MANAGEMENT OF ANXIETY IN 

SEXUALLY ABUSED VICTIMS IN CAMBODIA 

THROUGH POSITIVE THERAPY
BY

SOK PHANETH   
(02PCP10)

A THESIS SUBMITTED TO THE AVINASHILINGAM  INSTITUTE  FOR  HOME  SCIENCE  AND HIGHER EDUCATION FOR WOMEN - DEEMED UNIVERSITY, COIMBATORE – 641043 

IN PARTIAL FULFILMENT OF THE REQUIREMENTS FOR THE DEGREE OF 

MASTER OF SCIENCE 

IN

COUNSELLING PSYCHOLOGY
MAY 2004

MANAGEMENT OF ANXIETY IN 

SEXUALLY ABUSED VICTIMS IN CAMBODIA 

THROUGH POSITIVE THERAPY
BY

SOK PHANETH   
(02PCP10)

A THESIS SUBMITTED TO THE AVINASHILINGAM  INSTITUTE  FOR  HOME  SCIENCE  AND HIGHER EDUCATION FOR WOMEN - DEEMED UNIVERSITY, COIMBATORE – 641043 

IN PARTIAL FULFILMENT OF THE REQUIREMENTS FOR THE DEGREE OF 

MASTER OF SCIENCE 

IN

COUNSELLING PSYCHOLOGY
MAY 2004

Certified as a Bonafide Research Work

       Signature of the 

   Signature of the
          Signature of the

Head of the Department

            Dean

                  Guide

ACKNOWLEDEGEMENT
The researcher would like to preface this note by submitting that it would not have been possible for her to put-forth this work but for the sponsorship of ECUMENICAL SCHOLARSHIP PROGRAMME (ESP), Germany, who offered a valuable, 2 years scholarship to the researcher to undertake the    M.Sc. Course in India.

The researcher would like to express her heartfelt thanks to the CENTER FOR CHILD MENTAL HEALTH (Caritas-CCMH), Chhey Chum Neas Hospital, Kandal Province, Cambodia, for the encouragement and support for her in the course and research work.

            The researcher is grateful to Hon. Col. PADMASHRI                          Dr. RAJAMMAL. P. DEVADAS, M.A, M.Sc., Ph.D., (Ohio state), D.Sc., (Madras), Hon. D.H.L (Oregon state), Hon. D.H.L (Ohio state), Hon. D.Sc., (University of Ulster, Northern Ireland), Former Chancellor, Avinashilingam Institute for Home Science and Higher Education for Women, Deemed University, Coimbatore, for providing the opportunity to join the M.Sc. Counselling Psychology course.

           The researcher expresses her respectful thanks and reverential gratitude to Dr. K. KULANDAIVEL, M.A., (Ohio state), Ph.D., (Madras), Chancellor, Avinashilingam Institute for Home Science and Higher Education for Women, Deemed University, Coimbatore, for providing an opportunity to carry out this study.

              The research expresses her heartfelt thanks to                                          Dr. M. CHANDRAMANI, M.Sc., (Baroda), M.Ed., Ph.D (Madras), Vice Chancellor, Avinashilingam Institute for Home Science and Higher Education for Women, Deemed University, Coimbatore, for her inspiring motivation to undertake the research work

            The researcher records her sincere thanks to                                            Dr. SAROJA PRABHAKARAN, M.A., Dip.Ed. (Madras), Ph.D (Mother Teresa), Registrar, Avinashilingam Institute for Home Science and Higher Education for Women, Deemed University, Coimbatore, for extending all the possible help towards the completion of the study.

            The researcher expresses her profound gratitude to                                Dr. SHYAMALA SIVANANDHAM, M.A., (Nagpur), Dip.Ed., Ph.D (Madras), Dean, Faculty of Humanities, Avinashilingam Institute for Home Science and Higher Education for Women, Deemed University, Coimbatore, for her support and encouragement.

  
 The investigator is indebted to her parents for her life, but to her guide, for living well. With deep respect and sincere regards, the investigator expresses her sincere thanks and heartfelt gratitude to                                        Dr. HEMALATHA NATESAN, M.A. (Mysore), B.Ed., Ph.D (Madras), Professor and Head of the Department of Psychology, Avinashilingam Institute for Home Science and Higher Education for Women, Deemed University, Coimbatore, for her steadfast support, for providing expert guidance, infectious encouragement at each and every stage not only for her research work but throughout the course of her study, thereby,  helping the researcher develop her potentialities to the optimum level. 


The researcher gratefully appreciate the support extended by the FACULTY MEMBERS OF THE DEPARTMENT OF PSYCHOLOGY, Avinashilingam Institute for Home Science and Higher Education for Women, Deemed University, Coimbatore, during the two years course of her study in India, as well as their help in this research.


The researcher records her thanks to the LIBRARIAN OF Avinashilingam Deemed University, Coimbatore.


The investigator feels extremely privileged to have worked under the supervision of Dr. J. BHOOMI KUMAR, Director and Consultant Child Psychiatrist, Centre for Child Mental Health, Cambodia, for his impeccable guidance, suggestion, encouragement, ample help and helpful links rendered at each and every stage. 

The investigator expresses her grateful thanks to Mr. Arun Kotenkar, ECUMENICAL SCHOLARSHIP PROGRAMME (ESP), Germany, who always and in all ways provided the investigator his warm support. 


The author conveys her sincere thanks to AFESIP and NEAVEA THMEY CENTRES, for their kind permission and the facilities provided to conduct the action research.


The investigator conveys her grateful thanks to all those who served as SUBJECTS for their kind co-operation. 


The researcher owes the successful completion of her work to the understanding, unwavering moral support, encouragement, love and care of her beloved Mother KAK SOKHIM and her siblings.


The researcher thanks her FRIENDS for their continuous encouragement and support throughout the course of her study and the thesis work. 


The researcher owes a special tribute to GOD ALMIGHTY without whom this would not have been possible. 
CONTENTS
	CHAPTER
	TITLE
	Page No.

	
	LIST OF TABLES

LIST OF FIGURES

LIST OF PHOTOGRAPHS
	

	I
	INTRODUCTION
	1

	II
	REVIEW OF LITERATURE

· Causal Factors of Sexual Abuse
· Effects of Sexual Abuse
· Social Support for Sexually Abused Victims
· Treatment for Sexually Abused Victims
	11

11

13

22

24

	III
	METHODOLOGY

· Objectives

· Research questions

· Null hypothesis

· Area of the study

· Sample

· Methods of data collection

· Procedure

· Analysis of data
	30

30

30

31

31

31

31

32

40

	IV
	RESULTS AND DISCUSSION
	42

	V
	SUMMARY AND CONCLUSION

BIBLOGRAPHY

APPENDICES
	61




LIST OF TABLES

	No.
	TITLE
	Page. No.

	I
	Duration of stay in the rehabilitation centers


	44

	II
	Sources of physical abuse
	45

	III
	Types of sexual offenders
	46

	IV
	Physical problems of the sample
	47

	V
	Psychological problems of the sample


	48

	VI
	Emotional problems of the sample
	50

	VII
	Behaviour problems of the sample
	51

	VIII
	Suicidal tendency in the sample 
	52

	IX
	Professional treatment received by the subjects

	53

	X
	Anxiety level of the experimental and control groups before and after treatment


	54

	XI
	General well-being of the experimental and control groups before and after treatment


	55

	XII
	Significance of difference between the mean anxiety of experimental and control groups


	57

	XIII
	Significance of difference between the mean general well-being of experimental and control groups


	59

	XIV
	Correlation between anxiety and

General well-being 
	60


LIST OF FIGURES

	No.
	TITLE
	Page. No.

	I
	Physical problems of the sample 


	47(a)

	II
	Psychological problems of the sample 
	49(a)

	III
	Emotional problems of the sample 
	50(a)

	IV
	Behaviour problems of the sample
	51(a)

	V
	Anxiety level of the experimental and control groups before and after treatment


	54(a)

	VI
	General well-being of the experimental and control groups before and after treatment


	56(a)

	VII
	Mean anxiety of experimental and control groups


	58(a)

	VIII
	Mean general well-being of experimental and control groups
	59(a)


LIST OF PHOTOGRAPHS

	TITLE
	Page. No.

	Relaxation 


	39(a)

	Tension Releasing Exercise
	39(b)

	Counselling
	39(b)

	Smile Therapy
	39(c)

	Laugh Therapy


	39(c)


MANAGEMENT OF ANXIETY IN SEXUALLY ABUSED VICTIMS 

IN CAMBODIA THROUGH POSITIVE THERAPY

                             SOK PHANETH AND *HEMALATHA NATESAN

ABSTRACT
Recently, Cambodia is facing the problem of sexual abuse to a great extent. The victims of sexual abuse are suffering from various physical and psychological problems. Anxiety is one among them which affects their functional life as well as their general well-being. Sixty sexually abused victims, from AFESIP and NEAVEA THMEY Rehabilitation Center, were selected to serve as the subjects (30 in the Experimental group and 30 in the control group) for the study. They were in the age range of 14 to 23 years. The Case Study Schedule (Hemalatha Natesan, 2003), Manifest Anxiety Inventory, 2000), General Well-being Index (WHO, 1998) and Sentence Completion Test (Hemalatha Natesan, 1980) were administered on the entire sample. The psychological intervention, called Positive Therapy, developed by Hemalatha Natesan (2002) which is based on the Eastern Technique of Yoga and the Western Technique of Cognitive Behaviour Therapy was administered on all the subjects in the experimental group. The result shows that 57% of the subjects were physically abused as well as sexually abused. Majority of the perpetrators were known persons. Majority of the subjects were suffering from headache (68%), followed by other physical complaints such as aches and pain in different parts of the body (50%) and dizziness (33%). Most of them were suffering from psychological problems such as inferiority (73%) and guilt feelings (59%). The common negative emotions of the subjects were anger (63%), fear (58%), anxiety (50%) and depression (47%). Behaviour problems of the sample included disturbed sleep (37%), arguing with friends/authorities (32%), poor eating/over eating (27%), fighting with peers (25%), poor adjustment (22%) and stuttering (13%). Half of the selected samples had suicidal tendency. They had ‘High’/ ‘Very High’ anxiety level and ‘Low’/ ‘Very Low’ general well being. A high, negative correlation between anxiety and general well-being of the subject was found to be significant. Positive Therapy had proved to be very effective in management of anxiety and in enhancing the general well being of the selected victims of sexual abuse.
 
