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CHAPTER I

INTRODUCTION

“What a blind person needs is not a teacher but another self”
                                                                                                                      –Helen Keller

The word ‘adolescence’ means ‘to grow’ or ‘to grow to maturity’. It is generally considered as an intermediate stage between childhood and adulthood. The transition from one stage to other is gradual and the time span is not the same for every person but most adolescents eventually become mature adults (Flexner, 2004). Adolescence for both sexes ranges from age 11 or 12 until about 17 or 18. It is a period of personal development during which a young person must establish a sense of individual identity and feelings of self-worth which include an alteration of his or her body image, adaptation to more mature intellectual abilities and preparing for adult roles. The focus of the adolescents’ self-concepts are thus often on their physical self and their evaluation of their physical acceptability. This is found to especially true in adolescents having physical handicaps (Hine, 2006).
VISUAL IMPAIRMENT / BLINDNESS

Visual impairment is a major health problem that has received relatively little attention in the worldwide efforts to promote health. Visual impairment, which includes low vision as well as blindness, is one of the most common disabilities. It can range from mild to severe. The vast majority of the world’s blind live in developing countries, where infections, malnutrition and lack of eye care give rise to a high proportion of blindness, particularly in rural populations. Thus these countries have blindness rates that are 10-40 times greater than those of industrialized countries. The World Health Organisation (2002) estimated that there were 161 million visually impaired people in the world, of whom 124 million had low vision and 37 million were blind (Pal, 2003).

Visual impairment is the condition of lacking visual perception due to physiological or psychological factors. Damage to any portion of the eye, the optic nerve or the area of the brain responsible for vision can lead to blindness. There are numerous causes of blindness. The current terms for blindness include visually handicapped and visually challenged (Shiel, 2003).

DEFINITIONS OF VISUAL IMPAIRMENT
According to the American Medical Association (2007), blindness is defined as “central visual acuity of 20/200 or less in the better eye with corrective glasses or central visual acuity of more than 20/200 if there is a visual field defect in which the peripheral field is contracted to such an extent that the widest diameter of the visual field subtends an angular distance no greater than 20 degrees in the better eye.” 

Legal blindness is defined as “visual acuity of 20/200 (6/60) or less in the better eye with best correction possible. This means that a legally blind individual would have to stand 20 feet from an object to see it with the same degree of clarity as a normally sighted person could see from 200 feet. In many areas, people with average acuity, who nonetheless have a visual field of less than 20 degrees are also classified as being legally blind. Approximately ten percent of those deemed legally blind, by any measure, are fully sightless” (Belote, 2006). Blindness can also be defined as “visual acuity of less than 3/60 or corresponding visual field loss to less than 10 degrees, in the better eye with best possible correction”(World Health Organisation, 2006).

According to Douglas (2005), blindness is defined as “the loss of vision, not correctable with lenses. Blindness can be partial, with loss of only part of the vision. It can also be complete, in which case there is no perception of light. People with vision worse than 20/200 or a field of vision of less than 20 degrees in the better eye are considered legally blind.”

TYPES OF VISUAL IMPAIRMENT

1. Partially Sighted 
 A partially sighted student is one whose visual acuity falls within the range of 20/70 to 20/200 in the better eye after correction or when the student cannot read 18 point print at any distance.

2. Legally Blind 
 A legally blind student is one whose visual acuity is 20/200 or less in the better eye after correction or who has a limitation in the field of vision that subtends an angle of 20 degrees. Some legally blind students have useful vision and may read print.

3. Functionally Blind
A legally blind student who is unable to use print as the reading medium is considered to be functionally blind. Instruction in Braille will be essential to this student's education (Haider, 1998).
CAUSES OF VISUAL IMPAIRMENT 
 Most visual impairment is caused by disease and malnutrition. According to WHO (2002), the most common causes of blindness are:
· Macular degeneration - deterioration of the central part of the retina 
· Cataracts - clouding of the lens of the eye 
· Glaucoma - damage to the nerve connecting the eye to the brain caused by          increased pressure inside the eye 
· Eye injuries - People with injuries to the occipital lobe of the brain can, despite            having undamaged eyes and optic nerves, still be legally or totally blind
· Tumors involving the eye or surrounding structures in the head and neck 
· Diabetes 
· Hypertension (high blood pressure) 
· Cerebrovascular (brain blood vessel) disease or stroke 
· Atherosclerotic disease (cholesterol deposits in blood vessels)

· Human Immunodeficiency Virus (HIV) - It is usually due to infection with cytomegalovirus, a virus  that affects the eye 
· Vitamin A deficiency 
· Abnormalities such as optic nerve hypoplasia affect the nerve bundle that sends signals from the eye to the back of the brain, which can lead to decreased visual acuity (Bunce, 2006).

EFFECTS OF VISUAL IMPAIRMENT
Vision impairment changes how a child understands and functions in the world. Impaired vision can affect a child’s cognitive, emotional, neurological and physical development. Nearly two-thirds of children with vision impairment also have one or more other developmental disabilities, such as mental retardation, cerebral palsy, hearing loss or epilepsy. Children with more severe vision impairment are more likely to have additional disabilities than children with milder vision impairment (Heward, 2000).
SELF-CONCEPT 

Self-concept is a developing awareness of whom and what one is. It describes what individuals see when they look at themselves, in terms of their self-perceived physical characteristics, personality skills, roles and social status. It might be described as the system of attitudes they have about themselves. It is their ego identity or personal identity, which is the sum total of their self-image. As a consequence, a self-concept will either be positive or negative (Bergner, 1999).

Numerous psychologists have emphasized that a development of the sense of self is not possible until adolescents reach a formal stage of cognitive development. This stage enables them to think about themselves. Adolescents gather evidence that helps them to evaluate themselves. They compare themselves with their own ideals and those of others. A number of basic factors can be emphasized that contribute towards the formation of a person’s self-concept. They are as follows:
· Body image

· Language

· The acquisition of a sexual identity and the role of gender

· The interpretation of information received from the surrounding environment

· Educational practice (Burns, 2006).

The self-concept theory was formulated by Carl Rogers in 1947, who introduced an entire system of helping built around the importance of the self. In Rogers' view, the self is the central ingredient in human personality and personal adjustment. Rogers described the self as a social product, developing out of interpersonal relationships and striving for consistency. He maintained that there is a basic human need for positive regard both from others and from oneself. Fortunately, there is a new awareness on the part of both the public and professionals that self-concept cannot be ignored if one has to successfully address nagging problems such as dysfunctional families and drug and alcohol abuse (Thomson, 2001).

A strong self-concept is flexible and allows a person to confront new experiences and ideas without feeling threatened. It is not innate but is developed by the individual through interaction with the environment and reflecting on that interaction. It is maintained through the process of taking action and then reflecting on what the individuals have done and what others will think of them (Morgan, 2003).

DEFINITIONS OF SELF-CONCEPT
According to Sternberg (2001), self-concept is defined as “the way one views oneself, which may or may not be realistic.” Self-concept is also defined as “a global entity of how people feel about themselves in general. It is a make up of multiple self-conceptions, with concepts developed in relation to different roles” (Baron, 2001).

  However, according to Cao (1998), self-concept can be defined as “the perception one has of oneself with regards to different facets of that perception (i.e. cognitive and emotional) that vary in importance during the person’s life (the evolutional and temporal facet), influenced by social interaction which, in turn, is conditioned by the fact that the person belongs to certain social groups.” Gilliland (1998) defined self- concept as “the combination of perceptions and values that an individual believes to be true of one’s own self.” Self-concept is “a conscious, cognitive perception and evaluation by individuals of themselves; it is their thoughts and opinions about themselves. It has been called the individuals self-hypothesized identity” (Franken, 1997).

BASIC ASSUMPTIONS
         Many of the success and failures that people experience in many areas of life are closely related to the ways that they have learned to view themselves and their relationships with others. The qualities of self-concept can be illustrated as follows:

i. Self-concept is learned. It gradually emerges in the early months of life and is shaped and reshaped through repeated perceived experiences, particularly with significant others. 
ii. It is organized and has a stable quality that is characterized by orderliness and harmony. Each person maintains countless perceptions regarding one's personal existence and each perception are orchestrated with all the others. It is this generally stable and organized quality of self-concept that gives consistency to the personality. 
iii. It is also a dynamic quality and a continuous process (Wikimedia Foundation, 2007).
TYPES OF SELF-CONCEPT
Self-concept is divided into three major divisions, the extant self, the desire self and the presenting self. The extant self is the current array on self views. The desire self reflects what the individual would like to be like. The presenting self is a temporary status that the individual assumes for the purpose of achieving progress towards the desired self (Greenier, 1999).
According to Nichols (1999), there are four basic dimensions of the self. They are:

1. Basic self-concept - The perception of an individual’s abilities and his/her status and role in the outer world. 

2. Temporary or Transitory self-concept - The idea of the self is influenced by the mood of the moment or by a recent experience.
3. Social self – The identity which comes partly from an involvement of the self with others, intimacy, cooperation and group participation. 
4.  Ideal self - Realistic self-concepts lead to self-acceptance, mental health and accomplishment of realistic goals.

CHARACTERISTICS OF HIGH SELF-CONCEPT 

· Independent 

· Responsible
· Pride in accomplishments
· Enthusiasm 
· Emotional balance

· Risk taking

· Frustration tolerance
· Influencing others 
CHARACTERISTICS OF LOW SELF-CONCEPT 

· Underestimation of their talents 

· Worthlessness

· Powerlessness 

· Submissiveness
· Narrow mindedness

· Avoidance of situations that provoke anxiety 

· Defensiveness and low frustration tolerance (Huitt, 2004).
CAUSES FOR LOW SELF-CONCEPT 
    There are three factors that lead to low self-concept. They are:

I.  PHYSIOLOGICAL FACTORS
· Physical Handicaps 


Adolescents with physical handicaps or negative body images have more difficulty developing positive self-concepts. It is certain that the degree of physical attractiveness and acceptance of one’s physical self are influential factors in the development of a total self-concept. Adolescents who think themselves ‘too short’ or ‘too heavy’ show not only lower self-concept but also lower self-actualization.

