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ABSTRACT

From Ganga Hospital, Coimbatore, 45 accident victims (39 male and 6 female) were selected as the sample of the study. They were screened using the Case Study Schedule (Hemalatha Natesan, 2007), Patient Pain Questionnaire (Betty.R.Ferrell, 1998) and Insomnia Inventory (London Sleep Centre, 2004).    

The treatment, Positive Therapy (Hemalatha Natesan, 2004), a package combining the Eastern techniques based on Yoga and the Western techniques based on Cognitive Behaviour Therapy was administered on all the subjects. The treatment was given individually for one hour per session for 5 days in a week, after which, all the subjects were re-assessed using Case Study Re-assessment Schedule, Patient Pain Questionnaire and Insomnia Inventory. 

Results revealed that initially, many of the subjects had negative emotions such as fear (69%), worry (60%) and anxiety (56%). After Positive Therapy, only 18% had fear and 7% had anxiety. But 42% continued to have worry, due to financial problems. Many symptoms such as pain (100%), sleep disturbance (82%), general weakness (75%) and fatigue (73%) were reported by the sample before Positive Therapy. After Positive Therapy, none of them had high pain, swelling and irritability. Sleep disturbance, restlessness and stiffness were reported only by 2%. The mean pain before Positive Therapy was ‘High’ (M=47.30), which was reduced to ‘Low’ (M=16.05).

The entire sample had high level of insomnia. But after they underwent Positive Therapy, all of them had low level of insomnia. Positive therapy helped to bring down the mean insomnia from ‘High’ (M=60.80) to ‘Low’ (M=17.22). There was an increase in the good health habits and decrease in the poor health habits after Positive Therapy. 

In short, Positive Therapy proved its effectiveness in the management of pain and insomnia in selected accident victims, in addition to reducing their negative emotions and symptoms. 

INTRODUCTION

“Challenges are what make life interesting

Overcoming them is what makes life 
meaningful”.

Joshua J. Marine

An accident is a specific, identifiable, unexpected, unusual and unintended external event which occurs in a particular time and place, without apparent cause but with marked effects. It implies a generally negative probabilistic outcome which may have been avoided or prevented had circumstances leading up to the accident been recognized, and acted upon, prior to its occurrence.

Narrowly defined, accident may refer only to the event, while not including the circumstances or results of the event, that is, it is constrained to an immediate incident, the occurrence of which results in an unplanned outcome. In common use, however, ‘accident’ may include the entire interacting circumstantial framework leading up to, including, and resulting from, the accident's immediate occurrence. Experts in the field of injury prevention avoid use of the term ‘accident’ because they look at these incidents from the perspective of epidemiology as predictable and preventable (Wikipedia, 2007). 

Accident also means an unpleasant and unfortunate event that result in damage, injury, or upset of some kind (World English Dictionary, 2007). Road-traffic crashes are one of the world’s largest public health and injury prevention problems. The problem is all the more acute because the victims are overwhelmingly young and healthy prior to their crashes. According to the World Health Organization 2004,  more than a million people are killed on the world’s roads each year.

Road traffic accidents fender benders, traffic collisions, auto accidents, road accidents, personal injury collisions, motor vehicle accidents  kills an estimated 1.2 million people worldwide each year, and injure about forty times this number (WHO, 2004).
People with a history of Road traffic accident suffer in all aspects such as physical, psychological, social, emotional and financial levels. Physical level includes mainly pain and insomnia. Psychological level includes fear, anxiety, depression and worry.

DEFINITION OF PAIN


Even though pain is a common occurrence everyone is familiar with, it is still difficult to precisely define. For, pain has its own meaning and manifestation, directly related to ones own personal lives and experiences. Complex and subjective, pain is recognized and tolerated by each in ones own ways. Awareness of pain can be influenced by a variety of internal and external factors, and sensitivity and reaction to pain varies with each person (Texas Medical Association, 2007).

The International Association for the Study of Pain (2007) defines pain as "an unpleasant sensory and emotional experience associated with actual or potential tissue damage, or described in terms of such damage." The fact remains that pain is an alarm signal telling that something in the body is wrong.

According to the Encyclopedia Britannica (2007), “Pain is a complex experience consisting of a physiological (bodily) response to a noxious stimulus followed by an affective (emotional) response to that event. Pain is a warning mechanism that helps to protect an organism by influencing it to withdraw from harmful stimuli. It is primarily associated with injury or the threat of injury, to bodily tissues”.
Walker (2008) defines pain as an unpleasant sensory and emotional experience associated with actual or potential tissue damage. It is unquestionably a sensation in a part or parts of the body, but it is also always unpleasant and therefore also an emotional experience. Experiences, which resemble pain but are not unpleasant, e.g., pricking, should not be called pain. 

World English Dictionary, (2007) defines Pain as “Unpleasant physical sensation: the acutely unpleasant physical discomfort experienced by somebody who is violently struck, injured, or ill”. 

NATURE OF PAIN

It is often difficult to describe pain, because everyone reacts so differently to it. For example, a person suffering with intense pain may bear it better than someone with a lower level of tolerance does. Because each person's reaction varies, pain must be measured indirectly, based upon information offered by the pain sufferer. Since pain is a subjective experience, measuring its levels is not an easy task and can only be done indirectly. Collecting information reported by the person who suffers from pain carries out assessment. Methods for measuring pain are therefore based on subjective or perceived data, which include self-reported description of the painful sensation, level of suffering accompanying the pain and behavior associated with the pain.

There are two ways of measuring pain: Physical, which concerns certain pain features such as location, extent and accompanying symptoms; Functional, which measures the degree of debilitation the pain causes. It evaluates physical, verbal and social abilities (Texas Medical Association, 2007). 

CLASSIFICATION OF PAIN

When pain is classified by time, it can be acute or chronic.  Etiologic classifications of pain are malignant or nonmalignant.  A third classification of pain is physiological, which includes nociceptive pain.  This can be divided into somatic and visceral types of pain.

Acute pain has a short duration, whereas chronic pain must be present for more than six months to be classified as such. Acute pain has an identifiable pathology, a predictable prognosis and treatment that usually include analgesics. Chronic pain has an unpredictable prognosis, a possibly unclear pathology and treatment that should be multidisciplinary (Texas Medical Association, 2007).

INSOMNIA

The term insomnia originates from the Latin in (no) and somnus (sleep), which in strict terms implies inability to sleep or a total lack of sleep. In clinical terms, insomnia represents a subjective perception of dissatisfaction with the amount and/or quality of sleep. This includes difficulty in initiating or maintaining sleep or early awakening with the inability to fall asleep again. Insomnia is associated with complaints of non-restorative sleep and dysfunction of diurnal alertness, energy, cognitive function, behaviour or emotional state, with a secondary decrease in quality of life (www.medscape.com, 2003)

Insomnia is defined by the presence of an individual's report of difficulty with sleep. The presence of a long sleep latency, frequent nocturnal awakenings, or prolonged periods of wakefulness during the sleep period or even frequent transient arousals are taken as evidence of insomnia (American Academy of Sleep Medicine, 2007).

The condition of abnormal wakefulness or inability to sleep may result from illness or physical discomfort, or it may be caused by stimulants such as coffee or drugs. However, frequently some psychological factor, such as worry or tension, is the cause (Columbia Electronic Encyclopedia, 2007).

Insomnia is a condition that occurs when a person in unable to get long enough or refreshing enough sleep at night. Insomnia can result from an inability to fall asleep, an inability to stay asleep, or waking too early before having gotten enough sleep (Gale Encyclopedia, 2007).
Insomnia is a sleeping disorder characterized by persistent difficulty falling asleep or staying asleep despite the opportunity. It is typically followed by functional impairment while awake. Insomniacs have been known to complain about being unable to close their eyes or ‘rest their mind’ for more than a few minutes at a time. Both organic and non-organic insomnia constitute a sleep disorder (Wikipedia, 2007).
TYPES OF INSOMNIA

Insomnia is of three types - transient, acute, and chronic. Transient insomnia lasts from days to weeks. It can be caused by another disorder, by changes in the sleep environment, by the timing of sleep or by stress. If this form of insomnia continues to occur from time to time, the insomnia is classified as intermittent. Acute insomnia is the inability to consistently sleep well for a period of between three weeks to six months. Chronic insomnia lasts from months to years. It can be caused by another disorder or it can be a primary disorder. Its effects can vary according to its causes. 

