgery]Surgery
In theory, non-hematological cancers can be cured if entirely removed by surgery but this is not always possible. When the cancer has metastasized to other sites in the body prior to surgery, complete surgical excision is usually impossible. In the Halstedian model of cancer progression, tumors grow locally and then spread to the lymph nodes, then to the rest of the body. This has given rise to the popularity of local-only treatments such as surgery for small cancers. Even small localized tumors are increasingly recognized as possessing metastatic potential.
[bookmark: Radiation_therapy]Radiation Therapy
[bookmark: Chemotherapy]Radiation Therapy (also called Radiotherapy, X-ray Therapy or Irradiation) is the use of ionizing radiation to kill cancer cells and shrink tumors. Radiation Therapy can be administered externally via External Beam Radiotherapy (EBRT) or internally via Brach Therapy. Radiation Therapy injures or destroys cells the ‘target tissue’ by damaging their genetic material, making it impossible for these cells to continue to grow and divide. Radiation damages both cancer cells and normal cells, most normal cells can recover from the effects of radiation and function properly. Radiation therapy may be used to treat almost every type of solid tumor, including cancers of the brain, breast, cervix, larynx, lung, pancreas, prostate, skin, stomach, uterus or soft tissue sarcomas. Radiation is also used to treat leukemia and lymphoma.
Chemotherapy
[bookmark: Targeted_therapies][bookmark: Immunotherapy]Chemotherapy is the treatment of cancer with drugs (‘anticancer drugs’) that can destroy cancer cells. In current usage, the term ‘chemotherapy’ usually refers to cytotoxic drugs which affect rapidly dividing cells in general, Chemotherapy drugs interfere with cell division in various possible ways. Chemotherapy harms healthy tissue (e.g. intestinal lining) but these cells usually repair themselves after chemotherapy.
Some drugs work better together than alone, two or more drugs are often given at the same time. This is called ‘combination chemotherapy’; most chemotherapy regimens are given in a combination.
Immunotherapy
[bookmark: Hormonal_therapy]Cancer Immunotherapy refers to a diverse set of therapeutic strategies designed to induce the patient's own immune system to fight the tumor. Vaccines to generate specific immune responses are the subject of intensive research for a number of tumors, notably malignant melanoma and renal cell carcinoma.
Hormonal Therapy
The growth of some cancers can be inhibited by providing or blocking certain hormones. Common examples of hormone-sensitive tumors include certain types of breast and prostate cancers. Removing or blocking estrogen or testosterone is often an important additional treatment. In certain cancers, administration of hormone agonists, such as progestogens may be therapeutically beneficial (Wikimedia Foundation, Inc. Cancer, 2008).
[bookmark: Angiogenesis_inhibitors][bookmark: Symptom_control]INSOMNIA
Insomnia is best defined by the quality of sleep, not by the number of hours or how quickly people fall asleep (Health Wellness & Health Food Guide, 2009).
Definition of Insomnia
“Insomnia is the inability to obtain an adequate amount or quality of sleep. The difficulty can be in falling asleep, remaining asleep or both. People with insomnia do not feel refreshed when they wake up". Insomnia is a common symptom affecting millions of people that may be caused by many conditions, diseases or circumstances (Swain, 2005).
Types of Insomnia
Although there are several different degrees of insomnia, about three types of insomnia have been clearly identified: transient, acute and chronic.
Transient Insomnia lasts from days to weeks. It can be caused by another disorder, by changes in the sleep environment, by the timing of sleep, severe depression or by stress. Its consequences - sleepiness and impaired psychomotor performance are similar to those of sleep deprivation.
Acute Insomnia is the inability to consistently sleep well for a period of between three weeks to six months.  
Chronic Insomnialasts for years at a time. It can be caused by another disorder or it can be a primary disorder. Its effects can vary according to its causes. They might include sleepiness, muscular fatigue, hallucinations and/or mental fatigue; but people with chronic insomnia often show increased alertness. Some people that live with this disorder see things as though they were happening in slow motion, whereas moving objects seem to blend together and can cause double vision (Wikimedia Foundation, Inc. Insomnia, 2008).          
Symptoms of Insomnia
People who have insomnia do not start the day refreshed from a good night's sleep. They are tired. They may have difficulty falling asleep and commonly lie in bed tossing and turning for hours. Or the individual may go to sleep without a problem but wakes in the early hours of the morning and is either unable to go back to sleep or drifts into a restless, unsatisfying sleep. This is a common symptom in the elderly and those suffering from depression. Sometimes sleep patterns are reversed and the individual has difficulty staying awake during the day and takes frequent naps. The sleep at night is fitful and frequently interrupted.
Causes of Insomnia
Transient insomnia is often caused by a temporary situation in a person's life, such as steroids and anti-depressants can cause insomnia. Chronic insomnia usually has different causes like Medical condition or its treatment (sleep apnea, arthritis, a heart condition and asthma, Intake of caffeine, alcohol and nicotine, mood or anxiety disorders, Stress or depression, Disturbed sleep cycles (work shift), Sleep-disordered breathing (snoring), Periodic jerky leg movements, nocturnal myoclonus, which happen just as the individual is falling asleep, Repeated nightmares or panic attacks during sleep. Worrying about whether or not a person will be able to fall asleep, creates so much anxiety that the individual's bedtime rituals and behavior actually trigger insomnia. This is called Psycho-PhysiologicalInsomnia(Swain, 2005).
Effects of Insomnia
Insomnia often leads to emotional and physical problems like depression, sagging energy levels, trouble learning, concentrating and remembering things, work performance drops, mood changes and irritability for no reason. One of the main effects of insomnia is overwhelming sleepiness mixed with fatigue, lethargy and irritability. Insomniacs may have problems concentrating and focusing on the tasks at hand.  Insomnia will have a very negative affects on health and well-being and as the effects of the Insomnia increases, the probability to manage the stresses of everyday life decreases (Health Wellness & Health Food Guide, 2009).
INSOMNIA IN CANCER PATIENTS
Insomnia occurs in about 12% to 25% of the general population and is often associated with situational stress, illness, aging and drug treatment. It is estimated that 45% of people with cancer have insomnia. Physical illness, pain, hospitalization, drugs and other treatments for cancer and the psychological impact of a malignant disease may disrupt the sleeping patterns of persons with cancer.
Cancer patients are at great risk for developing insomnia and disorders of the sleep-wake cycle. Insomnia is the most common sleep disturbance in this population and is most often secondary to physical and/or psychological factors related to cancer and/or cancer treatment. Anxiety and depression, common psychological responses to the diagnosis of cancer, cancer treatment and hospitalization, are highly correlated with insomnia.
Insomnia may be exacerbated by paraneoplastic syndromes associated with steroid production and by symptoms associated with tumor invasion, such as draining lesions, gastrointestinal (GI) and genitourinary (GU) alterations, pain, fever, cough, dyspnea, pruritus and fatigue. Medications, including vitamins, administration of corticosteroids and neuroleptics for nausea and vomiting and sympathomimetics for the treatment of dyspnea, as well as other treatment factors can impact negatively on sleep patterns.
Side effects of treatment that may affect the sleep-wake cycle include pain, anxiety, night sweats/hot flashes, GI disturbances (i.e., incontinence, diarrhea, constipation, nausea), GU disturbances (i.e., incontinence, retention, GU irritation), respiratory disturbances and medications. Hospitalized patients are likely to experience frequent interruptions of sleep due to treatment schedules, hospital routines and roommates, which singularly or collectively alter the sleep-wake schedule. Other factors influencing sleep-wake schedules in the hospital setting include age, noise, temperature, comfort, pain and anxiety(National Cancer Institute, 2002).
TREATMENT OF INSOMNIA
Methods to improve sleep, such as relaxation therapy, sleep restriction therapy and reconditioning are used.
Relaxation Therapy
This type of therapy aims to reduce stress and body tension. As a result, the mind is able to stop ‘racing,’ the muscles can relax and restful sleep can occur.
Sleep Restriction
The goal is to sleep continuously and get out of bed at the desired wake time. This treatment involves going to bed later or getting up earlier and slowly increasing the amount of time in bed until the person is able to sleep normally throughout the night.
Reconditioning
This means using bed only at bedtime when sleepy. Avoiding other activities in bed, such as reading or watching TV (The National Women's Health Information Center, 2006).
Counselling
Counselling can provide emotional support to cancer patients and help them better understand their illness. Different types of counseling include individual, group, family, peer counseling, bereavement, patient-to-patient and sexuality (Wikimedia Foundation, Inc. Insomnia, 2008).
POSITIVE THERAPY
Positive Therapyis a psychological intervention evolved by HemalathaNatesan (2004). It is a package, which combines the Eastern Techniques of Yoga and Western Techniques of Cognitive Behaviour Therapy.
The assumption of Positive Therapy is that any behaviour problem is due to the way an individual perceives himself, the situation, the people around and his future. Any problem becomes a problem, only when it is perceived as a problem. Hence, the perception of a situation or a person as a problem is due to one's own perception, rather than the actual situation or the person. 
	A person with negative perception will also have negative thoughts. Negative thoughts lead to negative beliefs, which are more often irrational. These negative beliefs pave the way for negative emotions and in the long run, affect a person's mental health, as well as physical health. Positive therapy aims at modifying negative thoughts, beliefs, emotions and behaviour by using a number of techniques. It is assumed that when negative thoughts are replaced by positive thoughts, the individual becomes more realistic and reasonable in his perception (Natesan, 2004).
NEED FOR THE STUDY
Cancer is a disease that occurs at all stages of life and in all parts of the world. Cancer may be cured, become chronic or lead to death. As such, it may cause undue stress, depression, fear and anxiety, affecting the sleep of the cancer patients. All these, will intensify the symptoms of cancer. Thus, it is a vicious cycle. Hence, it is important to help cancer patients manage insomnia.
To treat insomnia in cancer patients, Positive Therapy was chosen, as it has helped patients with chronic illness to manage many problems such as, insomnia, pain, fear, anxiety, depression, anger etc. Positive Therapy helps the individual to manage of negative thoughts and emotions and develop positive thoughts. It helps to relax the whole body and brain, thus ensuring sound sleep. Relaxation also improves the functioning of the immune system. It enhances the secretion of the opioids, which are natural pain killers. 
In short, Positive Therapy improves both physical and mental health. It is easy to administer and is also a self-help psychological intervention. It is quick and effective in bringing about beneficial changes in the individual. Hence, in this action research, an attempt is made to help the selected cancer patients manage their insomnia through Positive Therapy.

