· Age of Maturing


 Late maturers, who are treated like children, feel misunderstood and martyred and thus are predisposed to maladjusted behaviors.

· Appearance 


Any physical defect is source of embarrassment which leads to feelings of inferiority.

· Birth Order 


There is little correlation between the child’s birth order in the family and self-concept. An only child, however, is more likely to have positive self-concept than those with siblings. There are too many other variables like spacing of children, total members in the family and parent-child interactions which play an important role in the development of self-concept other than birth order (Rice, 1997).
II.  PSYCHOLOGICAL FACTORS
· Level of Aspiration
If adolescents have unrealistically high level of aspiration, they will experience failure. This will lead to feelings of inadequacy and defensive reactions wherein they blame others for their failures. 
· Creativity
Adolescents, who have been forced to an approved pattern since childhood, lack feelings of identity and individuality.
· Life Events 


 Negative life events include the death of loved ones, failure in exams, changes in school, illness, problems in relationships and family changes. As the number of negative life events increases, the level of one’s self-concept decreases (Wittig, 2004).

III. SOCIAL FACTORS
· Parental Relationship

Poor parental relationship can lead to low / negative self-concept. The adolescent girls who feel distant from their mothers become rebellious, impulsive, touchy and tactless. Psychoanalytic theory says that a boy’s positive relationship with his father and a girl’s relationship with her mother are crucial to self-concept (Bracken, 2003).

· Interpersonal Competence 


Adolescents with poor self-concepts are often rejected by other people. Acceptance of others and acceptance by others, especially by best friends are related to self-concept scores. High acceptance in a group is linked to moderate self-concept scores while low acceptance in a group is linked to low self-concept scores.

· Social Adjustment

Poor social adjustment is often linked to low self-concept. The adolescents who have poor social adjustment more often develop feelings of isolation and loneliness. Shy people feel awkward and tense in social situations, which make it more difficult for them to communicate with others (Baron, 2005).
· Academic Achievement

 The relationship between negative self-concept and school achievement begins early. Adolescents with poor self-concepts often develop behaviour problems that elicit negative attitude from peers, teachers and team coaches. Problems in self-concept that occurs as early as first grade have been found to affect a child’s entire future (Marsh, 1998).

EFFECTS OF LOW SELF-CONCEPT
· Poor self-evaluation
· Blaming oneself and others
· Self-doubt
· Inability to deserve good things in one's life 
· Chronic sense of depression, discomfort or inadequacy
· Aggressive behaviour 
· Addictive or compulsive behavior e.g., alcoholism, drug abuse, gambling, sex, excitement, money, shopping, smoking, extra marital relationship, drop out  and violence against others
· Avoidance of leadership roles, criticism and risk-taking
· Inability to open oneself to others and trust others 
· Chronically affected by the need for approval and acceptance by others
· Feelings of unattractiveness, anxious about their appearance and not interested in sex 
· Have external locus of control - a belief that they are at the mercy of fate / luck / others than their own efforts 
· Inability to resist peer pressure, media influences and propaganda
· Low motivation for learning and work (Harter, 1999).
SELF-CONCEPT IN VISUALLY IMPAIRED
Visual impairment affects the formation of an individual’s personality. The general tendencies that affect the development include: 

· A difficulty in making generalizations
· The major role that adults play
· The social significance of blindness
· The perspective of development (Warren, 1999).
BASIC ASPECTS
The manner in which the child learns to view himself has a tremendous impact on his future ambitions, accomplishments and personal happiness (Cook-Clampert, 2005). Parental attitudes are fundamental in the early years of a child’s life because it influences the child’s self-confidence and positive self-concept (Brazelton, 2005). A blind child can encounter difficulties like few reciprocal and short relationships to organize his or her world, less amount of experiences involving a high degree of regulated excitement and difficulties when intentional communication is attempted (Inghsholt, 2000).
During the phase of developing a verbal sense of identity, language provides the blind child with new forms of contact with others and will be the key to the world. The individual’s image of his/her body, orientation and mobility, specific aspects of language, the acquisition of a sexual identity, the role of gender, play and interaction with their peers and an acceptance of the impairment can be the areas of special difficulty for children who are visually impaired (Garcia, 1998). People with a visual impairment have to deal with the challenge of how to reach a balance between the need for help and the need to regard themselves as competent, independent people and for others to see them in the same manner (Uttermohlen, 1997).

MANAGEMENT OF LOW SELF-CONCEPT 
RELAXATION TRAINING 

Relaxation is the voluntary letting go of tension. This tension can be physical tension in the muscles or it can be mental or psychological tension. During relaxation, the nerves in the muscles change the types of signals that they send to the brain. These different signals bring about a general feeling of calmness, both physically and mentally. Muscle relaxation has a widespread effect on the nervous system and therefore can be seen as a physical treatment, as well as a psychological treatment. It relaxes whole body and brain. It removes negative emotions like tension, anxiety, anger and worry. In order to get the full benefit from relaxation, the individual is required to be an active participant committed to daily practice for two months or longer.

SOCIAL SKILLS TRAINING

 Social skills are important to a child’s overall success. Children need instruction and feedback in appropriate ways of interacting with others, such as initiating conversation without eye contact, age-appropriate ways of sitting, standing and facial expressions. Many students with visual impairments cannot see non-verbal forms of communication and so they miss out the information and feeling displayed with a look, a nod and a smile. Thus the visually impaired may be directly influenced on the acquisition of communication skills, interpersonal skills and strategies to recognize body language.
DEVELOPMENT OF INDEPENDENCE
 Students with visual impairments can be taught to assert themselves from an early age to maintain and develop age-appropriate independence. It is important for children with disabilities to learn from their peers without disabilities. For developing healthy self-concept, it is equally important for children with visual disabilities to learn from peers and role models with visual disabilities (Hardman, 1999).

COMMUNICATION SKILLS TRAINING

 This is the major area in which students with visual impairments experience difficulty. They use large-print books, braille, recorded materials and readers. Many students with visual impairments are able to use special optical devices such as magnifiers, small telescopes, glasses and contact lens to help them to perform tasks such as reading. Other auditory aids that assist people who are blind include talking calculators, talking book-machines, compact disk players and audio tape recorders (Ysseldyke, 1998).

Thus the series of aspects to be followed for the harmonious development of a visually-impaired individual’s self-concept are:
· Encouraging autonomy and independence from the early stages
· Making it possible for children to take part in successful experiences

· Reinforcement from parents, teachers and friends

· Intervention programmes to manage disability effectively
· Schools to encourage cooperative learning habits, dramatizations, classroom reflection and story telling based on the theme of diversity that encourage acceptance and a respect for individual differences 

· Facilitating the process of sexual identification by supplying children with information and experiences, as the lack of visual input limits the variety of models that can assist this process
· Promoting the social dimension of self-concept, thereby, encouraging children and adolescents to feel belonged to their different reference groups so that they feel accepted, loved and valued (Cohen, 2003).

NEED FOR THE STUDY

In our country there are a large number of disabled individuals. Among all the categories of disabilities, visual impairment rates the highest. Some of them have been impaired right from birth whereas there are others who have reached the state due to other reasons. This can be a factor for low self-concept and low self-development. In our society appearance are highly valued and are important factors in determining the popularity of children. Children with visual impairment, if they accept these values, may be condemning themselves to low self-concept. Thus, whatever the reason may be, all these differently abled children may lack the self-concept that is essential to push them forward through life’s obstacles. Even in the absence of the power of vision, an enhancement of self-concept would definitely serve as a beacon of light guiding them into a brighter future. Hence, the aim of this study is to assess the level of self-concept among visually impaired adolescents and help them to enhance their self-concept through Positive Therapy.

CHAPTER II

REVIEW OF LITERATURE
The review of literature pertaining to the study on, ‘Enhancement of Self-Concept among Visually Impaired Adolescents through Positive Therapy’ is presented under the following heads:

· Correlates of self-concept

· Causes

· Effects and

· Enhancement

CORRELATES OF SELF-CONCEPT

Kozub (2006) explored the occurrence and level of physical activity in visually impaired children from a family perspective. Six school children with visual impairments, their siblings without visual impairments (N=6) and parents (N=5) consented to participate in this study. Quantitative findings revealed that, in varied amounts of physical activity, younger visually impaired children were more active than older participants. Further, parents were involved in moderate to vigorous physical activity 0% to 21% of the time when their child with a visual impairment was active. Sibling physical activity at moderate to vigorous level also occurred 11% to 33% of the time when the child with visual impairment was active.

Huurre and Aro (2003) examined the psychosocial development of adolescents with visual impairment in a group of 54 adolescents (40 boys and 14 girls) attending Finnish regular schools. The control group consisted of 385 normally sighted adolescents, 172 boys and 213 girls of the same age level. The data was collected using self-report questionnaires. It was found that the adolescent group with visual impairment did not differ from the control group in the frequency of depression, distress symptoms or in their relations with parents and siblings. Adolescents with visual impairment often had fewer friends than those without visual impairment. They also reported more often feelings of loneliness and difficulties in making friends. Self-esteem, school achievement and social skills were lower in girls with visual impairment than in the normally sighted girls. 

Cambra and Silvestre (2003) evaluated the degree of social integration of Special Education Needs (SEN) students in the school and also explored the relationship between social integration and the students' self-concept in comparison with their non-special needs classmates. The sample included 97 special needs students from a mainstream school in Catalonia (Spain). These children had hearing, motor, visual, relational, learning and mental retardation problems. A sociogram and a self-concept test covering three dimensions: social, personal and academic self-concept were administered. The results indicated that although the special needs students had a positive self-concept, it was significantly lower than that of their counterparts, especially in the social and academic dimensions. 