CAUSES OF INSOMNIA

According to the National Sleep Foundation (NSF), “Sleeplessness or insomnia is a symptom and may be caused by stress, anxiety, depression, disease, pain, medications, sleep disorders, poor sleep habits and sleep environment and health habits". 

Psychological problems like fear, stress, anxiety, emotional or mental tension, work problems, financial stress and unsatisfactory sex life may cause insomnia. Mental disorders such as clinical depression, bipolar disorder, general anxiety disorder, sleep disorders, certain neurological disorders, brain lesions or a history of traumatic brain injury may result in insomnia. 

SYMPTOMS OF INSOMNIA

Doctors associate a variety of signs and symptoms with insomnia. Often, the symptoms intertwine with those of other medical or mental conditions. People with insomnia may complain of difficulty falling asleep. The problem may begin with stress. Depression and mental illnesses are often associated with insomnia (medicinehealth.com, 2008).

Untreated insomnia has potentially serious consequences, including an increased risk of motor vehicle accidents, impaired job performance, a high rate of absenteeism from work. Patients who have had insomnia once are at an increased risk for recurrent insomnia (The Gale Encyclopedia, 2007).

TREATMENT OF PAIN AND INSOMNIA IN ACCIDENT VICTIMS

Surgery 

Surgical treatment may be recommended in rare instances where severe pain does not respond to other treatments and procedures; surgery on certain nerves can be done to give patient some relief and allow them to resume near-normal activities.
Electrical Stimulation

Transcutaneous Electrical Nerve Stimulation (TENS) is the most common form of electrical stimulation used in pain management. It is not painful and does not require needles or medicine. TENS consists of a small, battery-operated device that can diminish pain by stimulating nerve fibers through the skin.

Injection Treatment

Local anesthetics (such as Novocain), with or without cortisone-like medicines, can be injected around nerve roots and into muscle joints. These medicines reduce swelling, irritation, muscle spasms and abnormal nerve activity that can cause pain.

Nerve Blocks

Stopping pain signals that travel through a nerve or nerves can be an effective way of treating pain. Often a group of nerves, called a plexus or ganglion, that causes pain to a specific organ or body region can be blocked with local anesthetics and steroids. If successful, another solution that numbs the nerves can then be injected. These injections may block pain, reduce swelling, decrease muscle spasm and/or improve motion. The different types of blocks include trigger point injections, sympathetic ganglion blocks and epidural steroid injections

Medication

Medication alone may not be enough to manage certain kinds of pain. Some medicines are more effective in fighting pain when they are combined with other methods of treatment. In some cases, the patient’s pain condition may respond to treatment instead of medication. In fact, for some patients, certain therapies may eventually replace the need for taking any pain medicine or less of it over time (Buscemi, 2007).
Psychological Support

Many patients who are in pain feel the emotional effects of suffering along with the physical aspects of pain. These may include feelings of anger, sadness, hopelessness or despair. In addition, pain can alter one’s personality, disrupt sleep, interfere with work and relationships and often have a profound effect on family members. Support and counselling from a psychiatrist or a psychologist, combined with a comprehensive pain treatment programme, might be helpful to help patients in managing pain. These trained professionals also teach patients additional self-help therapies such as relaxation training or biofeedback to relieve pain, muscle spasms and reduce stress (American Society of Anesthesiologists, 2003).

Cognitive Behaviour Therapy
Recent research has shown that cognitive behavior therapy can be more effective than medication in controlling pain and insomnia. In this therapy, patients are taught improved sleep habits and relieved of counter-productive assumptions about sleep.

Relaxation Techniques

The more relaxed a person is, the greater the likelihood of getting a good night's sleep. Relaxation techniques such as meditation have been shown to help people sleep. Such techniques can lower stress levels from both the mind and body, which leads to a deeper, more restful sleep.

Self Hypnosis And Guided Imagery

Self hypnosis and guided imagery can be effective in not only falling asleep and staying asleep; they can also help to develop good sleeping habits over time and can help people manage pain. Visualizing can be effective in taking the mind away from present day anxieties towards a more relaxing place.

Alternative Remedies

Alternative remedies for insomnia and pain, particularly herbal preparations, should be mentioned because they are among the most popular nonprescription treatments for sleep problems and pain management. According to Prevention magazine, insomnia is the sixth most common condition treated with herbal formulas in the United States; it accounts for 18% of all use of herbal preparations (medicinehealth.com, 2008).

POSITIVE THERAPY

Positive Therapy evolved by Hemalatha Natesan (2004), is a package combining the Eastern Techniques of Yoga and Western Technique of Cognitive Behaviour Therapy. Stress, which is inevitable, affects physical and mental health and leads to various psychosomatic disorders such as, migraine, backache, heart disorders, essential hypertension, diabetes, asthma, etc. It  also leads to various negative emotions such as anger, fear, depression etc. Positive Therapy with its four major strategy amely Relaxation Therapy, Counselling, Exercises and Behavioural Assignmets ensures a healthy, happy and successful life, improving both the physical and mental health. The Relaxation Therapy helps in the reduction of pain and ensures sound sleep. Through Counselling the perception of the self, others and the situation is changed into positive ones, thus helping the individual to cope with the injury.Earlier researches have proved the efficacy of Positive Therapy in the management of pain, insomnia, anxiety, stress, depression etc. and also in the enhancement of self-esteem, self efficacy and general wellbeing.   

NEED FOR THE STUDY 


 Accident is a traumatic experience causing intense pain and insomnia.                                  It is estimated that about 70-75% of the victims experience pain and insomnia after the accident(Texas Medical Association, 2007).The pain caused due to accident is the major cause for sleeplessness. The accident victims are also affected psychologically. Negative emotions such as fear, anxiety, worry and depression are experienced by many of them. In short, their physical, psychological, social and financial states are all affected. Hence, it is important to provide counselling and psychotherapy along with proper medical treatment to the accident victims. Unfortunately, in India, many of the hospitals give only medical treatment. Earlier researches applying Positive Therapy have proved its efficacy in the management of pain and insomnia in various samples. Hence, the aim of the present study is to help selected accident victims manage their pain and insomnia through Positive Therapy. 
REVIEW OF LITERATURE

The literature pertaining to the study, ‘Management of pain and insomnia in accident victims through Positive Therapy’ has been reviewed and categorized under the following headings:

· Risk Factors of Accidents 

· Psychological Effects of Accidents

· Pain In Accident Victims

· Chronic Pain, Insomnia and Post-traumatic Stress in accident victims
· Positive Therapy And Pain
· Positive Therapy And Insomnia 
RISK FACTORS OF ACCIDENTS 

Lai et al (2008) examined the risk factors contributing to the mortality burden due to road traffic accidents (RTA) in Taiwan. RTA deaths (3,234 males/1,160 females) in vital registration data and the deaths (2,918 males/1,063 females) in the Linked Database were used as the sample. YLL and YLL rate were the measurement used. Results obtained were YLL rates for 15-29 year olds were the highest for Taiwan and the surrounding region, The YLL rate was remarkably high in the first 2 years of the legal motorcycle licensing age for males riding motorcycles and The YLL rates were usually higher during the day but were higher for young males at night. Overall, the YLL rates were higher when multiple vehicles were involved and for motorcycles with large engines; however, the rate was higher for motorcycles with small engines for the older female group. Therefore, the burden due to premature mortality in RTA showed gender disparities and varied by age among personal, environment, and structure factors.  