INTRODUCTION 
What allowed this to happen was that 

So many people were silent about it

 
Adult, sexually abused as a child
I am filled with shame, disgust, guilt and low self-esteem. 

 What I thought all along was affection,


I realize now, after 12 years of relationship with my uncle,


was  sexual abuse.

Anjana, 15 years

Cambodia is a developing country, situated in South-East Asia, where, after almost 20 years of political instabilities due to civil war, health system had been almost forgotten. Under 3 years of POL POT regime, almost 2 million people were killed, especially educated people. Although the country has settled down and the government system has been reestablished, mental health problems seem to be neglected. The main post-war victims are children and women, who suffered physically as well as mentally.


Recently, the country is facing the problem of sexual abuse and sexual exploitation. At least, one abuse case, per day, appears in the daily newspaper. The victims are mainly young girls, who, after the abuse, are living with fear and in a frightened situation, as they cannot predict as to what else is going to happen to them. Trapping in an abusive environment faced with formidable tasks of adaptation, she must find a way to preserve a sense of trust in people who are untrustworthy, safety in a situation that is unsafe, control in a situation that is terrifying, power in a situation of helplessness. 

Sexual harassment has become a major social, legal and mental health problem because of its high prevalence and its negative consequences for victims. These consequences can include decreased productivity, loss of job, decreased income and impaired psychological and physical well-being (Claudia and William, 2002).

The sexual abuse of children represents one of the most individual violations of the rights of the child, especially girls. Child sexual abuse is increasingly coming to the attention of professionals working in the field and also in epidemiological or survey investigations of incidence and prevalence. It can be relatively easy to believe that abuse in childhood is so traumatic and that the abused individuals remain locked forever within the abused experience, interpreting the world from a vantage point built upon damage, anxiety, anger and pain; never able to free themselves from the abuse events, perhaps to the point of acting out their own abuse on their children later on (Woodward and Fortune, 1999).
DEFINITION OF 
SEXUAL ABUSE
Child sexual abuse is defined by Michigan law as engaging in sexual contact or sexual penetration, with a child under the age of 18 years. Contact can include touching, grabbing, kissing, rubbing against the child’s body, exhibiting parts of the body, making the child touch the perpetrator’s body, stimulating intercourse, performing a sex act infront of a child and taking nude photographs. 

Sexual exploitation includes allowing, permitting or encouraging a child to engage in prostitution or allowing, permitting, encouraging or engaging in the photographing, filming or depicting of a child engaged in a sexual act (Michigan State University, 2003).

Sexual abuse of children has been defined as ‘The involvement of dependent, developmentally immature children and adolescents in sexual activities which they do not fully comprehend, to which they are unable to give informed consent or which violates social taboos of family roles’ (Dixon, 2003). 

Child Sexual Abuse is any sexual behaviour directed toward a child by a person who has power over that child. Such behaviour always involves a betrayal of the child’s trust. Sexual abuse may or may not involve physical contact. People who sexually abuse children need not be strangers. Abuser can be anyone in a position of power or trust: for example, fathers, mothers, stepparents, siblings, uncles, aunts, grandparents, teachers, babysitters, peers, clergy, doctors, or coaches (http://www.couns.uiuc.edu/sexab.htm, 2003).

Sexual abuse refers to all unwanted sexual acts involving bodily contact committed by non-familial adults who are atleast five years older than the girls or the adolescents that they assault (Cygni, 2000).

According to Mash and Wolfe (1999), “Sexual abuse includes fondling a child's genitals, intercourse, incest, rape, sodomy, exhibitionism and commercial exploration through prostitution or production of phonographic materials. Sexual abuse may be underreported because of the secrecy or 'conspiracy of silence' that so often characterizes these cases”. 

PREVALENCE OF CHILD ABUSE


The largest national survey, conducted in 1985, found that 27% of women and 16% of men surveyed, reported some type of sexual abuse before age of 18 (Michigan State University, 2003).

National statistics derived from various North American studies suggest that the prevalence of sexual abuse among children ranges from 6% to 62% for female and 3% to 31% for male. By the time a child turns 18 years, one out of three girls and one out of seven boys will be sexually abused. Boys are more often victimized before the onset of puberty, whereas girls are more likely to be perpetrated after puberty (Cygni, 2000). 

The United Nation Children's Fund estimates that nearly 2 million children worldwide are being sexually abused, including many who are forced into prostitution and pornography (WHO, 1997).

Current incident figures indicate that almost 3 million children are harmed or endangered by abuse or neglect each year in US, amounting to a total yearly incident rate of 42 out of every 1000 children. The result showed that 11% of the children were sexually abused among the total incidence of maltreatment in children, which included emotional abuse and neglect and physical abuse and neglect (Sedlack & Broadhurst, 1996).

About one-third of sexually abused children report or exhibit non visible symptoms and about two-thirds of those who do show symptoms recover significantly during the first 12 to 18 months following the abuse (Kendall et al., 1993). Nonetheless, the possibility of delayed emergence of symptoms is becoming more widely recognized (Williams and McGee, 1994).
According to the WHO (1997), child abuse is found in all society and is almost always a highly guarded secret, wherever it occurs. Studies in which children or young adult were interviewed about their childhood experiences further conform that rates of child sexual abuse in other western societies around the world are comparable to North American rates, clustering around 20% for female and between 3% and 11% for male (estimates of child sexual abuse for African, Middle Eastern, or Far Eastern countries are not available, however) (Finkelhor, 1994). 

CAUSAL FACTORS OF SEXUAL ABUSE


Those seeking explanations for children sexual abuse have looked for evidence of deviant sexual histories of the adult offender, as well as environmental and cultural risk factors that play a role in the exploitation of children. A common ground of the offender is their preference for sexual exploitation of children and adolescents who, because of their age and innocence, cannot consent to such activities or easily disclose the abuse to someone. Adult characteristic, along with family and situational factors are a few causal factors (Mash & Wolfe, 1999).

FAMILY AND SITUATIONAL INFLUENCE


Current research suggests that most child sexual abuse occurs within the family; that both girls and boys can be victims; that most abusers are males who are known to the victim; and those women in their roles, as mothers, do not usually collude with the perpetrators. Family factors in incest that have been suggested include overcrowding in the household, geographic isolation, social isolation, family composition that includes step-parents who are not the biological parent, uneven distribution of power in the family (usually male-dominance) and absence of an affectionate mother-child relationship (Michigan State University, 2003).



Cultural and family practices as well as the dynamic forces of stress influence sexual abuse. However, unlike physical abuse and neglect, sexual abuse is primarily a premeditated act, in which the adult offender plays a purposeful and intentional role. The abuser plans ways to circumvent the child's natural resistance and self-protection and controls the situation to avoid detection. The most common element of incestuous families are those that tend to protect the 'Family Secret' and to maintain control and domination by the abuser such as greater social isolation, restricted personal autonomy and defense to strict morality and religiosity (Mash and Wolfe, 1999).


Family structure is also connected to the probability of child sexual abuse and maltreatment. Children living with single parent are at significantly greater risk of abuse and neglect (Sedlak and Broadhurst, 1996). Family characteristic, social force and economical context are the factors to be considered as indirect causal factors for child sexual abuse and child maltreatment. These factors restrict childcare opportunities, crowded and unsafe housing and lack of health care (Pelton, 1994).

CHARACTERISTICS OF PERPETRATOR

A variety of personality characteristics and experiences have been hypothesized as reasons why a person might sexually abuse a child. Most of these are based on abusers who are incarcerated or in treatment; thus the theories may not apply to abusers who never come to the attention of authorities or clinicians. Individual factors may include psychosexual immaturity, low impulse control, few social ties, childhood experience of deviant sexual contact within the family and low marital and sexual satisfaction (Michigan State University, 2003)

COMMUNITY RISKS FACTORS

As with other forms of sexual violence, child sexual abuse is an abuse of power, mainly male power because the majority of perpetrators are male. The acceptance of a power imbalance in society creates an environment where sexual abuse of children may be tolerated; that is, there is not a concerted effort across society to end this abuse. Availability of child pornography in the society is also an important factor that encourages sexual abuse to happen (Michigan State University, 2003).

CONSEQUENCES OF SEXUAL ABUSE


Research into the impact of sexual abuse on victims seems to be more abundant than that into physical abuse and neglect. This stems to a large extent from the way in which sexual abuse has been rediscovered in recent times, that is, as a result of women recounting their childhood experiences and the effects these continued to have in their adult lives. Such accounts have led to a greater sensitivity to the consequences of such abuse, particularly with regard to its       long-term effects (Sarason and Sarason, 1996). 