The social skills of 32 visually impaired students and 28 sighted students were compared by Quitanna (2003). Their age ranged from 15-18 years. The results indicated that blind students had the greatest degree of difficulty in participating in social situations and perceived themselves as having less self-esteem and internal control.

Kef (2002) in his study sought to discover the psychosocial adjustment and the meaning of social support for Dutch teenagers (aged 14 to 24) with visual impairments. It was revealed that majority of these teenagers had high self-esteem, were generally happy and did not feel lonely. Most of them had accepted the implications of their impairment. No significant differences were found between blind and individuals with low vision (both severe and mild), although the scores for the severely visually impaired tended to be more negative. Interestingly, no significant differences were found between these groups and sighted adolescents. Although sighted adolescents tended to have a larger network of family and friends, individuals who were blind or had low vision were satisfied and believed that they received enough support from parents and peers.
Carmen (2002) carried out a pilot study on the efficiency of strategies used by blind and normal adolescents in their social relationships The sample included 32 subjects, of which 16 were blind and 16 were sighted individuals (26 male and 6 female). The scales Cognitive and Social Attitudes and Strategies Questionnaire (CSAS), Self Report Questionnaire (SRQ), Social Skills Scale (SSS), Adolescent Coping Scales (ACS) and Social Contacts were administered. The results of the study revealed that blind individuals engaged more in strong positive action. In the area of social attitude, the blind subjects were more prosocial in their conducts than sighted subjects. The blind individuals also displayed more confidence in their interactions but did not have much contact with sighted friends. In the area of social skills, blind individuals displayed higher capacity for self-expression than the sighted and were more assertive.

The variations of self-concept and self esteem in blind students were investigated by Sharma (2002). The subjects were randomly selected from integrated school settings and special school settings in Delhi. The sample consisted of 60 boys and 44 girls (30 and 22 each from the two settings). The psychological tests used were WAIS-R (Singh), Kuppuswamy’s Socio Economic Status Scale, Saraswat’s Self Concept Questionnaire (Thakur) and Prasad’s Self Esteem Inventory. The results were analyzed by using ANOVA technique. The results showed that the students (boys and girls together) from integrated school setting did not differ significantly from their counterparts in special school settings on global self-concept. Blind boys and girls, from both the settings, did not differ significantly with their counterparts on total self-concept. On physical, educational, moral and intellectual dimensions of self-concept also, no significant differences were found. However, on social and temperamental dimensions of self-concept, the two groups differed significantly. When the boys and girls in the two groups were compared separately, the results showed that boys from the two settings differed significantly on social and temperamental dimensions of self-concept, while the girls were not found to be significantly different on any of the dimensions of self-concept. On self-esteem there was no significant differences were found between two groups of blind students. Boys and girls in the two settings were also found to be not significantly different on this variable.
Dolores (2001) investigated the prevalence of gender differences in self-concept among adolescents with congenital low vision. The sample population consisted of 23 adolescents, aged from 12–17 years (8 males and 15 females). They were administered Tennessee Self-Concept Scale (TSCS) for the evaluation of self-concept, wherein, five dimensions of self-concept, five dimensions of self-esteem and five dimensions of self-behavior were evaluated. The results of the study showed that there were some gender differences in the adolescents’ self-concept and self-behavior. Female subjects scored lower on social self-concept, family self-behavior and moral self-behavior dimensions than male subjects but higher on physical self-concept.
Gronmo (2000) conducted a study to discover the association between physical activity, self-concept and global self-worth of blind youths. This study evaluated the differences in the physical activity of 104 French and Norwegian youths (aged 13-16), 20 of whom were blind. The results revealed that there was no significant difference between the French students who attended a special school and the integrated Norwegian students in physical activity, skills and competence, self-concept and global self-worth.

Arora (1999) did a research on the personality configuration of congenitally visually impaired children. The sample consisted of 25 boys and 25 girls from classes VIII and IX. The subjects were administered the General Information Questionnaire (Arora, 1993), the Socio Economic Status Scale (SESS) and the Hindi version of 16PF (Cattell, 1973). The researcher concluded that congenitally visually impaired children were easy going, imaginative and had normal ego strength. Boys were easy going and shrewd while girls were shy, conservative and dependent. However, boys and girls showed poor intellectual development. The researcher therefore stressed that an understanding of the personality make-up of the visually impaired children would help in integrating them into the mainstream of the sighted world.

Rosenblum (1998) in the study on 40 adolescents with visual impairment and 23 of their best friends found that adolescents with visual impairment were successful in establishing and maintaining reciprocal and intimate friendships. They also reported that though the visual impairment affected the activities the friends could do together, it did not have a negative impact on their friendship.

Battle (1998) did a comparative study on the self-esteem of students in regular and special education classes. He administered the Culture Free Self 0Esteem Inventory for Children and the Perception of Ability Scale to a selected group in regular and special classes. The results of the study revealed that students in special classes experienced greater gains in self-esteem and perception of ability scores than those in regular classes.

Bala (1998) conducted a study on physically handicapped and normal children with respect to personality traits, values, self-concept, mental make-up and adjustment. He also compared educational facilities provided in schools of normal and handicapped children. The total sample included 1000 subjects, of which five hundred were handicapped students (12-18 years) selected from Haryana Welfare Centre for the Deaf, the Blind School and the Institute of Orthopaedically Handicapped and five hundred were normal students selected from the normal schools. The tools used were the High School Personality Questionnaire of Cattell, the Allport-Vernon and Lindzey Inventory of Values, the Deo Personality Word List, the Jalota General Mental Ability Test, the Bhatia Battery of Performance Test, the Sinha and Singh Adjustment Inventory and a questionnaire for comparing educational facilities. The data collected were analyzed using analysis of covariance. The researcher came to the following conclusions:

1. Deaf, blind and orthopaedically handicapped children differed significantly from normal children in personality traits and values.

2.  Personality characteristics such as stiffness, detachment, emotionally less stable, submissiveness, seriousness, weak super ego, withdrawal, dependence, shyness and apprehension were common to all handicapped children.

3. Partially blind children were restrained, worried and untidy and were less economical and religious but had more social and aesthetic values. 

4. Partially blind children possessed poor ideal, social and perceived self-concept and had poor home, health, emotional and educational adjustment.

5. The facilities available in the institutions for handicapped children were quite inadequate as compared with those provided in the schools for normal children. 

Porrata (1997) compared the scores of special education and regular students on the Eysenck Personality Questionnaire for Children. The analysis of the results showed that the students in special education obtained low scores in extroversion and high scores in neurotism, psychotism and lie scale. An intervention to promote relaxation and improve self-esteem, communication and cooperation of the students was proposed.

Pandey (1998) conducted a study on affection deprivation, ego-strength and adjustment pattern among visually handicapped children and their rehabilitation. A sample of 40 students (32 males and 8 females) was selected using the random sampling method. Out of 32 males, 16 belonged to congenitally blind (8 urban and 8 rural) and 16 belonged to post-natal blind (8 urban and 8 rural). Out of eight female students, 4 were (2 urban and 2 rural) congenitally blind and the remaining 4 were post-natal blind, (2 urban and 2 rural). The tools used were Ego Strength Scale (Hasan) Prolonged Deprivation Scale (Mishra and Tripathi), Eysenck's Adjustment Inventory and Maudsley Personality Inventory. It was revealed from the results ten blind children were found to have poor ego-strength and poor adjustment. It was found that the deprivation of rural blind children was significantly more acute than the urban blind children. There was no significant difference in the pattern of affection deprivation between congenitally blind children and post-natal blind children.

 A study was conducted by Kumar and Meena (1997) to compare the self-concept of blind and normal adolescent students using a scale developed by Singh and Singh (1986). The results showed that there was no difference between the blind and normal subjects in their self-concept. But there was significant difference in self-concept with regard to sex and parents’ educational background.

CAUSES

Cordoba (2006) assessed the self-concept of a group of young adults with retinitis pigmentosa. The participants were 45 Caucasian adults aged 19-35 years. They were divided into two groups: 22 people with Retinitis Pigmentosa and some residual vision that had no other impairments and 23 with no known visual impairment. They were administered with Tennessee Self Concept Scale. The data analysis showed that participants with retinitis pigmentosa scored significantly lower on the family self-concept subscale but no significant differences were found in the moral-ethical; physical; personal or social self-concept subscales. The lower scores for family self-concept indicated that the participants with retinitis pigmentosa rated themselves poorly as members of their families and were unsatisfied with their family members. This finding pointed to the need for intervention programs to help people with retinitis pigmentosa and their families to improve their personal well-being and the quality of their communication and relationships. 
Greg and Roswal (2002) examined the effects of physical activity on self-concept, risk taking behaviors and motor functioning in mildly handicapped individuals. The study revealed that a change in the behaviour towards optimal risk taking brought out improved self-concept and peer relations. Findings of relationships between motor proficiency and improved physical fitness as well as intellectual development were also pointed out. The results proved that the structured activity program had significant implications for the development of self-concept in mildly handicapped children. 
Pujar and Gaonkar (2000) conducted a present study to find out the influence of age and family type on self-concept of high and low achieving students. A sample of 284 high school children studying in 8th , 9th  and 10th standards of English medium high schools from Dharwad city were selected. The results of the study concluded that, as the respondents advanced in age, their self-concept also increased among both high and low achievers. The type of family did not significantly influence the self-concept of both high and low achieving adolescents.