Speed and Accident


Derry et al (2007) conducted a study on vehicular speeds. The main aim of the study was to establish two major speed parameters, namely the mean speed and dispersion, and their implications for more extensive and long-term speed monitoring in Ghana. Research workers stationed themselves in a parked car and used a radar gun to unobtrusively measure the travelling speeds of 4,163 vehicles over two 24-hour periods at two separate sites on one of the main inter-urban roads (Accra-Kumasi). Both sites were settled areas with posted speed limit of 50 km/hr. Results. Over 95% of vehicles travelled above the posted speed limit of 50 km/hr. Vehicles on an average travelled at 87 km/hr, (95% CI = 87, 88). In conclusion, the excessive vehicular speeds coupled with the wide speed variations explain in part the high incidence of traffic crashes and fatalities on the Accra-Kumasi highway. Further, long-term measure for the reduction of speed-related road traffic crashes, fatalities, and injuries in Ghana should be carried out.

Alcohol and Accidents

Impairment is the result of unpredictable genetic variation, coexisting disease or drug interaction and is modified by hepatic metabolism. Marks et al (2007) reported that the introduction of alcohol tsars and alcohol health workers in trauma centre would capitalize on the 'teachable moment' (when the conceptual link between drinking and its consequences can be demonstrated at a time when the consequences are obvious) to prevent recurring injuries and to lower alcohol intake. Accident fatalities have reached a plateau and the only way of reducing them further is to lower the European legal limit of blood alcohol concentration to a harmonised 50 mg/100 ml.

PSYCHOLOGICAL EFFECTS OF ACCIDENTS


The purpose of this study by Jennifer, (2003) was to investigate if drivers that reported being a Motor Vehicle Accident (MVA) would report greater psychological and physical reactions than drivers not being in an accident.  The study was conducted by using 124 drivers.  The results, using MANOVA, showed the drivers that reported being in a MVA within the past five years reported significantly greater fears for personal safety, worries about driving stress, exhaustion, head ache, sleeplessness and disproportional negative physical symptoms than did drivers not being in a MVA.  Female MVA victims reported greater personal safety concerns and disproportionate negative physical symptoms than did the male drivers.


Fifty victims of recent motor vehicle accidents (MVAs), who had sought medical attention after their accidents, were assessed for possible psychological morbidity as a result of the accident by Markenson (1998). Forty ages, gender-matched controls were also assessed with the same instruments.  Forty-Six percent of the MVA victims met the criteria for current post-traumatic stress disorders (PTSD) as a result of the accident while 20% showed a sub-syndromal version (the reexperiencing symptom cluster plus either the avoidance/numbing cluster or the over-arousal cluster) or PTSD.  Although all MVA victims showed some form of driving reluctance, only 1% met the criteria for driving phobia.  Forty-eight percent of MVA victims who met the criteria for current PTSD also met the criteria for current major depression.  Significantly more current MVA-PTSD s had suffered previous major depressive episodes.

The article by Shilony et al (2007) reviews current research on acute stress disorder (ASD) and post traumatic stress disorder (PTSD) resulting from pediatric simple (i.e. single, unpredictable and unintentional) physical injury and how pain may acts both a trigger and a coexisting symptom.  Although several studies have explored predictors of ASD and PTSD, as well as the relationship between these conditions in adults, there is less research on ASD and PTSD in children and adolescents.  This review highlights the importance of early detection of pain and acute stress symptoms resulting from pediatric unintentional physical injury in the hopes of preventing long-term negative outcomes, such as the potential development of PTSD and associated academic, social and psychological problems.

Russell (2006), examined whether patients with post traumatic stress disorder (PTSD) related to motor vehicle accidents (MVAs) would show an abnormal pattern of electro encephalographic (EEG) alpha asymmetries, which has been proposed for particular type of anxiety.  Patients with PTSD (n=22) or subsyndromal PTSD (n=21), traumatized controls without PTSD (non-PTSD) with MVA; n=21) and healthy controls without MVA (n=23) underwent measurement of EEG activity during baseline and exposure to a neutral, a positive, a negative, and an accident-related picture.  Differences in brain asymmetry between groups were observed only during exposure to trauma-related material.  PTSD and subsyndromal PTSD patients showed a pattern of enhanced right anterior and posterior activation, whereas non-PTSD with MVA participants showed the opposite pattern.  Furthermore, Posterior symmetry in nontraumatized healthy controls varied with gender, with female participants showing a pattern of higher right posterior activation.  The results support the hypothesis that symptomatic MVA survivors are characterized by a pattern of right hemisphere activation that is associated with anxious arousal and symptoms of PTSD during processing of trauma-specific information.

Few Road Traffic Accident (RTA) victims have their psychological needs attended to in hospital or afterwards. Smith et al (2007) conducted a small-scale preliminary investigation exclusively focusing on the prevalence of poor psychological morbidity following minor road traffic accidents (RTAs). Participants (N = 50) completed assessments one-month after their minor RTA and (N = 39) at 4-months follow-up. The identification of clinically significant anxiety, depression and posttraumatic stress disorder (PTSD) in this minor RTA sample explains that seven (14%) participants at baseline and five (12.8%) at follow-up met diagnostic criteria for PTSD. The clinical implications for identifying and meeting the psychological needs of minor RTA victims are discussed in the context of cognitive behavioural conceptualizations of mental disorder. 

PAIN IN ACCIDENT VICTIMS

Whiplash, a common injury following motor vehicle crashes, is associated with high costs and a prognosis that is variable and difficult to predict. Samy et al (2007) studied the profile of recovery from whiplash and assessed whether presenting signs and symptoms directly after the crash were predictive of whiplash prognosis. A population-based incident cohort of all 2627 individuals who sustained a whiplash injury resulting from a motor vehicle crash in the province of Québec, Canada, in 1987, were taken as the sample and follow-up of these patients for 7 years was done. The data on signs and symptoms were obtained from the medical charts kept by the universal automobile insurance plan (Société de l'assurance automobile du Québec), which covers all 7 million residents of the province, while data on the outcome - the recovery time from whiplash - was obtained from their databases. The median recovery time was 32 days and 12% of subjects had still not recovered after 6 months. The signs and symptoms that were found to be independently associated with a slower recovery from whiplash, besides female gender and older age, are neck pain on palpation, muscle pain, pain or numbness radiating from the neck to arms, hands or shoulders, and headache. Together, these factors in older females (age 60) predicted a median recovery time of 262 days, compared with 17 days for younger males (age 20) who do not have this profile. In contrast, using a classification of injury severity previously proposed by the Québec Whiplash Associated Disorders Task Force, the median recovery time varied from 17 to 123 days. The results suggest that whiplash patients presenting with several specific musculoskeletal and neurological signs and symptoms will have a longer recovery period. These patients can easily be identified and closely monitored and targeted for the evaluation of early intervention programmes aimed at managing whiplash patients with a poor prognosis

The study by Beck et al (2003) explored differences among pain patients classified as Dysfunctional, Interpersonally Distressed, and Adaptive Copers on the Multidimensional Pain Inventory with respect to PTSD symptomatology, anxiety, and depression. Eighty-five patients with pain complaints who had experienced a serious motor vehicle accident (MVA) were classified into these three pain coping categories and assessed using clinician and self-report measures. Results indicated that patients classified as Adaptive Copers (n = 24) showed less PTSD symptomatology, anxiety, and depressed mood, relative to individuals classified as Dysfunctional (n = 36) and as Interpersonally Distressed (n = 25), who did not differ on these dimensions. Emotional responses during the accident (fear, helplessness, danger, perceived control, and certainty that one would die) did not differentiate the groups. Pain profiles contributed to the prediction of self-reported PTSD symptoms, controlling for state anxiety. These data suggest that pain patients with both Dysfunctional and Interpersonally Distressed coping profiles are at elevated risk for a range of post-trauma problems following a serious MVA. 