CHAPTER - II 
REVIEW OF LITERATURE
		The literature pertaining to the research on ‘Management of Insomnia in Cancer Patients through Positive Therapy’ has been reviewed and presented under the following topics.
· Causes of Cancer
· Symptoms of Cancer
· Effects of Cancer
· Management of Cancer
· Insomnia in Cancer Patients
· Causes of Insomnia
· Symptoms of Insomnia
· Effects of Insomnia
· Management of Insomnia
· Positive Therapy and Insomnia
· Positive Therapy for Cancer Patients
CAUSES OF CANCER
Terplan et al (2009) investigated the etiology of racial disparities in ovarian cancer. Focusing on North America, search of MEDLINE, PsychInfo and EMBASE databases recovered 513 abstracts of which 98 underwent full text screening resulting in 24 studies included in the final review. Eight articles reported treatment outcomes, nine survival and seven both. These results suggest that racial disparities in ovarian cancer are not due to underlying biological differences rather to the unequal application of existing treatments.
Valin et al (2009) studied that Gorlin's or nevoid basal cell carcinoma syndrome (NBCCS) causes predisposition to basal cell carcinoma (BCC), the commonest cancer in adult human. Hypothesized that NBCCS fibroblasts could facilitate BCC occurrence of the patients. WT (N = 3) and NBCCS fibroblasts bearing either nonsense (N = 3) or missense (N = 3) PTCH1 mutations were cultured in dermal equivalents made of a collagen matrix and their transcriptomes were compared by whole genome microarray analyses. These data indicate that the PTCH1 (+/-) genotype of healthy NBCCS fibroblasts results in phenotypic traits highly reminiscent of those of BCC associated fibroblasts, a clue to the yet mysterious proneness to non photo-exposed BCCs in NBCCS patients.
SYMPTOMS OF CANCER
Zeltzer et al (2009) demonstrated that a significant proportion of survivors report more symptoms of global distress and poorer physical but not emotional, domains of HRQOL. Psychological distress and pain predicted use of complementary and alternative medicine. Overall, most survivors are psychologically healthy and report satisfaction with their lives. However, certain groups of childhood cancer survivors are at high risk for psychological distress, neurocognitive dysfunction and poor HRQOL, especially in physical domains. These findings suggest targeting interventions for groups at highest risk for adverse outcomes and examining the positive growth that remains despite the trauma of childhood cancer.
Mhaidat et al (2009) investigated the prevalence of depression among cancer patients in Jordan and to study the relation between several socio-demographic, disease- and treatment-related factors, and the occurrence of depression among those cancer patients. Patients' psychological status was assessed using The Hospital Anxiety and Depression Scale (HADS). The prevalence of depression in our sample was 51.9%. Significant correlation was detected between depression and appetite among cancer patients. Knowledge of having cancer and stage of the disease were also significantly associated with occurrence of depression. In an effort to reduce the occurrence of depression among cancer patients, special attention is needed for changes in the psychological status in patients with knowledge about their diagnosis and patients in advanced disease stage.
Kim et al (2008) evaluated the effectiveness of mirtazapine orally disintegrating tablets for nausea and sleep disturbance, which are common and distressing symptoms of cancer. This was a 4-week, prospective, open-labeled study of cancer patients. Primary outcome measures were the Clinical Global Impression scale for nausea/vomiting and the Chonnam National University Hospital-Leeds Sleep Evaluation Questionnaire (C-LSEQ) including total amount of night sleep time. Forty-two cancer patients were enrolled. Those with nausea (N = 28) improved significantly from day one. Mirtazapine may be an effective treatment option in managing cancer patients with multiple distressing symptoms, including nausea and sleep disturbance.
EFFECTS OF CANCER
	Mhaidat et al (2009) investigated the prevalence of depression among cancer patients in Jordan and to study the relation between several socio-demographic, disease and treatment-related factors and the occurrence of depression among those cancer patients. Patients' psychological status was assessed using The Hospital Anxiety and Depression Scale (HADS). The prevalence of depression in our sample was 51.9%. Significant correlation was detected between depression and appetite among cancer patients. Knowledge of having cancer and stage of the disease were also significantly associated with occurrence of depression. In an effort to reduce the occurrence of depression among cancer patients, special attention is needed for changes in the psychological status in patients with knowledge about their diagnosis and patients in advanced disease stage.
Vlcková et al (2008) found that the psychosocial and cognitive problems are of the most frequent sequelae of the cancer treatment and their prevalence is nearly 20% in survivors of childhood cancer. These problems can have an adverse impact on further professional career or private life in the childhood cancer survivors. Identification of the specific cognitive problems in childhood cancer survivors can have the profound impact on improvement of the support delivered to the children and adolescents by their families, in the school and further career. Tailored interventions can have the positive impact on the quality of life of this subgroup of children. Multidisciplinary approach including routine psychological screening is necessary for addressed follow-up care concerning this vulnerable at-risk population.
MANAGEMENT OF CANCER
Schnur et al (2009) examined the effectiveness of a multimodal psychotherapeutic approach, combining cognitive-behavioral therapy and hypnosis (CBTH), to reduce negative affect and increase positive affect in 40 women undergoing breast cancer radiotherapy. Repeated and univariate analyses of variance revealed that the CBTH approach reduced levels of negative affect [F (1, 38) = 13.49; p = 0.0007, omega (2) = 0.56], and increased levels of positive affect [F (1, 38) = 9.67; p = 0.0035, omega (2) = 0.48], during the course of radiotherapy. Therefore, the CBTH intervention has the potential to improve the affective experience of women undergoing breast cancer radiotherapy. 
Meraner et al (2009) aimed to study the development of a short screening tool for the detection of need for psycho-oncological treatment (POT) in breast cancer patients. Over a period of six months, 115 breast cancer outpatients attending the Department of Gynaecology at Innsbruck Medical University were consecutively included in the study. Logistic regression analysis and ROC analyses were used to identify the most predictive item set from a set of questionnaires (EORTC-QLQ-C30, HADS and Hornheide Screening Instrument) and other additional questions. Data from 105 breast cancer patients (mean age 58.8, SD 12.3) were available for analysis. A pilot study (N = 20) investigating applicability of a computerized version of this screening tool in oncological routine showed high acceptance and feasibility.  The developed PO-screening tool showed high diagnostic accuracy regarding POT needs. The short assessment time and good usability of its computerized version allowed easy implementation in daily oncological routine.
Seitz et al (2009) have summarized the empirical studies of the efficacy and effectiveness of psycho-social interventions for adolescent cancer patients. The findings point out that there is a lack of intervention research in psycho-oncology with adolescents. So far, there is only limited evidence for the effectiveness of psychosocial interventions to improve coping with cancer-associated problems in adolescent patients. Future research needs to be done in this population. In order to establish more conclusive results, larger samples and interventions particularly designed for adolescent patients ought to be studied.
Gumus et al (2008) conducted a study on Effects of emotional support-focused nursing interventions on the psycho-social adjustment of breast cancer patients. The research was conducted in the Radiation Oncology Department of Ege University Medical Faculty Hospital and at TalayAktas Oncology Hospital in Turkey. There were 30 newly diagnosed breast cancer patients included in the sample. Emotional support-focused nursing interventions were administered in seven sessions individually with each patient. A total of 210 hours of meetings with the patients were conducted. Data were collected by administering a pre-test and post-test in two phases with the patients using a Descriptive Information Form and the Psychosocial Adjustment to Illness Scale - Self Report (PAIS-SR). The patients mean age was 44.5 (SD=6.38) years and the mean duration of illness was 6.46 (SD=1.99) months. In the comparison of the PAIS-SR pretest and post-test mean scores it was determined that there was a significant increase in patients According to these findings, emotional support-focused nursing interventions had a part in increasing patients’ psycho-social adjustment.
The primary goal of Brix et al (2008) was to examine the need for psychosocial support in a consecutive sample of cancer patients undergoing radiotherapy (RT). Out of an initial sample of 250 patients, 239 patients were assessed at the beginning of their RT. Two hundred eight patients were reassessed at the end of RT 4-8 weeks later. Measures comprised the Hornheide Screening Instrument, the Multidimensional Fatigue Inventory, the Resilience Scale and the Short Form 12 as a measure of health-related quality of life (QoL). Within the sample, the need for psycho-social support was reflected in the screening instrument as high (>70%). The study confirmed that the need for psycho-social support is an important aspect in the treatment of cancer patients undergoing RT, which appeared to be powerfully predicted by the patients' health-related QoL. Psychological interventions for cancer patients should explicitly focus on decreasing patients' fatigue and increasing their resilience, thus improving their QoL.
Andersen et al (2008) conducted a randomized clinical trial tested the hypothesis that cancer patients coping with their recent diagnosis but receiving a psycho logic intervention would have improved survival compared with patients who were only assessed. A total of 227 patients who were surgically treated for regional breast cancer participated. The intervention was psychologist led; conducted in small groups; and included strategies to reduce stress, improve mood, alter health behaviors, and maintain adherence to cancer treatment and care. After a median of 11 years of follow-up, disease recurrence was reported to occur in 62 of 212 (29%) women and death was reported for 54 of 227 (24%) women. Intervention patients had a reduced risk of death from all causes (HR of 0.51; P = 0.028), clearly indicating the beneficial effects of psychological intervention. 
INSOMNIA IN CANCER PATIENTS
Garst et al (2008) conducted a study on insomnia and lung cancer symptoms. Thirty three patients with Stage I - IIIA lung cancer were enrolled. Sleep disturbances were reported in 79% of patients with cancer. 
Cerrone et al (2008) conducted a study to evaluate the efficacy of HT 7 point acupressure in insomnia. The study enrolled 25 patients affected by sleep disorders. They were treated by HT7 stimulation for al least two consecutive weeks using a medical device named H7 Insomnia Control (R). An improvement in the quality of sleep was achieved in 15/25 (60%) patients, with a more evident efficacy in cancer patients (11/14 [79%]). This study confirms previous clinical data showing the efficacy of acupressure in the treatment of sleep disorders in cancer-related insomnia.
Lis et al (2008) investigated the relationship between insomnia and patient satisfaction with quality of life in cancer. A case series of 954 cancer patients treated at Cancer Treatment Centers of America was investigated. Insomnia was measured using the EORTC QLQ-C30 insomnia subscale. Patient satisfaction with quality of life was measured using the Ferrans and Powers Quality of Life Index. The relationship between insomnia and Quality of Life Index was evaluated using multivariate analysis of variance and multiple regression analysis. They found that insomnia is strongly correlated with patient satisfaction with quality of life in cancer. Future studies should evaluate the impact of integrative cancer care services on patient satisfaction with quality of life.
Simeit et al (2007) in a former study they had examined the effects of a psychological sleep management programme with two intervention groups (N = 80, N = 71) and one control group (N = 78) and showed significant improvements over time, indicating that 50% to 80% of the intervention group participants benefited with moderate or large scale effects on several sleep variables. On re-analysis of the data, they had chosen intervention form of cognitive-behavioral programme with autogenic training or with muscle relaxation technique. Explained variance associated with different outcome variables varied between 9% and 18%. Therefore, training should be offered for all cancer patients with sleep problems and they should have a choice between different relaxation techniques.
Fonfa (2007) reviewed the evidence on the diagnosis, epidemiology, etiology and treatment of insomnia in the context of cancer and proposes several areas for future research. Clinical and diagnostic features of insomnia are described and prevalence estimates of insomnia complaints in cancer patients are summarized.
Davidson et al (2002) surveyed a cross-sectional study examining: (a) the prevalence of reported sleep problems in patients attending six clinics at a regional cancer centre; (b) sleep problem prevalence in relation to cancer treatment; and (c) the nature of reported insomnia (type, duration, and associated factors). For three months, all patients attending clinics for breast, gastrointestinal, genitourinary, gynecologic, lung, and non-melanoma skin cancers were offered a brief sleep questionnaire. Response rate was 87%; the final sample size was 982. In 48% of cases, insomnia onset was reported to occur around the time of cancer diagnosis (falling within the period 6 months pre-diagnosis to 18 months post-diagnosis). This study provides new information about sleep-related phenomena in cancer patients, information, which will be useful in planning supportive care services for cancer patients.
CAUSES OF INSOMNIA
Jansson et al (2007) aimed to examine whether psychosocial work stressors were related to the development and maintenance of insomnia. From a randomly selected sample from the general population (N = 3,600), 1,873 participants aged 50-60 years old in the workforce filled out a baseline and 1-year follow-up questionnaire. Stepwise logistic regressions were used to investigate whether work stressors were related to the development and maintenance of insomnia over 1 year. The findings indicate that perceived work stressors are, although rather weakly, associated with the development and maintenance of insomnia. This might have implications for how insomnia is conceptualized as it places work stressors in the model and for how interventions at different stages of insomnia is implemented.
A systematic review was conducted by Morin et al (2006) on the psychological and behavioral factors that play an important role in insomnia (N = 2,246 subjects / patients). Psychological and behavioral therapies produced reliable changes in several sleep parameters of individuals with either primary insomnia or insomnia associated with medical and psychiatric disorders.  
Morin et al (2003) conducted a study on ‘Role of stress, arousal, and coping skills in primary insomnia’. The study examined the relationship of stress and coping skills and the potential mediating role of pre-sleep arousal, to sleep patterns in good sleepers and insomnia sufferers. The sample composed of 67 participants (38 women, 29 men; mean age, 39.6 years), 40 individuals with insomnia and 27 good sleepers. The findings suggest that the appraisal of stressors and the perceived lack of control over stressful events, rather than the number of stressful events per se, enhance the vulnerability to insomnia. Arousal and coping skills play an important mediating role between stress and sleep. The main implication of these results is that insomnia treatments should incorporate clinical methods designed to teach effective stress appraisal and coping skills.
Dollander(2002) analysed the external and intrapsychic factors related to adults' insomnia. The author made a literary review to identify various causes of insomnia and pointed out the psychological factors, ageing, environmental factors, medical and physiological causes, chronobiological factors, toxic factors, behavioural factors, psychiatric factors and social factors. She emphasizes the danger of a reductive approach of insomnia, which would be focused on a single medical, psychological or environmental dimension. She makes methodological propositions to test from a clinical point of view, the four psychodynamic exposed hypotheses.
SYMPTOMS OF INSOMNIA
Bolge et al (2009) assessed the association of insomnia with health-related quality of life (HRQOL), work productivity and activity impairment.  A total of 19,711 adults were evaluated (5,161 insomnia, 14,550 non-insomnia). Insomnia is significantly associated with poorer physical and mental quality of life and work productivity loss and activity impairment.
Morin et al (2009) examined the natural history of insomnia and described the most common trajectories over 3 years. Three hundred eighty-eight adults (mean [SD] age, 44.8 [13.9] years; 61% women) were selected from a larger population-based sample on the basis of the presence of insomnia at baseline. Of the study sample, 74% reported insomnia for at least 1 year (2 consecutive assessments) and 46% reported insomnia persisting over the entire 3-year study. These findings indicate that insomnia is often a persistent condition, in particular, when it reaches the diagnostic threshold for an insomnia disorder.
Bloom et al (2002) conducted a study on sleep and its relationship top pain among 25 children with active Juvenile Rheumatoid Arthritis. Their sleep pattern was assessed by parallel, validate patient and parent questionnaires. The results showed that patients with Juvenile Rheumatoid Arthritis had higher night walking,parasomnias sleep anxiety, sleep-disaccorded breathing and morning walking / daytime sleepiness. This shows that sleep abnormalities are common in children of Juvenile Rheumatoid Arthritis.   
EFFECTS OF INSOMNIA
A cross-sectional telephone study was performed by Ohayon(2009) in the non-institutionalized general population of France, the United Kingdom, Germany, Italy and Spain. This representative sample of non-institutionalized individuals were 22,740 aged 15 or over was interviewed on their sleeping habits, health, sleep and mental disorders. The evaluation of nocturnal awakenings with DRS included duration, frequency (per night, per week and in the previous months) and assessment scale of daytime functioning. Daytime impairment was observed in 52.2% of DRS individuals compared to 32.8% in individuals with classical insomnia symptoms (p<0.0001). DRS affect a large segment of the population; it is a good indicator of an ongoing sleep or mental disorder; it has a stronger impact on daytime functioning than classical insomnia symptoms (OR: 4.7).
Shub et al (2009) found that the prevalence of insomnia increases with age and affects up to 35% of community-dwelling adults with dementia. Sleep disturbances and associated cognitive and behavioral symptoms in this patient population can be a significant contributor to morbidity, mortality and caregiver burden. Sedative-hypnotic medications are commonly prescribed but are associated with significant adverse effects and have limited efficacy data. Non-pharmacological treatments can be safe and effective adjuncts or alternatives to medications but are often underused in clinical practice. This article reviews practical applications of modalities such as light therapy, exercise and sleep-hygiene modification in treating insomnia in persons with dementia.
MANAGEMENT OF INSOMNIA
	Tubtimtes et al (2009) conducted a research on the prevalence and factors associated with sleep problems among out-patients of the Family Medicine Department in Ramathibodi Hospital. Descriptive study, out-patients in family medicine clinic (N = 512) were selected by stratified random sampling. Sleep problems during the previous month were assessed by using questionnaires. They concluded that more than half of the out-patients in primary care had sleep problems, especially insomnia and excessive daytime sleepiness but few of them consulted their doctors. This problem should not be overlooked. Psychological problems and anxiety, with their illness was associated with insomnia. Therefore, exploring and understanding their problems are important issues to manage and render advice for their quality sleep.
	Riemann et al (2009) assessed the efficacy and safety of benzodiazepine receptor agonists (BZRAs) and psychological and behavioural interventions for insomnia. The methods included were relaxation techniques, sleep hygiene rules, stimulus control, sleep restriction and cognitive techniques, often also referred to as cognitive-behavioral therapy (CBT). They finally stated that, it is particularly important that studies be conducted to determine if successful insomnia treatment influences the clinical course of the diseases that often occur co-morbidly with sleep continuity disturbance.
	Ng et al (2008) examined the research data available on the efficacy of hypnosis in the treatment of sleep disorders. Acute and chronic insomnia often respond to relaxation and hypnotherapy approaches, along with sleep hygiene instructions. Hypnotherapy also helped subjects with nightmares and sleep terrors.
Ong et al (2008) conducted research on 30 adults who met research diagnostic criteria for Psycho-physiological Insomnia, who participated in a 6-week, multi-component group intervention using mindfulness meditation, sleep restriction, stimulus control, sleep education and sleep hygiene. The findings indicated that mindfulness meditation can be combined with CBT-I and this integrated intervention is associated with reductions in both sleep and sleep-related arousal. 
POSITIVE THERAPY AND INSOMNIA
	Narayanee and Natesan (2008) delved on, ‘Management of Pain and Insomnia in Accident Victims through Positive Therapy’. From Ganga Hospital, Coimbatore, Tamil Nadu, 45 accident victims (39 male and 6 female) with leg / hand injury were selected by purposive sampling. The age range was 10 – 65 years. They were assessed using Case Study Schedule (HemalathaNatesan, 2007) Patient Pain Questionnaire (Betty R. Ferrell, 1998) and Insomnia Inventory (London Sleep Centre, 2004). The psychological intervention, Positive Therapy (HemalathaNatesan, 2004), a package combining the Eastern Techniques of Yoga and Western Techniques of Cognitive Therapy was administered on all the subjects individually for 1 hour per session for five days in a week, after which, all the subjects were re-assessed using Case Study Re-assessment Schedule, Patient Pain Questionnaire and Insomnia Inventory. Results revealed that the mean pain before Positive Therapy was ‘High’ (M=47.30) which was reduced to ‘Low’ (M=16.05) after the therapy. Initially, the entire sample had ‘High’ insomnia; after Positive Therapy all of them had ‘Low’ insomnia. The mean insomnia reduced from ‘High’ to ‘Low’ after Positive Therapy. 
	A research on ‘Management of Insomnia in Arthritis Patients using Positive Therapy’ was conducted by Siva Shankari and Gayatridevi (2008). From Senthil Hospital, Coimbatore, Tamil Nadu, 30 female are arthritis patients with ‘High Insomnia’ were selected by purposive sampling. They were in the age group of 40 – 70 years. They were assessed using Case Study Schedule (HemalathaNatesan, 2007) and Insomnia Inventory (London Sleep Centre, 2004). They were provided with the psychological intervention, called Positive Therapy (HemalathaNatesan, 2004) for 7 sessions on consecutive days; the duration of each session was about 45 minutes. They were re-assessed using Case Study Re-assessment Schedule and Insomnia Inventory after the intervention.  Results revealed that the entire sample who was arthritis patients suffered from physical symptoms such as general weakness, sleep disturbance and stiffness and they also had negative emotions such as worry. Initially, the level of insomnia was ‘Very High’ (20%) / ‘High’ (67%). After Positive Therapy, the level of insomnia reduced to ‘Low’ (73%) / ‘Very Low’ (7%) and ‘Moderate’ (20%). The mean insomnia was ‘High’ before Positive Therapy and reduced to ‘Low’ after Positive Therapy. The difference between mean insomnia before and after Positive Therapy is statistically significant at 0.01 level, suggesting the beneficial effect of Positive Therapy in the management of insomnia in selected arthritis patients. 
Praveena and Natesan(2005) investigated on ‘Management of insomnia and anxiety through Positive Therapy’ on 50 patients with insomnia (20 men and 30 women) between 18 to 75 years.A Case Study Schedule (HemalathaNatesan, 2003), Insomnia Inventory (London Sleep Center, 2004) and M.A.I (HemalathaNatesan and NandiniMenon, 2000) were used to collect the data. Positive Therapy was given to the in-patients for one hour per session daily for five sessions. For out-patients, it was given thrice a week for five sessions. Initially, 66% had ‘High’ level of insomnia and 34% had ‘Moderate’ level. After Positive Therapy 72% had ‘Low’ level of insomnia and only 8% had ‘High’ level of insomnia: the remaining 20% had ‘Moderate’ level of insomnia Initially 70% of the sample had ‘High’ anxiety and 30% had ‘Very High’. But after Positive Therapy, 40% had ‘Low’ anxiety, 50% had ‘Moderate’, 8% had ‘High’ and only 2% had ‘Very High’ anxiety.
Praveena and Rohini (2005) administered a study on ‘Management of insomnia and anxiety through Positive Therapy’ on 50 patients (20 men and 30 women) from Shree Srinivasun Clinic, Erode. Thirty percent of the sample had ‘Very High’ anxiety and 70% had ‘High’ anxiety before therapy. On giving the psychological intervention, Positive Therapy for 5 sessions, the level of anxiety was drastically reduced to ‘Low’ in 40% of the sample.
POSITIVE THERAPY FOR CANCER PATIENTS 
	Rajalakshmi and Natesan (2007) regulated a research on the ‘Management of depression and enhancement of well-being in cancer patients through Positive Therapy’. Thirty two cancer patients, 15 male and 17 female, in the age range of 25-65 years, from GKNM Hospital, Coimbatore, Tamil Nadu, were screened and were found to have high depression and low well-being. The entire sample was given 10 sessions of Positive Therapy in 2 weeks. Results showed that the mean depression of the sample had come down from ‘High’ (32.91) to ‘Low’ (11.25) and their well-being improved from ‘Low’ (5.3) to ‘High’ (15.31).  
	A study was conducted on ‘Management of depression in cancer patient through Positive Therapy’ by ShanmugaVadivu and Natesan (2003). From G. Kuppusamy Naidu Memorial Hospital, Coimbatore, Tamil Nadu, 60 cancer patients were selected by purposive sampling. Out of them, 30 were assigned to the experimental group (15 male and 15 female) and 30  (15 male and 15 female) to the control group. A Case Study Schedule (HemalathaNatesan, 2002) and Beck’s Depression Inventory (1974) were used to collect the data. Positive Therapy (HemalathaNatesan, 2004) was given to the patients for 1 hour per session; 4 sessions were given in a week, after which, they were re-assessed with Case Study Re-assessment Schedule and Beck’s Depression Inventory.  The entire sample, both the experimental and control groups had severe depression in the first assessment. Positive Therapy had helped to bring down the mean from severe depression to moderate level in the experimental group where as, the mean depression of the control group had increased slightly in the re-test and continue to be at the severe depression level. 
The literature reviewed clearly indicates that cancer patients have insomnia due to various factors such as, physical and psychological symptoms, negative emotions etc. The methods of management of insomnia are also presented. A number of researches conducted on Positive Therapy and Insomnia, indicating the efficacy of Positive Therapy in the management of insomnia are also discussed.