Bajpai (1998) examined the self-concept of tribal adolescents. He assessed the effect of sex, locale and age on the self-concept of tribal adolescents while comparing the perceived, ideal and social self-concept of tribal and non-tribal students. A total sample of 873 students (498 tribal and 375 non-tribal) was administered the self-concept scale. Non-tribal students obtained significantly higher scores on perceived self and social self but significantly lower scores on ideal self than their tribal counterparts. Within the tribal groups, significant effects of sex, locale and age on the self-concept of the subjects were observed.
Huurre et al (1998) studied the influence of social support from friends and family in relation to the self-esteem of the visually impaired adolescents and sighted adolescents. The analysis of the data revealed that the self-esteem of the visually impaired girls tended to be lower than that of the fully sighted girls. Relationship with friends significantly contributed to the enhancement of self-esteem for all the visually impaired subjects.

Lata (1997) examined the influence of parental attitude on social, emotional and educational adjustment of normal and handicapped students. The sample consisted of 150 subjects (75 normal and 75 handicapped). The Adjustment Inventory and Parents’ Judgement Scale (Irkin) were used. Data analysis showed that parental attitude did not differ for normal and handicapped students and that the attitude of parents of normal and handicapped students did not differ significantly for boys and girls. Normal children showed a significant difference from handicapped children in adjustment while normal boys and handicapped girls showed better emotional adjustment than normal girls and handicapped boys. Parental attitude did not significantly affect the adjustment of normal students. However the attitude of parents affected significantly the adjustment of handicapped girls but it did not affect the adjustment of handicapped boys.

EFFECTS

Jervis (2003) assessed the self-concept of totally blind and sighted residential school adolescents. They were in the age range of 15-19 years. Data were gathered from an interview and from a card sorting task. The results of the study revealed that there was no significant difference between the blind and sighted groups. Most of the blind subjects expressed concern or uncertainty about their future while most of the sighted subjects were positive about their future.
Burns and Miranda (2001) explored the relationship between blindness and visual impairment (BVI) to alcohol and other drug related problems. It was contended that the unique psychosocial stressors experienced by the blind or visually impaired, combined with cultural factors unique to this population, were responsible for higher rates of alcohol and other drug abuse. The unemployment rates among blind and visually impaired persons were also found to be high. This was partially due to discrimination in employment and partially from a mixture of poor job skills, negative self-concept and lack of motivation. 
Beaty (2001) in his study examined the effects of visual impairment on adolescents' self-concept. The sample was 15 visually impaired and 15 sighted adolescents in an urban environment. The results of the study revealed that there was a significant difference in global self-concept, as well as in specific components of self-concept between the groups. 

Bharadwaj(1997) studied the various emotional competencies needed for dealing with exigencies of life on a sample of 360 children. The sample consisted of both handicapped and normal children of both the sexes. Their age range was between 8 to 14 years. They were administered the Emotional Competencies Scale by Sharma and Bharadwaj(1997). The results of the study revealed that congentially blind children developed greater emotional competencies as compared to both cerebral palsied and normal ones. The cerebral palsied children were found to possess greater feeling as compared to normal ones. 

ENHANCEMENT

A study was conducted by Leles and Culliver (2006) to determine the potential uses of Computer Assisted Instruction program for improving self-concept in mildly handicapped fifth grade students attending 13 different elementary schools in Tuscaloosa country, Alabama. A control group (N=46) and an experimental group (N=46) were randomly selected. Results of the study showed that Computer Assisted Instruction does not, in and of itself, lead to a positive self-concept in students. Only one aspect of self-concept (i.e.) physical appearance and attitudes was affected by Compute Assisted Instruction (CAI). The study confirmed the realization that instructional programs for mainstreamed, mildly handicapped students required considerably more research in order to identify how CAI might effectively influence the self-concept of such students.
Rajalakshmi and Rohini (2006) conducted a study on the enhancement of self-concept and self-esteem in rejected children through Positive Therapy. The sample included 38 female children between the age range of 14 to 18 years. The study concluded that rejected children had low self-concept and low self-esteem and that Positive Therapy was an effective intervention in the enhancement of self-concept in rejected children.

Jeya Bharathi and Natesan (2004) conducted a study on the enhancement of self-concept in orphans through Positive Therapy. The study found that orphan children suffered from low self-concept and had high level of negative emotions. The results of the study revealed that Positive Therapy was found to be an effective intervention in the enhancement of self-concept in orphans.

SELF-CONCEPT AND ACADEMIC ACHIEVEMENT
The American Foundation for the Blind (2006) conducted a study to compare the self-concepts of Spanish children and adolescents with low vision and their sighted peers. Three groups of Spanish students with low vision and of normal sight aged 4–7, 8–11 and 12–17 were selected for the study. It was found that, overall, the participants’ scores for some dimensions of self-concept were lower than those of sighted students of the same ages. Because the participants with low vision were found to have difficulty coping with a number of situations in their school and social lives, it was suggested that teaching and learning methods should be changed to incorporate strategies, such as cooperative learning, that may help improve the self-concept and academic performance of students with low vision.
Sharma (2006) investigated the efficacy of emotional stability on the study habits of visually disabled students. The analysis of the data proved that children with high emotional stability had better study habits than their counterparts with low emotional stability. The results were quite alarming as the quality of study habits determined the level of educational performance of the children. It was suggested that Parents Training Centers, Guidance and Counselling Centers needed to be established where parents, siblings, teachers and other members of the society could be taught the techniques of dealing with visually disabled children. It was very important to teach these children about the management of their education.

Hasenzadeh et al (2004) studied the relationship between global self-concept and academic achievement. A total sample of 352 high school students was selected by stratified random sampling. They were administered the Tennessee Self Concept Scale (Fitts, 1991). The results revealed that there was a significant relationship between global self-concept and academic achievement, as well as a significant difference in the global self-concept scores of males and females. However, there was no significant difference in global self-concept between urban and rural students. The participants' gender and level of study interacted significantly with their ratings of global self-concept.

Agarwall (2004) assessed and compared the five areas of academic skills of visually impaired students. The sample was selected from three settings (special school setting, semi-integrated setting and integrated setting). Thirty visually impaired students were identified in the State of Delhi from the classes VI, VII and VIII from the three settings. The tools used were Reading Braille Script, Language Usage and Comprehension, Solving Problems in Mathematics, Reasoning in Science and Providing Information in Social Studies for Visually Impaired Students. The analysis of data showed that semi-integrated setting was most effective in imparting academic skills and the visually impaired students in this particular setting were more efficient both in special academic skills like Braille reading as well as general academic skills such as problem solving, reasoning, information providing and language comprehension and usage. The results also showed that both visually impaired boys and girls were equal in their academic performance.

Srivastava (1998) studied the variables of achievement, motivation and self-concept in two settings by administrating a measure of Self-concept and Thematic Appreciation Test to 25 rural and 25 urban boys. The researcher found that achievement and self-concept were correlated and that high achievement and high self-concept were found frequently among urban students.

The above studies that were reviewed give a broad idea about visual impairment and problems faced by visually impaired adolescents. Visual impairment leads to problems in self-concept, interpersonal relationship, social adjustment, academic performance and emotional stability. These adolescents were found to be reserved, dependent, worried and had low self-esteem and poor intellectual development. All these eventually led to psychopathological symptoms like depression and aggression in the adolescents. Parents Training Centers, Guidance, Counselling and Social skills were found to be effective interventions for the impaired adolescent.

CHAPTER III

METHODOLOGY
The procedure pertaining to the present study on, ‘Enhancement of Self-concept among Visually Impaired Adolescents 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 are as follows:

· To assess the level of self-concept among visually impaired adolescents

· To compare the level of self-concept of boys and girls 

· To find out the negative traits in the sample

· To assess the academic achievement of the sample

· To find out the relationship between self-concept and academic achievement in the sample

· To ascertain the efficacy of Positive Therapy in enhancing the self-concept of the sample

RESEARCH QUESTIONS
· What is the level of self-concept among visually impaired adolescents?

· Are there any gender differences in the level of self-concept of the sample?

· What are the negative traits of the sample?

· What is the level of academic achievement of the sample?

· Is there any relationship between self-concept and academic achievement in the sample?

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

NULL HYPOTHESES
· The visually impaired adolescents do not have low self-concept


· There is no gender difference in the level of self-concept of the sample

· The sample does not have any negative traits

· The level of academic achievement of the sample is not low 

· There is no relationship between self-concept and academic achievement in the sample

· Positive Therapy does not help in the enhancement of self-concept of the sample

AREA

The area selected to conduct the study was the Indian Association of Blind in Madurai. The reasons for selecting the trust were:

· Easy Accessibility

· Permission, cooperation, willingness and facilities provided by the school to conduct the action research

· Availability of required number of subjects for the study

SAMPLE
Thirty visually impaired adolescents (17 boys and 13 girls) from the Indian Association of Blind, Madurai with low self-concept were selected to serve as the sample by purposive sampling method. Purposive Sampling is a non-probability sampling in which the investigator selects the elements to be included in the sample on the basis of their special characteristics (Shaughnessy, 2000). The sample was in the age range of 13 to 17 years.

TOOLS
Selection of a tool is a very important aspect of the study, since it is the key to gain information. The needed information from the sample was collected through the methods of Case Study Schedule and Psychological Testing.

Case Study Schedule by Hemalatha Natesan (2006) (Annexure I) was used to collect the needed information from the sample. The case study is an exploration of a ‘bounded system’ or a case over time through detailed data collection involving multiple sources of information rich in content.

The Mohsin Self Concept Inventory by Mohsin (1976) (Annexure II) was used to measure the self-concept of the sample. The Mohsin Self Concept Inventory consists of 48 items consisting of positively or negatively phrased statements about abilities and strengths pertaining to the cognitive, affective and conative areas. The positive and negative phrased statements are equally balanced in number. The sample was asked to tick the statements which suited them best. The scoring is done by adding the ticked statements. The greater the score, higher the self-concept. 