CHRONIC PAIN, INSOMNIA AND PTSD IN ACCIDENT VICTIMS 
The purpose of the study by Duckworth (2005) was to evaluate differences in physical injury and impairment, psychological distress, and pain coping strategies in litigating chronic pain patients low and high in motor vehicle accident-related posttraumatic stress symptoms. A total of 160 consecutive chronic pain patients referred for psychological-legal assessment underwent semi-structured interview and testing. The testing battery included the Minnesota Multiphase Personality Inventory-2, the Multidimensional Pain Inventory, the Sickness Impact Profile, and the Coping Strategies Questionnaire. Using the sample-specific median split of 18 posttraumatic stress symptoms on the Minnesota Multiphase Personality Inventory-2 Posttraumatic Stress Disorder scale, chronic pain patients were categorized as evidencing low or high levels of posttraumatic stress symptoms. The findings indicate that participants evidencing high posttraumatic stress symptoms had more physical impairment, psychological distress, and maladaptive pain coping strategies and were more likely to be treated with antidepressants, other medications and psychological management than participants evidencing low posttraumatic stress symptoms. A discriminate function analysis was performed using the full combination of physical injury and impairment, psychological distress, and pain coping variables in the prediction of posttraumatic stress symptom-defined group membership. The resulting discriminant function accounted for 61% of the between-group variance and correctly classified 92% of participants who were low in posttraumatic stress symptoms and 88% of participants who were high in posttraumatic stress symptoms. Results prove that chronic pain and posttraumatic stress symptoms in litigating motor vehicle accident victims are associated with increased physical and psychological morbidity.

Gillies et al (2007) conducted a survey on 100 patients hospitalized with severe MVA injuries were surveyed within 1 month after the MVA and 6 months later.  In the first survey, the Acute Stress Disorder Interview was administered using an Interview Schedule.  In the second survey a structured clinical interview via telephone was conducted.  The results showed the prevalence of ASD and PTSD was 9% and 8.5% respectively.  Three predictive factors for PTSD were identified through multiple logistic analyses: ASD-Positive, pressure of persistent physical disability and physical injury severity.  Thus, even among severely injured MVA survivors, most acute stress symptoms subside overtime.  However, having ASD or partial ASD in the early stage and the presence of physical disability as an after-effect are strong predictive factors for PTSD.  These findings validate the importance of evidence-based intervention for ASD to forestall PTSD.


POSITIVE THERAPY AND PAIN


Sukirtha Sri Sakthi and Gayatri Devi (2007), in their research on, ‘Management of pain in female textile workers through Positive Therapy’, on 32 sample in the age range of 20-35 years, found a ‘High’ level of pain in the entire sample, which reduced to ‘Low’ level after the administration Positive Therapy for 4 sessions in 2 weeks.
Charannya and Natesan (2006) conducted a study on, ‘Management of pain in arthritis patients through Positive Therapy’. From Rex Ortho Hospital, Coimbatore, 30 arthritis patients were selected by purposive sampling. They were assessed using Patient Pain Questionnaire (Betty R. Ferrell, 1998). Positive Therapy was given to the sample for 6 sessions in 2 weeks. After 2 weeks, they were retested using Patient Pain Questionnaire. Initially, most of the patients had high level of pain. After the administration of Positive Therapy, there was a reduction in their level of pain. Initially, the mean pain of the sample was ‘High’  (M= 36.5). But after Positive Therapy, the mean pain had come down to ‘Low’ level (M= 18.17).

The study by Namratha and Gayatri Devi (2006) on ‘Management of pain in spinal cord injured patients through Positive Therapy’ on 32 subjects in the age range of 15-35 years found that 60% the sample had ‘High’/ ‘Very High’ pain initially. But after Positive Therapy for 5 sessions in a week, 91% had ‘Very Low’/ ‘Low’ pain.

The research on, ‘Management of pain and depression in institutionalized geriatrics through Positive Therapy’ was carried out by Venkateswari and Rohini (2006). Forty-one subjects (20 male and 21 female) in the age range of 60-80 years, from Coimbatore district Welfare Association, an institution for senior citizens served as the sample. The tools used were Geriatric Depression Scale (Lenore Kurlowicz, 1997), P.P.Q. (Betty, R. Ferrell, 1998) and a Case Study Schedule (Hemalatha Natesan, 2005). Results revealed that, 66% had ‘High’ degree of pain and ‘High’ level of depression and 34% had ‘Moderate’ degree of pain and ‘Moderate’ level of depression. After Positive Therapy for 5 sessions on consecutive days, 71% had ‘Low’ degree of pain and 29% had ‘Moderate’ degree of pain; 32% had ‘Low’ level of depression and 68% had    ‘Moderate’ level of depression.


Praveena and Natesan (2004) conducted a study on the ‘Management of pain through Positive Therapy’ on 30 patients in the age range of 27-75 years, with different types of pain, from Arya Vaidyasala Pharmacy, Coimbatore, Tamil Nadu. The results revealed that, after the administration of Positive Therapy for 7 sessions in 3 weeks, the mean pain of the subjects reduced from 114 to 81.50.

A study on, ‘Management of Pain during menstruation in University students through Positive Therapy’ was done by Preetha and Natesan (2004). From Avinashilingam Deemed University, Coimbatore, 50 post-graduate students, in the age range of 21-23 years, residing in the hostel served as the sample. A Case Study Schedule (Hemalatha Natesan, 1999), P.P.Q. (Betty, R. Ferrell, 1998) and WHO General Well-being Index, were the tools used. The entire sample had stomach ache, 62% had backache and 50% had headache. Positive Therapy was provided twice a week for four weeks. Two sessions were given per day, one in the morning and one in the evening. After four weeks, they were re-assessed using the same tools. Results revealed that 72% had intense pain before treatment and 50% had low general well being. After Positive Therapy, there was a significant reduction in the percentage of subjects with intense pain. More than half of the subjects developed ‘High’/ ‘Very High’ General Well-being. 

Sridevi and Natesan (2000) conducted a study with the objective of ‘Assessment and Management of Pain’ on 60 patients (38 female and 22 male) in the age range of 35-60 years A Case Study Schedule (Hemalatha Natesan, 1999), P.P.Q. (Betty, R. Ferrell, 1998) were used to collect the data. The psychological intervention based on Cognitive Behavioural approach involving Rationale Emotive Therapy, Cognitive Restructuring, Relaxation Training and Autosuggestion was applied. The treatment was given for six sessions spread over for six weeks. Audiocassettes were given to the subjects to practice Relaxation Training with Autosuggestion for all days for six weeks. Re-assessment after six weeks revealed a statistically significant reduction in the mean pain of the sample from 116 before Positive Therapy to 12 after Positive Therapy.

POSITIVE THERAPY AND INSOMNIA


Praveena and Natesan (2005) conducted a study on ‘Management of insomnia and anxiety through Positive Therapy’ on 50 patients with insomnia (20 men and 30 women) between 18 to 75 years. A Case Study Schedule (Hemalatha Natesan, 2003), Insomnia Inventory (London Sleep Center, 2004) and M.A.I (Hemalatha Natesan and Nandini Menon, 2000) were used to collect the data. Positive Therapy was given to the in-patients for one hour per session daily for five sessions. For outpatients, it was given thrice a week for five sessions. Initially, 66% had ‘High’ level of insomnia and 34% had ‘Moderate’ level. After Positive Therapy 72% had ‘Low’ level of insomnia and only 8% had ‘High’ level of insomnia: the remaining 20% had ‘Moderate’ level of insomnia. Initially 70% of the sample had ‘High’ anxiety and 30% had ‘Very High’. But after Positive Therapy, 40% had ‘Low’ anxiety, 50% had ‘Moderate’, 8% had ‘High’ and only 2% had ‘Very High’ anxiety.
METHODOLOGY

The study on, ‘Management of pain and insomnia in accident victims through           Positive Therapy’ involved the following steps:

· Objectives

· Research questions

· Null hypotheses

· Area

· Sample

· Tools

· Procedure

· Analysis of data

OBJECTIVES

· To identify the negative emotions of the selected accident victims.

· To identify the symptoms of the sample.

· To assess the level of pain in the sample.

· To study the effect of Positive Therapy in the management of pain in the sample 

· To assess the level of insomnia in the sample.

· To study the effect of Positive Therapy in the management insomnia in the sample 

· To identify the good health habits and the poor health habits of the sample.

RESEARCH QUESTIONS

· What are the negative emotions of accident victims?