SHORT-TERM AND LONG-TERM EFFECTS OF SEXUAL ABUSE
The behaviour and development of sexually abused children may be affected significantly, especially in relation to the longer duration and greater frequency of abuse, use of force, penetration and a closer relationship to the perpetrator (Finkelhor, 1993).


Short-term effects of sexual abuse include general psychopathology, fearfulness, low self-esteem, depression, withdrawal, suicide, guilt, shame, running away, developmental delay, cognitive disability, physical symptoms, poor school performance, hostility, aggression, inappropriate sexual behaviour and other acting out behaviours.

Long-term effects of sexual abuse appear as fear, anxiety, low self-esteem, likelihood of re-victimization, sexual disturbance, eating disorder (Anorexia nervosa and bulimia) alcohol and drug abuse, personality disorders, depression and suicide. The symptoms arising from abuse may be affected by negative cognitive appraisals (self-blames, loss of trust in relationships, beliefs concerning physical damage) and ineffective coping strategies (wishful thinking, cognitive avoidance) (Sarason and Sarason, 1996).

For others, however, sexual behavior is associated with strong emotions, such as fear, disgust, shame and confusion. These feelings may translate into distorted views about the body and sexuality, in some cases leading to weight problems, eating disorders, poor physical health care and physically self-destructive behaviors. According to Rosenberg et al (2003), the most important effects of sexual abuse are panic attacks, nightmares, strong sense of paranoia, generalized fear, physical damage to the person’s body, crying spells, self-blame, guilt and shame, problems with intimacy and significant problems with             loved ones.
PHYSICAL EFFECTS OF SEXUAL ABUSE

The physical health of the victim of sexual harassment may be complicated by urinary tract problems, gynecological problems, sexually transmitted diseases (including AIDS) and pregnancy (National Research Council, 1993). 

Other problems include experiencing depersonalization, difficulty in being aware of one’s body, intentionally hurting or abusing one’s own self, disruption in sleep patterns, difficulty in ‘staying present’ during sexual intimacy and  experiencing numbness or panic (http://www.couns.uiuc.edu/sexab.htm, 2003).

PSYCHOLOGICAL EFFECTS OF SEXUAL ABUSE

  
Sexual abuse can have a number of psychological effects on victims such as depressive symptom, state and trait anxiety, self-esteem problems, sleep disturbance, sexual problems, substance abuse, eating disorders and suicide. Negative effects can appear in those who have disclosed abuse at the time of abuse, and those who disclose it until adulthood (Michigan State University, 2003).

Sexual abuse traumatizes children in a way, which may dominate the whole of their lives, affecting all their relationships, self esteem, self-image, self worth and future marriage, making future sexual difficulties far more likely. They also experience extreme fears, mistrust, guilt, shame, anger, flashbacks and feeling of going crazy (Cygni, 2000).

Many of the acute symptoms of sexual abuse resemble children's common reactions to stress, such as fear, increased anger, anxiety, fatigue, depression, passivity, difficulties focusing and sustaining attention and withdrawal from usual activities (Mash and Wolfe, 1999). 

It is common for younger victims to regress temporarily in reaction to an abusive incident such as becoming neurotic or easily upset or to have problems in sleeping. In later childhood and early adolescence, these signs of distress may take the form of acting-out behaviors such as delinquency, drug abuse, promiscuity or self-destructive behavior (Wekerle and Wolfe, 1996).

Post-traumatic stress disorder is a common anxiety disorder that develops after exposure to a terrifying event or ordeal in which physical harm occurred or was threatened. More than twice as many women as men experience PTSD following exposure to trauma (i.e. Sexual and physical abuse, war, migration, natural disasters). The person with PTSD is always reliving the event through upsetting thoughts, nightmares or flashbacks or having very strong mental and physical reactions if something reminds her/him of the event. They are avoiding activities, thoughts, feeling or conversations that remind them of the event; feeling numb to one’s surrounding or being unable to remember details of the event; having a loss of interest in important activities, feeling all alone, being unable to have normal emotions or feeling that there is nothing to look forward to in the future (MedicineNet, 2003). 

ANXIETY 

DEFINITION OF ANXIETY

Anxiety is characterized by diffuse anxiety and often, somatic manifestations of fear. It is defined as a vague unpleasant emotion that is experienced in anticipation of some (usually ill-defined) misfortune (Hyperdictionary, 2003). 
Anxiety is a feeling of apprehension and fear characterized by physical symptoms such as palpitations, sweating and feelings of stress (MedicinceNet, 2003).

The term anxiety is usually defined as diffuse, vague, very unpleasant feeling of fear and apprehension (Sarason and Sarason, 2002). Barlow, a         world-renowned anxiety researcher, has defined anxiety as a mood state characterized by strong negative affect and bodily symptoms of tension, in which an individual apprehensively anticipates future danger or misfortune            (Barlow, 1988). This definition captures two key components of anxiety; strong negative affect and an element of fear. First and foremost, anxiety is an immediate reaction to perceived danger or threat. Technically, this reaction is known as the fight/flight responses because all its effects are aimed at protecting the individual against potential harm, either by confronting the source of danger (fight) or by removing them from the situation (flight) (Carson et al., 1998).

SYMPTOMS OF ANXIETY


The symptoms of anxiety are expressed through three interrelated response systems, the physical, cognitive and behavioural (Rapee et al., 1996).


Some of the Physical symptoms are increased heart rate, fatigue, vomiting, breathlessness, increased respiration, blurred vision, nausea, headache, heart palpitation, numbness, sweating, dizziness, muscle tension, defecation, stomach upset, blushing, labored breathing, dry mouth, chillness and urination.

The Cognitive symptoms include thoughts or images of monsters or wild animal, thoughts of incompetence, inadequacy, bodily injury, death, contamination, hurt, danger, appearing foolish, self-critical thoughts, blanking out, forgetfulness, difficulty concentration, images of harm to loved one and to one self.
The Behavioural symptoms include avoidance of eye contact and physical proximity, crying, nail biting, eye shut, trembling lip, swallowing, immobility, thumb sucking, stuttering, twitching, trembling voice, avoidance, fidgeting, screaming, rigid posture, clenched jaw, white knuckles and gratuitous arm, hand or leg movements.
NEED FOR THE STUDY
It is a well known fact that female have higher exposure to sexual abuse and sexual assault. Abusive experiences in childhood and adolescence increase risks of psychological problems and psychiatric morbidity. It increases the risks of further abuse over the lifetime, especially for women. Impacts of sexual abuse can be seen in physical, psychological and social aspects of an individual, thus leading to the impairment of social functioning, disturbance in daily living/activities, interpersonal relationship and personal growth. Anxiety is one of the psychological consequences of sexual abuse. It may result in Anxiety Disorder of different types namely, Panic Disorder, Generalized Anxiety Disorder (GAD), Phobia, Post Traumatic Stress Disorder (PTSD), Acute Stress Disorder and Obsessive-Compulsive Disorder.

The incidence of episodes of sexual harassment and rape among young girls in Cambodia has been ever increasing. Unfortunately, there is minimum support or treatment for them, making them suffer from numerous psychological and physical symptoms. Hence this study was conducted to help selected victims of sexual abuse in Cambodia, manage their anxiety through the psychological intervention called, Positive Therapy.

REVIEW OF LITERATURE
Sexual abuse is happening everywhere and every day. The most vulnerable persons are women and girls. Experiences of sexual abuse and exploitations are critical and crucial in which the persons have to live and cope with. These experiences leave a significant negative impact in the person’s life, especially anxiety and fear, which require them to adjust, manage and adapt to the risky situation as well as the environment around. 

It is very important for any researcher to acquaint himself/herself with literature of the previous studies. This helps in understanding and acquainting with the various methods of how to go about doing a research and what are the results that have been found out, in order to avoid unnecessary repetitions of the study. 

The literature pertaining to the study on ‘ Management of Anxiety in Sexually Abused Victims in Cambodia through Positive Therapy’ has been presented under the following heads:

· Causal Factors of Sexual Abuse 

· Effects of Sexual Abuse

· Social Support for Sexually Abused Victims

· Treatment for Sexually Abused Victims

CAUSAL FACTORS OF SEXUAL ABUSE

Swanston et al (2003) found the potential risk factors for sexual abuse were in 2 groups, family and child. Family factors are family functioning, parental drug/alcohol problems, mother’s sexual abuse history, mother’s depression and socio-economic status. Child factors are despair and hopefulness, number of negative life events, ratings of their father’s care, previous notifications for child sexual abuse and placements in out-of-home care by the statutory child protection authority.


Structured psychiatric telephone interviews, by Nelson et al (2002), were conducted from 1996 to 2000 with both members of 1991 (1159 female and 832 male pairs) from a young adult Australian volunteer twin panel. A history of child sexual abuse (CSA), reported by 16.7% of the women and 5.4% of the men, was more common among those reporting parental alcohol-related problems. The result suggested that their was a correlation between family back ground, as a risk factors, and CSA.

Shaw et al (2001) conducted a study on Hispanic (HN) and                African-American (AA) sexually abused girls and their caretakers (N=159), of which 52% (N=82) were AA (mean age 9.8 years) and 48% (N=77) were HN (mean age10.1 years). The results showed that the perpetrators of HN girls were older and more likely to be fathers or stepfathers. The HN girls were more likely to see their family as dysfunctional with confusion regarding family values and rules. HN mothers/caretakers perceived their families as more conflicted regarding adaptability and family controls (Shaw et al., 2001).