CHAPTER - III
METHODOLOGY
The study on, ‘Management of Insomnia in Cancer Patients through Positive Therapy’ was carried out involving the following steps:
· Objectives
· Research Questions
· Null Hypothesis
· Area
· Sample
· Tools 
· Procedure
· Analysis of data
OBJECTIVES 
· To identify the causes and symptoms of cancer in the selected cancer patients
· To assess the level of insomnia in the sample
· To help the sample manage insomnia through Positive Therapy
· To identify the negative emotions of the sample
· To help the sample manage the negative emotions through Positive Therapy
RESEARCH QUESTIONS
· What are the causes of cancer in the sample?
· What are the symptoms present in the sample?
· What is the level of insomnia in the selected cancer patients?
· Does Positive Therapy help in the management of insomnia in the sample?
· What are the negative emotions experienced by the sample?
· Does Positive Therapy help in the management of negative emotions in the sample?
NULL HYPOTHESES
· There is no insomnia in the selected cancer patients
· Positive Therapy does not help in management of insomnia in cancer patients
AREA 
SriRamakrishnaHospital, Coimbatore, Tamil Nadu was selected to conduct the study. 
The reasons for selecting the area were as follows.
· Availability of the required number of cancer patients for the study
· Permission and facilities provided by the hospital authorities to conduct the action research
· Co-operation of the cancer patients to serve as the subjects in the action research
SAMPLE
Thirty cancer patients (Male-10 and Female-20) were selected as the sample. Purposive sampling method was used to select the sample. They were in the age range of 15 to 70 years.
TOOLS
· Case Study Schedule (HemalathaNatesan, 2008) (Annexure-I) was used to collect information on personal data, family background and other relevant information about the respondents.
· Insomnia Inventory (London Sleep Centre, 2004) (Annexure-II) was used to assess the level of insomnia in cancer patients. The inventory consists of 10 items. There are two possible reasons to each item ‘True’ or ‘false’. The respondents are asked to (✓) any one of the two options, which applies to them. There is no time limit. But the subjects are asked to respond as quickly as possible. In this inventory, if the sample scored ‘3’ and more than ‘3’ ‘true’ for the statements, then subject shows the symptoms of insomnia.
· Positive Therapy-Handbook for Healthy, Happy and Successful Living (HemalathaNatesan, 2004)describes in detail, the procedure involved in Positive Therapy, a package, which combines the Eastern Techniques of Yoga and the Western Techniques of Cognitive Behaviour Therapy. The strategies of the therapy are described clearly and crisply in simple language.
· Audio CD on Relaxation Therapy (HemalathaNatesan, 2001) is the audio version of Relaxation Therapy involving Deep Breathing, Relaxation Training and Autosuggestion in the author’s own voice.
· Case Study Re-assessment Schedule (HemalathaNatesan, 2008) (Annexure-III) is similar to the Case Study Schedule except personal details. 
PROCEDURE
From Sri Ramakrishna Hospital, Coimbatore, 40 cancer patients who were admitted in the hospital for more than a month and who were likely to stay in the hospital for a month were screened using Case Study Schedule (HemalathaNatesan, 2008) and Insomnia Inventory (London Sleep Centre, 2004). Out of them, 30 subjects having insomnia were selected to serve as the sample. 
INTERVENTION - POSITIVE THERAPY 
Positive Therapy (HemalathaNatesan, 2004) aims at modifying negative thoughts, beliefs, emotions and behaviour by using a number of techniques. It is assumed that when negative thoughts are replaced by positive thoughts, the individual becomes more realistic and reasonable in his/her perception.
STRATEGIES
Positive Therapy has four strategies namely, Relaxation Therapy, Counselling, Exercises and Behaviour Assignments.
RELAXATION THERAPY
Relaxation Therapy helps the subjects 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 3 steps:
·  Deep Breathing Practice
· Relaxation Training and
· Autosuggestion
DEEP BREATHING PRACTICE
	In Deep Breathing Practice, the subjects were asked to sit erect, breathe in slowly for 4 counts (4 seconds) and breathe out gradually for 6 counts (6 seconds). This was repeated 5 times with their eyes open and 5 times with their eyes closed. 

