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ABSTRACT

MANAGEMENT  OF  ANXIETY  AND ENHANCEMENT  OF  SELF  CONCEPT  IN  ORPHANS  THROUGH  POSITIVE  THERAPY

BY

S. JEYA BHARATHI AND * HEMALATHA NATESAN

From  Anbu Asiramam, Thoothukudi, 60 girls were screened using the Case Study Schedule (Natesan, 2003), Manifest Anxiety inventory (Natesan and Menon, 2000) and Self Concept Rating Scale (Natesan, 1990). From them, 30 subjects with high anxiety were selected to serve as the sample.


The treatment, Positive Therapy (Natesan, 2002) was given to the subjects on alternate days for one hour per session, over a period of 2 weeks.  After two weeks, all the subjects were retested using the same tools.


The results revealed that many of the subjects had anxiety, fear, worry and anger. Positive Therapy helped to bring down the mean anxiety of the subjects from high to low and  to enhance the mean self concept of the subjects.

*Professor and Head, Department of Psychology, Avinashilingam  Deemed University, Coimbatore.
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INTRODUCTION

“As long as there is desire,

There is anxiety”.

                              WILLIAM SHAKESPEARE
“Beliefs are the bedrock of our behaviour”.

                         MICHAEL REILLY

All of us, at one time or the other, experience anxiety, a feeling of apprehension or tension, in reaction to stressful situations.  There is nothing wrong in such anxiety; everyone feels it to some degree and usually it is a reaction to stress that helps, rather than hinders our daily functioning. Without anxiety,  for instance, most of us would not be terribly motivated to study hard, to undergo physical exams or to spend long hours at our jobs (Feldman, 1997).

Anxiety is characterized by subjective and physical features (Zinbarg and Barlow, 1996). Subjective features include worrying, fear of the worst things happening, fear of losing control, nervousness and inability to relax. Physical features reflect arousal of the sympathetic nervous system. This includes   trembling,   sweating,   racing heart,   elevated  blood pressure and

faintness. Anxiety is a natural response to real threat. But it can be abnormal, when it is excessive or when it “comes out of the blue” (Rathus, 1999).

DEFINITION OF ANXIETY

  
Longman Dictionary of Contemporary English (2000) defines anxiety as “a feeling of being worried about something that may have happened, so that you think about it all the time”.          

          According to Coon (2000) “Anxiety refers to feelings of apprehension, dread or uneasiness. It is a response to an unclear or ambiguous threat”. 

        Barlow and Durand (2000), opines that anxiety is a subjective sense of uneasiness, a set of behaviours or a physiological response originating in the brain and reflected in the elevated heart rate and muscle tension . 

        Sternberg (2000) maintains that anxiety is a generalized feeling of dread or apprehension that is not focused on or directed towards any particular object or event. 

        Miller (2000) refers to anxiety as a feeling of tension associated with a sense of threat of danger when the source of the danger is not known.

        According to Chorpita (1998), “Anxiety is a state of intense uneasiness, apprehension, uncertainty or fear, resulting from the anticipation of a threatening event or situation, often to a degree that the normal physical and psychological functioning of the affected individual is disrupted”.

        American Psychiatric Association (1994) defines anxiety as “A mood state characterized by marked negative affect, bodily symptoms of tension and apprehension about the future”(Gilliland and James,1998). 

TYPES OF ANXIETY

        In conceptualizing anxiety, Freud (1926) described 3 types of anxiety or ‘psychic pain’ namely neurotic, moral and reality.

Neurotic anxiety arises when the individual’s id impulses threaten to break through the ego controls and results in behaviour that will lead to his/her punishment.

Moral anxiety arises when the individual does something or  even contemplates doing something in conflict with his/her super ego or moral values and aroused feeling of guilt.

Reality anxiety arises when the individual is confronted by dangers or threats in the external world (Sharf, 2000).

The different forms of anxiety according to Beekink et al (2002) are as follows:

Panic disorder, which includes unpredictable attacks of anxieties that are accompanied by physiological manifestations.

Agoraphobia that involves an abnormal fear of being helpless in an embarrassing or inescapable situation.

Specific phobia, which includes persistent fear of objects or situations.

Social phobia, which involves an irrational fear of situations in which the person may be closely watched or judged by others.

CAUSES OF ANXIETY

 
Anxiety may be a condition in itself called, ‘Primary Anxiety’.  Genetic factors play a role in this type of disorder, as it is common in some families. In addition, this type of disorder can occur as a result of past emotional or social or current stressors.  Other forms of anxiety may be due to psychiatric illnesses like schizophrenia, depression or alcoholism and withdrawal from long-term drug treatment.  Physical illnesses can also cause anxiety-like hormonal conditions (Miller, 2000).

There are also some biological, psychological and social factors that lead to anxiety.  They are:

Biological factors:

No single gene causes anxiety. Weak contributions from many genes in different areas on chromosomes, collectively makes us vulnerable to anxiety. The area of the brain most commonly associated with anxiety is the limbic system which acts as a mediator between the brain stem and the cortex. Anxiety is  also  associated  with  specific  brain  circuits,  the GABA 

benzodiazepine system, in particular. The nor-adrenergic system has also been implicated in anxiety, particularly neurotransmitter system. 

Psychological factors:

Freud considered anxiety as a psychic reaction to a fearful infantile reactivation due to dangerous surroundings. Behavioural Theories view anxiety as a product of early classical conditioning, modelling or other forms of learning. 

Social factors:

Social pressure might provide sufficient stress to trigger anxiety. Most of it is interpersonal in nature-marriage, divorce, difficulties at work, death of a loved one and so on; some might be to excel in school, job competency, etc (Barlow, 1999).  

SYMPTOMS OF ANXIETY

The symptoms of anxiety are many and they can be constant, or they may come and go. 

Psychological Symptoms of anxiety include irritability, anger, difficulties in concentrating, poor memory, fear of madness, death,  depression and unable to relax.

 
Some of the Physical Symptoms of anxiety are sleep problems, head aches, dizziness, pins and needles, tingling in fingertips, palpitation, tightness/pain in the chest, shortness of breath, difficulty in swallowing, sweating, stomach ache, frequent urination, muscular pains and aches (Mukallid and Nakadi, 2002).

  TREATMENT FOR ANXIETY        

                  Psychotherapy is recommended for someone with moderate to severe anxiety. Drugs are also being used like benzodiazepines and beta blockers like buspirone. Deep breathing and relaxation can also be used to reduce anxiety in the individuals (Mukallid and Nakadi, 2002).

                  Anti anxiety medication can be used effectively to reduce severe anxiety.  For example, some times, people with a panic attack think that they have a heart attack and worry that they might die. Therefore, they go to a hospital emergency room to be evaluated. Once they are diagnosed with anxiety, they are given reassurance that they are not going to die and are treated with medications to lessen their symptoms (Keefe, 2002).

ORPHANS IN ORPHANAGES

          The term ‘orphanages’ evokes images of pitiful youngsters clothed in rags, eating porridge out of tin cups and housed in huge, prison-like institutions. 

          The reality today is different. Even the term orphanage is rarely used, having been replaced by ‘group homes’ or ‘residential treatment centers’. Typically, housing a relatively small number of children, group homes are used for children whose parents are no longer able to care for them. 

Group care has grown significantly in the last decade. In fact, in just last four years, the number of children in foster care has increased by more than 50%. Today, more than half a million children in US live in foster care.  Although such care centers are providing a good service to orphans, they cannot always provide the love and support potentially available in a family (Feldman, 1998).