· What are the symptoms experienced by accident victims?

· What is the level of pain in the selected accident victims?

· Does Positive Therapy helps in the management of pain in the sample?

· What is the level of insomnia in the sample?

· Does Positive Therapy helps in the management of insomnia in the sample?

· What are the good and poor health habits of the sample?

NULL HYPOTHESIS
· There are no negative emotions in the Accident Victims

· There are no symptoms in the Accident Victims 

· Accident Victims do not have pain

· Positive Therapy has no effect in the management of pain in the Accident Victims

· Accident Victims do not have insomnia

· Positive Therapy has no effect in the management of insomnia in the Accident Victims

· Accident Victims do not have poor health habits

AREA


Ganga Hospital, Coimbatore, Tamil Nadu, was selected to conduct the study. The reasons for selecting this hospital were:

· Easy accessibility.

· Permission and facilities provided by the hospital to conduct the action research.

· Availability of the sample for the study.

SAMPLE

From Ganga hospital,
45 accident victims were selected as the sample. The sample included 39 male and 6 female. The age range was 10 – 65 years.

TOOLS


Case Study Schedule (Hemalatha Natesan, 2007) (Annexure I) was used to collect the required information of the sample, including their personal background, negative emotions, symptoms, good and poor health habits.


P.P.Q (Patient Pain Questionnaire, Betty R. Ferrell, 1998) (Annexure II) was used to assess the level of pain in the sample. The Questionnaire consists of 7questions. Each question has the range score of 0 to 10, in such a way that 0 is the most positive outcome and 10 is the most negative outcome. Greater the score, greater the pain and vice versa. 

Insomnia Inventory (London Sleep Centre, 2004) (Annexure III) was used to assess the level of insomnia in accident victims. The inventory consists of 10 items. There are two possible responses to each item ‘True’ or ‘False’. The respondents are asked to () any one of the two options, which applies to them. There is no time limit. But the subjects are asked to respond as quickly as possible. In this inventory, if the sample scored more than 3 ‘True’ for the statements, then the subjects showed symptoms of insomnia.

PROCEDURE


From Ganga Hospital, Coimbatore, Tamil Nadu, 45 accident victims were selected 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 (Kothari, 2004). The subjects were in the age range of 10 to 65 years.


Case Study Schedule (Hemalatha Natesan, 2007), P.P.Q (Betty R. Ferrell, 1998) and Insomnia Inventory (London Sleep Centre, 2004) were administered on the entire sample.

TREATMENT- POSITIVE THERAPY
Positive Therapy (Hemalatha Natesan, 2004) is a package combining the Eastern techniques based on Yoga and Western techniques based on Cognitive Behaviour Therapy. It helps a person develop positive attitude towards oneself, life and others. It helps in the management of pain and negative emotions. It also improves the sleep. Positive Therapy has four strategies:

· Relaxation Therapy

· Counselling

· Exercises and

· Behavioural Assignments

Relaxation Therapy


Relaxation Therapy ensures a positive state and helps people develop physical and mental relaxation. In the counselling sessions, subjects respond better to therapy, when they are in a relaxed state. Hence, Relaxation Therapy was given as the first strategy in Positive Therapy. Relaxation therapy consists of three steps:

· Deep Breathing practice

· Relaxation training and

· Auto Suggestion 

Deep Breathing Practice

Deep breathing helps a person to relax his brain and body by changing his/her breathing pattern from short shallow breaths to deeper, longer breaths. Though ‘Deep breathing practice’ is given in sitting posture in Positive Therapy, in this research, as the subjects were accident victims, they were asked to lie down on the bed, with head straight, hands on the sides with palms facing upwards, legs stretched with feet one foot apart. They were asked not to tense any part of the body like chest, neck and shoulders, while breathing in or breathing out. He/she was instructed to breathe in slowly for 4 counts (4 seconds) and breathe out gradually for 6 counts (6 seconds). This was repeated 5 times with the subject’s eyes open and 5 times with the eyes closed. 

Relaxation Training

Relaxation training helps to relax the whole body and brain and it facilitates sound sleep. It helps to inculcate healthy personality traits such as courage, confidence and positive thinking. After ‘Deep Breathing Practice’, ‘Relaxation Training’ was given in the same lying down posture. 

The subject was asked to concentrate on the top of the head and the following instructions were given, “Breathe in slowly … breathe out… Top of the head… Relax…” This was repeated 3 times, followed by the suggestion, “Now the top of the head is light and relaxed. No pain, no tension, no stress, no worries, no fears. Top of the head is light and completely relaxed. Breathe in slowly …… breathe out gradually”.

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

· Back of the head

· Forehead

· Eyes

· Mouth

· Neck and Shoulders

· Back

· Chest

· Stomach

· Hands and Legs

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

· Inhale Positive Thoughts. Breathe out negative and useless thoughts from the body.

· Inhale Good Health.  Breathe out all the aches, pains and sicknesses from the 
body.

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

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

· Inhale Courage and Confidence. Breathe out all the fears from the body.

· Inhale Success. Breathe out all the failures and fears of failures from the body.

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

Auto Suggestion

The subject was 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 anything; God is with me.

I am bold and confident.

I can face my problems boldly and solve them successfully.

The treatment is effective in curing my pain 

I don’t have pain.

I will have sound sleep.

I will be able to walk as before.

I will be able to work effectively as before.

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

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

COUNSELLING

In Positive Therapy, counselling involves the following techniques

· Rational Emotive Therapy

· Thought Stopping

· Symptom Stopping

· Cognitive Restructuring

· Assertiveness Training

In this research, ‘Individual Counselling’ involving Rational Emotive Therapy, Thought Stopping and Cognitive Restructuring were applied.

Rational Emotive Therapy

The patients’ perception about their problem and physical disability influence their pain perception and response to treatment. These, in turn, may lead to irrational beliefs. Hence, to begin with, the irrational beliefs of the subjects were identified. The most common irrational beliefs were as follows: 

· I am a burden to my family

· I will be bed-ridden forever

· My pain will not subside

· I am not healthy  

· I cannot sleep 

Appealing to their reason and making them understand that they were not a burden to their family and their family members do like them removed these irrational beliefs. To remove their irrational belief that they will be bed ridden, they were given instances of people who had worse problems but were leading a normal life, due to modern treatment. All these helped them develop positive, realistic and healthy attitude towards themselves, others and life. 

Thought Stopping

This technique helps to identify unproductive, debilitating and self-defeating thoughts and removes them. The subjects were asked to tell out their recurring, negative thoughts. The most common negative thoughts were as follows:

“Pain is intolerable”

“I will not recover”    

“I feel like dying because of pain”                                                                                                                                                                                                                                                                                                        “I can’t do any work as before”                                                                                             

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

Cognitive Restructuring

This helps the subjects to replace negative cognitions with positive self- enhancing thoughts as shown below:

“I can tolerate the pain”

“I will recover soon”

“I will live healthily”

 
“I will be able to do my work as effectively as before”


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

BEHAVIOURAL ASSIGNMENTS


All the subjects were given the following Behavioural Assignments to help them lead a healthy life.

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

· Have positive attitude towards self, life and others.

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

· Involve in some activity and enjoy it. 

· Eat and sleep well.

· Face the problems boldly and solve them successfully.  

· Enjoy the company of your family members and friends.

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

· Have some physical exercise such as, walking / yoga, as advised by the physician. 

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

· Listen to music.

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

· Have faith and confidence in the treatment.

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

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

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

· Have faith in God.

DURATION OF THE THERAPY

Positive therapy was given individually for one hour per session. Each subject was given Positive Therapy for five days in a week. On the whole, 5 sessions were given. 

RE-ASSESSMENT

After Positive Therapy, all the subjects were re-assessed using the Case Study Re-assessment Schedule, Patient Pain Questionnaire and Insomnia Inventory. 