RELAXATION TRAINING
After Deep Breathing Practice, the subject was asked to lie down flat on the cot (without a pillow) with the head straight, lips slightly apart, hands comfortably placed on the sides, palms facing upwards and legs stretched, with feet, one foot apart. 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:
“Breathing in slowly ---- breathe out gradually” 
(This was repeated 3 times)
* “Now, concentrate on the top of the head”.
                  “Breathe in slowly --
Breathe out gradually – Top of the head – Relax”
This was repeated 3 times, followed by the suggestion: 
“Now, the top of the head is light and completely relaxed (Thrice). Breathe in slowly -- breathe out gradually”
Similar instructions (*) were given to the other parts of the body in the other 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 subject who was in a relaxed state:
· Inhale GOOD HEALTH. Breathe out all the aches, pain and sickness from the body.
· Inhale HAPPINESS. Breathe out all the worries from the body.
· Inhale POSITIVE THOUGHTS. Breathe out all negatives, useless thoughts from the body.
· Inhale STRENGTH. Breathe out all the weaknesses from the body.
· Inhale COURAGE AND CONFIDENCE. Breathe out all the fears from the body.
· Inhale SUCCESS. Breathe out failures and fears of failures from the body.
· Inhale LOVE. Breathe out hatred and anger from the body.
AUTOSUGGESTION
As the subject continues to be in the lying down posture, enjoying the relaxed state, the following autosuggestion were given (3 times each).
“I will live long
	I am healthy
          I am happy
I can face the treatment boldly
Treatment is for my good health
I can sleep without any disturbance
I love everyone; everyone loves me
I am not afraid of anything; God is with me
I am bold and confident
I can achieve what I want
There is no more abnormal growth in my body
I can face my problems boldly and solve them successfully
Today is an excellent day; I will enjoy every minute of this day
Thank you God for giving me all that I need – long life, good health, wealth, love, happiness and success”