ANXIETY IN ORPHANS

Group care is neither inherently good nor bad. Its consequences depend on the characteristics of the staff of the center and whether the workers are able to develop an effective, stable and strong emotional bond with a specific child. If the worker is unable to do this, the results may well be unfavourable leading to anxiety, depression and violence. The orphans often have their characteristic ‘orphan spirit’.  It is not the same as the spirit of rejection, which comes in to assail a heart that has been injured by separation or lack of love and attention, but it is a principality of lack. It is a spirit where anxiety, anger and rage can reside (Melton, 2003).

SYMPTOMS OF ANXIETY IN ORPHANS

Anxious orphans are resistant to social interaction, seeks isolation avoids physical contact and are difficult to comfort (Ford and Kroll, 1995).

EFFECTS OF ORPHANHOOD

Orphanhood leads to recurrent problems in interpersonal relationships, a higher rate of personality disorders and severe parenting difficulties, later in life (Ford and Kroll, 1995). These children experience a great deal of stress and trauma which result in severe emotional, psychological and behavioural problems result (CWLA, 1995).

TREATMENT OF ANXIETY IN ORPHANS

          The treatment is twofold. The first priority is to make sure the child is currently in a safe environment where emotional and physical needs are met. The next step is to develop the relationship between the caregiver and the child (Ford and Kroll, 1995).

SELF CONCEPT

A general term for how people think about themselves is self concept or identity. This can refer to all aspects of the self appearance, personality, ability, as well as gender, nationality or ethnic group. Some aspects of self concept are evaluative; we all compare ourselves with others and think that we are good at some things and not so good at other things. These evaluations we make are called by psychologists as self esteem (Smith, 1999). 


The development of feelings of self worth is one aspect of the emergence of the self concept. A broad, general definition of self concept is that it is the way we view ourselves, which may or may not be realistic. Cross-cultural developmental psychologists have suggested that our self concept often depends on our sense of independence and inter dependence (Sternberg, 2000).

DEFINITION OF SELF CONCEPT

Self concept is an individual’s beliefs, understandings and judgements about him/herself.  Self concept embraces all the aspects of the self that the person perceives, whether or not these perceptions are accurate (Sternberg, 2000). 

According to Smith (1999) self concept is the general term for how people think about themselves. Gilliland and James (1998) calls self concept as the person’s total internal view of self in relation to the experiences of being and functioning within the environment. It includes values attached to such a view. 

Quinn (1995) opines that self concept is one’s own image or picture of oneself. It is a collection of beliefs based on one’s judgement of oneself, it is not necessarily accurate. 

FACTORS THAT INFLUENCE SELF CONCEPT

Self concept is usually based on the attitude of other people towards us. The process of developing a self concept begins with parents. The opinion of friends becomes critical and far more important than views of parents as adolescence approaches (Quinn, 1995).

CHARACTERISTICS OF PEOPLE WITH GOOD SELF CONCEPT

People with good self-concept tend to be more accepting of others. They are also more accepting of their own failures; tend to be better achievers than are people with low self concept. High self-concept is also related to independence and open-mindedness. People with positive self concept will rely on themselves rather than on others and will be more willing to accept criticisms and suggestions. 

CHARACTERISTICS OF PEOPLE WITH LOW SELF CONCEPT

People with low self concept are sensitive to criticism and blame themselves whenever things go wrong, because they lack confidence, they will succumb to pressure and can usually be manipulated easily. They seek flattery and criticize others to boost their own self images. They prefer to work on easy tasks where they can be certain of success. Children with poor self images are often found playing with friends much younger than themselves (Quinn, 1995).

EFFECTS OF THREAT TO SELF CONCEPT

Maintaining a good self concept is not easy.  Each day, there are many events that could shatter one’s self image. If we face such threats, the methods then used to protect the self concept are called defense mechanisms. The most important of them are:

 Suppression

One way to protect self concept is to avoid thinking about the problem. This is called suppression, which is a deliberate attempt to avoid stressful thoughts.

Repression

          Issues that are deeply wounding to self esteem may be too painful to allow to one’s consciousness. We unconsciously put them out of our mind with unconsciously motivated forgetting called repression (Quinn, 1995).

SELF CONCEPT IN ORPHANS 

The self concept in orphans is found to be low when compared to the self concept in normal children. Here, we need to look at the absence of family and a home. It is more important to create a safe place for them to reside. Generally, it is found that the physical self-concept, educational self-concept and moral self-concept, temperamental self-concept and intellectual self-concept are low when compared to normal children (Baroah and Pihukan, 1999).

NEED FOR THE STUDY

 
The number of orphans as well as the orphanages have grown significantly in the last decade. In fact, in just the last four years, such care centers have increased by more that 50%.  About three quarters of children in such care centers have been victims of neglect.  These centers cannot always provide the support and love, potentially available in a family setting. The result is anxiety, depression and low self-concept.  Hence, this study was undertaken with the aim of assessing the level of anxiety and self concept in orphans and enhancing their coping skills by providing the psychological intervention namely, ‘Positive Therapy’ to help them manage their anxiety and improve their self concept.                                          

REVIEW OF LITERATURE

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

· Children in foster care

· Adopted children

· Psychological well being in orphans

· Self concept in orphans

· Anxiety in orphans

CHILDREN IN FOSTER CARE

A study on, ‘The implications for primary care of foster child health and development’, was conducted by Kools and Kennedy (2003).  The sample consisted of 70 foster care children in the United States and it was found that these children were most vulnerable to experiencing poor health when compared to any other group of children.  While management of the complex health and developmental needs of these children is challenging, priorities have to be given for clinical practice that include care, coordination and interdisciplinary collaboration.

The above study on children in foster care clearly indicates that generally these children face a lot of problems in their lives. It is sad to know that they are most vulnerable to experiencing poor health when compared to other group of children. 

          Haight et al (2003) conducted a study on ‘Understanding and supporting parent–child relationships during foster care visits’.  This study was done taking into consideration both the views of the parents and the children.  Results proved that for some parents and children, the visits were problematic.  The experience of visits, quality of interaction and outcomes vary widely in both their perceptions.  Results also proved that the parent- child attachment relationship is an important factor in influencing the quality and type of results and effects of visits.

          The above study indicates the importance of parental love and affection in the physical and psychological well being of children.

          A study on, ‘A model programme for African-American children in the foster care system’, was done by Harvey et al (2002). The sample consisted of two hundred African-American orphan boys in the age range of 7–14 years.  Results proved that many of these children had a sense of mistrust, hopelessness and serious academic problems.  The authors believe that the ‘model programme’ that aimed at developing the overall personality of the orphans that was presented, has its application to all other social and ethnic groups and is applicable to other settings in the foster care system as it has positive effects.

        The result of the above research that many children in foster care have a sense of mistrust, hopelessness and academic problems is very unfortunate and this may be because of the lack of parental or familial love and support that is vital during developmental period.  It is gratifying to note that the model programme was effective.  Probably, it would have been better if the details of the model programme were spelt out, so that it could have been adopted by others.

        Jaurssig (2002) tried to study the ‘Risk behaviours in maltreated youth placed in foster case’.  The study examined the protective and vulnerability factors in the youth placed in foster care.  Two hundred and fourteen youth staying in foster care, in the age range of 7–12 years were included in the study.  The results suggested that there were some modifiable protective and vulnerability factors present shortly after the maltreated youth were placed in the foster care.