EXPERIMENTAL DESIGN

The experimental design is ‘Assessment before and after treatment without a control group’ (Kothari, 2004). A single test group (accident victims) was selected and the dependent variables (pain and insomnia) were measured before the introduction of the treatment (Positive Therapy).  The treatment was then introduced and the dependent variables were measured again after the treatment. The design is presented below:

	
	Time Period I
	Treatment
	Time Period II

	Test Areas
	Level of phenomenon before treatment

 Pain (A)

Insomnia (X)
	Positive Therapy


	Level of phenomenon after treatment

Pain (B)

Insomnia (Y)


Analysis of Data

The data will be analyzed statistically on the basis of the following: 

· Percentage of subjects having negative emotions before and after Positive Therapy

· Percentage of subjects having symptoms before and after Positive Therapy

· Areas of pain of the sample in percentages

· Percentage of subjects under different levels of pain

· Significance of difference between mean pain before and after Positive Therapy

· Percentage of subjects under different levels of insomnia

· Significance of difference between mean insomnia before and after Positive Therapy

· Percentage of subjects with good health habits and poor health habits

· RESULTS AND DISCUSSION

· A study on ‘Management of pain and insomnia in accident victims through Positive Therapy’ was conducted in Ganga Hospital, Coimbatore. Forty five patients with a history of RTA (Road traffic Accident) constituted the sample. They were screened using Case Study Schedule (Hemalatha Natesan, 2007), P.P.Q (Patient Pain Questionnaire, Betty R. Ferrell, 1998) and Insomnia Inventory (London Sleep Centre, 2004). 

· The subjects were given the psychological intervention called ‘Positive Therapy’ for five sessions on consecutive days in a week. After one week, all the subjects were re-assessed using Case Study Re-assessment Schedule), P.P.Q (Patient Pain Questionnaire) and Insomnia Inventory. The results of the study are analyzed, tabulated and discussed.  

TABLE I

· NEGATIVE EMOTIONS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY

· 









N = 45
	S.No.
	Negative Emotions
	Before Positive Therapy
	After Positive Therapy

	
	
	N
	%
	N
	%

	1
	Fear
	31
	69
	8
	18

	2
	Worry
	27
	60
	19
	42

	3
	Anxiety
	25
	56
	3
	7

	4
	Anger
	9
	20
	0
	0


· (Percentages are rounded off)

· People generally have both positive and negative emotions. But specifically, the victims of accidents are identified with negative emotions due to their illness, general weakness and dependability caused due to accidents. Table I shows that the percentage of sample having negative emotions before Positive Therapy was high. Majority of the sample had fear (69%), worry (60%) and anxiety (56%). Anger was present in 20% of the sample.

· The negative emotions were mainly due to their negative thoughts such as, 

· “I will not recover soon” 

· “I feel like dying because of pain”                                                                                                                                                                                                                                                                                                  “I can’t do any work as before” 

·  

After undergoing Positive Therapy, the subjects were able to gain control over their emotions. Relaxation Therapy, which consists of Deep Breathing Practice, Relaxation Training and Autosuggestion helped the patients relax and develop a positive attitude towards their life, by instilling positive personality traits, such as, courage, confidence, cheerfulness and optimism and by removing negative traits like pessimism, low self-esteem, self-pity etc. Appealing to their reason, applying Rational Emotive Therapy, refuted their irrational thoughts.  Thought Stopping and Cognitive Restructuring helped to replace their negative thoughts, which led to negative emotions, with positive thoughts.
· All these, resulted in a reduction in the percentage of subjects reporting negative emotions after Positive Therapy. Fear was experienced only by 18% and anxiety by 7%. Unfortunately, many of the samples continued to have worry (42%), probably due to economic burden of the treatment and loss of pay because of their long absence to work. None of them had anger after Positive Therapy.


FIGURE I

· NEGATIVE EMOTIONS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE II

· SYMPTOMS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY

·    










N = 45

	S. No.
	Symptoms
	Before Positive Therapy
	After Positive Therapy

	
	
	N
	%
	N
	%

	1
	High Pain
	45
	100
	0
	0

	2
	Sleep disturbances
	37
	82
	1
	2

	3
	General Weakness
	34
	75
	25
	56

	4
	Fatigue
	33
	73
	23
	51

	5
	Restlessness
	18
	40
	1
	2

	6
	Stiffness
	13
	29
	1
	2

	7
	Swelling of Hands/ Legs
	12
	27
	0
	0

	8
	Irritability
	8
	18
	0
	0


· (Percentages are rounded off)

· Accident victims suffer from a number of symptoms. Table II shows that the entire sample suffered from pain due to the injury. Sleep is one of the basic needs, which is very important for good health. But due to high pain, most of the sample also suffered from sleep disturbances (82%).  Inability to eat food as before resulted in general weakness and fatigue in most of the sample ((75% and (73%) respectively). Stiffness (29%) and swelling of hands/legs (27%) were due to the injury. Restlessness (40%) and irritability (18%) were due to their feelings of helplessness and hopelessness. 

· After Positive Therapy, there was a great reduction in their symptoms. It is amazing to find that none of the subjects had high pain, swelling, and irritability. Sleep disturbance, restlessness and stiffness were reported only by 2% of the sample. But general weakness and fatigue were still experienced by many of the sample (56% and 51% respectively) as they were still on drips and drugs. Above results prove that there is a drastic reduction in the symptoms experienced by the selected accident victims after the intervention of Positive Therapy. 



· FIGURE II

· SYMPTOMS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE III

· AREAS OF PAIN OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY

· N = 45

	S.No.
	Symptoms
	Before Positive Therapy
	After Positive Therapy

	
	
	N
	%
	N
	%

	1
	Hands
	23
	51
	20
	44

	2
	Back
	19
	42
	2
	4

	3
	Legs
	17
	38
	10
	22

	4
	Neck
	3
	7
	0
	0


· (Percentages are rounded off)

· All the subjects of this study were suffering from severe pain in different parts of their bodies due to accident. Table III shows that majority of the subjects suffered from intense pain in hands (51%). Pain in low back and legs were found to be present in many of the sample (42% and 38% respectively). Pain in neck was reported by 7% of the sample. 

· Proper medication along with Positive Therapy had proved to be very effective in managing pain. After Positive Therapy, there was a reduction in the percentage of sample reporting pain. Only 4% had backache. None of them had pain in the neck (0%). Anyway, pain in hands and legs were reported by 44% and 22% respectively, probably due to the injury, which had not healed completely.

· Yeung et al (2003) had found that the combination of electro-acupuncture and back exercise might be an effective option in the treatment of pain and disability, associated with chronic low back pain. 



· FIGURE III

· AREAS OF PAIN OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE IV

· LEVEL OF PAIN OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY

· N= 45
	S. No.
	Level of Pain
	Before Positive Therapy
	After Positive Therapy

	
	
	N
	%
	N
	%

	1
	Very High
	1
	2
	0
	0

	2
	High
	41
	91
	0
	0

	3
	Average
	3
	7
	0
	0

	4
	Low
	0
	0
	35
	78

	5
	Very Low
	0
	0
	10
	22


·  (Percentages are rounded off)

· Pain is subjective in nature. To the same stimulus, some people may report feeling very little pain while others may find the pain to be excruciating and unbearable. Table IV shows the level of pain experienced by the sample. Initially, most of the sample had ‘High’/ ‘Very High’ pain (91% and 2% respectively). Only 7% had ‘Average’ pain and none of them had ‘Low’/ ‘Very Low’ pain. This was due to the negative perception of the accident victims, their stress and trauma of the accident and their subjective negative feeling towards the pain. 