A study by Azmaria et al (2001) explored the predictors and consequences of sexual assault occurring after the age of 16 years in a non-clinical sample of women. Child sexual abuse occurring before the age of 16 years was the only predictor of later sexual assault among comorbid risk factors. Peer sexual abuse, number of perpetrators, age at time of sexual abuse and severity of sexual abuse did not increase the risk for later sexual assault.

Barthauer and Leventhal (1999) examined the epidemiology of child sexual abuse (CSA) among 83 women in a poor, rural community in El Salvador, which was recovering from a 12-year civil war. Of the 83 women interviewed, 14 (17%) reported a total of 21 experiences of CSA. The median age of abuse was 14 years. The majority of perpetrators (90%) were strangers, friends or neighbours. None was a parent. The only significant difference between abused and non-abused women was on the depression measure, where abused women showed more pathology.

Patel et al (1997) conducted a study on 35 sexually abused children, under 16 years of age, belonging to a Remand Home in Mumbai. The results showed that majority of them were girls, belonging to low socioeconomic background coming from broken home with 71% having history of parental psychopathology.

The above studies have shown that the causal factors for sexual abuse on women are widely varied, from strangers to family members and relatives. They also have brought to light the different types of perpetrators causing different types of psychological problems. The victim’s characteristics, nature and personality are also a predictor for sexual abuse or re-abuse in the future but this has not been statistically proved. Apart from that, it has been found that being a sexual abuse victim is also a risk factor for further abuse. Family situation, family socioeconomic background and the interaction/communication between family member are also important risk factors for sexual abuse to happen, but the studies have not mentioned as to what kind of dysfunctional communication/relation in the family allows the abuse to happen.
EFFECTS OF SEXUAL ABUSE


In a survey of 1,439 female college students, conducted by Leitenberg and Saltzman (2003), 24% reported that they had what they considered consensual sexual intercourse between ages 13 and 15 (2% at age 13, 7% at age 14, and 15% at age 15). Women who had intercourse at age 13 endorsed more current symptoms of psychological distress than those who had first intercourse at age      14 or 15.
In the study by Walrath et al (2003), 759 children with a reported history of sexual abuse were compared to 2722 without such a history on caregiver and child reported behavior, clinician rated functioning, diagnosis, demographic variables and life challenges. Results show that the multiple perspectives contributed unique and specific information to regression models: caregiver-reported behaviour contributed information about externalizing behaviour while child-report behaviour added information about internalizing behaviour and clinician ratings about self-harmful behaviour. Children with reported histories of sexual abuse were also more likely to be female and have reported histories of life challenges (e.g., physical abuse, substance use, running away). Child sexual abuse was associated with higher rates of depression and anxiety diagnoses and lower rates of substance abuse, conduct disorder and attention deficit disorder diagnoses.

The data are derived from the baseline assessment of 81 sexually abused girls referred to the London Child Sexual Abuse Psychotherapy Outcome Study, conducted by Sadowski et al (2003), showed that girls abused by strangers will be at risk of developing Separation Anxiety Disorders; that serious sexual abuse is followed by the development of a major depressive disorder and a high level of impairment of social functioning.


Spertus et al (2003) conducted a study on 205 women, who completed the Childhood Trauma Questionnaire, Trauma History Questionnaire, the Symptom Checklist-revised and the Revised Civilian Mississippi Scale for Post Traumatic Stress Disorder, when presenting to their primary care physician for a visit. The result showed that long standing behavioral consequences might arise as a result of  childhood emotional abuse and neglect, specifically, poorer emotional and physical functioning and vulnerability to further trauma exposure.


In the study by Coid et al (2003), self-report survey of 1207 women showed that childhood sexual abuse lad few associations with adult mental health measures, in contrast to physical abuse. Sexual assault in adulthood was associated with substance misuse; rape with anxiety, depression and post traumatic stress disorder but not substance misuse.

In the study by Noll et al (2003), on the long-term effects of childhood sexual abuse, sexual attitudes and activities of 77 sexually abused and 89 comparison women were assessed 10 years after disclosure. Abused participants were more preoccupied with sex, younger at first voluntary intercourse, more likely to have been teen mothers and endorsed lower birth control efficacy than comparison participants. When psychological functioning earlier in development was examined, sexual preoccupation was predicted by anxiety, sexual aversion was predicted by childhood sexual behaviour problems and sexual ambivalence was predicted by pathological dissociation. Findings also indicate that biological father abuse may be associated with greater sexual aversion and sexual ambivalence.


Two hundred and ninety two undergraduate students were interviewed by Agargun et al (2003) in order to examine the co-occurrence of nightmares with dissociative experiences in the adolescent population. The Van Dream Anxiety Scale (VDAS) and Dissociative  Experiences Scale (DES) were administered to the subjects. For nightmares, a 7.5% prevalence of ‘often’ and a 58.2% prevalence of ‘sometimes’ was found for college students. The rate of childhood traumatic experiences was higher in nightmare sufferers than in those who did not have nightmare. The subjects who had undergone physical and sexual abuse had higher VDAS global scores and item scores.

Kathleen et al (2003), based on their study on 5 cases, reported that damage to sexual self-esteem (SSE) can be extreme, disabling and can significantly detract from the individual's self-view, satisfaction with life, capability to experience pleasure, willingness to interact with others and ability to develop relationships.


Perceptions of one's sexuality, self-reported sexual functioning and sexual risk were examined by Kelly and Julia (2003) in a community sample of 148 women with histories of either childhood sexual abuse (n = 26), both childhood sexual and physical abuse (n = 44) and neither form of abuse (n = 78). Controlling for depression and anxiety, the groups did not differ on sexual desire, arousal/orgasm, sexual pain, or masturbation. Women with abuse histories reported more negative affect during sexual arousal and reported more lifetime vaginal intercourse partners than non-abused women. In addition, the abuse sample reported more negative perception of their sexuality and worst psychological states compared to women with no abuse history. An interpersonal focus and more precise abuse labelling are recommended.


Roman et al (2002) conducted a study on random community sample in which a number of chronic physical conditions were found more often in women, who reported different types of sexual and physical abuse, both in childhood and in adult life. Complex relationships were found, as abuses tended to co-occur. Seven of 18 potentially relevant medical conditions emerged as significantly increased in women with one or more types of abuse. These were chronic fatigue, bladder problems, headache including migraine, asthma, diabetes and heart problems. Several of these associations with abuse were previously unreported.
A study by Bartholomew et al (2002) attempted to investigate the differences at admission between women with and without sexual abuse histories who entered an outpatient methadone treatment programme in Texas. In a sample of 137 women, 39% reported prior sexual abuse. Findings show that women with sexual abuse histories were more likely to have experienced physical and emotional abuse, poorer family-of-origin relationships and more drug-related problems. These clients also reported more depression, anxiety, thoughts of suicide, trouble in controlling violent behaviour.

Safren et al (2002) examined the prevalence of self-reported childhood physical or sexual abuse in a sample of adult patients presenting for treatment of panic disorder, social phobia or generalized anxiety disorder. Regardless of the presence of comorbid anxiety disorders or comorbid depression, patients with panic disorder had significantly higher rates of past childhood physical or sexual abuse than patients with social phobia. Patients with generalized anxiety disorder had intermediate rates of past physical or sexual abuse that were not significantly different from the other two diagnostic groups. Anxiety disorder patients with a history of childhood abuse were also more likely to have comorbid major depression. 

The study by Seth et al (2002) examined history of sexual assault in 357 men and women living with HIV-AIDS. Participants completed measures of demographic characteristics, sexual assault history, emotional distress and psychiatric symptoms, substance use and sexual behaviors. Results showed that 68% of women and 35% of men living with HIV-AIDS reported a history of sexual assault since age 15. History of sexual assault was related to history of substance use and mental health treatment. Sexual assault survivors reported greater anxiety, depression and symptoms of borderline personality and were significantly more likely to report recent unprotected intercourse than persons who had not been sexually assaulted.
A study conducted by Victoria et al (2001) attempted to examine the impact of multiple traumas as mediators of the relationship between childhood sexual abuse and negative adult mental health outcomes. Participants were 174 women interviewed in the third wave of a longitudinal study of the consequences of child sexual abuse. Child sexually abused victims reported a lifetime history of more exposure to various traumas and higher levels of mental health symptoms. Exposure to traumas in both childhood and adulthood other than child sexual abuse mediated the relationship between child sexual abuse and psychological distress in adulthood. 

Pallavi et al (2001) attempted to assess the relationship between sleep difficulties and drinking motives in female rape victims with Post Traumatic Stress Disorder (PTSD). Seventy-four participants were assessed for PTSD symptoms, depression, sleep difficulties and drinking motives. Results demonstrated that neither PTSD symptoms nor depression were related to any motives for using alcohol. On the other hand, after controlling for education, sleep difficulties were significantly related to drinking motives for coping with negative affect, but not pleasure enhancement or socialization. The findings suggest that sleep difficulties may be an important factor contributing to alcohol use in rape victims with PTSD.