COUNSELING
In Positive Therapy, Counselling involves the following techniques:
· Rational Emotive Therapy
· Thought Stopping
· Symptom Stopping
· Cognitive Restructuring and
· Assertiveness Training
In this research, Counselling through Rational Emotive Therapy, Thought Stopping and Cognitive Restructuring were given to the sample.
RATIONAL EMOTIVE THERAPY
The patients’ perception about their problem and their physical disability influence their sleep cycle and treatment. These, in turn, may lead to irrational beliefs. Hence to begin with, the irrational beliefs of the subjects were identified. The most common irrational belief were as follows,
‘I will die soon’
‘I am a burden’
To remove their irrational belief that they will die soon, they were given instances of people who had worse problems but were leading a normal life, due to modern treatment. The other irrational belief, ‘I am a burden’ was refuted by telling them that they have been taking care of their wife and children for several years. Hence, they need not feel guilty, as their family members were very loving and caring and did not feel that they are burden. Thus, by appealing to their reason and making them understand that their thoughts are irrational, it was possible to refute them. 
THOUGHT STOPPING                    
The subject was asked to sit in a relaxed state, close the eyes, breathe in slowly and get the negative disturbing thought (one at a time) and breathe out saying ‘Stop’ and push the thought away. This practice was given 5 times. Then he/she was asked to follow the same procedure but say ‘Stop’ mentally and throw out the thought.  This practice was also given 5 times. The same procedure was followed for the other negative thought. In due course, the subjects learnt to throw out disturbing, negative thoughts automatically.
COGNITIVE RESTRUCTURING 
	In this, the subjects were helped to replace the negative thoughts with positive thoughts. The subject was asked to breathe in slowly and breathe out, saying each of the positive statements such as, 
	‘I will live long’
‘Everyone loves me’
(3 times each)
The subjects were asked to strongly believe that they had acquired the positive qualities and start behaving accordingly. Thus, they were helped to get rid of their negative, self-defeating thoughts and develop positive, self-enhancing thoughts. All these, helped them develop positive, realistic and healthy attitude towards themselves, others and life.
EXERCISES
	Positive Therapy involves three exercises to help people get rid of their negative emotions and develop a cheerful state. They are,
· Tension Releasing Exercise
· Smile Therapy and
· Laugh Therapy
In this research only Smile Therapy was given.
SMILE THERAPY
As cancer is a chronic illness, victims of cancer invariably suffer from worry, fear, anxiety etc. It will not be an exaggeration to say that they have even 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, one can replace the negative emotions. In other words, one cannot have negative emotions such as fear, anxiety, worry or anger, while smiling.
In Smile Therapy, the subjects was asked to say (Eee), with a broad smile, breathe in slowly through the mouth, with a hissing sound (without involving the vocal cords), close the mouth smilingly and breathe out gradually through the nose, without any sound. He/she was asked to enjoy the cool breeze entering through the mouth and feel the coolness spreading through the chest to the abdomen. This practice was given 5 times.
BEHAVIOURAL ASSIGNMENTS
The subjects were asked to follow the Behavioural Assignments to have sound physical and mental health.
· Always have positive thoughts.Modify negative thoughts with positive thoughts.
· Have positive attitude towards self, life and others.
· Take medications regularly.
· Strongly believe that you will live long.
· Live in the present, concentrate on and enjoy what you do.
· Face problems boldly and solve them successfully.
· Enjoy the company of family members and friends.
· Have some physical exercise such as walking or exercise as advised by the doctors.
· Have some recreation such as, listening to music. 
· Practice Deep Breathing for 5 minutes in the morning, facing east and for 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, preferably, after the exercise and at night, before going to sleep.
· Practice Smile Therapy, at least once a day, preferably with friends/family members.
· Avoid poor health habits such as smoking, drinking, drugs and premarital or extramarital sex.
· Pray to God with full faith.
DURATION OF POSITIVE THERAPY
Positive Therapy was given to each subject twice a week for two weeks. On the whole, 4 sessions were given to all subjects. The duration of each session was 1 hour. Individual counselling was given.
RE-ASSESSMENT
After 2 weeks of Positive Therapy, all subjects were re-assessed using the Case Study Re-assessment Schedule (HemalathaNatesan, 2008) and Insomnia Inventory (London Sleep Centre, 2004).
EXPERIMENTAL DESIGN
A single test group without control group was used in this study. The dependant variable, ‘Insomnia’ was measured both before and after Positive Therapy.
	