RELIABILITY
Two halves reliability of the Mohsin Self-Concept Inventory was found to be 0.57 for half and 0.73 for the full inventory by Spearman Brown Prophecy Formula.

VALIDITY
The Mohsin Self-Concept Inventory was hypothesized to correlate negatively with a short version of Maslow’s Self Interest Test and positively with the Mohsin Parent Child Inventory. The correlation with Maslow’s Self Interest test was -0.35 and with Mohsin Parent Child Inventory, it was 0.40 (Mohsin, 1976). 

PROCEDURE
To begin with, rapport was established with the subjects. At first, 50 subjects from Indian Association of Blind were assessed using the Case Study Schedule and the Mohsin Self Concept Inventory. Out of which, thirty subjects (17 boys and 13 girls) who had low self-concept were selected by purposive sampling method. Their age range was 13 to 17 years. The Case Study Schedule was used to obtain information from the subjects and the Mohsin Self Concept Inventory was administered to assess the level of self-concept. Then the subjects were provided with the psychological intervention called Positive Therapy. After one month, the Case Study Schedule and Mohsin Self Concept Inventory were again given to the subjects to reassess if there was any change in their level of self-concept (Reassessment).

TREATMENT
The treatment given was Positive Therapy, a package evolved by Hemalatha Natesan (2004), combining the Eastern Techniques based on Yoga and the Western Techniques based on the Cognitive Behavioural Therapies. Positive Therapy helps people develop a pleasing personality and a positive perception. It improves both physical and mental health and it helps in the management of negative emotions such as anger, worry, anxiety etc.

It has four strategies namely:

· Relaxation Therapy

· Counselling

· Exercises and

· Behavioural Assignments

RELAXATION THERAPY
One cannot be tensed and relaxed at the same time. Relaxation Therapy helps people to have a relaxed state, which promotes a positive attitude towards the life. In the counselling session, subjects respond better to the therapy, when they are in a relaxed state. Hence, Relaxation Therapy is given as the first step in the Positive Therapy.

 Relaxation Therapy involves three steps. They are:

· Deep Breathing Practice

· Relaxation Training and

· Autosuggestion

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

In Deep Breathing Practice, the subjects were asked to sit erect, with head straight and palms on the lap. They were instructed to breathe in slowly for 4 counts (4 seconds) and breathe out gradually for 6 counts (6 seconds). This was repeated for 5 times with the eyes open and 5 times with the eyes closed. Breathing in and breathing out should be gradual without any jerks and there should not be tension on the chest and shoulders.

Patients with respiratory problems, hypertension and heart diseases, were asked to breathe in and breathe out gradually, at a pace, convenient to them. Breathing in and breathing out need not be restricted to 4 and 6 counts. 
RELAXATION TRAINING
After Deep Breathing Practice, the subjects were asked to lie down flat on a mat or 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. The subjects were asked to close the eyes with 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 is repeated 3 times, followed by the counsellor’s 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 light and relaxed. Breathe in slowly ---- Breathe out gradually------”
Similar instructions (*) were given to the other parts of the body in the order given below

· Back of the head

· Forehead

· Eyes

· Mouth

· Neck and Shoulders

· Back

· Chest

· Stomach

· Hands and

· Legs

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

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

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

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

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

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

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

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

AUTOSUGGESTION

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

“I am healthy
I am happy
I love everyone; everyone loves me
I am not afraid of anybody; God is with me
I am bold and confident

I am active and energetic

I can get good marks
I am worthy
I can achieve what I want
I have a bright future
I can face my problems boldly and solve them successfully
Thank you God for giving me all that I needed - long life, good health, wealth , love, happiness and success.”

COUNSELLING
The subject’s personal, social and emotional problems were solved through counselling. The techniques used were:

· Rational Emotive Therapy

· Thought Stopping

· Cognitive Restructuring and
· Assertiveness Training
RATIONAL EMOTIVE THERAPY

The irrational beliefs and thoughts of the subjects such as “I am not worthy”, “I cannot remember whatever I Study” and “I am not talented” were removed by appealing to their reason. The subjects were made to understand that everyone is worthy and capable of studying and performing well. It was also made clear that it was irrational to think that they were not worthy. The next irrational thought “I cannot remember whatever I study” was removed by explaining to them that intelligence and memory cannot deteriorate till old age. It was explained to them that proper study methods and memorizing methods could help them retain what they have learnt. This, in turn, helped them to face their problem with clarity in thinking and reasoning rather than restoring to fear, anxiety, anger and worry.

THOUGHT STOPPING


This technique helps in identifying unproductive, debilitating and self-defeating thoughts and in removing them. The subjects were asked to tell out their recurring negative thoughts. The most common negative thoughts were:

                      “I am a failure”

                      “I cannot make good decisions”

                      “I am inferior”


                      “I am not a positive thinker”

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

COGNITIVE RESTRUCTURING
After removing the unwanted, negative thoughts through ‘Thought Stopping’, it is necessary to replace the negative thoughts with self-enhancing and positive thoughts. The subjects were asked to believe that they had acquired the positive qualities and start behaving accordingly.

 This helps the clients replace negative cognitions with positive self-enhancing thoughts. The subjects were asked to believe that they had acquired the positive qualities and start behaving accordingly.

The subjects were asked to breathe in slowly (for 4 counts), tell the positive thought loudly and breathe out smilingly (3 times each). The positive statements were as follows:

                     “I am a successful person”

                     “I can make a good decision”

                     “I am self-confident”

                     “I can think positively”

Thus, the subjects were helped to get rid of negative, self-defeating thoughts and develop positive, self-enhancing thoughts.

ASSERTIVENESS TRAINING

Assertiveness is the ability to stand up for one’s own rights without offending the rights of others. Unfortunately many people suffer due to lack of assertiveness. The individuals are asked to identify the situations where they suffer due to unassertiveness; then they are trained to be assertive. After a person is trained to be assertive, he/she is asked to behave in a similar assertive manner in real life situations also.

EXERCISES
Positive Therapy involves the following exercises to help people get rid of their tension and develop a cheerful state.
· Tension Releasing Exercise

· Smile Therapy and

· Laugh Therapy

TENSION RELEASING EXERCISE
Tension Releasing Exercise helps people to throw out fear, anger, anxiety, worry and tension. 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 the voice), simultaneously throwing down the hands side wise, 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 given 5 times.
SMILE THERAPY
In the modern world, life has become highly mechanized and many people 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, we 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 were asked to say (Eee), with a broad smile, breathe in slowly through the mouth, with a sound (without involving the vocal cards), 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. In this, the subjects were asked to sit/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, etc., while laughing. They were asked to laugh louder and louder for a longer duration. This practice was given 5 times.

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

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

· Have positive attitude towards self, life and others

· Live in the present

· Involve in some activity and enjoy it

· Share your feelings, both joys and sorrows with your family members or friends

· Have some recreation such as playing games, hearing to music to reduce tension

· Develop reasonable expectations and avoid irrational thoughts

· Develop good study habits, rational thoughts, eat good food and get adequate rest

· Set up a system of reinforcement for dedicated studying and good test performance

·  Practice Positive Therapy daily

DURATION OF POSITIVE THERAPY
Positive Therapy was provided for 1 hour per session, three times a week over a period of month. After this, the subjects were reassessed with the same tools.
EXPERIMENTAL DESIGN
Experimental design is the blue print of the procedures that enable the researcher to test hypotheses by reaching valid conclusions about relationships between independent and dependent variable. Single group design also known as one-group method is the most elementary and least rigorous design. It involves three steps:

a. The pre-test measuring the dependent variable is administered

b. The experimental treatment is applied to the subjects and the same test which was applied before is applied again and is known as the post-test

c. The difference in mean of the pre-test and post-test scores is supposed to indicate the difference brought about in the dependent variable by the application of the independent variable (Sharma, 2004).The experimental design used in this research was ‘Before and after treatment without control group’ (Kothari, 2004).

	Test area
	  Time period I
	
	  Time period II

	
	Level of phenomena

 Before Treatment

  Self-concept(X)
	Treatment Introduced

Positive Therapy
	Level of phenomena

 After Treatment

  Self-concept(Y)

	                                                     Treatment Effect = (Y-X)


ANALYSIS OF DATA
The data was analysed statistically based on the following:

· Level of self-concept before and after treatment

· Mean self-concept before and after treatment

· Level of self-concept of boys and girls before and after treatment

· Mean self-concept of boys and girls before and after treatment

· Level of academic achievement before and after treatment

·  Correlation between the level of self-concept and academic achievement 

CHAPTER IV

RESULTS AND DISCUSSION
The study on, ‘Enhancement of Self-concept among Visually Impaired Adolescents through Positive Therapy’ was conducted in Indian Association of Blind, Madurai. Thirty adolescents in the age range of 13-17 years were selected by purposive sampling method to serve as the sample. The tools used to collect the required data were the Case Study Schedule by Hemalatha Natesan (2006) and Mohsin’s Self Concept Inventory by Mohsin (1976). Positive Therapy was used as the psychological intervention to enhance the self-concept of the sample.

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

              TABLE I
               LEVEL OF SELF-CONCEPT OF THE SAMPLE

N=30
	S.NO
	LEVEL OF SELF-CONCEPT
	BEFORE TREATMENT
	AFTER TREATMENT

	
	
	NUMBER
	PERCENTAGE
	  NUMBER
	 PERCENTAGE

	1.

2.

3.
	High

Moderate

Low
	-

6

24
	-

20

80
	27

3

-
	90
10
-


Percentages are rounded off

Self-concept implies a developing awareness of who and what one is. It is a person’s perception of his or her own personality traits. Self-concept is built by daily experience and has a major impact on behaviour (Mirsa, 2001).