Demographics, assault variables and post assault responses were analyzed as correlates of PTSD symptom severity in a sample of 323 sexual assault victims by Sarah and Henrietta (2001). Regression analyses indicated that less education, greater perceived life threat and receipt of more negative social reactions upon disclosing assault were related to greater PTSD symptom severity. Ethnic minority victims reported more negative social reactions. Victims of more severe sexual victimization reported more negative reactions. Greater extent of disclosure of the assault was related to more positive and fewer negative social reactions. 

In the study by Wunderlich et al (2001), a random sample of 3021 adolescents aged 14-24 years were interviewed using the Composite International Diagnostic Interview (M-CIDI) to find out the suicidal behaviour, the DSM-IV to find out lifetime diagnoses and traumatic events. Results showed that female suicide attempters showed suicidal thoughts and suicidal attempts significantly more often and suicide attempts at a much younger age. Furthermore, they experienced sexual abuse much more often and suffered significantly more often from anxiety disorders. Thus a higher rate of anxiety in female suicide attempters results as a consequence of sexual abuse, which in turn makes them more vulnerable for attempting suicide between the ages of 14-17 years.

Ron et al (2001) compared characteristics of recently occurring assaults on younger adults (age 18–34 years) and older adults (age 55–89 years). Responses of a subset of participants in the National Women's Study were the source of data for this study. With the exception of perceived life threat during assault (more prevalent in younger women), assault characteristics did not vary greatly by age in terms of proportions reporting that they had seen the perpetrator before. The victims or the perpetrators were under the influence of a substance; they actually experienced injury and they reported the assault to authorities. Consistent with previous research, younger women reported greater prevalence of assault than older women.
A cross-sectional survey was conducted by Haj-Yahi and Tanish (2001) on 652 Palestinian undergraduate students to examine the rates of sexual abuse in Palestinian society and to assess some psychological implications of sexual victimization. The finding revealed that the rate of sexual abuse among Palestinian students was within the range of the problem in may other societies. Similar rates of abuse were found among female and male students. Moreover, sexually abused participants expressed significantly higher levels of psychoticism, hostility, anxiety, somatization, phobic anxiety, paranoid ideation, depression, obsessive-compulsiveness and psychological distress compared with their non-abuse counterparts.

A study by Messman et al (2000) compared the adjustment of 633 women experiencing re-victimization, multiple adult victimizations, single adult victimization, child sexual abuse (CSA) or no victimization. Somatization, depression, anxiety, interpersonal sensitivity, hostility and post-traumatic stress disorder (PTSD) symptomatology were examined. Results support the cumulative effect of trauma but do not indicate differential effects for child to adult re-victimization. Women with re-victimization and multiple adult assaults reported more difficulties compared to women with only one form of adult abuse or no victimization. Women with CSA reported similar symptoms as re-victimized women and women with multiple adult assaults reported higher levels of distress than non-abused women and appeared somewhat more likely to experience anxiety and PTSD-related symptoms as compared to women with only adult abuse.

Rath et al (1999) conducted a study on 20 adults and 15 children with history of childhood sexual abuse. Majority of the female victims developed obsessive-compulsive disorder while male victims turned into abuser. Withdrawal, somatization and depression were features of decompensation in childhood and early adolescence. In sub-acute phase, adultification, juvenile delinquency and attachment disorder were prominent. Prognosis of crisis-intervention helped to ameliorate acute symptoms.

To evaluate the role of physical and/or sexual abuse on chronic pain symptoms and health care utilization in women, Green et al (1999) surveyed 104 consecutive female patients who were presenting to a multidisciplinary pain center for management of chronic pain. Outcomes included a measure of sexual or physical abuse history and measures of anxiety, health care utilization, substance abuse and somatic symptoms. Forty-eight per cent of the sample reported a history of physical abuse (PA) or sexual abuse (SA); 40% of the abused patients reported both PA and SA and the remainder reported SA (37%) or PA (23%) alone. The women who reported abuse had increased pain, physical symptoms, anxiety symptoms and mental health care utilization compared to non-abused women. The women who reported abuse were also more likely to smoke and abuse street drugs. Women who reported both PA and SA were more likely to report head pain when compared to those who reported only PA or SA.

A study was conducted by Swanton et al (1999) to find out the relationship between sexual abuses, reduced hopefulness and impaired coping. The sample consisted of 22 abused young people (2 male and 20 female) and 29 non-abused young people (4 male and 25 female). The results revealed that depression predicted hopefulness and despair. Depression, anxiety, number of caregiver changes, despair and global personal hopefulness were significant predictors of outcome. Child sexual abuse itself was not a significant predictor of self-injury, suicidal ideation or suicide attempts.
Wyllie et al (1999) conducted a study on 34 patients (25 girls, 75%) who were evaluated by a child psychiatrist immediately after diagnosis of pseudoseizures by ictal video electroencephalogram (EEG). They found that eleven patients (32%) had a history of sexual abuse and the rest had psychiatric disorder like panic, brief reactive psychosis or schizophreniform disorder, conduct disorder and personality disorders.

Mustafizen and Firor (1999) conducted a series of interview on 121 psychiatric patients in general practice over a period of one month, found that they had suffered different forms of abuse in their childhood; 75% reported various degrees of physical abuse; 29% had physical, emotional and sexual abuse at the same time; 62% reported that they had experienced sexual and emotional abuse when they were children; 36% had diagnoses of depressive illness and the number of female was 2½ time greater than male; Anxiety neurosis and other anxiety related disorders were presented in 28% and was equal both in male and female. The study had also found that the vulnerable group who has the history of abuse in childhood is female from middle class origin with rural background (58%) and with middle grade education.

Boland (1998) found thousands of children in Cambodia have been abandoned or orphaned after more than twenty years of civil war and social revolution. In Phnom Penh alone, a third of the 12,000 prostitutes were children, half of them infected with the HIV virus.
Dutch researchers Garnefski and Diekstra (1997) compared self-reported mental health problems of adolescents with sexual abuse (N=745, aged 12 to 19 years, 80% were female) with problems in a matched group without experiencing sexual abuse. The finding showed that the percentage of emotional problem (41%), aggressive behaviour (25%), addiction risk (31%) and suicidal tendencies (48%) of sexual abused sample were higher compared to non sexually abused sample in the 4 problem (16%, 10%, 12% and 8% respectively). They reported significantly more adjustment problems in all the four areas of adjustment.

The above studies were conducted on victims of sexual abuse,                 their parents and their caretakers. Most of the data showed that the                  victims are women, especially girl children and adolescents. The studies             have also showed that the abuse can happen in all groups across the culture and social background. The effects of sexual abuse ranged from physical consequences such as sleep disturbances, nightmare, pregnancy, STD and HIV-AIDS, to                  psychological/ behavioural consequences such as emotional-behavioural problem, depression, substance abuse, alcohol abuse, sexual aversion and a variety of disorders namely panic disorder, social phobia or generalized anxiety disorder and PTSD. The victims of sexual abuse are also at high risk for further abuse and getting affected in their social functioning. Most of them met the criterial for psychiatric diagnosis but very less numbers have been sought out or received psychological intervention or treatment. 
SOCIAL SUPPORT FOR SEXUALLY ABUSED VICTIMS


Rosenthal et al (2003) interviewed 147 sexually abused youth at the time of discovery (T1) and 1 year later (T2) to investigate age and gender differences in perceived emotional support in children and adolescents who experienced sexual abuse from the time of discovery to 1 year later. The result showed that children reported most satisfaction with support from caregivers followed by friends whereas adolescents reported similar levels of support from friends and caregivers. Satisfaction with support was differentially related to adjustment. Youth who reported more satisfaction with caregiver support at T1, reported less depression, better self-esteem but more sexual anxiety 1 year later. More satisfaction with support from friend predicted lower self-esteem but less sexual anxiety. More satisfaction with initial caregiver support at T1 predicted better parent- and teacher-rated 1 year later.

A study by Jacqueline and Sharon (2002) evaluated the association of sexual assault history with later social support, operationalized as network size, marital status, presence of a partner, frequency of network contacts and emotional support from friends, family and spouse. Data came from six independent general population surveys (N = 9,865) whose results were summarized using meta-analysis. People who had been sexually assaulted were less likely than others to be married or to report at least weekly contact with friends and relatives and reported less emotional support from friends and family and spouse. Results were consistent across studies, genders and ethnic groups. Circumstances of sexual assault were sometimes related to social support.

Using a prospective design, Lori et al (1999) assessed 142 female victims of sexual or nonsexual assault at both 2 weeks and 3 months following the assault. They examined self-reported perceptions of how often the participant has been the recipient of socially supportive actions by others and how often the participant has been engaged in interpersonal friction with others. Degree of interpersonal friction shortly after the assault predicted PTSD severity 3 months later. On the contrary, positive social support did not predict later PTSD severity. These results are consistent with previous studies that underscore the association between negative features of social relationships and PTSD.