	Time Period I
	Treatment
	Time Period II

	
Test Area
	Level of phenomenon Before Treatment
Insomnia (A)
	
Positive Therapy
	Level of phenomenon After Treatment
Insomnia (B)



Treatment Effect = B – A 

ANALYSIS OF DATA
· The causes of cancer of the sample
· The symptoms of the sample before and after Positive Therapy
· The level of insomnia of the sample before and after Positive Therapy
· Significance of difference between mean insomnia before and after Positive Therapy
· The negative emotions of the sample before and after Positive Therapy




























































CHAPTER - IV
RESULTS AND DISCUSSION
The study on ‘Management of Insomnia in Cancer Patients through Positive Therapy’ was conducted in Sri Ramakrishna Hospital, Coimbatore, Tamil Nadu. Thirty cancer patients (10 male and 20 female) were selected by Purposive Sampling. They were assessed using Case Study Schedule (HemalathaNatesan, 2008) and Insomnia Inventory (London Sleep Centre, 2004). Positive Therapy, a psychological intervention, was given to the entire sample twice a week for 2 weeks. After 2 weeks, the sample was re-assessed using Case Study Re-assessment Schedule and Insomnia Inventory. The results are analyzed and discussed as follows. 


Table - I

Areas Affected by Cancer
    N = 30

	S.No.
	Area of Cancer
	Number
	Percentage

	1.
	Stomach
	5
	17

	2.
	Throat 
	5
	17

	3.
	Uterus 
	4
	14

	4.
	Lungs
	3
	10

	5.
	Breast
	3
	10

	6.
	Blood
	2
	7

	7.
	Spinal cord
	2
	7

	8.
	Neck
	1
	3

	9.
	Liver
	1
	3

	10.
	Hand 
	1
	3

	11.
	Leg
	1
	3

	12.
	Rectum
	1
	3

	13.
	Testis
	1
	3

	
	Total
	30
	100


                          Percentages are rounded off

Table I reveals that cancer had affected different parts of the body in the sample, the more common areas being stomach, lungs, throat, breast and uterus. 
Figure - I 
Areas Affected by Cancer
           N = 30



Table - II
Causes of Cancer
        N = 30

	S. No.
	Causes of Cancer
	Number
	Percentage

	1
	Pollution
	3
	10

	2
	Injury
	2
	7

	3.
	Smoking
	1
	3

	4.
	Heredity
	1
	3

	5.
	Unknown 
	23
	77

	
	Total
	30
	100


                                           Percentages are rounded off
	








Figure - II 
Causes of Cancer
N = 30



Many people fail to follow good health habits during adolescence and adulthood. Poor health habits such as, smoking or increased use of tobacco or paan is one of the causes of cancer. 
Table II shows that a number of factors such as pollution, smoking, injury and heredity, had caused cancer in 23% of the sample. Unfortunately, 77% of the sample did not have any known cause for their cancer. Probably, stress due to modern living conditions was the cause of cancer in these subjects. 
Some studies have indicated that chronic stress weakens a person’s immune system, which in turn, may affect the incidence of virus-associated cancers, such as Kaposi sarcoma and some lymphomas. A review of studies that evaluated psychological factors and outcome in cancer patients suggests an association between certain psychological factors, such as feeling helpless or suppressing negative emotions and the growth or spread of cancer, although the relationship was not consistently seen in all studies. In general, stronger relationships have been found between psychological factors and cancer growth and spread than between psychological factors and cancer development (National Cancer Institute, 2008).  

Table - III
Physical Symptoms of the Sample Before and After Positive Therapy
     N = 30

	S. No.
	Physical Symptoms
	Before 
Positive Therapy
	After 
Positive Therapy

	
	
	Number
	Percentage
	Number
	Percentage

	1
	Pain
	25
	83
	11
	36

	2
	Physical weakness
	15
	50
	7
	23

	3
	Loss of appetite 
	14
	40
	10
	33

	4
	Loss of weight
	11
	37
	8
	26

	5
	Vomiting
	5
	17
	4
	13

	6
	Numbness
	5
	17
	5
	17

	7
	Indigestion
	4
	13
	4
	13

	8
	Swelling of legs
	3
	10
	3
	10



Percentages are rounded off

Figure - III 
Physical Symptoms of the Sample Before and After Positive Therapy
N = 30


Table III shows that a number of physical symptoms were experienced and reported by the sample. It was alarming to find that most of the sample (83%) suffered from pain followed by other physical symptoms such as physical weakness (50%), which may be due to the medication that leads to loss of appetite (40%) and loss of weight (37%). 
After Positive Therapy, there has been slight improvement in the physical symptoms. Pain and physical weakness were reduced in many of the sample. As pain and physical weakness are more subjective and depends on one’s perception. It was possible to modify the perception of the sample and minimize their experience of pain (36%) and physical weakness (23%). Further, relaxation helps in the release of opioids, which are natural pain inhibitors in the body that help in the reduction of pain in the subjects (Taylor, 2003). 



Table - IV
Psychological Symptoms of the Sample
           Before and After Positive Therapy
N = 30
	S. No.
	Psychological Symptoms
	Before 
Positive Therapy
	After 
Positive Therapy

	
	
	Number
	Percentage
	Number
	Percentage

	1
	Depression
	14
	47
	3
	10

	2
	Self-pity
	8
	27
	2
	7

	3
	Short temper
	8
	27
	3
	10

	4
	Loss of interest
	5
	17
	1
	3

	5
	Pessimism
	4
	13
	0
	0

	6
	Low self-esteem
	2
	7
	0
	0

	7
	Irritability
	2
	7
	0
	0



Percentages are rounded off

Figure - IV
Psychological Symptoms of the Sample 
Before and After Positive Therapy
N = 30




Table IV reveals that the sample suffered from various psychological symptoms. The patients were shocked by the diagnosis of the illness.Typical duties and activities performed by the subject had to be shifted to other family members.They felt dependent and lost interest in life, ultimately developing depression (47%) and self-pity (27%). Their inability triggered the feelings of anger, resulting in short temper (27%). Some of them also developed pessimism (13%) and low self-esteem (7%). Unfortunately, all these symptoms can worsen the condition of cancer.
Due to Positive Therapy, there wasa great reduction in the psychological symptoms of the sample. Depression, which was present in 47% of the sample continued only in 10%; similarly, self-pity, short temper and loss of interest had also reduced in many of the sample. It was astonishing to find that none of them suffered from pessimism, low self-esteem and irritability after Positive Therapy. Initially, most of the sample had negative perceptions; Counselling through Positive Therapy helped to develop positive perception, which helped them to get rid off their psychological symptoms. Ramachandra et al (2009) conducted a research and found that interventions focusing on increasing mental awareness and the frequency of positive experiences may have a greater impact on reducing psychological morbidity and increase the quality of life in cancer patients.   
Table - V
Side Effects of Treatment for Cancer Before and After Positive Therapy
        N = 30
	S. No.
	Side Effects
	Before 
Positive Therapy
	After 
Positive Therapy

	
	