        Jaurssig’s research on the risk behaviours in youth in foster care has proved that there are some modifiable vulnerability factors in the children after they are placed in the foster care.  This gives good hope about changing these vulnerability factors and helping the children.  Anyway, the author could have listed the risk factors that were modifiable.

A study on ‘self protection in adolescents in foster care’ was done by Kools (1999).  Generally, adolescents in long term foster care experience significant physical and mental health problems.  In this study, 17 adolescents in foster care were interviewed.  Results prove that these children engaged in self-protection strategies like maintaining a defensive posture, distancing self and keeping relationships superficial.

The above study states that adolescents in long term foster care experience problems resulting in self-protective strategies.  But it has not been clearly stated if the problems are due to the long stay away from home or the maltreatment in the foster home that causes the problem.  Further, the sample size is too small to make a generalization.

          Penzerro and Lein (1995), conducted a study on the ‘Disordered attachment and foster care discharge’.  Findings indicate that conduct-disordered out-of-home care drifters display exceptionally clear patterns of alienation in relation to transitions from placement to placement.

    
The above study proves that there is a sense of alienation in the children in foster care in relation to transition from placement to placement.  This may be due to their fear of taking a chance in relationships that always seem temporary.  Although the results are striking, the sample size has not been stated.

    
Heinemann (1995) conducted a research on the ‘New Decision making therapy in foster, adoptive and institutionalized children with failed outcome’.  The objective of this study was to help the young people to review their earlier decisions and to code to a new decision of having a successful relationship in future.  This has been very helpful in removing the failure syndrome symptoms and in developing new relationships.

          It is interesting to note that Heinemann’s work has aimed at helping institutionalized children develop good decision making skills and has been quite successful in reaching its goal, namely removing the failure syndrome.

ADOPTED CHILDREN

Judge (2003) tried to investigate the ‘Developmental recovery and deficit in children adopted from Eastern European orphanages’.  He examined 124 children adopted from Eastern European orphanages with regard to the degree of developmental recovery during the first year of placement in the orphanage. Results showed that the degree of developmental delay at the time of adoption, along with the duration of time spent in the adoptive home and age at adoption, predicted significant variance associated with developmental catch-up.  Weight and height at the time of adoption were not related to children’s post-adoption development.

        The above study states that age at adoption, time spent in the adoptive home and the degree of developmental delay at the time of adoption are related to the developmental catch up after adoption.  But it is not clear as to which factor contributes more or in what proportion these 3 factors affect development.

        A three years follow-up of attachment and indiscriminate friendliness in children adopted from Romanian orphanages was done by Chisholm  (2000).  Children who had spent at least 8 months in Romanian orphanage and 2 comparison groups, one of non adopted, never institutionalized children and another of early adopted children from Romania were used for the study.  Results showed that the Romanian orphans displayed more insecure attachment patterns than the other two groups.  They also showed more indiscriminately friendly behaviour.

                The above research ascertains the fact that adopted children generally display insecure attachment pattern.  This is mainly due to their orphanhood that develops feelings of insecurity and fear.

               Howe (1997) studied the parent-reported problems in adopted children.  Parents of 211 adopted children, who were young adults at the time of the research were interviewed about their children’s’ behaviour and development during childhood and adolescence.  It was found that a quarter of the  children  adopted were reported    to   have  had  problem   behaviours 

during adolescence.  There was no problem behaviour in older adopted children.

In general adolescents face a lot of problems; be it in parental homes or in adopted homes. Probably, this is the reason for the results in Howe’s study.

PSYCHOLOGICAL WELL BEING IN ORPHANS

          In the study by Makame et al (2002) on the ‘Psychological well being of orphans in Dar El Salaam in Jauzania’, 41 orphans whose fathers and/or mothers had died and 41 non-orphans from the same neighbourhood constituted the sample.  He found that orphans had very high internalizing problems and unmet needs when compared with non-orphans.


The results of the above study may be attributed to the absence of a family that is one of the basic needs of a human being.

       Beekink et al (2002) surveyed the survival rates of paternal orphans, maternal orphans, step-children and children in complete families in the Dutch Provincial Town.  The data was collected from vital registration and population registers.  They found that, in general, children were worse off when they had lost their biological mothers than fathers.

   
The above study clearly brings out the importance and the value of mothers in the development of healthy behaviour in their children.  For the child, mother is the first relation and the link to the world.  When the children lack the warmth of their mothers, it is natural that they experience a lot of problems, making them worse.

 
Based on their study on ‘Orphan care in Zimbabwe’, Kools and Kennedy (1999) have thrown light upon the importance of the community towards orphans.  The study was done to find out the impact of the community on the lives of orphans. The sample consisted of 250 orphans, residing  in over 9 orphanages in Zimbabwe.  They found that, in general, an immediate family and a positive community support are the most important needs to be fulfilled in child care (Ministry of Child Welfare, 1999).

     
The above study has thrown light on the real needs of an orphan, which is, indeed an immediate family and a positive community.  

A socio psychological study on the ‘Personality characteristics of orphans’ was done by Vijayalakshmi and Singh (1997) in India.  The study was done on 100 orphan children and aimed at identifying the personality characteristics predominant in orphans and normal children.  The results revealed that orphans were significantly different in their personality characteristics when compared to normal children.  Anger, fear and inferiority were their predominant personality characteristics.

          The above study appears to be quite superficial.  It has identified anger, fear and inferiority as the main personality characteristics of orphans.  This is expected in them, as they are orphans.  If the research had probed into means of removing the negative personality characteristics, it would have been a more useful work.

SELF CONCEPT IN CHILDREN

  
Cassidy (2003) conducted a study on the ‘Feedback seeking behaviour in orphans, in association with their self concept’.  Two experimental studies were designed using children of 12 years and adolescents of 17 years.  Both studies proved that participants with positive self-perceptions sought positive feedbacks than participants with negative self-concept.

  
Self-concept is an important factor in everyone’s life.  It influences all our behaviour.  The above research on the feedback seeking behaviour has only added to the importance of having a positive self perception. 

            ‘Self concept and its relation to academic achievement’ was studied by Mukallid and Nakadi (2002). The sample consisted of orphans across grade level, gender and type of social disadvantage.  The sample included 90 male and 85 female students from V, VI and VII grade.  It was observed that significant correlation existed between academic self-concept and academic achievement.  Only students who had a positive self-concept and confidence were able to succeed in their exams.

  
This is another research to prove that positive self-image results in positive outcomes.  Despite the orphanhood, children with positive self-concept have been found to succeed academically.  This research is an example to show that it is the attitude that matters and not the situation.

       
A comparative study of self-concept of orphan children and children with actual parents was done by Barovah and Pihukan (1999).  Forty-five orphan children and 45 children with natural parents served as the sample.  The results showed no difference in physical, educational and moral self-concept but the children with natural parents had higher social, temperamental and intellectual self-concept.

 
Yancey (1998) conducted a study on, ‘Building positive self image in adolescents in foster care using role models in an interactive group approach’.  He had developed a pilot preventive mental health intervention, designed to provide components for promoting positive self-image.  The results of his study proved that using role model approach is very effective in developing a positive self-image in adolescents in foster care.

    
‘The personality patterns of ashram and non ashram students’ was studied by Mishra (1998).  Two hundred ashram and 200 non-ashram students served as the sample.  Results showed that ashram students were more intelligent, adventurous, apprehensive and controlled, while the non ashram students were more easy going, emotionally stable, competitive, enthusiastic, tender minded and internally restrained.

          The above study has proved that there is not much difference between the ashram and non-ashram students though they have their own defining characteristics.