Table I shows the level of self-concept of the sample before and after treatment. It is alarming to note that 80 percent of the sample had low and 20 percent had moderate self-concept initially. An individual, when he/she is impaired, tends to develop negative feelings such that they are dependent, inferior to other children and lack self-confidence. All these issues bring low self-concept in visually impaired adolescents and this is proven from the above table. Hence, the null hypothesis, ‘The visually impaired adolescents do not have low self-concept’ is rejected.

It is gratifying to note that after treatment, 90 percent of the sample developed high self-concept and 10 percent had moderate self-concept. On the whole, the level of self-concept of the sample had improved from low to high level. Through Positive Therapy, the sample was taught to relax their body as well as their mind. Rational Emotive Therapy helped them to remove their irrational beliefs like “I am worthless” and “I am dependent” and helped them to replace with rational beliefs such as “I am worthy” and “I am independent” by appealing to reason. They were elaborated that everyone is worthful and talented in some ways. These irrational beliefs were due to their wrong perception and beliefs. Their very physical condition itself made them feel inferior, resulting in low self-concept. Autosuggestions were also practiced by the sample to develop optimistic personality. These techniques helped them to develop self-confidence, courage and cheerfulness. The results thus prove that Positive Therapy has helped the sample to a greater extent in enhancing their self-concept.

In the study by Hussain (2006), the level of self-concept among the physically challenged adolescents and their normally developed peers were compared. Ninety school going adolescents of grade IX to X, age range between 11 to 16 years (30 in each category namely, normal, blind and orthopaedically handicapped) were purposively selected from three different schools of Delhi. Out of this, 15 males and 15 females in each category were administered with Mohsin’s Self Concept Inventory. The results of the study showed that the level of self-concept among physically challenged adolescents was significantly lower than their normal counterparts. Similarly, the level of self-concept among the girls was also found significantly lower than the boys.

FIGURE 1

LEVEL OF SELF-CONCEPT OF THE SAMPLE             
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TABLE II
              MEAN SELF-CONCEPT OF THE SAMPLE BEFORE AND AFTER TREATMENT
	TREATMENT CONDITION
	MEAN
	STANDARD DEVIATION
	        t

	Before

After
	 25.20

 41.87
	4.73

1.70
	14.73 *


N=30
                                                            * = Significant at 0.01 level

Self-concept helps to make one happy or unhappy depending upon whether it is positive or negative. Positive self-concept leads to positive view of self, confidence and high self-esteem. Negative self-concept leads to criticism, self-doubt and blaming oneself (Stewart, 1997).

Table II shows that the mean self-concept of the group was ‘low’ (M=25.20) before the treatment. The visually impaired adolescents had low self-concept because of their negative thinking and stressful situations they faced due to their physical inadequacy. This has led to maladjustments, anxiety and aggressive behaviour. After the treatment, the level of self-concept has increased to ‘high’ (M=41.87). The mean difference in self-concept before and after treatment was statistically significant at 0.01 level, which shows that self-concept has increased to a great extent after treatment. Hence, the null hypothesis, ‘Positive Therapy does not help in the enhancement of self-concept of the sample’ is rejected.

The psychological intervention such as Relaxation Training in Positive Therapy helped the sample obtain a relaxed state, which in turn, helped them to think clearly. The visually impaired adolescents were able to overcome their negative traits such as low self-confidence, indecisiveness and fear through Counselling. Cognitive Restructuring helped them to change their negative perception to positive perception. Exercises like Smile Therapy and Laugh Therapy were also very useful for the visually impaired sample, especially introverts who preferred to be aloof. These exercises helped the sample to improve their personality, cheerfulness and happiness.

A study was conducted by Leles and Culliver (2006) to determine the potential uses of Computer Assisted Instruction Program for improving self-concept in mildly handicapped fifth grade students attending 13 different elementary schools in Tuscaloosa country, Alabama. A control group (N=46) and an experimental group (N=46) were randomly selected. Results of the study showed that Computer Assisted Instruction does not, in and of itself, lead to a positive self-concept in students. Only one aspect of self-concept (i.e.) physical appearance and attitudes was affected by Computer Assisted Instruction.
FIGURE II

MEAN SELF-CONCEPT OF THE SAMPLE BEFORE AND AFTER TREATMENT
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TABLE III
     LEVEL OF SELF-CONCEPT OF BOYS AND GIRLS BEFORE AND AFTER TREATMENT
	S.NO
	LEVEL OF

SELF-CONCEPT
	BOYS
	GIRLS

	
	
	BEFORE TREATMENT
	AFTER TREATMENT
	BEFORE TREATMENT
	AFTER TREATMENT

	
	
	N
	%
	N
	%
	N
	%
	N
	%

	1.

2.

3.
	High

Moderate

Low
	-

3

14
	-

18
82
	14

3

-
	82
18
-
	-

3

10
	-

23
77
	13

-

-
	100

-

-


N=Number                                                                                                Percentages are rounded off

  %=Percentage                                                                                   
          

Table III shows the level of self-concept of boys and girls before and after treatment. It is alarming to note that before treatment 82% of the boys and 77% of girls had low self-concept. The reasons for low self-concept were inferiority, exam fear, poor academic achievement and physical appearance. After treatment, Positive Therapy it is gratifying to note that 82% of boys and 100% of girls had high self-concept. Rational Emotive Therapy and Cognitive Restructuring helped them remove the irrational beliefs and made them understand that every one is capable to perform well in exams. It was made clear that unnecessary anxiety affects the performance. Autosuggestions were also practiced by the sample to improve their memory, concentration and positive thinking about self. 
FIGURE III
LEVEL OF SELF-CONCEPT OF BOYS AND GIRLS BEFORE AND AFTER TREATMENT
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TABLE IV
GENDER DIFFERENCE IN SELF-CONCEPT BEFORE AND AFTER TREATMENT

	
Self-concept 
	EXPERIMENTAL GROUP
	SEX
	NUMBER
	MEAN
	STANDARD DEVIATION
	t

	
	Before Treatment
	Boys
	17
	24.88
	5.07
	0.41NS

	
	
	Girls
	13
	25.62
	4.43
	

	
	After treatment
	Boys
	17
	41.71
	1.96
	0.59 NS

	
	
	Girls
	13
	42.08
	1.32
	


NS = NOT SIGNIFICANT

The emotional and physical consequences of low self-concept interfere with healthy human development and produce destructive behaviours to self and society. During adolescence, dramatic changes can occur in self-concept. Gender plays the predictive factor for the self-concept (Chauhan, 2002).

Table IV shows the Gender difference in self-concept before and after treatment. Before treatment, the mean self-concept of boys (24.88) was almost equal to that of girls (25.62), which was low. The reasons for boys and girls to have low level of self-concept were their appearance, less confidence in their academic abilities, confusion regarding their future life and problems associated with sexual maturity and criticism. The sample was overwhelmed by their physical weakness and totally misjudged their potentials. Though there was gender differences in the mean self-concept score initially, statistically it was not significant at 0.01 level. After treatment, the mean self-concept score was almost equal for both boys and girls. Hence, the null hypothesis, ‘There is no gender difference in the level of self-concept of the sample’ is accepted. Deep Breathing Practice and Assertiveness Training were given to the sample. These techniques helped them to improve their concentration, thinking patterns, memory and assertiveness when others criticized them.

The study by Zunich (2003) reveals the same results. He administered self-concept scale to sighted and blind students of the fourth grade. Each child judged how well or poorly, adjectives such as friendly, trusted, lazy and jealous applied to him/her. There were no overall differences between blind and sighted groups. There were some indications that blind girls showed more positive self-concept than their sighted controls and blind boys were more negative.

FIGURE IV
GENDER DIFFERENCE IN SELF-CONCEPT BEFORE AND AFTER TREATMENT
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TABLE V

NEGATIVE TRAITS OF THE SAMPLE

   N=30

	   S.NO
	  NEGATIVE TRAITS
	BEFORE TREATMENT
	AFTER TREATMENT

	
	
	NUMBER
	PERCENTAGE 
	 NUMBER
	PERCENTAGE     %

	1.

2.

3.

4.

5.

6.
	Inferiority

Indecisiveness

Worry

Withdrawal

Insecurity

Sensitivity
	29

28

28

25

23

22
	97

93

93

83

77

73
	10

12

9

5

7

11
	33

40

30

17

23

36


Percentages are rounded off

A trait is a tendency to behave in a predictable or reliable manner. It is an outstanding feature of one’s personality and thus it is common to speak of personality traits (Sharma, 2002).

 Table V shows the negative traits of the sample. The most commonly found negative traits in the sample were inferiority (97%), indecisiveness (93%) and worry (93%). Majority of the sample reported that inferiority was due to their appearance and underestimation of their talents. Indecisiveness was mainly triggered by confusion regarding whether their decisions were right or wrong. They were highly dependent on significant others even for simple decisions. Most of them experienced worry because of their disability, which resulted in lack of confidence, poor performance on exams in the past and the fear of failure in final exams. The negative traits, such as withdrawal (83%), insecurity (77%) and sensitivity (73%) were also commonly found. Withdrawal was mainly due to lack of interpersonal skills and communication problems; insecurity and sensitivity was due to their perception that they are not worthy, they cannot interact well with others and that they are burden for the family members. They became tensed when family members sympathized and pitied their condition. Therefore, it is clear that visually impaired adolescents have more of negative traits. Hence, the null hypothesis, ‘The sample does not have any negative traits’ is rejected.