The studies quoted above show support for sexual abuse victims are as importance as treatment. Few studies have shown the effect of social support as part of treatment process, prevention of further abuse, prevention of the development of mental disorder such as PTSD. Anyway, social support alone is not enough in helping the suffering victims to be completely better off with the negative consequences of sexual abuse; psychological intervention such as Cognitive Behavioural Therapy is essential for those victims, to change their negative cognitions.
TREATMENT FOR SEXUALLY ABUSED VICTIMS

Pallavi et al (2003) assessed sleep disturbances in 6 female rape          victims with post traumatic stress disorder (PTSD). Five responded to                     cognitive behavioral therapy (CBT) and one did not complete treatment. Sympatho-vagal balance was measured using heart rate variability (HRV) during rapid eye movement (REM) sleep. The treatment responders significantly decreased on HRV while the non-completer increased. The responders also significantly decreased on sleep disturbances. The non-completer remained unchanged. Thus a remission in PTSD symptoms following CBT accompanied a reduction in the HRV indicator of sympathetic predominance in REM sleep.
Tothbaum and Schwartz (2002) analyzed the studied of the effectiveness of Exposure therapy for post traumatic stress disorder patients (PTSD), which requires the patient to focus on and describe the details of a traumatic experience. They found a strong support from well-controlled studies applied across trauma populations. However, there are many misconceptions about exposure therapy that may interfere with its widespread use. It is concluded that exposure therapy is a safe and effective treatment for PTSD when applied as directed by experienced therapists.
A study conducted, by Sandra and James (2001), examined the effectiveness of Emotion Focused Therapy with 32 adult survivors (EFT-AS) of childhood abuse (emotional, physical and sexual). EFT-AS is a 20-week individual psychotherapy based on current emotion theory and experiential therapy theory and research. The study employed a quasi-experimental design in which participants, who met screening criteria, were assigned to therapy or a variably delayed therapy condition. Clients receiving EFT-AS achieved significant improvements in multiple domains of disturbance. Clients in the delayed treatment condition showed minimal improvements over the wait interval but after EFT-AS showed significant improvements comparable to the immediate therapy group. These effects were maintained at 9 months (on average) follow-up.

Imagery-rehearsal therapy for chronic nightmares was assessed by           Barry et al (2000), in a randomized controlled study of sexual assault survivors with post traumatic stress disorder (PTSD). Nightmares, sleep quality and PTSD were assessed at baseline for 169 women, who were randomized into two groups: treatment (n= 87) and wait-list control (n = 82). Treatment consisted of two         3-hour sessions and one 1-hour session conducted over 5 weeks. Of 169 participants, 91 women (Treatment, n = 43, Control, n  = 48) completed a 3-month follow-up and 78 did not. At follow-up, nightmare frequency and PTSD severity decreased and sleep quality improved in the treatment group with small to minimal changes in the control group. Treatment effects were moderate to high. Notwithstanding the large dropout rate, imagery-rehearsal therapy is an effective treatment for chronic nightmares in sexual assault survivors with PTSD and is associated with improvement in sleep quality and decreases in PTSD severity.
Charles and Linda (2000) suggest that the following counselling techniques are useful in helping sexually abused children:

· Relaxation, visualization may help the child develop a more positive attitude toward herself/himself and life.

· Encourage good physical appearances and self-confident stance in both verbal and non-verbal communications.

· Play therapy, role-play and group counselling help abused children to communicate or share their thoughts and feelings.

· Empathetic listening and clarification of words and nonverbal expression is essential.

· Assertiveness training that focuses on how to say ‘no’ or handle potentially abusive situation may be necessary.

· Encourage the victim to tell someone right away when an abusive situation occurs.

· Have trust in the victims
· Use eclectic and flexible approaches according to the victim’s responses.
To address the concern of sexual assault and its consequences, Resnick et al (1999) developed an acute time-frame hospital-based video intervention to: (a) minimize anxiety during forensic rape exams and (b) prevent post-rape               post traumatic stress disorder (PTSD), panic, and anxiety. Preliminary data indicated that (1) psychological distress at the time of exam was strongly related to PTSD symptomatology 6 weeks post-rape and (2) the video intervention successfully reduced distress during forensic exams.

KolKo et al (1999) examined the treatment histories, the service needs, concerns and involvements of cases referred to Child Protective Services (CPS) following an allegation of child physical or sexual abuse in an effort to document their services. Standardized clinical assessments were conducted with child victims and their caregivers at intake and at a second assessment after 4 to 8 months. Group differences due to informant type and abuse allegation were examined at each assessment and across time. They found that 30% of the caregivers and children had a past history of psychiatric hospitalization. Reports from both informants at intake identified a range of perceived service needs, treatment goals and obstacles to service participation. At the post-service assessment, children and their caregivers reported high rates of family (54%, 51%) and parental counselling (50%, 51%) and lower rates for child treatment           (13%, 18%). 

Foa et al (1999) randomly assigned 96 females assault victims with chronic post traumatic stress disorder (PTSD) to 4 treatment conditions: Prolonged exposure (PE), stress inoculation training (SIT), combined treatment (PE-SIT) or wait-list control (WL). Treatment consisted of 9 twice-weekly, individual sessions. Independent evaluations were conducted at pretreatment, post-treatment and 3, 6 and 12 months follow-ups. All 3 active treatments reduced severity of PTSD and depression compared with WL but did not differ significantly from each other and these gains were maintained throughout the follow-up period. However, in the intent-to-treat sample, PE was superior to SIT and PE-SIT on post-treatment anxiety and global social adjustment at follow-up and had larger effect sizes on PTSD severity, depression and anxiety. SIT and PE-SIT did not differ significantly from each other on any outcome measure.
In order to assess the effectiveness of a new model of group treatment for sexual abuse survivors over individual therapy, Westbury and Tutty (1999) conducted an experimental design by assigning 22 women to the group treatment and 10 were in the wait-list. They found that on average, both groups of women decreased depression and trauma symptoms as well as increased self-esteem. However, the clients in the treatment group improved their depression and anxiety to a statistically significantly greater degree than clients in the wait-lists comparison condition. Improvement approaching statistical significance was found in levels of self-esteem in the treatment as compared to the wait-list condition.

Riorentine et al (1999) examined the possible effects of sexual and physical abuse on a wide array of behavioural domains over a two-year post-treatment period. The findings indicate few differences between those with and without past histories of such abuse in terms of drug use, drug treatment and 12 step program participation, criminality, income sources, intimate relationships, family functioning and psychiatric symptoms. Overall, the findings indicate that the impact of sexual and physical abuse histories on relatively long-term treatment outcomes is minimal. Addressing the sexual and physical abuse histories of those seeking treatment for drug abuse may be justified on humanistic grounds, but it will not significantly improve the long-term-effectiveness of drug treatment, nor will it substantially enhance the lives of those with histories of abuse.
Longstreth et al (1998) found that molested women who completed a series of 16 weekly group psychotherapy sessions conducted by social workers improved substantially in various aspects of psychological functioning, including self-image, coping techniques, relationship issue and mothering. In addition, there was significant improvement in all psychological symptom scales and all global indices of symptomatic distress. Furthermore, the improvement was present immediately after therapy and with the exception of the hostility score, which persisted one year later. Although the somatization score was reduced, the number of visits for physical symptoms did not change.

Cohan and Mannarino (1996) conducted a study on 67 sexually abused boys and girls, who were in the age range of 3 to 5 years. They found significantly greater improvement in behaviour problems in children being treated by cognitive behavioral group therapy (39 sample) when compared to children receiving a more nondirective psychotherapy (28 sample). 
In a study by Berliner and Saunders (1996), 80 sexually abused children were assigned to either a traditional treatment group that addressed abuse issues through discussion, activities, games and role play or to a treatment group using the same techniques plus relaxation, cognitive restructuring and graduated exposure. The result revealed that the addition of cognitive behavioral interventions did not improve the effectiveness of the more traditional group therapy.

By way of contrast, Deblinger et al (1996) found group-administered Cognitive Behavioral Therapy to be superior to traditional group therapy. One hundred sexually abused children were randomly assigned to either a community treatment control group or one of the three trauma-focused Cognitive Behavioral Therapy Conditions: individual treatment, treatment with the parent and treatment through the parent only. Cognitive Behavioral Therapy was found to be superior to all other treatment conditions in reducing PTSD symptoms.

The above studies reveal that treatment is required not only for the sexually abused victims, but also their parents and caretakers. The studies have shown the effectiveness of different therapies and the most promising one seems to be Cognitive Behaviour Therapy, followed by Exposure Therapy. The treatments were focusing only on one or two particular symptoms among a variety of symptoms that the victims were suffering from, for example the study by Pallavi focused only on nightmare and sleep disturbance; some studies focused only on the parents and caregivers and not on the individual victim. Most of the studies paid attention only on the serious consequences of sexual abuse, such as PTSD and neglected the other forms of psychological problems, which might lead to serious mental disorder, if not treated adequately. Most of the treatment studies were conducted on small sample; hence, the results cannot be generalized.

METHODOLOGY

The study on ‘Management of Anxiety in Sexually Abused Victims in Cambodia through Positive Therapy’ was carried out at two Rehabilitation Centers for sexually abused victims, in Phnom Penh, Cambodia. The steps involved in conducting the study were as follows:

· Objectives 

· Research questions

· Null hypothesis

· Area of the study

· Sample

· Methods of data collection

· Procedure

· Analysis of data

OBJECTIVES

1. To assess the anxiety level of selected sexually abused victims in Cambodia.

2. To assess the level of general well-being of the sample.

3. To study the relationship between anxiety and general well-being.

4. To find out the effects of Positive Therapy in the management of anxiety in the 

     sample.

5. To find out the effects of Positive Therapy in the enhancement of General Well-

     being of the sample.