ANXIETY IN ORPHANS

                  The study by Sharma (2002) on ‘Anxiety in Orphans’ provides an overview of conceptualization of state trait distinction in anxiety and characteristics of persons with high anxiety.  The tools used were TAL and STAL assessment scales.  Results proved that anxiety is high in orphans and that the anxiety level and academic performance were inversely proportionate

          Sharma’s (2002)study reinforces the fact that orphans have high anxiety and that anxiety and that academic achievement are negatively correlated.

          Soloed (1996) conducted a study on the development of international actions by the infants in maternal deprivation circumstances.  The sample included 21 orphans in orphanages and 15 children in full families.  The research proved that there is retardation of intention development, self-initiative development and it was proposed that the development of intentional actions depend on courage behaviour forms and their high anxiety levels.  These were found to be directly proportionate.

 
The poor intention development and self initiative development in the orphans may be attributed to the orphanhood because of their lack of self confidence, courage and their lack of familial support, which is available to the children from full families. This has been proved by the above study. 

   
‘Anxiety and autonomy in adolescence among father-orphaned Kibbutz children’ were studied by Kurtz et al (1995).  The aim of the study was to measure the levels of anxiety and autonomy in non-clinically referred Kibbutz orphaned and non-orphaned adolescents.  The sample included 28 Kibbutz and 42 non-orphaned Kibbutz adolescents.  Results showed that there was significantly high anxiety and low autonomy in the orphaned children.

 
Kurtz et at’s study on the anxiety and autonomy in adolescent orphans has shown that anxiety is high and autonomy is low in orphans.  This may be particularly due to the personnel employed in the orphanage who play a significant role in the lives of the orphans.

The above quoted research, in general, throw light upon the emotion and negative feelings prevailing in orphan children that greatly affect their development.  This review helps us identify the areas that need immediate attention, in order to help them. 

METHODOLOGY

A study on, ‘Management of anxiety and enhancement of self concept in orphans through Positive Therapy’ was carried out involving the following steps:

· Objectives 

· Research questions

· Null hypotheses

· Area

· Sample

· Tools

· Procedure

· Analysis of Data

OBJECTIVES

The main objectives of the study were as follows:

· To assess the level of anxiety and self-concept in selected orphans. 

· To ascertain the efficacy of Positive Therapy in the management of anxiety in selected orphans.

· To ascertain the efficacy of Positive Therapy in the enhancement of 

self concept of the sample.

RESEARCH QUESTIONS

· What is the level of anxiety in orphans?

· What is the level of self concept in orphans?

·  Does Positive Therapy help in the management of anxiety in orphans?

· Does Positive Therapy help in the enhancement of self-concept in orphans?

NULL HYPOTHESES

· The level of anxiety in orphans is not likely to be high.

· The level of self concept of orphans is not affected. 

· Positive Therapy does not help in the management of anxiety in orphans.

· Positive Therapy has no effect on the enhancement of self concept in orphans.

 AREA

‘Anbu Asiramam’ in Thoothukudi, Tamil Nadu was selected to conduct the study. Anbu Asiramam, an institution for the destitutes, was started by Sri A.S.Arumugasamy and is named after him as ‘Arumugasamy Anbu Asiramam’.  It was started on 7 July, 1954,  to offer maintenance, education, spiritual knowledge and love to orphan children.  Initially, it started with 50 children and now there are 122 girls. 

        This Asiramam gives the children nutritious food, decent clothes and good education from a government recognized school.  The children are also given job training in specific fields.  The children are taught good discipline, health habits and religious practices so that they could develop healthy personalities.  The children are also offered shelter until they finish their standard twelve and after this, they choose their own career with the guidance of the Asiramam authorities . 

       The children have a very organized and well planned daily routine. Generally, all the children were found to be very active, healthy, charming and confident.  Most of them were found to be average/above average in their studies.  They are taken good care of by the organization and generally they do not have self pity or inferiority complex.  They have high hopes about their future.  They are very united, cooperative and also very loving. 

 The reasons for selecting that area were as follows:
· Availability of the required number of sample for the study. 

· Permission provided by the orphanage authorities to conduct the study.

· Convenience of the researcher to carry out the action research.

SAMPLE

From Anbu Asiramam, Thoothukudi, Tamil Nadu, 60 female orphan children, in the age range 13-15 years were screened using psychological tests.  Out of them, 30 subjects with high anxiety and/or low self concept were selected to serve as the sample of the study.  The subjects were from the VII, VIII and IX Standards.

TOOLS

Tools are the very important aspect in a study as they serve as the key for gaining information. The needed information from the sample was collected through 2 inventories and a case study schedule.

Manifest Anxiety Inventory, constructed by Dr.Hemalatha Natesan and Nandhini Menon (2000) (Appendix I) was used to collect information about the level of anxiety of the subjects. It consists of forty items.  There are 2 possible responses to each item namely, ‘Yes’ and ‘No’.  The respondent is asked to tick(√) any one of the two alternatives which applies to him/her.  There is no time limit. But the subjects are asked to respond as quickly as possible. The validity of M.A.I. is 0.89 and the reliability by test-retest is 0.93. Scoring key and norms are provided by the authors. 

Self Concept Rating Scale, constructed and standardized by Dr.Hemalatha Natesan (1990) (Appendix II) was used to collect information   about  the  self-concept  of the subjects.   It consists of 2 Parts:   Part-A   and Part-B, each consisting of 20 items. Part-A consists of 20 items on positive self-concept and Part-B consists of 20 items on negative self-concept. The subject is asked to rate herself on each item based on a 5 point rating scale.  Scoring key and norms have been provided for each part by the author. The average score of the 20 items in each part gives the positive and negative self-concept of the subject. There is no time limit. But the subjects are asked to respond as quickly as possible. The validity of Self Concept Rating Scale is 0.89 and it reliability by test-retest is 0.88.                       

A  Case Study Schedule constructed by Dr.Hemalatha Natesan (2003) (Appendix III) was used to collect the needed information of the subjects.

PROCEDURE

From Anbu Asiramam, Thoothukudi, 30 children were selected out of 60 by purposive sampling method.  They were in the age range of 13-15 years.  To begin with, rapport was established with the subjects.  Then, the Case Study Schedule, M.A.I. and Self Concept Rating Scale were administered on the entire sample (N=60). Out of the 60 students, 30 with high level of anxiety were selected to serve as the sample of the ‘Action Research’.  These subjects were given the treatment called ‘Positive Therapy’ for one hour per session on alternate days, for a period of two weeks, involving 6 sessions.

TREATMENT

Positive Therapy (Natesan, 2002), a package combining Western Techniques based on Cognitive Behavioral Therapies and Eastern Techniques based on Yoga, helps people develop a pleasing personality and a positive perception.  It improves both physical and mental health.  It helps in the management of negative emotions such as anger, worry, anxiety, etc. It has four strategies:

1. Relaxation Therapy

2. Counselling

3. Exercises and 

4. Behavioural assignments

RELAXATION THERAPY

Relaxation Therapy consists of 3 steps:

1. Deep Breathing Practice

2. Relaxation Training

3. Auto Suggestions

DEEP BREATHING PRACTICE

   When a person is anxious, he or she often takes shallow breaths. When a person focuses on deep breathing, this cycle is interrupted and the body and mind begin to relax.  So Deep Breathing Practice was given to the subjects.