After the psychological intervention, it is heartening to note that only 33% of the sample had inferiority. The 93% of the sample who were suffering from indecisiveness and worry also drastically slided down to 40% and 30% respectively. Withdrawal was reduced from 83 percent to 17 percent, insecurity was reduced from 77 percent to 23 percent and sensitivity was reduced from 73 percent to 36 percent. The reduction can be attributed to the effect of Rational Emotive Therapy, Thought Stopping, Cognitive Restructuring and Smile Therapy. These techniques helped the sample accept their condition and see things from a right perspective. Rational Emotive Therapy helped the sample to remove irrational beliefs by appealing to their reason. Thought Stopping helped the sample to stop the negative thoughts such as “I am a failure” and “I am inferior”. Cognitive Restructuring helped them to instill positive thoughts such as “I am a successful person” and “I am self-confident”. Smile Therapy helped them to forget all their worries and made them smile. Their negative traits were thus changed to self-enhancing positive ones, so that they became confident enough to face the reality.

Bala (1998) conducted a study on physically handicapped and normal children with respect to personality traits, values, self-concept, mental make-up and adjustment. The results of the study, resembling the present study, revealed that blind children differed significantly from normal children in personality traits and values. Personality characteristics such as reserved, stiff, detached, emotionally less stable, submissive, serious, weak super ego, withdrawn, dependent, shyness and apprehension were common to all handicapped children. Partially blind children were restrained, worried and untidy and were less economical and religious but had more social and aesthetic values. 

FIGURE V
NEGATIVE TRAITS OF THE SAMPLE
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TABLE VI

LEVEL OF ACADEMIC ACHIEVEMENT OF THE 

SAMPLE
      N=30

	S.NO
	LEVEL OF ACADEMIC ACHIEVEMENT
	QUARTELY
	HALF-YEARLY

	
	
	NUMBER
	PERCENTAGE
	NUMBER
	PERCENTAGE

	1.

2.

3.


	High

Moderate

Low
	-

11

19
	-

36

64
	13

17

-
	44

56

-


Percentages are rounded off

Academic Achievement concerns the development of motives, capabilities, interest and behaviours that have to do with performance in evaluating situations. It is a specified level of attainment of proficiency in the academic work as evaluated by the teacher (Chaube, 2002).

Table VI shows the level of Academic Achievement of the sample. It is alarming to note that 64% of the sample failed in quarterly exams and 36% of the sample had only average scores. Some of the reasons for low level of achievement were due to lack of confidence in their academic abilities, exam fear and doubts in their abilities. Therefore, the null hypothesis, ‘The level of academic achievement of the sample is not low’ is rejected.

It is gratifying to note that after treatment, 56 percent of sample had average and 44 percent had good scores. On the whole, academic achievement of the sample had improved from low level to high levels due to the effect of Deep Breathing Practice, Autosuggestion and Behavioural Assignments. Deep Breathing Practice and Autosuggestion helped them to relax, improve concentration and be attentive to the learning material. It thus helped them to develop optimistic personality which helped them overcome their exam fear and anxiety. Behavioural Assignments helped the sample to plan and schedule the time effectively and follow it during their exams.

Sharma (1998) compared the factors of study involvement and frustration in visually disabled and sighted students. A sample of 70 students (35 visually disabled and 35 sighted) studying in secondary schools of blind and sighted respectively in Dehradun were administered the Frustration Test and the Study Involvement Inventory. The analysis of the data revealed that visually disabled children were less involved in their studies and were more frustrated than sighted children.

FIGURE VI
                 LEVEL OF ACADEMIC ACHIEVEMENT OF THE 

SAMPLE
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TABLE VII
      CORRELATION BETWEEN SELF-CONCEPT AND ACADEMIC ACHIEVEMENT
	TREATMENT CONDITION
	Σxy
	Σx2
	Σy2
	r
	SIGNIFICANCE

	Before Treatment
	30638
	19702
	47746
	0.97
	0.01


Self-concept is the set of attributes, abilities, attitudes and values that an individual believes about himself. Successful students have more sense of personal worth and feel better about themselves. They have a high self-concept in relation to their academic abilities. Students who have negative attitude about themselves impose limitations on their achievements (Perkins, 1998).

This can be seen from Table VII, which shows the correlation between self-concept and academic achievement. The table clearly reveals that low self-concept has led to low academic achievement. The indicators of poor self-concept such as lack of self-confidence, exam fear, memory loss and difficulty in reading study materials through Braille were the reasons behind poor academic achievement. Hence, the null hypothesis, ‘There is no relationship between self-concept and academic achievement in the sample’ is rejected.

March and Craven (1998) conducted a study which revealed that academic self-concept and achievement are mutually reinforcing, each leading to gains in the other.

       TABLE VIII

       POOR HEALTH HABITS OF THE SAMPLE

N=30

	S.NO
	POOR HEALTH HABITS
	BEFORE TREATMENT
	AFTER TREATMENT

	
	
	NUMBER
	PERCENTAGE
	NUMBER
	PERCENTAGE

	1.

2.

3.

4.
	Nail biting

Telling lies Overeating

Excessive dieting
	25

25

15

10
	83

83

50

33
	10

14

6

3
	33

47

20

10


Percentages are rounded off

Table VIII shows the poor health habits of the sample. It is disappointing to note that Telling lies (83%), the most unacceptable behaviour, was used most frequently by the sample. Nail biting (83%) and Overeating (50%) were also common. This may be due to exam fear and lack of health consciousness. These behaviours were manifested in uncontrollable stressful situations. Nail biting was the common outcome of stress. The sample felt that they can exert control over the stressful event by biting their nails or that they can control themselves from not getting weak. Majority of the girls had the habit of excessive dieting as they were more beauty conscious. They wanted to maintain a slim physique and look smart and beautiful.

After the psychological intervention, the Nail biting habit in 83% of the sample slided down to 33%. The sample found it easier to cope with their fear and stress. The habit of telling lies also significantly decreased from 83% to 47%, overeating from 50% to 20% and excessive dieting from 33% to 10%. After practicing the exercises like Tension Releasing Exercise and Smile Therapy in groups, the sample was found to be very interactive with their group members. These in turn helped the visually impaired adolescents to improve cheerfulness and happiness. Counselling was also given and the sample was trained to manage stress. They were taught various task-oriented skills rather than resort to defense oriented behaviour. Thus, these psychological techniques were of great use in bringing down the poor health habits and also in bringing about a change in the sample behaviour.
FIGURE VII
       POOR HEALTH HABITS OF THE SAMPLE
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TABLE IX

GOOD HEALTH HABITS OF THE SAMPLE

N=30

	S.NO
	GOOD HEALTH HABITS
	BEFORE TREATMENT
	AFTER TREATMENT

	
	
	NUMBER
	PERCENTAGE
	NUMBER
	PERCENTAGE

	1.

2.

3.

4.
	Helping tendency

Praying

Punctuality

Positive thinking
	17

14

10

5
	57

47

33

17
	28

25

21

23
	93

83

70

77


         Percentages are rounded off

Table IX shows the good health habits of the sample. It is gratifying to see that the visually impaired adolescents had some good habits also. It is surprising to note that 57% of the sample reported having helping tendency. This can be attributed to the empathetic feeling they had towards their inmates. Forty seven percent of adolescents reported praying as a regular habit. They had immense belief in God and thus, had their wishes fulfilled through prayers. The others do not have this habit may be due to lack of role models or anger towards God because of their sufferings. Thirty three percent of adolescents reported punctuality, while the others did not because they took more time to complete a work. Only few (17%) of the sample showed positive thinking. Many of the other sample thought that they were worthless and good for nothing. They also believed that they were incapable of doing anything right.

However, it is gratifying to note that after treatment, Helping Tendency improved from 57% to 93%. Praying was increased from 47% to 83%, Punctuality increased from 33% to 70% and Positive Thinking improved from 17% to 77%. The sample found it easier to develop these good health habits when they realized the importance of them. This proves that Positive Therapy has helped the sample to develop good health habits and have positive thinking.

 Bansal and Vandana (1997), in their study, compared the adjustment patterns of visually impaired adolescents and sighted adolescents. It was found that the visually impaired adolescents were adjusted in home, school and health areas than sighted adolescents. The visually impaired adolescents and sighted adolescents were more or less same in school and emotional adjustment.

FIGURE VIII

GOOD HEALTH HABITS OF THE SAMPLE
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CHAPTER V

SUMMARY AND CONCLUSION
The study on, ‘Enhancement of self-concept among Visually Impaired Adolescents through Positive Therapy’ was conducted on 30 visually impaired adolescents.

Visually Impaired Adolescents had problems of low self-concept which resulted in reluctance to trust themselves and take risks in life. They also had problems like low self-esteem, loneliness, low academic performance, withdrawal, submissiveness and emotional instability. Inferiority and lack of social skills were also prevalent among visually impaired adolescents. So, an effort was taken in this study to assess their self-concept and enhance it through Positive Therapy.

The objectives of the study were as follows:

· To assess the level of self-concept among visually impaired adolescents

· To compare the level of self-concept of boys and girls 

· To find out the negative traits in the sample

· To assess the academic achievement of the sample

· To find out the relationship between self-concept and academic achievement in the sample

· To ascertain the efficacy of Positive Therapy in enhancing the self-concept of the sample

Out of 50 visually impaired adolescents in the Indian Association of Blind, Madurai, 30 adolescents with low self-concept were selected as the sample by purposive sampling method. A Case Study Schedule prepared by Hemalatha Natesan (2006) and Mohsin Self Concept Inventory by Mohsin (1976) were used to gather the required data from the sample.

The psychological treatment, Positive Therapy was given to the sample. The therapy had four strategies namely:

· Relaxation Therapy

· Counselling

· Exercises and

· Behavioural Assignments

Treatment was given for one hour per session, three times a week spread over a period of 1 month. After one month, the Case Study Schedule and Mohsin Self Concept Inventory were given again to the sample to reassess if there was any change in their level of self-concept. 