RESEARCH QUESTIONS

1. What is the anxiety level of the selected victims of sexual abuse in Cambodia?

2. What is the level of general well-being of sample?

3. What is the relationship between anxiety and general well-being?

4. Does Positive Therapy help in the management of anxiety in sexually abused victims?

5. Does Positive Therapy help in the enhancement of their general well-being?
NULL HYPOTHESES

1. There is no anxiety in victims of sexual abuse in Cambodia.

2. The general well being of sexually abused girls is not affected.

3. There is no relationship between anxiety and general well being.

4. Positive Therapy does not have any effect in the management of anxiety in 

    sexually abused girls.
5. Positive Therapy has no effect on the general well-being of the sample.
AREA OF THE STUDY


Cambodia, being the native place of the investigator, was chosen to conduct the study. From Cambodia, two Rehabilitation Centers, namely AGIR POUR LES FEMMES EN SITUATION PRECAIRE (AFESIP) and NEAVEA THMEY Center, were selected. 

SAMPLE


Sixty girls, who were staying in AFESIP Rehabilitation Center (N=30) and NEAVEA THMEY Center (N=30) in Cambodia, 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, 2000). The sample were in the age range 14 to 23 years.
METHODS OF DATA COLLECTION

To collect the data, Interview, Case Study Schedule and Psychological Tests were used.

INTERVIEW

Interview has many advantages. There is face-to-face contact with the person when the information is obtained (Gupta, 1994). The data collected using interview method is more reliable and accurate because information given by the respondents can be checked on the spot by cross-examination (Kothari, 2000).
CASE STUDY SCHEDULE

The Case Study Schedule by Hemalatha Natesan (2003) (Appendix I) was used to collect the needed information about the sample. " Case Study Schedule method of data collection is very useful in extensive enquiries and can lead to fairly reliable result" (Kothari, 2000).

PSYCHOLOGICAL TESTS

Psychological tests are “standardized procedures designed to measure the subjects’ performance on a specified task” (Carson et al. 1995). Three psychological tests were used in this study, namely Manifest Anxiety Inventory, General Well-being Index and Sentence Completion Test. 
MANIFEST ANXIETY INVENTORY (MAI)

Manifest Anxiety Inventory, constructed and standardized by Hemalatha Natesan and Nandhini Menon (2000) (Appendix II) was used to assess the level of anxiety of the subjects. It consists of forty items. There are two possible responses to each item namely, ‘Yes’ or ‘No’. The respondent is asked to tick anyone of the two alternatives, which applies to her. The validity of MAI is 0.89 and the reliability by test-retest method is 0.93. Scoring key and norms are provided by the authors.

GENERAL WELL-BEING INDEX (GWI)

General well being index was standardized by WHO (World Health Organization, 1998) (Appendix III). It is a Rating Scale with 5 items, each item to be rated on a 5 point rating scale. The items are related to the individual’s life satisfaction in the recent past.

SENTENCE COMPLETION TEST (SCT) 

The Sentence Completion Test was constructed by Hemalatha Natesan (1980) (Appendix IV). It is a projective test to identify the negative thoughts/perceptions of the subject regarding their experiences, people around and their future.
PROCEDURE
From Cambodia, two Rehabilitation Centers for sexually harassed women, namely AFESIP and NEAVEA THMEY, were chosen to conduct the study. Sixty sexually abused victims, thirty subjects from each center, were selected by purposive sampling method. The age range of sample was 14 to 23 years. Thirty subjects from AFESIP served as the experimental group. Due to lack of time to provide treatment, 30 subjects from NEAVEA THMEY were assigned to the control group.

        
To begin with, rapport was established with the subjects. Individual interview was conducted to collect the needed information about the subjects, using the Case Study Schedule. 


Manifest Anxiety Inventory, General Well-being Index and Sentence Completion Test were administered on the entire sample. 


Treatment called Positive Therapy was given to the subject in the experimental group. 

TREATMENT

Positive Therapy (Natesan, 2002) is a package combining the Eastern techniques based on Yoga and Western techniques based on Cognitive Behavior Therapy. It helps people develop a pleasing personality and a positive perception. It improves both physical and mental health. It helps in the management of negative emotions such as anger, worry, anxiety etc. It helps people deal with their problems effectively and lead a successful life. It has four strategies:

· Relaxation Therapy

· Counselling

· Exercises and

· Behavioural Assignments

RELAXATION THERAPY


Relaxation Therapy consists of 3 steps:

1.   Deep Breathing Practice

2.   Relaxation Training and

3.   Auto suggestion

DEEP BREATHING PRACTICE

A person who is anxious always take a shallow breath which make him/her feel that he/she is not getting enough air and in turn, make them more anxious, thus the person will continue the circle of shallow breath and anxiousness. Deep breathing practice helps them to have rhythmic breaths. When the person focuses on deep breathing, the cycle, ‘shallowness and anxiousness’ is interrupted and the body and brain begin to relax.


In this, the subjects were asked to sit on the floor in squatting posture, with head and back 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 5 times with the subjects’ eyes open and 5 times with their eyes closed.
RELAXATION TRAINING

Relaxation Training helps to relax both the body and the brain. After Deep Breathing Practice, Relaxation Training was given, where the subjects were asked to lie down on a mat, without a pillow. The subjects were asked to keep the head straight, lips slightly apart, hands comfortably placed on the sides, with palms facing upwards and legs stretched, with feet, one foot apart. They were asked to close their eyes and have a folded handkerchief placed on the eyes, to ensure complete darkness.

They were asked to concentrate on the top of the head and the following instructions were given, " Breathe in slowly... Breathe out gradually... Top of the head... Relax..." This was repeated 3 times followed by the suggestion, " Now the top of the head is light and relaxed; no thoughts, no fears, no worries, no tension, no stress. Top of the head is completely 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. Exhale all the aches, pains and sicknesses from the body

· Inhale happiness. Exhale all the worries from the body.

· Inhale positive thoughts. Exhale all negative and useless thoughts from the body

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

· Inhale courage and confidence. Exhale all the fears from the body.

· Inhale success. Exhale failures and fear of failures from the body.

· Inhale love. Exhale hatred and anger from the body.

AUTO SUGGESTION

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


"I am healthy


I am happy


I love everyone; everyone loves me


I am bold and confident


My life is meaningful


I can get married and lead a happy life.


I can face my problems boldly and solve them successfully


I am not afraid of any body; God is with me


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


Thank you God for giving me all that I need - good health, wealth, 

happiness and success".

COUNSELLING

The subjects' negative thinking and emotions were modified through counselling. The following counselling techniques involved in Positive Therapy were used. 

· Rational Emotive Therapy

· Thought Stopping

· Cognitive Restructuring and 

· Assertiveness Training 
RATIONAL EMOTIVE THERAPY


It is assumed that all individuals are basically intelligent enough to face and solve their problems, but some are not aware of this. More often, the problems are due to one’s own wrong perceptions and beliefs. The aim of Positive Therapy is to remove such irrational beliefs and thoughts by appealing to reason. Emotion and reason are like two pans of a balance. When one becomes highly emotional, one cannot think rationally. So the individual is trained to face her problem with clarity in thinking and reasoning, rather than resorting to fear, anger or worry.

The irrational beliefs and thoughts of the subjects such as "My life is meaningless", "No one can be trusted", "I am bad" etc. were identified and removed by appealing to their reason. 
THOUGHT STOPPING


This is a process of controlling unproductive, debilitating and self-defeating thoughts through the elimination of maladaptive negative thoughts.


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


“ I am bad ”


“ Others hate me and do not accept me ”


“ My life is a waste ”


“ My life is miserable ”


“ I can’t get married ”


“ I am a fool ”


“ All men are bad ”


“ No one cares for me ”


 “ My future is dark ”


The subjects were asked to sit in a relaxed state, close their eyes, breathe in slowly and get the first disturbing negative thought and breathe out saying "STOP" and push the thought away and open the eyes. This practice was given 5 times. Then they were asked to follow the same procedure when they were asked to say, "STOP" mentally and throw the thought out. This practice was also given 5 times. Similar procedure was followed with each of the negative thought. In due course, the subjects learnt to throw out disturbing, negative thoughts automatically.
COGNITIVE RESTRUCTURING


This helps the client replace negative cognitions with positive self-enhancing thoughts. In this, the subjects were asked to breathe in slowly and breathe out gradually, telling out one of the positive thought (3 times each), smilingly.

Positive Thoughts


I am good


Everyone likes me


My life is useful 


My life is meaningful


I will get married and lead a happy life


I am not a fool


All men are not bad


Everyone loves me and cares for me


My future is bright.

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.

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 most common victims of unassertiveness are children and women, who are verbally, physically and sexually abused.

The individual is asked to identify and report the situation in which she suffered due to unassertiveness; then she is trained to be assertive by having a straight posture, with an upright face, audible voice and direct eye contact. The counsellor played the role of the client, as an assertive person. The client was asked to imitate the counsellor. After practice for a couple of times, the client was asked to behave in similar assertive manner in real life situations.

EXERCISES

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

· Tension Releasing Exercise.

· Smile Therapy and 

· Laugh Therapy

TENSION RELEASING EXERCISE

In this, the subjects were asked to stand with the feet one foot apart, close their palms and bring them towards the chest breathing in slowly, then breathe out forcefully through the mouth making a noise (Ha), simultaneously throwing down the hands side wards, opening the palms. This practice was given ten times. This helped to release the tension accumulated in their bodies.

SMILE THERAPY

The subjects were asked to have a smile and breathe in through the mouth making a sound (without involving the vocal cords); then close the mouth smilingly and breathe out through the nose. They were asked to enjoy the coolness in their mouth and chest. This practice was given ten times. This helped to create a pleasant, cheerful mood in the subjects.