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


After Deep Breathing Practice, the subjects were asked to lie down flat, on a mat without a pillow, with the head straight, lips slightly apart, ands comfortably placed on the sides, palms facing upwards and legs stretched, with feet, one foot apart.  The subjects were asked to close the eyes and have a folded handkerchief placed on the eyes to ensure complete darkness (The nose should not be covered).  Then the following instructions were given:

“Breathe in slowly…breathe out gradually…” (This was repeated 3 times).

“Now concentrate on the top of the head”.

“Breathe in slowly…

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

This was repeated 3 times, followed by the suggestions:

“Now, the top of the head is light and relaxed, no thoughts, no fears, no worries, no tension, no stress, no pain.  Top of the head is light and relaxed, Top of the head is completely relaxed (two times).  Breathe in slowly…breathe out gradually…”

Similar instructions were given to other parts of the body, in the order given below:

· Back of the head

· Forehead

· Eyes

· Mouth

· Neck and shoulders

· Back

· Chest

· Stomach

· Hands

· Legs

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

Inhale good health.  Breathe out all the aches, pains and sicknesses from the body.

Inhale happiness.  Breathe out all the worries from the body.

Inhale positive thoughts. Breathe out all negative, useless thoughts from the body. 

Inhale strength.  Breathe out all the weaknesses from the body.

Inhale courage and confidence. Breathe out all the fears from the body. 

Inhale success. Breathe out failures and fears of failures from the body. 

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

AUTO SUGGESTION

The subjects were asked to continue to have deep breathing, enjoying the relaxed state when the following auto suggestion were given (3 times each).

I am healthy

I am happy

I love everyone, everyone loves me

I am bold and confident

I can achieve what I want

I can face my problems boldly and solve them successfully

The world is a lovely place to live in

God is with me. I am worthy

I am blessed with what I want

I will be very successful in life

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

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

Thus, Relaxation Therapy was given to all the subjects for about half an hour per session.

COUNSELLING

The subjects’ personal, social, emotional and academic problems were solved through counselling.  In Positive Therapy, Counselling involves the following techniques:

· Rational Emotive Therapy

· Thought stopping

· Cognitive Restructuring

· Symptom Stopping

· Assertiveness training

In the present study, all the above mentioned techniques were used except Symptom Stopping, as there was no need for it.

RATIONAL EMOTIVE THERAPY

The irrational beliefs and thoughts of the subjects such as “I am not worthy”, “Nobody loves me”, etc., were removed by appealing to their reason. The subjects were made to understand that everyone is worthy and being capable of studying and performing well, it is irrational to think that they are not worthy. The next irrational thought “nobody loves me” was removed by explaining to them the value of their friends and the organization that takes very good care of them. This in turn, helped them to be positive and realistic and face life optimistically. 

THOUGHT STOPPING

This technique helps in identifying unproductive, debilitating and self defeating thoughts and removing them. 

The subjects were asked to tell out their recurring, negative thoughts. The most common negative thoughts were:

“I am not worthy”.

“Nobody loves me”.

“I am a failure”.

The subjects were asked to sit in a relaxed state, close their eyes, breathe in slowly and get the first disturbing thought and breathe out saying “STOP” and push the thought away and open the eyes.  This practice was given 3 times.  Then they were asked to follow the same procedure when they were asked to say “STOP” mentally and throw out the thought.  In due course, the subjects learnt to throw out disturbing, negative thoughts, automatically.

COGNITIVE RESTRUCTURING

This helps the clients replace negative cognitions with positive self enhancing thoughts and actions as shown below:

PositiveThoughts

I am worthy.

Everyone loves me

I am successful.              

             The subjects were asked to strongly believe that they had acquired the positive qualities and start behaving accordingly. They were helped to get rid of their negative, self-defeating thoughts and develop positive, self-enhancing thoughts.

 EXERCISES

Positive Therapy involves three exercises namely,

1. Tension Releasing Exercise

2. Smile Therapy and 

3. Laugh Therapy

All the exercises were given to the subjects to help them get rid of their tension and develop a cheerful state.

TENSION RELEASING EXERCISE


Stress may cause fear, anxiety, anger and/or worry, leading to tension.  Tension releasing exercise helps people throw out all these.  In this exercise, the subjects were asked to stand with feet one foot apart, close the palms and bring them towards the chest breathing in slowly; then breathe out forcefully through the mouth (without involving voice), simultaneously throwing down the hands sidewise, opening the palms.  As they breathe out, they were asked to think each of the following.

“Tension goes out”

“Fear goes out”

“Anger goes out”

“Anxiety goes out”

“Worry goes out”


This practice was given 5 times.  Then they were asked to do the same exercise, making a loud sound (Ha) while breathing out.  This practice was also given 5 times.

SMILE THERAPY


In the modern world, life has become highly mechanical and many people have even forgotten to smile.  Smile not only changes the facial expression, but also changes the mood of a person to cheerful one.  Hence, by developing the habit of smiling, we can replace the negative emotions.  In other words, one cannot have negative emotions like fear, anxiety, worry or anger while smiling.


In Smile Therapy the subjects were asked to say (Eee) with a broad smile, breathe in slowly through the mouth, with a sound (without involving the vocal cords), close the mouth smilingly and breathe out gradually through the nose without any sound.  The subjects were 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. 

LAUGH THERAPY

Laughing has become even more rare when compared to smile.  Cardiologists maintain that laughing can prevent heart diseases.  Laugh Therapy can be practiced in groups, preferably with family members or friends. 

 
The subjects were asked to stand, bend down the back and the head slightly, breathe in slowly lifting up the head and the back and start laughing loudly without any inhibition. The subjects were encouraged to make gestures, clap hands, look at each other, etc., while laughing.  They were asked to laugh louder and louder for a longer duration.  This was done 5 times. This helped to release the tension as well as to remove their negative emotions like fear and worry.

BEHAVIOURAL ASSIGNMENTS

          The subjects were asked to resort to the following healthy behaviours: 

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

· Involve in some activity and enjoy it.

· Have positive attitude towards self, life and others.

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

· Accept responsibilities with a smile.

· Face the problems boldly and solve them successfully.

· Enjoy the company of your friends. 

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

· Have some physical exercise like, yoga, jogging, skipping, cycling or swimming.

· Have some recreations like, playing games, reading books, etc.,

· Enjoy music, singing and dancing reduce tension.

· 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, preferably after exercise and at night, before going to sleep.

· Practice Tension Releasing Exercise, 10 times a day.

· Practice Smile Therapy and Laugh Therapy, preferably with friends, 10 times a day.

· Avoid poor health habits like nail biting, pre-marital relationships, etc.

· Pray to God.

DURATION OF THE THERAPY

  
Positive Therapy was given for 1 hour per session on alternate days, for 6 sessions, spread over 2 weeks. After 2 weeks, they were retested using M.A.I. and Self Concept Rating Scale.

EXPERIMENTAL DESIGN

  
The experimental design without control group is superior to the other designs, for the simple reason that it avoids extraneous variations resulting both from the passage of time and from non-comparability of the test and control areas (Kothari, 2000).

          The goal of a good experimental design is to minimize extraneous or uncontrolled variations in order to increase the likelihood that an experiment will produce internally valid results (David et al , 1995). 

EXPERIMENTAL DESIGN

Time Period I                                     


Time Period II

Test area

Level of phenomenon        Treatment given

Level of phenomenon                                                     








Before Treatment(X1)            
       


After Treatment (Y1)

(Anxiety)


(Positive Therapy)

(Anxiety)

Level of phenomenon     Treatment given

Level of phenomenon


Before Treatment(X2)   
  
           

After Treatment(Y2). 