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

CONCLUSION
· Before treatment, 80 percent of the sample had low self-concept and 20 percent of the sample had moderate self-concept
· Positive Therapy helped the sample to enhance their self-concept from ‘low’(M=25.50) to ‘high’ (M=41.87) levels
· The level of self-concept of the boys (M=24.88) and girls (M=25.62) were almost equal
· Positive Therapy helped in bringing down the negative traits such as inferiority (from 97% to 33%), indecisiveness (from 93% to 40%), worry (from 93% to 30%), withdrawal (from 83% to 17%), insecurity (from 77% to 23%) and sensitivity (from 73% to 36%)
· Before treatment, 64% of the sample had low academic achievement and 36% of the sample had moderate academic achievement
· After treatment, 56% of the sample developed moderate academic achievement and 44% of the sample had high academic achievement
· There exists a relationship between self-concept and academic achievement, the higher the self-concept, higher the academic achievement

· There was a significant reduction in poor health habits like Nail biting (from 83% to 33%), telling lies (from 83% to 47%), overeating (from 50% to 20%) and excessive dieting (from 33% to 10%) because of Positive Therapy
· Majority of the sample developed good habits such as helping tendency (93%), praying (83%), punctuality (70%) and positive thinking (77%)

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.

RECOMMENDATIONS
· Counsellors must be appointed in blind schools to help the visually impaired students manage their problems effectively

· The institution authorities can create a friendly atmosphere for the visually impaired children

· Study skills can be taught to the students by teachers so that they can face their exams boldly

· Self-enhancement programmes can be conducted by specialists for students to overcome problems and develop self-concept

· The institution should focus on bringing out the special talents and abilities of the visually impaired children

· Since Positive Therapy was found to be effective in enhaning the self-concept, steps can be taken by the institutional authorities to regularize the practice of Positive Therapy for the benefit of the children  
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     ANNEXURE I

CASE STUDY SCHEDULE

BY

DR.HEMALATHA NATESAN

DEPARTMENT OF PSYCHOLOGY

AVINASHILINGAM UNIVERSITY FOR WOMEN, COIMBATORE

Name                         :

Age                            :

Gender                      :

Education                 :

Type of family          :

Size of family            :

Area of residence      :

Order of birth           :

Ambition                   :

Family Background

	S.NO
	RELATIONSHIP
	AGE
	EDUCATION
	OCCUPATION
	INCOME

	
	
	
	
	
	


Marks obtained in quarterly, half-yearly and last monthly test?
 Recreational activities

Playing
Music

Reading Books
Praying

In the tables below, there are two options ‘yes’ and ‘no’. Tick any one of the options, which suits you the best.

NEGATIVE TRAITS OF THE SAMPLE
	NEGATIVE TRAITS
	YES
	NO

	Inferiority

Indecisiveness

Withdrawal

Selfishness

Jealousy

Worry

Stubbornness

Insecurity

Rigidity

Sensitivity
	
	


GOOD HEALTH HABITS

	GOOD HABITS
	YES
	NO

	Praying

Helping tendency

Punctuality

Positive thinking
	
	


POOR HEALTH HABITS

	POOR HABITS
	YES
	NO

	Nail biting

Lying

Overeating

Excessive dieting
	
	


ANNEXURE II

MOHSIN SELF CONCEPT INVENTORY

Constructed and Standardized by

Dr. S. M. MOHSIN

Professor Emeritus

Department of Psychology

Patna University, Patna (Bihar)

DIRECTIONS

You will find below a number of statements. You have to read each one carefully and judge whether it correctly describes you. If you think it to be applicable to you, put a (() mark and if it does not apply to you, put a cross (X). Do not omit any statement. Please be frank and honest. 

	S.NO
	STATEMENTS
	YES
	NO

	1.
	I have control over my impulses.
	
	

	2.
	I am not overpowered by emotions.
	
	

	3.
	I have clear ideas about most matters.
	
	

	4.
	Whenever I take a decision, I translate it into action.
	
	

	5.
	I do not get easily irritated.
	
	

	6.
	I can easily recall what I have learned earlier.
	
	

	7.
	I do not take long time to arrive at a decision.
	
	

	8.
	I do not bear malice against any body.
	
	

	9.
	My intelligence can be rated as above the average.
	
	

	10.
	I do not have imaginary fears.
	
	

	11.
	I have a strong memory.
	
	

	12.
	Once I make up my mind about anything, I stick to it.
	
	

	13.
	I do not lose self-control when anybody offends me.
	
	

	14.
	I am capable of observing minute details.
	
	

	15.
	When I am in a conflicting situation, I do not find it difficult to resolve the conflict. 
	
	

	16.
	I can well imagine a situation even without having observed it.
	
	

	17.
	I do not resort to wishful thinking.
	
	

	18.
	I am prepared to sacrifice my own interest for the good of my friends.
	
	

	19.
	I do not have difficulty in thinking out clearly the solution of a problem
	
	

	20.
	I do not desire what is not possible for me to achieve.
	
	

	21.
	I do not change my plans too frequently.
	
	

	22.
	I can keep away all distracting thoughts when applying my mind to a problem.
	
	

	23.
	I get sudden flashes which guide me when I am facing a difficult situation.
	
	

	24.
	None can persuade me to take a decision which I do not think proper.
	
	

	25.
	I am deeply affected when I find someone in distress
	
	

	26.
	I do not mix issues.
	
	

	27.
	I am not carried away my temptations.
	
	

	28.
	I am not overawed by any person.
	
	

	29.
	My judgment about other persons are generally correct. 
	
	

	30.
	I am not dominant by self-interest.
	
	

	31.
	While discussing any other matter, I do not create confusion.
	
	

	32.
	My actions are governed by some principles.
	
	

	33.
	Power does not affect me.
	
	

	34.
	I do not have any difficulty in expressing my ideas.
	
	

	35.
	Once I adopt a course of action, I do not bother about its results.
	
	

	36.
	In deciding any issue, I am not compelled by circumstances.
	
	

	37.
	I forgive others’ faults.
	
	

	38.
	I am not suspicious about others.
	
	

	39.
	I can be safely trusted by others.
	
	

	40.
	I can rightly guess the other persons’ intentions by just observing his behaviour.
	
	

	41.
	My actions do not falsify the expectations I raise in others.
	
	

	42.
	I am not used to finding faults with others.
	
	

	43.
	I do not jump to a conclusion.
	
	

	44.
	I generally decide things for myself.
	
	

	45.
	My memory is generally faultless.
	
	

	46.
	I am not altogether carried away by impulses.
	
	

	47.
	I am not an unprincipled man.
	
	

	48.
	My thinking is not confused.
	
	


SCORING

The total number of yes responses were taken into account for scoring and then converted to percentile.

PERCENTILE NORM

	SCORE
	PERCENTILE

	44
	95

	42
	90

	40
	80

	39
	75

	38
	70

	36
	60

	34
	50

	32
	40

	29
	30

	28
	25

	27
	20

	24
	10

	23
	5


NORM

	          LEVEL
	      PERCENTILE

	            High
	            71-95

	       Moderate
	            31-70

	            Low
	         Below 30
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		TREATMENT CONDITION		MEAN		STANDARD DEVIATION		T-TEST

		Before		25.2		4.73

		After		41.87		1.7

		s.no		level of self-concept		Boys								Girls

						Before Treatment				After Treatment				Before treatment				After Treatment

						Number		Percentage		Number		Percentage		Number		Percentage		Number		Percentage

		1		High						14		47						13		43

		2		Moderate		3		10		3		10		3		10

		3		Low		14		47						10		33

		s.no		level of self-concept		Boys								Girls

						Before Treatment				After Treatment				Before treatment				After Treatment

						Number		Percentage		Number		Percentage		Number		Percentage		Number		Percentage

		1		High						14		47						13		43

		2		Moderate		3		10		3		10		3		10

		3		Low		14		47						10		33

		5		Insecurity		23		77		7		23

		6		Sensitivity		22		73		11		36

						table-7		poor health habits of the subjects

		s.no

				Poor Habits		Before Treatment		After Treatment

		1		Nail biting		83%		33%

		2		Lying		83%		47%

		3		Overeating		50%		20%

		4		Excessive Dieting		33%		10%

						table-8		good health of the subjects

		s.no				Before Treatment		After Treatment

		1		Helping Tendency		57%		93%

		2		Praying		47%		83%

		3		Punctuality		33%		70%

		4		Positive thinking		17%		77%

						table9		correlation between self-concept and academic achievement

		Treatment Condition		Exy		Ex2		Ey2		r		significance

		Before Treatment		30638		19702		47746		0.97		0.01

						table-1

		s.no		Level ofSelf-concept		Before Treatment		After Treatment

		1		High		0%		90%

		2		Moderate		20%		10%

		3		Low		80%		0%

						table-2

		Treatment Condition		Mean

		Before Treatment		25.2

		After Treatment		41.87

						table-3

		s.no				Boys				Girls

						Before Treatment		After Treatment		Before treatment		After Treatment

		1		High		0%		82%		0%		100%

		2		Moderate		18%		18%		23%		0%

		3		Low		82%		0%		77%		0%

						table-4

				Sex		Mean

		Before Treatment		Boys		24.88						Boys		Girls

				Girls		25.62				Before Treatment		24.88		25.62

		After Treatment		Boys		41.71				After Treatment		41.71		42.08

				Girls		42.08

						table-5

		s.no		Negative Traits		Before Treatment		After Treatment

		1		Inferiority		97%		33%

		2		Indecisiveness		93%		40%

		3		Worry		93%		30%

		4		Withdrawal		83%		17%

		5		Insecurity		77%		23%

		6		Sensitivity		73%		36%

						table-6		level of academic achievement of the subjects

		s.no		Level		Quarterly		Half-Yearly

		1		High		0%		44%

		2		Moderate		36%		56%

		3		Low		63%		0%
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