	Number
	Percentage
	Number
	Percentage

	1
	Change in complexion
	23
	77
	23
	77

	2
	Pain
	20
	67
	11
	37

	3
	Loss of hair
	15
	50
	15
	50

	4
	Nausea 
	14
	47
	8
	27

	5
	Insomnia 
	11
	37
	3
	10

	6
	Vomiting
	10
	33
	6
	20

	7
	Dysentery 
	5
	17
	3
	10

	8
	Loss of appetite
	5
	17
	4
	13

	9
	Fatigue
	2
	7
	2
	7


Percentages are rounded off
Cancer brings about serious physical discomforts both by itself and also by its treatment. Many of the subjects were undergoing Chemotherapy (74%) and the remaining were having Radiation (24%); some had undergone Surgery (18%) and 3% were having Pharmacotherapy. Some of them were having more than one type of treatment. 
The side-effects of the treatment may be as difficult as the disease itself. According to Taylor (2003), psychological problems such as depression can lead to symptoms like fatigue, loss of appetite and sleep disturbances. 
Table V reveals that there were many side-effects experienced and suffered by the sample due to treatment for cancer. The side-effects suffered by majority of the sample were change in complexion (77%), pain (67%) and loss of hair (50%). The other side effects of the sample were nausea (47%), vomiting (33%), insomnia (37%), dysentery (17%), loss of appetite (17%) and fatigue (7%).
It is gratifying to find that after Positive Therapy, there has been a decrease in the size of the sample having some of the side-effects such as insomnia (10%), pain (37%), nausea (27%), vomiting (20%), dysentery (10%) and loss of appetite (13%). As these were experienced to a greater intensity due to their anxiety, it was possible to minimize these with the help of Relaxation Therapy and Counselling.Anyway, the other symptoms such as change in complexion and loss of hair continued to be present in the sample, as they were physical symptoms due to Chemotherapy or Radiation.
Goedendorp et al (2009) conducted a study to find whether psychosocial interventions are effective in reducing fatigue in cancer patients receiving active treatment for cancer and to know which type of psychosocial interventions are the most effective. They found that there is limited evidence that psychosocial interventions during cancer treatment are effective in reducing fatigue.

Figure -V
Side Effects of Treatment for Cancer Before and After Positive Therapy
         N = 30


Table - VI
Level of Insomnia of the Sample Before and After Positive Therapy
      N = 30
	Level of Insomnia
	Before 
Positive Therapy
	After 
Positive Therapy

	
	Number
	Percentage
	Number
	Percentage

	Insomnia
	30
	100
	3
	10

	No Insomnia (0-2)
	0
	0
	27
	90

	Total
	30
	100
	30
	100



                 Percentages are rounded off
Cancer patients have fear of death, which makes them worry, especially when they are the breadwinners of the family. To many patients, stunned by the diagnosis of cancer, suffering numerous losses and discomfort, moving from place to place for one treatment after the other, the experience will be bewildering and frightening. The most common problem in cancer patients is insomnia. 
Table VI clearly shows that the entire sample who were cancer patients had insomnia. Probably, the diagnosis of cancer, pain, treatment for cancer, financial problems, inability to take care of family members, resulting in helplessness and hopelessness, led to recurring negative thoughts, which resulted in insomnia.
Anyway, it is highly gratifying to find that the level of insomnia in the selected cancer patients had reduced drastically after the administration of Positive Therapy; 90% had ‘No insomnia’ and only 10% had insomnia. 
The assumption of Positive Therapy is that any problem becomes a problem only when it is perceived as a problem. According to this assumption, the selected cancer patients perceived that cancer cannot be treated and they will die soon. These negative beliefs led to negative emotions such as fear, anxiety and worry. They also suffered from many physical problems namely pain, loss of appetite and fatigue. All these, affected their sleep.
Relaxation Therapy involving Deep Breathing Practice, Relaxation Training and Autosuggestion helped the patients to relax both their body and brain, ensuring sound sleep. The Counselling techniques, Rational Emotive Therapy, Thought Stopping and Cognitive Restructuring helped to change their negative cognitions into positive ones, thereby reducing their worries, which led to insomnia.

Figure -VI
Level of Insomnia of the Sample Before and After Positive Therapy
N = 30



Table - VII
Significance of Difference Between Mean Insomnia 
Before and After Positive Therapy
	Intervention
	Number
	Mean
	Standard Deviation
	C.R.

	Before Positive Therapy
	34
	5.79
	1.32
	*11.16

	After Positive Therapy 
	34
	3
	0
	



			* Significant at 0.01 level
Physical symptoms of the disease and declining physical abilities may cause insomnia, which begins with the diagnosis of cancer and continues throughout the treatment. People with cancer will have recurring negative thoughts of their illness that result in inability to sleep and disturbed sleep.
Table VII shows that the mean insomnia of the sample was ‘High’ before the intervention. It is amazing to find that it had reduced to ‘Low insomnia’ after Positive Therapy. As the brain and body were completely relaxed and their focus was on deep breathing, unnecessary recurring negative thoughts were prevented, enabling them to have a sound sleep. 
This is in line with the study conducted by Luebbert et al (2001), which showed that relaxation proves to have a significant effect in managing insomnia in cancer patients. 
Figure - VII
Mean Insomnia of the Sample Before and After Positive Therapy
N = 30

Table - VIII
Negative Emotions of the Sample Before and After Positive Therapy 
                       N = 30

	S. No.
	Negative Emotions
	Before 
Positive Therapy
	After 
Positive Therapy

	
	
	Number
	Percentage
	Number
	Percentage

	1
	Worry
	26
	87
	6
	20

	2
	Fear
	22
	73
	4
	13

	3
	Anxiety
	16
	53
	3
	10

	4
	Anger
	11
	37
	4
	13



   Percentages are rounded off
Table VIII reveals that the sample of this study, who were cancer patients, experienced a number of negative emotions. Most of them had worry (87%) and fear (73%); majority had anxiety (53%). Cancer patients have fear of death, financial crisis, which makes them worry, especially when they are the breadwinners of the family. As they are not able to accept their dependency on their family members, they develop hatred towards themselves and their lives. Moreover, their perception of their health condition to be worse compared to normal individuals, leads to various negative emotions such as anger, hostility etc.
	It is amazing to find that the negative emotions of the sample have reduced to a great extent after they underwent Positive Therapy. Relaxation Therapy with the needed Autosuggestion helped the sample to be confident and to develop a positive attitude. Smile Therapy had helped the subjects to have a pleasant mood, thereby minimizing their negative emotions such as worry, fear, anxiety etc.

Figure - VIII
Negative Emotions of the Sample Before and After Positive Therapy
N = 30


In short, the results of this study clearly reveal that initially, most of the subjects, who were cancer patients, had ‘Very High’ or ‘High’ insomnia; experienced negative emotions such as worry, fear and anxiety; suffered from various physical and psychological symptoms; poor health habits, such as smoking, drinking and taking paan were present in some of the sample before the diagnosis of cancer. 
	Positive Therapy had helped in bringing down the level of insomnia from ‘Very High’ / ‘High’ to ‘Low’ insomnia. It is interesting that the negative emotions and symptoms of the sample had also reduced after Positive Therapy. On the whole, Positive Therapy, with its strategies of Relaxation Therapy, Counselling, Exercises and Behavioural Assignments had helped the subjects manage the hard-core effects of cancer and its treatment. 





















