(Self concept)

(Positive Therapy)

(Self concept)

Treatment effect: (Y1)-(X1)  &  (Y2)-(X2)                   

ANALYSIS OF DATA

The data was analyzed statistically based on the following:

· Comparison of the mean anxiety of the subjects before and after treatment.

· Comparison of the mean self-concept of the subjects before and after treatment.  

· Comparison of the academic achievement of the subjects before and after treatment.

RESULTS AND DISCUSSION

A study on ‘Management of anxiety and enhancement of self-concept in  orphans through Positive Therapy’ was conducted in Anbu Asiramam in Thoothukudi. Thirty girls in the age range of 13-15 years were selected. 

All the subjects were tested using Manifest Anxiety Inventory, (Hemalatha Natesan and Nandhini Menon, 2000) and Self Concept Rating Scale, constructed by Hemalatha Natesan (1990). Positive Therapy was used as the psychological intervention to reduce anxiety and enhance self-concept in the subjects.  The therapy was given for 6 sessions spread over 2 weeks and the subjects were retested after 2 weeks, using the same psychological tests. 

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

TABLE – I

OBSERVED BEHAVIOUR OF THE SUBJECTS

N=30

	OBSERVED BEHAVIOUR
	NUMBER
	PERCENTAGE



	POSTURE

Straight

Hunch
	28

2
	93

7

	EYE CONTACT

Good

Poor
	29

2
	97

3

	BEHAVIOUR

  Confident

Smiling

Sociable

Aloof

Serious
	27

25

24

6

5
	90

83

80

20

17

	SPEECH

Normal

Clear

Audible

Soft

Unclear

Stuttering
	30

28

23

7

2

-
	100

93

77

23

7

-


                                                            (Percentages are rounded up)                         

It is a desire of every human being on earth to attach.  The life process of every child born on earth is to form an attachment with the mother and father.  In a healthy situation, the parents are loving and satisfy every need of the child. The child develops trust, ability to love and grows up to be a regular adult, capable of doing things.  If this process is affected, we have humans with a large variety of difficulties that are reflected in their behaviour. This can be clearly seen in orphans (Melton, 2003). 

Table 1 shows the observed behaviour of the subjects who were orphans living in an institution.  Most of the subjects had a straight posture (93%) and were confident.  These characteristics can be attributed to the services offered by the orphanage that takes good care of the inmates and encourages them.  Anyway, care should be taken to motivate the few subjects who were found to be aloof (20%) and serious (11%).

With regard to speech, all of the subjects were normal (100%) and most of them were clear (93%) and audible (77%).  It was gratifying to find that none of them had stuttering or stammering.

The above results are in coordination with the study done by Mishra (1998) on the personality patterns of ashram and non ashram students.  He had found that ashram students were intelligent and adventurous.

Anyway the results obtained in the present study are contradictory to the study done by Kools (1999) on the self-protection in adolescents in foster care.  The study by Kools on 17 adolescents in Foster care had shown that they engaged in self-protection strategies like maintaining a defensive posture and distancing self.  Whereas, the present study has shown that most of the subjects were confident, sociable and smiling.

FIGURE I 
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FIGURE I (a)

OBSERVED BEHAVIOUR OF THE SUBJECTS
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TABLE II

NEGATIVE EMOTIONS OF THE SUBJECTS

N=30

	NEGATIVE EMOTIONS
	NUMBER
	PERCENTAGE



	Fear
	15
	50

	Worry
	14
	47

	Anger
	13
	43

	Aggression
	-
	-


                                                                            (Percentages are rounded up)

The orphans often have their characteristic called, ‘orphan spirit’.  It is not the same as the spirit of rejection, which comes into assail a heart that has been injured by separation or lack of love, but it is a principality of lack.  It is a spirit where anxiety, anger, fear and rage can reside (Melton, 2003).

Table II shows the details of the negative emotions found in the subjects.  Fear was the most commonly found negative emotion (50%).  This was mainly due to their feelings of insecurity and helplessness.  This can be changed with assurance and counselling.  Worry and anger were the other  commonly found negative emotions (47% and 43% respectively).  Face to face interview with the subjects revealed that worry was mainly due to their uncertainty about future and anger was due to their orphanhood.  Their anger was mainly on their parents.  It is rather surprising as well as gratifying to know that aggression was not found in any of the subjects.  This was mainly due to the institution that has been taking very good care of the subjects.

The results of this study are in line with the study by Vijayalakshmi and Singh (1997), who had reported that anger, fear and inferiority were the predominant personality characteristics of the orphans (N = 100), who were the sample of their study.

Nine studies on the psychological adjustments of orphaned children have also shown that the subjects did not exhibit violent behavior but exhibited depression, anxiety, psychosomatic reactions and post–traumatic stress disorder symptoms (Johannesburg, 2003).

FIGURE II 

NEGATIVE EMOTIONS OF THE SUBJECTS
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TABLE-III

ACADEMIC ACHIEVEMENT OF THE SUBJECTS

                                                                                                                               N=30

	Scores
	Before Treatment
	After Treatment

	
	N
	%
	N
	%

	81-90
	1
	3
	3
	10

	71-80 
	2
	7
	7
	23

	61-70
	7
	23
	11
	37

	51-60
	12
	40
	7
	23

	41-50
	8
	27
	2
	7

	Total
	30
	100
	30
	100


                                                                         (Percentages are rounded up)

Academic performance and excellence are the vital requirements of a bright and successful life in today’s world.  So, hard work in school has become a part of every child’s daily routine.  Orphan children, who do not have the support of a family, need to work extra hard to establish themselves in this society, both economically and emotionally.


Table III shows the academic achievement of the subjects.  The subjects were from the VII, VIII and IX standards.  The marks that were included to assess the academic achievements were the Quarterly Exams for Before Treatment and the Half-yearly Exams for After Treatment.


The above table shows the academic achievements of the subjects before treatment, only 3% of the subjects had scored marks in the range of 81-90%.  Twenty percentage had scored between 61-70%, 40% had scored between 51-60% and 27% had scored between 40-50%.  This shows that a majority of the subjects had only good and average academic performance.


After treatment, there is great improvement in the academic performance of most of the subjects.  Ten percentage of subjects have improved to excellent performance; 23% have attained very good scores; and 37% have obtained good scores. On the whole, there is tremendous improvement in the academic performance of the subjects after the treatment.  These improvements attributed to Positive Therapy, which has helped improve their learning, retention and performance.


The above table is in line with a study conducted by Vijayalakshmi and Vijayalakshmi (2003) on the management of anxiety through Positive Therapy in X standard students.  The results prove that academic performance can be increased using the intervention strategy namely, Positive Therapy.

FIGURE III 

ACADEMIC ACHIEVEMENT OF THE SUBJECTS

BEFORE AND AFTER TREATMENT

         N=30
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TABLE IV

ANXIETY LEVEL OF THE SUBJECTS BEFORE AND AFTER TREATMENT

      








N = 30

	Anxiety
	Before Treatment
	After Treatment

	
	Number
	Percentage
	Number
	Percentage

	Very High
	18
	60
	-
	-

	High
	7
	23
	18
	60

	Moderate
	5
	17
	9
	30

	Low
	-
	-
	3
	10

	Total
	30
	100
	30
	100


                                                                    (percentages are rounded up)

People with anxiety experience tightness in their chest, a racing or pounding chest and a pit in their stomach.  Anxiety causes some people to get a headache, to sweat and/or to have an urge to urinate.  Heightened anxiety is emotionally painful.  It disrupts a person’s daily functioning.  People of any age can suffer from and require treatment for anxiety.  At least 3% of the population has had or will be diagnosed with some form of abnormal anxiety (Miller, 2000).