· It is highly gratifying to find that after Positive Therapy, none of the subjects had ‘High’, ‘Very High’ or even ‘Average’ pain. Most of them (78%) had ‘Low’ pain and the remaining (22%) had ‘Very Low’ pain.
· Positive Therapy aimed at modifying their perception. Change in perception brought about change in cognition, which helped to lower the pain perception. Further, Relaxation Therapy, which is the first strategy in Positive Therapy, is a stress management technique. It helped the patients relax their brain, body and muscles, which enabled to minimize their aches and pain. One reason for this is that muscle tension causes pain whereas relaxation helps to relax the muscles, thereby relieving the pain. The other scientific fact is that opioids, which are natural painkillers secreted in the body, are released in the relaxed state (Sarason, 2005). So, all these, together, have helped in the management of pain of the sample to a great extent. 
· FIGURE IV

· LEVEL OF PAIN OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE V

· SIGNIFICANCE OF DIFFERENCE BETWEEN MEAN PAIN OF THE SAMPLE BEFORE AND AFTER POSITIVE THERAPY

·  N = 45

	Treatment Condition
	N
	Mean
	SD
	CR

	Before Positive Therapy
	45
	47.30
	3.15
	52.08*

	After Positive Therapy
	45
	16.05
	2.52
	


·         (* Significant at 0.01 level)

· Table V indicates that the mean pain before treatment (47.30) was ‘High’ when compared to the mean pain after treatment (16.05), which is ‘Low’. The mean difference is statistically significant at 0.01 level. The drastic reduction in mean pain clearly proves the efficacy ‘Positive Therapy’. Proper medication combined with Positive Therapy proved to be very effective in the management of pain in these accident victims. Positive Therapy helped them to respond better to medical treatment. 

· Similar results were found by Sridevi and Natesan (2000) in their study on ‘Assessment and management of pain’ on patients suffering from intense pain. 
· GURE V

· MEAN PAIN OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE VI

· LEVEL OF INSOMNIA OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY

·          N = 45

	S.No.
	Level of Insomnia
	Before Positive Therapy
	After Positive Therapy

	
	
	N
	%
	N
	%

	1
	Very High 
	7
	16
	--
	--

	2
	High 
	32
	71
	--
	--

	3
	Moderate
	6
	13
	--
	--

	4
	Low 
	--
	--
	45
	100


· (Percentages are rounded off)

· According to the Insomnia Inventory (London Sleep Centre, 2004), greater the score, greater the insomnia level. Table VI shows that before the treatment, the level of insomnia was ‘High’/ ‘Very High’ in most of the sample (71% and 16% respectively). This is due to the experience of pain and recurring negative thoughts about the accident and their future. 

· After the administration of Positive Therapy, it was wonderful to find that the entire sample had only ‘Low’ level of insomnia. Relaxation Therapy helped to relax the brain and body, favouring sound, uninterrupted sleep. Rational Emotive Therapy and Thought Stopping removed their recurring negative thoughts, which disturbed their sleep. Cognitive Restructuring helped in instilling positive thoughts such as,

· 
· ‘I can bear the pain’ 

· ‘The pain is reducing day by day’  

· ‘I am getting better and better’ 

· ‘I can sleep well’

· All these helped in modifying the patients’ perception of their experience of pain, their attitude towards themselves, others and life. The change in their total perception helped to create a positive outlook, which boosted their self-confidence. Thus, Positive Therapy helped in lowering the level of insomnia in the sample from ‘High’ to ‘Low’. 

FIGURE VI

· LEVEL OF INSOMNIA OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE VII

· SIGNIFICANCE OF DIFFERENCE BETWEEN MEAN INSOMNIA OF THE SAMPLE BEFORE AND AFTER POSITIVE THERAPY

·        N = 45

	Treatment Condition
	N
	Mean
	SD
	CR

	Before Positive Therapy
	45
	60.80
	9.53
	28.12*

	After Positive Therapy
	45
	17.22
	4.12
	


·  






     (* Significant at 0.01 level)

· Table VII indicates that the mean insomnia before treatment (60.80) was ‘Very High’ when compared to the mean insomnia after treatment (17.22), which is ‘Very Low’. The mean difference is statistically significant at 0.01 level. The drastic reduction in mean insomnia clearly proves the efficacy of ‘Positive Therapy’ in the management of insomnia in selected accident victims.

· Adachi et al (2002) conducted a study on Behavioural Treatment for chronic insomnia patients. Behavioural Therapy consisting of relaxation, stimulus control, sleep restriction, cognitive restructuring and sleep hygiene education produced reliable and durable changes in total sleep time ad duration of awakening. The results also revealed that post treatment effect of behavioural therapy was equal to that of hypnotic therapy and that these effects were maintained for 6 months on follow up assessment.

· A study was conducted by Edinger et al (2001) on the effectiveness of Cognitive Behaviour Therapy for the treatment of chronic primary insomnia. Seventy-five adults with chronic primary sleep maintain insomnia was randomly assigned to Cognitive Behaviour Therapy such as sleep education, stimulus control, timing bed restrictions and Progressive Muscle Relaxation Training. The results indicated that cognitive behavioural therapy produced large improvement across the majority of outcome measures than placebo treatment.


FIGURE VII
· MEAN INSOMNIA OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE VIII

· GOOD HEALTH HABITS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY

· N = 45
	S.No.
	Good Health Habits
	Before Positive Therapy
	After Positive Therapy

	
	
	N
	%
	N
	%

	1
	Diet
	27
	60
	45
	100

	2
	Walking/Jogging
	23
	51
	23
	51

	3
	Exercise/Yoga
	5
	11
	6
	13

	4
	Relaxation/ Meditation
	2
	4
	45
	100


· (Percentages are rounded off)

· As the saying goes ‘Health is wealth’, one has to take proper care of one’s health through diet, walking/jogging, exercise/yoga, relaxation/meditation etc. The good habits of the sample as shown in Table VIII reveal that initially, only 60% maintained proper diet, 51% had the habit of walking/jogging. Very low percentage was found for exercise/yoga and relaxation/meditation. This is mainly due to reasons like ignorance, laziness, time constraint, lack of interest etc. Through Counselling, the sample was made to understand the importance good health habits, which resulted in an enormous increase in the percentage of sample following diet (100%) and relaxation/meditation (100%).


· FIGURE VIII

· GOOD HEALTH HABITS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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· TABLE IX

· POOR HEALTH HABITS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
· N = 45

	S.No.
	Poor Health Habits
	Before Positive Therapy
	After Positive Therapy

	
	
	N
	%
	N
	%

	1
	Less than 7 hours of sleep
	29
	64
	--
	--

	2
	Missing breakfast
	16
	36
	--
	--

	3
	Excessive coffee consumption
	10
	22
	9
	20

	4
	Smoking
	9
	20
	8
	18

	5
	Lack of physical activity
	9
	20
	2
	4


· (Percentages are rounded off)

· In the beginning, the subjects had many poor health habits. Only those reported by 20% and above are presented in Table IX, which reveals that many had less than seven hours of sleep (64%). Missing breakfast (36%), excessive coffee consumption (22%), smoking (20%) and lack of physical activity (20%) were the other poor health habits found in some of the sample. However, re-assessment shows a decrease in the poor health habits of the sample. It is amazing to find that none of them had less than seven hours of sleep nor missed their breakfast. 

· On the whole, through Positive Therapy, the accident victims were taught to relax their entire body, as well as to change their negative cognitions, which helped in bringing about a positive perception about themselves, towards others and life. All these helped in reducing the negative emotion, symptoms, pain, insomnia and poor health habits of the subjects. In short, Positive Therapy, as a treatment module, proved to be very effective in the management of pain and insomnia in selected accident victims.  

· FIGURE IX

· POOR HEALTH HABITS OF THE SAMPLE

· BEFORE AND AFTER POSITIVE THERAPY
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SUMMARY AND CONCLUSION

Accident victims are prone to severe pain. Since accident is an unexpected event, they are also affected psychologically. They tend to have various negative emotions such as fear, worry, anxiety etc. They also suffer from symptoms, which include intense pain, sleep disturbance, general weakness, fatigue and so on. The physical ailment accompanied with negative emotions and symptoms may have adverse effect on the personality of the individual and delay recovery. Hence, the study on, ‘Management of pain and insomnia in accident victims through Positive Therapy’ was undertaken. 

The objectives of the study were as follows:

· To identify the negative emotions of selected accident victims.

· To find out the symptoms of the sample.

· To assess the level of pain in the sample.

· To study the effect of Positive Therapy in the management of pain in the sample. 

· To assess the level of insomnia in the sample.