CHAPTER - V 
SUMMARY AND CONCLUSION
The study on, ‘Management of Insomnia in Cancer Patients through Positive Therapy’ was conducted with the following objectives.
· To identify the causes and symptoms of cancer in the selected cancer patients
· To assess the level of insomnia in the sample
· To help the sample manage insomnia through Positive Therapy
· To identify the negative emotions of the sample
· To help the sample manage the negative emotions through Positive Therapy
The study was conducted in Sri Ramakrishna Hospital, Coimbatore, Tamil Nadu. Forty cancer patients were screened using Case Study Schedule (HemalathaNatesan, 2008) and Insomnia Inventory (London Sleep Centre, 2004).Out of them, 30 subjects (10 male and 20 female) having insomnia were selected by Purposive Sampling. They were in the age range of 15 to 70 years. 
Positive Therapy (HemalathaNatesan, 2004), a psychological intervention, which is a package, combining the Eastern Techniques of Yoga and Western Techniques of Cognitive Behaviour Therapy was given to each of the subjects twice a week for 2 weeks. On the whole, 4 sessions were given to all subjects. The duration of each session was 1 hour. Individual counselling was also given. The Experimental Design involved was ‘Single group with pre-test and post-test with psychological intervention. The dependant variable, ‘Insomnia’ was measured before and after Positive Therapy. 
CONCLUSION
· Cancer had affected different parts of the body of the sample, the more common areas being stomach, lungs, throat, breast and uterus. 
· Cancer in 23% of the sample was due to pollution, smoking, injury and heredity. Unfortunately, 77% of the sample did not have any known cause for their cancer. Probably, stress due to modern living conditions could be the cause.
· The sample had a number of physical symptoms. Pain (83%) and physical weakness (50%) were predominant. After Positive Therapy, there was a reduction in the percentage of subjects reporting pain (36%) and physical weakness (23%).
· The sample suffered from various psychological symptoms, the most common being depression (47%). The other symptoms were self-pity, short temper, loss of interest, pessimism, low self-esteem and irritability.
· After Positive Therapy, there wasa great reduction in the psychological symptoms of the sample. None of them suffered from pessimism, low self-esteem and irritability. Depression was found only in 10%; self-pity, short temper and loss of interest were also reduced in many of the sample.
· The side effects of chemotherapy suffered by majority of the sample were change in complexion (77%), pain (67%) and loss of hair (50%).
· Initially the entire sample had insomnia. Hence, the Null Hypothesis ‘There is no insomnia in cancer patients’ is rejected.
· After the administration of Positive Therapy, 90% had ‘No insomnia’ and only 10% had insomnia.
· The mean insomnia of the sample was ‘High’ (5.79) before Positive Therapy; it had reduced to ‘Low insomnia’ (3.00) after Positive Therapy. Hence, the Null Hypothesis ‘Positive Therapy does not help in management of insomnia in cancer patients’ is rejected.
· The sample experienced a number of negative emotions such as, worry (87%), fear (73%), anxiety (53%) and anger (37%).
· The negative emotions of the sample reduced to a great extent after Positive Therapy. Worry was reported by only 21%, fear and anger by 13% and anxiety by 10%. 
Limitation
As it was an action research, involving individual counselling andas the time available for Post-graduate Research was limited, the size of the sample was restricted to 30. 
Recommendations
· As Positive Therapy is very effective in the management of insomnia in cancer patients, every hospital can provide Positive Therapy to the patients
· Psychologists should be appointed in all clinics and hospitals to provide counselling and psychotherapy to the patients
· Longitudinal researches can be conducted on a larger sample applying Positive Therapy
· Researches can be conducted to manage other variables such as anger, anxiety, depression etc. and to enhance well-being and adjustment etc. in patients through Positive Therapy.
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ANNEXURE - I 

CASE STUDY SCHEDULE (2008)

Dr. HEMALATHA NATESAN

Professor & Head, Department of Psychology, 
Avinashilingam University for Women, Coimbatore 

Name:								Case number:

Age:								Date:

Sex:

Education:

Occupation:

Income per month:

Address:


Phone:

Marital Status: Married / Single / Divorced / Separated

Type of Family: Joint / Nuclear

Family Background:

	S. No.
	Relationship
	Age
	Education
	Occupation 
	Income 

	




	
	
	
	
	



Diagnosis:

Probable Causes: Heredity / Pollution / Smoking / Injury / Stress

Duration of the Disorder: 

Type of Disorder:

Area Affected:

Do you have any other health problem? Yes / No

If yes, specify

Since when

Treatment:

Symptoms:

Pain: Neck / Back / Chest / Hands / Legs / Headache / Stomachache 

Pain: Very Severe / Severe / Moderate / bearable

Loss of appetite		Insomnia		Loss of weight	Physical weakness
Short temper		Depression		Loss of interest	Self pity	
Low Self-Esteem		Withdrawal		Pessimism		Irritability	
Restlessness			Breathlessness	Giddiness		Perspiration 
Fatigue			Indigestion		Nausea		Vomiting
Swelling of legs / hands	Numbness

Any other, specify

Side Effects:

Loss of Hair			Nausea	Vomiting	        Dysentery	Pain
Change in complexion	Loss of appetite 		        Fatigue		Insomnia
Negative Emotions Experienced Frequently:
Fear			Anxiety			Worry		Anger
Any other, specify
Recurring Negative Thoughts:
Poor Health Habits:
Smoking		Drinking		Tobacco / Paan		Drugs
Less than 6 hours of sleep

ANNEXURE - II 

INSOMNIA INVENTORY

LONDON SLEEP CENTER, 2004



Take this test to see if you could be affected by insomnia. There are two possible responses to each item, true or false. Tick any one of the 2 options, which applies to you. Do it as quickly as possible.


1. I have difficulty falling asleep.                                                       True         False   
2. Thoughts race through my mind and this prevents me from          True         False                                   
sleeping
3. I feel afraid to go to sleep                                                                True        False       
4. I wake up during the night and can’t go back to sleep                    True        False       
5. I worry about things and have trouble relaxing 	                           True        False       
6. despite sleeping all night, I don’t feel refreshed when I awaken    True        False       
7. I wake up earlier in the morning than I would like to                     True        False       
8. I lie awake for half and hour or before I fall asleep                         True       False       
9. I wake in the morning with muscle and joint stiffness and aches    True       False       
10. I feel sad and depressed                                                                    True       False       

Score:

If you score 30% or higher (or marked three or more boxes if you‘re self-scoring you show symptoms of insomnia, a persistent inability to fall asleep).


ANNEXURE - III

CASE STUDY RE-ASSESSMENT SCHEDULE (2008)

Dr. HEMALATHA NATESAN

Professor & Head, Department of Psychology, 
Avinashilingam University for Women, Coimbatore 

Name:					Case number:		Date:

Phone:

Diagnosis:

Symptoms:

Pain: Neck / Back / Chest / Hands / Legs / Headache / Stomachache 

Pain: Very Severe / Severe / Moderate / Bearable

Loss of appetite		Insomnia		Loss of weight	Physical weakness
Short temper		Depression		Loss of interest	Self pity	
Low Self-Esteem		Withdrawal		Pessimism		Irritability	
Restlessness			Breathlessness	Giddiness		Perspiration 
Fatigue			Indigestion		Nausea		Vomiting
Swelling of legs / hands 	Numbness 

Side Effects:

Loss of Hair			Nausea	Vomiting	        Dysentery	Pain
Change in complexion	Loss of appetite 		        Fatigue		Insomnia
Negative Emotions Experienced Frequently:
Fear			Anxiety			Worry		Anger
Recurring Negative Thoughts:

Poor Health Habits:
Smoking / Drinking / Tobacco / Paan / Drugs / Less than 6 hours of sleep



Areas affected by cancer	17%
17%
14%
10%
10%
7%
7%
3%
3%
3%
3%
3%
3%

Stomach	Throat 	Uterus 	Lungs	Breast	Blood	Spinal cord	Neck	Liver	Hand 	Leg	Rectum	Testis	17	17	14	10	10	7	7	3	3	3	3	3	3	Areas Affected by Cancer

Percentage


Causes of Cancer	77%
10%
7%
3%
3%

Unknown 	Pollution	Injury	Smoking	Heredity	77	10	7	3	3	Causes of Cancer

Percentage


Before Positive Therapy	83%
50%
40%
37%
17%
17%
13%
10%

Pain	Physical weakness	Loss of appetite 	Loss of weight	Vomiting	Numbness	Indigestion	Swelling of legs	83	50	40	37	17	17	13	10	After Positive Therapy	36%
23%
33%
26%
13%
17%
13%
10%

Pain	Physical weakness	Loss of appetite 	Loss of weight	Vomiting	Numbness	Indigestion	Swelling of legs	36	23	33	26	13	17	13	10	Physical Symptoms

Percentage



Before Positive Therapy	47%
27%
27%
17%
13%
7%
7%

Depression	Self-pity	Short temper	Loss of interest	Pessimism	Low self-esteem	Irritability	47	27	27	17	13	7	7	After Positive Therapy	10%
7%
10%
3%
0%
0%
0%

Depression	Self-pity	Short temper	Loss of interest	Pessimism	Low self-esteem	Irritability	10	7	10	3	0	0	0	Psychological Symptoms

Percentage




Before Positive Therapy	77%
67%
50%
47%
37%
33%
17%
17%
7%

Change in complexion	Pain	Loss of hair	Nausea 	Insomnia 	Vomiting	Dysentery 	Loss of appetite	Fatigue	77	67	50	47	37	33	17	17	7	After Positive Therapy	77%
37%
50%
27%
10%
20%
10%
13%
7%

Change in complexion	Pain	Loss of hair	Nausea 	Insomnia 	Vomiting	Dysentery 	Loss of appetite	Fatigue	77	37	50	27	10	20	10	13	7	Side Effects of Treatment

Percentage



Insomnia (3-10)	100%
10%

Before Positive Therapy	After Positive Therapy	100	10	No Insomnia (0-2)	0%
90%

Before Positive Therapy	After Positive Therapy	0	90	Level of Insomnia

Percentage



Treatment Condition	5.79
3

Before Positive Therapy	After Positive Therapy 	5.79	3	
Mean Insomnia


Before Positive Therapy	87%
73%
53%
37%

Worry	Fear	Anxiety	Anger	87	73	53	37	After Positive Therapy	20%
13%
10%
13%

Worry	Fear	Anxiety	Anger	20	13	10	13	Negative Emotions

Percentage
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