It is alarming to note from Table IV that initially,  60% of the subjects had very high anxiety and 23% had high anxiety; only 17% had moderate anxiety.  None of them had low level of anxiety.  Hence, the null hypothesis, ‘The level of anxiety in Orphans is not likely to be high’ is rejected.

Similar results were obtained by Kurtz et al (1995) in his study on 28 orphaned and 42 non-orphaned Kibbutz adolescents.  There was very high anxiety and low autonomy in the orphaned children.  Sharma (2002) had also reported similar results based on his study on anxiety in orphans.

As a result of the treatment, namely, Positive Therapy, the  anxiety level of the subjects has been reduced to ‘low’ (10%) and ‘moderate’ levels (30%).  But still, 60% of the subjects had ‘high’ anxiety, although they have succeeded to reduce it from ‘very high’ level.  The reduction in anxiety in the subjects can be attributed to the efficacy of Positive Therapy that was administrated for a period of 2 weeks.  Probably, if the therapy is extended for a longer duration, that is, thrice a week, for a month, it can help all the subjects reduce their anxiety to moderate/low levels. 

FIGURE IV

ANXIETY LEVEL OF THE SUBJECTS 

BEFORE AND AFTER TREATMENT

 N=30
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TABLE V

MEAN ANXIETY OF THE SUBJECTS  BEFORE AND AFTER TREATMENT

N=30

	EXPERIMENTAL GROUP
	N
	M
	S.D.
	C.R.

	Before Treatment

After Treatment


	30

30
	24.50

16.67
	10.15

9.9
	*3.02


N = Number; M = Mean; C.R.=Critical Ratio; S.D.=Standard deviation;                   

* Significant at 0.01 level

Table V shows that the mean anxiety of the experimental group was ‘high’ (M = 24.50) before the treatment.  After treatment, the level of anxiety had come down to a ‘low’ level (M = 9.9).  The mean difference in the anxiety before and after treatment was significant at 0.01 level,  which shows that the anxiety had reduced significantly after treatment.

Through Positive Therapy, the subjects were taught to relax their body as well as their mind. It helped to change the negative cognitions into positive ones.

Counselling, which is a component of Positive Therapy, helped to modify the subjects’ negative cognitions about themselves and the world into positive ones.  Smiling, Laughing and Tension Releasing Exercises have helped to reduce the subjects’ tension, worry and anxiety.

Positive Therapy helped to reduce the anxiety level from very high to low levels in the subjects.  Hence, the null hypothesis namely ‘Positive Therapy does not help in the management of anxiety in orphans’ is  rejected.

The above table is in line with the study done by Kurtz et al (1995) which has proved that anxiety is high in orphans.  This may be due to their feeling of helplessness and loneliness and the social neglect that they experience.

FIGURE V

MEAN ANXIETY OF THE SUBJECTS BEFORE AND 

AFTER TREATMENT
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TABLE VI

SELF-CONCEPT OF THE SUBJECTS BEFORE AND 

AFTER TREATMENT

N=30

	Self Concept
	Before Treatment
	After Treatment

	
	Number
	Percentage
	Number
	Percentage

	Very High
	1
	3
	3
	10

	High
	21
	70
	22
	73

	Moderate
	8
	27
	5
	17

	Low
	-
	-
	-
	-

	Total
	30
	100
	30
	100


                                                                    (Percentages are rounded up)

The self-concept in orphans is found to be low when compared to the self-concept in normal children.  This is mainly due to lack of a family and a home (Baroah and Pihukan, 1999).  They are generally sensitive to criticism and blame themselves for their lives.  They will succumb to pressure and can be manipulated easily (Quinn, 1995).

Table VI shows that, initially, only 3% of the subjects had very high self-concept but surprisingly, 70% of them had high self-concept.  There were 27% with moderate self-concept. Hence the null hypothesis, ‘The level of self concept of  orphans is not affected’ is rejectded. 

A study on the self-concept of orphan children in comparison with the children with actual parents, by Baroah and Pihukan, (1999) has proved that orphans have a low self-concept.  They found that children with natural parents had higher social, temperamental and intellectual self-concept.

After the treatment, namely ‘Positive Therapy’, 10 % of the subjects  of this study had developed very high self-concept and 73% of them had  developed high self-concept.  Moderate self-concept was found only in 17% of the subjects.  On the whole, the self-concept of the subjects has improved tremendously from moderate to high/very high levels.  This proves that, Positive Therapy has helped the subjects to a great extent in enhancing their self-concepts. Hence the null hypothesis, ’Positive Therapy does not helped in the enhancement of self concept in orphans’ is rejected.

FIGURE VI  

SELF-CONCEPT OF THE SUBJECTS 

BEFORE AND AFTER TREATMENT

 N=30
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TABLE-VII

MEAN SELF CONCEPT OF THE SUBJECTS BEFORE AND AFTER TREATMENT

                                                                                    N=30

	EXPERIMENTAL GROUP
	N
	M
	S.D.
	C.R.

	Before Treatment

After Treatment
	30

30
	3.80

4.03
	0.50

0.43
	0.88*


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

* Significant at 0.01 level


Table VII shows that the mean self concept of the experimental group was ‘high’ (M= 3.80) before the treatment.  After treatment, there was still improvement in their mean self concept to ‘high’ (M = 4.03).  The mean difference in self concept before and after treatment was statistically significant at 0.01 level, which shows that the self concept has increased after treatment.


Through Positive Therapy, the subjects were helped to attain a relaxed state of both body and mind.  It also helped to boost up this self confidence and personality.


Counselling, which is a component of Positive Therapy, helped to offer professional help for the children suffering from problems like poor self concept, inferiority, lack of confidence, etc., Smiling, Laughing and Tension Relaxing Exercises have helped to improve cheerfulness, happiness, love and peace in the minds of the subjects.


Positive Therapy has helped to enhance the self concept of the subjects.  Hence the null hypothesis ‘Positive Therapy does not help in the enhancement of self concept in orphans’ is rejected.


The above table is in accordance to the study done by Mukallid and Nakadi (2002) which states that positive self concept is a requirement for academic performance and self concept was found to increase with effective treatment strategies.

From the above tables it is clear that orphan children suffer from high anxiety and low self concept. There are also a number of negative emotions prevailing in them as a result of their orphanhood. But, it is clear from the tables that Positive Therapy is an effective intervention to manage anxiety and enhance self concept.

FIGURE VII 

MEAN  SELF CONCEPT OF THE SUBJECTS 
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SUMMARY AND CONCLUSION

A study on ‘Management of anxiety and enhancement of self concept in orphans through Positive Therapy’ was conducted on 30 students.


So in the present study, an attempt was made to help them. Orphans face the anxiety, characteristic of their  orphanhood  that   greatl affects their self concept and their attitude towards life. So, an effort was taken to assess the anxiety in the orphans and help them  overcome their anxiety and  enhance their self concept through Positive Therapy.

The objectives of the study were as follows:

· To assess the level of anxiety and self concept in selected orphans.

· To ascertain the efficacy of Positive Therapy in the management of anxiety in selected orphans.

· To ascertain the efficacy of Positive therapy in the enhancement of self concept of the sample. 

      Thirty girls residing in Anbu Asiramam, Thoothukudi, were selected to serve as the sample out of 60 girls.


To begin with, a Case Study Schedule by Natesan (2003), Manifest Anxiety inventory by Natesan and Menon (2000) and Self Concept Rating Scale by Natesan (1990) were administered on the entire sample (N = 60).  From them, 30 subjects who had high anxiety were selected to serve as the sample.