· To study the effect of Positive Therapy in the management of insomnia in the sample.

· To identify the good health habits and the poor health habits of the sample.

From Ganga Hospital, Coimbatore, Tamil Nadu, 45 accident victims, 39 male and 6 female were selected by purposive sampling method. The subjects were in the age range of 10 to 65 years. All the subjects were assessed using a Case Study Schedule (Hemalatha Natesan, 2007), P.P.Q (Betty R. Ferrell, 1998) and Insomnia Inventory (London Sleep Centre, 2004). 

The psychological intervention called, Positive Therapy (Hemalatha Natesan, 2004) was given to the subjects individually. Positive Therapy is a package combining the Eastern techniques based on Yoga and Western techniques based on Cognitive Behaviour Therapy. Positive Therapy has four strategies namely, Relaxation Therapy, Counselling, Exercises and Behavioural Assignments. Relaxation Therapy consisted of three steps, Deep Breathing Practice, Relaxation Training and Autosuggestion. Counselling involved Rational Emotive Therapy, Thought Stopping and Cognitive Restructuring. Behavioural Assignments were given to have continuity in the therapy to ensure optimum physical and mental health.

Positive Therapy, as the treatment, was given for one hour per session, per subject. Five sessions were given on five consecutive days. After the treatment, all the subjects were re-assessed using the Case Study Re-assessment Schedule, Patient Pain Questionnaire and Insomnia Inventory. 

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

CONCLUSION

· Initially, many of the subjects had negative emotions such as fear (69%), worry (60%) and anxiety (56%). After Positive Therapy, only 18% had fear and 7% had anxiety. None of them had anger. But 42% continued to have worry, due to financial problems. 

· Manysymptoms were reported by the sample before Positive Therapy; the entire sample had pain; most of them suffered from sleep disturbance (82%), general weakness (75%) and fatigue (73%). The other symptoms were restlessness (40%), stiffness (29%), swelling of hands/legs (27%) and irritability (18%). After Positive Therapy, none of them had high pain, swelling and irritability. Sleep disturbance, restlessness and stiffness were reported only by 2%. Anyway, general weakness (56%) and fatigue (51%) were still experienced by many of the sample, as they were still on drips and drugs.

· Before the treatment, many of the subjects had intense pain in hands (51%), back (42%) and legs (38%) and only few had pain in neck (7%). After the treatment, there was a drastic reduction in the percentage of sample with back pain (4%). None of them had neck pain. 

· The mean pain before Positive Therapy was ‘High’ (47.30) when compared to the mean pain after treatment (16.05), which was ‘Low’.                                                         

· The entire sample had high level of insomnia. But after they underwent Positive Therapy, all of them had low level of insomnia. Positive therapy helped to bring down the mean insomnia from ‘High’ (M=60.80) to ‘Low’ (M=17.22).

· In the beginning, only 60% had proper diet and 51% had the habit of walking/jogging. After the treatment, there was a great increase in the number of subjects with good health habits such as, diet (100%) and relaxation (95%).
· Some of the sample had poor health habits such as, less than seven hours of sleep (64%) and missing breakfast (36%).  After the Positive Therapy, there was a decrease in the poor health habits of the sample. 
In short, Positive Therapy has proved its effectiveness in the management of pain and insomnia in selected accident victims, in addition to reducing their negative emotions and symptoms. 

LIMITATIONS

· The size of the sample was restricted to 45, as it was an action research, involving individual counselling.

· Since the research was conducted for a short duration, follow up of the subjects was not possible.

RECOMMENDATION

· Counsellors must be appointed in all hospitals to give Counselling and Psychotherapy, such as Positive Therapy, to help the patients manage their pain and insomnia.

· Doctors and nurses can be trained in Positive Therapy.

· Longitudinal researches can be conducted to prove the efficacy of Positive Therapy on varied samples such as, chronically ill patients, students, teachers, IT professionals, nurses, doctors and teachers involving other variables like stress, anxiety, depression, anger, self esteem, self-efficacy, adjustment, well-being etc. 
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ANNEXURE I

CASE STUDY SCHEDULE (2007)

Dr. HEMALATHA NATESAN

Professor and Head Department of Psychology. Avinashilingam University for Women, Coimbatore

Name:                                                                                                Case number:

Age:                                                                                                    Date            :

Sex:

Education:

Occupation:

Income:

Experience:

Address:

Phone:

Marital status:  Married/ Single/ Divorced/ Separated

Type of family:  joint/ Nuclear

Family back ground

S. NO.     Relationship   Age   Education      Occupation               Income

Present Problem

Since

Negative Emotions experienced frequently:.

Fear          Worry           Anger             Anxiety            Hostility              Depression

Any other, specify

            Symptoms

            Short temper                  Irritability              
Confusion                Restlessness

                  Breathlessness

  Giddiness

Perspiration
         Fatigue 

Sleep disturbances
  General weakness
Stiffness
         Trembling            
                        

           
Loss of appetite             Vomiting                
Indigestion
          Nausea    

            Loss of interest              Withdrawal               Delusion                   Hallucination


Swelling of legs /hands

            Pain   Neck/ Back/ Chest/ Legs/ Head ache/ Stomach ache

            Any other, specify

            Do you have any health problems?  Yes / No

            If yes, specify

            Since when    



            Treatment   taken: Allopathy / Ayurveda  / Homeopathy/ Siddha

            Any other, specify

            Adherence to treatment:  Good/ Poor

            Indicate the health habits you follow regularly:

                         Diet                                            Meditation                    Yoga

                         Walking / jogging                       Relaxation                    Exercise

                          Any other, specify


Indicate the poor health habits 

Lack of physical activity      Overeating          Missing break fast

                         Less than 7 hours of sleep    Smoking              Drinking            Drugs

                          Paan            Excessive coffee consumption (more than 6 cu p a day)

             Extra marital relationship:  Yes/ No                        




ANNEXURE II

PATIENT PAIN QUESTIONNAIRE (P.P.Q)

BETTY.R.FERRELL
Below are a number of statements about pain and pain relief. Please circle a number on the line to indicate your response.

EXPERIENCE

1. Over the past week, how much pain have you had?

0   1    2     3     4      5      6     7      8      9      10

              No pain                                                               a great deal

2. How much pain are you having now?

0   1    2     3     4      5      6     7      8      9      10

               No pain                                                              a great deal

3. How much pain relief are you currently receiving?

0       1        2        3     4      5      6     7      8      9      10

              A great deal                                                                 no relief

4. How distressing is the pain to you? 

0     1      2      3     4      5      6     7      8      9      10 

               Not at all                                                               extremely

5. How distressing   is the pain to your family members?

0   1    2     3     4      5      6     7      8      9      10        

                Not at all                                                           extremely

6. To   what extent do you feel you are able to control your pain?

0     1      2     3     4      5      6     7      8      9      10

                A great deal                                                           no   relief

7. What do you expect will happen with your pain I the future?

0    1     2      3      4      5      6     7      8      9      10

     pain will get better                                                        will get worse

SCORING

All the items have been formatted in such a way 0 is the most positive outcome and 10 is the most negative outcome, i.e., greater the score greater the pain ad vice versa.
ANNEXURE III

INSOMNIA INVENTORY

LONDON SLEEP CENTER, 2004
               Take this test to see if you could be affected by insomnia. There are two possible responses to each item, true or false. Tick any one of the 2 options   which applies to you. Do it as quickly as possible.

· I have difficulty falling asleep.                                                             TrueFalse
· Thought race through my mind and this prevents me from sleeping
   True False
· I feel afraid to go to sleep                                                                      True False
· I wake up during the night and can’t go back to sleep

   TrueFalse 
· I worry about things and have trouble relaxing 


   True False
· Despite sleeping all night, I don’t fell refreshed when I awake 
   True False
· I wake up earlier in the morning than I would like to 

   True False
· I lie awake for half an hour or before I fall asleep


   True False
· I wake in the morning with muscle and joint stiffness and aches
   True False
·   I feel sad and depressed                                                                         True False
Score: 

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