The treatment, Positive Therapy (Natesan, 2002) was given to the subjects.

Positive Therapy has four strategies namely,

· Relaxation Therapy

· Counselling 

· Exercies and 

· Behavioural assignments


Treatment was given on alternate days for one hour per session, over a period of 2 weeks.  After two weeks, all the subjects were retested using M.A.I. and Self Concept Rating Scale.


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

CONCLUSION

1. Most of the subjects had straight posture (93%) and good eye contact (97%).

2. Most of them were confident (90%), sociable (80%) and cheerful (83%).

3. All the subjects had normal speech pattern (100%) which was clear (93%) and audible (77%).

4. Many of the subjects had fear (50%), worry (47%) and anger (43%).

5. Before treatment, 60% of the subjects had very high anxiety; 23% had high anxiety and 17% had moderate anxiety.

6. Positive Therapy helped to bring down the mean anxiety of the subjects from high (M=24.50) to low (M=9.9).

7. Before Treatment, 3% of the subjects had very high self concept. Seventy percentage and 27% of them had high and moderate self concept. 

8. After Treatment, the self concept had increased remarkably in most of the subjects.  Ten percentage of them had very high self concept and 73% had developed high self concept.

9. Positive Therapy helped to enhance the mean self concept of the subjects (From 3.8 to 4.03).

RECOMMENDATIONS

1. Counsellors can be appointed in the orphanages to reduce the anxiety and improve the personality  of the orphans.

2. Workshops can be conducted by experts for the orphans and the caretakers.

3. Skills training programmes such as tailoring, singing, dancing, etc., may be organized to remove the feelings of hopelessness and lack of confidence in the orphans.  

4. The authorities must maintain a close relationship with the inmates and motivate them effectively.

5. Since Positive Therapy was very effective in managing anxiety and enhancing self concept, steps can be taken by the orphanage authorities to regularize the practice of the therapy for the benefit of the inmates.

LIMITATIONS


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

NEED FOR FURTHER STUDY


The present study relating to management of anxiety and enhancement of self concept was confined only to orphans.  Further studies need to be conducted on large and varied sample.
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APPENDIX-I

M.A.I.

By Dr. Hemalatha Natesan and Nandini Menon (2000)

SCORES

	I


	II
	III
	IV
	TOTAL
	INTERPRETATION

	
	
	
	
	
	


1. Name


: 




Sex
:
 M / F

2. Date of Birth

: 




Age
:

3. Education

:

INSTRUCTION



“In this form, there are 40 statements followed by 2 alternatives, ‘Yes’ and ‘No’.  Read each statement carefully and put a tick mark (  ) in one of the 2 columns which suits you most.  Your data will be kept confidential.  Be honest while answering.  Please do not omit any item. Do it as quickly as possible”.

M.A.I.
	Sl. No.
	PART-I
	Yes
	No

	1
	My muscles are tensed
	
	

	2
	I am short of breath
	
	

	3
	My hands tremble
	
	

	4
	I feel tired
	
	

	5
	My mouth becomes dry
	
	

	6
	My hands go chill
	
	

	7
	I have very poor appetite
	
	

	8
	I have digestive problems
	
	

	9
	My palms sweat
	
	

	10
	I have disturbed sleep
	
	

	11
	I get unpleasant sensation in my stomach
	
	

	12
	I get recurring dreams which trouble me
	
	

	13
	I have an urge to urinate frequently
	
	


	Sl. No.
	PART-II
	Yes
	No

	1
	I worry a lot over small matters
	
	

	2
	I am scared without any reason
	
	

	3
	I am not satisfied with myself
	
	

	4
	I am tensed
	
	

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

	6
	I get butterflies in my stomach
	
	

	7
	I worry about my future
	
	


	Sl. No.
	PART-III
	Yes
	No

	1
	I have difficulty in concentrating
	
	

	2
	I cannot take decision
	
	

	3
	I feel I am going to fall ill
	
	

	4
	I am unable to relax
	
	

	5
	I feel confused
	
	

	6
	I forget things easily
	
	

	7
	I am unable to think clearly
	
	

	8
	I get distracted easily
	
	

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

	10
	I am unable to finish things in time
	
	

	11
	I get unwanted repetitive thoughts
	
	


	Sl. No.
	PART-IV
	Yes
	No

	1
	My speech is blocked
	
	

	2
	I act without thinking
	
	

	3
	I mess up whatever I do
	
	

	4
	I am unable to have complete rest
	
	

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

	6
	I am unable to do anything perfectly
	
	

	7
	I am very careless
	
	

	8
	I have a strained posture
	
	

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


M.A.I

By Dr. Hemalatha Natesan and Nandini Menon (2000)

SCORING KEY

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

NORMS

	SCORES
	ANXIETY LEVEL

	25 and above
	Very High

	17-24
	High

	9-16
	Moderate

	1-8
	Low

	0
	Very Low


APPENDIX – II

SELF CONCEPT RATING SCALE

             HEMALATHA NATESAN (1990)

INSTRUCTIONS: “In this scale, there are 40 traits.  Please rate yourself on each of these traits on a 5 point rating scale.  Be honest in your ratings.

RATINGS: VERY HIGH-5  HIGH-4  MODERATE-3    LOW-2    VERY LOW-1

	Sl. No.
	TRAITS
	                RATINGS

	1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20
	Self-confidence

Independence

Self-acceptance

Assertiveness

Sociability

Discipline

Emotional stability

Frustration-tolerance

Perseverance

Piety

Cheerfulness

Courage

Enthusiasm

Leadership

Optimism

Sense of humour

Adjustment

Contentment

Responsibility

Helpfulness
	

	
	Total
	


RATINGS: VERY HIGH-5  HIGH-4  MODERATE-3    LOW-2    VERY LOW-1

	Sl. No.
	TRAITS
	RATINGS

	1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20
	Inferiority

Indecisiveness

Perfection

Anxiety

Withdrawal

Jealousy

Suspicion

Possessiveness

Shyness

Worry

Fear

Short-temper

Tension

Insecurity

Pessimism

Stubbornness

Irritability

Rigidity

Hyper-sensitivity

Selfishness
	

	
	Total
	


APPENDIX – III

CASE STUDY SCHEDULE (2003)

DR. HEMALATHA NATESAN

Professor & Head, Dept of Psychology, Avinashilingam University, Coimbatore.

Name


: 




Case Number
:

Age


: 




Date


:

Sex: Address
:

Education

: 

Height

:

Weight

:








Good         Average      Poor

Health habits
:   Appetite

                                   sleep

                                   play

Health Problem
:

Observed Behaviour:

Speech

: 
Audible / Soft 
Clear / Unclear 
Fast / Stuttering

Sociable / Aloof 

Smiling / Serious 
Confident / Afraid

Posture

: 
Straight / Hunch               Eye Contact : Good / Poor

Ambition:

Interest

: 
T.V. / Playing / Reading / Studies

                                                                   Positive          Neutral        Negative

Attitude toward
: 
Self 

                                        Others 

                                        Future

Negative emotions experienced frequently: Fear / Worries / Anger / Aggression

Strengths 




Weakness

1.

2.

3.

4.

5.

Before Treatment


After Treatment

Academic Achievement 
:

Self-concept Score

:

Anxiety Score

:

17%





20%





80%





83%





90%





7%





23%





93%





100%





77%





43%





47%





50%





23%





10%





0%





30%





17%





60%





0%





60%
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