LAUGH THERAPY

The subjects were asked to stand, bend down the back and 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 gesture, clap hands and look at each other while laughing. They were asked to laugh louder and louder. This practice was given for 5 times. This also helped to release their tension, as well as the negative emotions such as fear, anxiety, worry and anger.

BEHAVIOURAL ASSIGNMENTS


The subjects were given the following Behavioural Assignments to ensure permanent positive changes in their thoughts, emotions and behaviour.

“Have positive thoughts

Have positive attitude towards self, life and others

Live in the present

Have interest in what you do

Have self-confidence and courage 

Enjoy what you do

Have friends ; share your thoughts with your friends

Practise Smile Therapy, Laugh Therapy and Tension Releasing Exercise daily

Practise Deep Breathing early in the morning facing east and in the evening facing west.

Relaxation Training with Autosuggestion in the morning and at night”.
DURATION OF THE THERAPY


Positive Therapy was given for one hour per session, in small groups of 10 in each group, for a period of three weeks. Totally, there were six sessions. After one week, all the subjects were retested using M.A.I., General Well-being Index and selected items of the Case Study Schedule. 

EXPERIMENTAL DESIGN

The Before and After treatment condition with control group was selected for this study. This design is superior to other design, for the simple reason that it avoids extraneous variations resulting both from the passage of time and from non-comparability of the test and control areas (Kothari, 2000).

	Group
	Time Period I
	
	Time Period II

	Test
	Level of phenomenon

Before treatment (X)
	Treatment Introduced


	Level of Phenomenon

After treatment (Y)

	Control
	Level of phenomenon

Without treatment (A)
	No Treatment


	Level of phenomenon

Without treatment (B)

	Treatment effect: (Y-X) – (B-A)


ANALYSIS OF DATA


The data was analysised statistically based on the following:

I. 
Anxiety

· Comparison of the mean anxiety of the experimental group before and after treatment.

· Comparison of the mean anxiety of the control group in the first test and retest.

· Comparison of the mean anxiety of the experimental group (after treatment)   and control group (retest).

II. 
General Well-being 

· Comparison of the mean General Well-being of the experimental group before and after treatment.

· Comparison of the mean General Well-being of the control group in the first test and retest.

· Comparison of the mean General Well-being of the experimental group (after treatment) and control group (retest).

III. 
Anxiety and General Well-being

· Computation of coefficiency of correlation between Anxiety and General Well-being. 
RESULTS AND DISCUSSION


A study on ‘Management of Anxiety in Sexually Abused Victims in Cambodia though Positive Therapy’ was conducted in Phnom Penh, Cambodia. Sixty girls were selected from AFESIP and NEAVEA THMEY Rehabilitation Center to serve as the sample.


The methods/tools adopted to collect the data included Interview, Case Study Schedule, Manifest Anxiety Inventory, General Well-being Index and Sentence Completion Test. 


The results of the study are analyzed and discussed in the following pages. The age of the sample ranged from 14 to 23 years. Most of the subjects (88%) were Cambodian and the rest (12%) were Vietnamese. Eighty three per cent of the subjects were Buddhists and 17% were Christians. Most of the sample (82%) were from large families. Half of the sample were from joint families and the remaining half from nuclear families. 

With regard to their educational status, 66% had education up to V standard, 21% up to IX standard and 2% up to the University and the rest (11%) were illiterates. Most of the them (73%) were not willing to continue their education as they had to earn their living and support their families; some of them felt ashamed to go back to school and some who were illiterates felt it was too late to go to school. Thirteen per cent were willing to go to school as they wanted to learn to read and write and felt they cannot be cheated if they were educated.


With regard to their occupation, 80% stated their interest to take up a job, to support their families financially and also to be independent. Further, they expressed that when they were occupied, they could forget the bitter memories of the past, shame, guilt feelings, criticism, etc. 

It was very unfortunate to find that 86% of the sample were unmarried girls and 14% were divorced. Further, 15% of the sample had undergone abortion. None of the sample had children. Thirty per cent of the sample wished to get married to have support and protection; 40% were not for married as they were afraid of harassment and rejection; they had guilt feeling that they were not pure and they felt that men cannot be trusted. On the whole, they hated men. 

The source of referral to the Rehabilitation Centers included police, NGO’s, staff of the Rehabilitation Centers from other Provinces, parents and relatives.

Most of the subjects (72%) were happy to stay in the Rehabilitation Centers as they had a new life, good friends, good living condition with safety and security and had the opportunity to learn new skills in cooking, tailoring, beautician course etc. They were particularly happy that there was no stigmatization or bullying. Some of them preferred to go home and help their families.

TABLE I

DURATION OF STAY IN THE REHABILITATION CENTERS 







               (N=60)

	Duration of stay
	N
	%

	Upto one year

1 to 2 years

3 to 5 years

More than 5 years
	38

17

3

2
	63

28

6

3

	Total
	60
	100


 



                              (Percentages are rounded up)

The Duration of stay of the victims of sexual harassment in the two Rehabilitation Centers at the time of this study is presented in Table I. Majority of the subject (63%) have been in the Centers for less then one year; very few (9%) have been there for more than 3 years 


The institution provides various Training Courses to the inmates for 6 months to one year, after which they are sent back to their families to have well-integrated lives. Anyway, some of them preferred to stay in the institution to have a safe and secure life. Some of them were working as Social Workers in the same institutions.

TABLE II

SOURCES OF PHYSICAL ABUSE

 







                (N=60)

	Source of Physical abuse
	N
	%

	Parents

Brothel owners

Husband

Relatives

In-laws

Step father
	13

10

4

3

2

2
	38

29

12

9

6

6

	Total
	34
	100


 




 
         (Percentages are rounded up)
Table II reveals that out of the 60 subjects, in both experimental and control groups, 34 subjects (57%) were physically abused. Parents were the most common source of physical abuse. It is common that physical abuse happens at home. The causal factors are likely to be poverty, alcohol abuse among parents, poor communication at home and unemployment. Jaya (2003) had highlighted in her study that children of large families were subject to violence more frequently by their fathers.

It is sad to note that 29% of the subjects were physically abused by brothel owners. When the victims refused to go with the customers, it led to physical violence or threatening. Bathelomew et al (2002) had found similar result, that is, women with sexual abuse histories were more likely to have experienced physical and emotional abuse.
TABLE III

TYPES OF SEXUAL OFFENDERS

       (N=60)

	Types of offenders/Perpetrators
	N
	%

	Strangers

Neighbours/ Relatives/Friends 

Father-in-law / Step-father

Gang

Father/ Brother
	17

15

13

8

7
	28

25

22

13

12

	Total
	60
	100


           (Percentages are rounded up)

The Case Study Schedule revealed that 77% were the victims of rape and gang rape and the 33% were sold to the brothel. It was alarming to know that due to poverty, some parents and the girls themselves (15%) agreed to be prostitutes. Boland (1998) had reported that 12,000 adolescent girls were prostitutes in  Phnom Penh city, in Cambodia, in 1998; one third of them were below 18 years and half of them were infected with HIV virus.


Table III shows that the majority of the offenders were acquaintance (59%), such as father, brother, relatives, friends, in-laws or neighbours, whom the victims knew and trusted. The rest of the offenders were strangers (28%), including gang (13%). 

TABLE IV

PHYSICAL PROBLEMS OF THE SAMPLE
            (N=60)

	Physical Problems
	N
	%

	Headache

Aches and pain

White Discharge

Dizziness

Menstrual problems

Sexually Transmitted Disease (STD)

Suspected of HIV/AIDS
	41

30

20

20

13

3

1
	68

50

33

33

22

5

2


      (Percentages are rounded up)
Physical problems are always found in sexually abused victims, to which  more attention is given. Table IV clearly reveals that the subjects suffered from more than one physical problem. The most common physical problem appears to be headache (68%) followed by aches and pain (50%) in various part of the body such as back, neck, shoulder, hip and abdomen. Green et al (1999) had also found that women, who reported physical and sexual abuse, were more likely to express somatic pain, especially headache. 
Table IV also shows that some of the subjects were suffering from white discharge (33%). It is sad to note that 5% of them had Sexually Transmitted Disease (STD) and were receiving treatment from a physician in the Center. One of the sample was suspected of having HIV/AIDS.

Roman et al (2002) had also reported that there were medical conditions such as chronic pain, fatigue, bladder problems, headache including migraine, STD and HIV/AIDS. 

Some of the subjects were having poor health habits such as smoking, drinking and taking drugs before coming to the Rehabilitation Centers; few continued to smoke and drink occasionally, but none of them were taking drugs.
TABLE V

PSYCHOLOGICAL PROBLEMS OF THE SAMPLE

      (N=60)

	Psychological problems
	N
	%

	Inferiority

Guilt feeling

Negative attitude toward sex/men

Recurring nightmare

Self blame

Suspicion

Obsession

Worry about future

Isolation

Self-pity

Poor memory
	44

34

29

25

23

22

21

20

20

16

15
	73

57

48

42

38

37

35

33

33

27

25


 
          (Percentages are rounded up)

Table V clearly shows that the victims of sexual abuse were suffering from more than one of the psychological problem. Most of them were suffering from inferiority (73%). Women perceive their virginity as precious; once they lost it, they lost their confidence which resulted in low self-esteem, dissatisfaction in their capabilities and potentialities, leading to inferiority. Majority of them suffered from guilt feeling (57%) leading to self-blame (38%). 

Many of the subjects had developed hatred towards men/sex (48%). They perceived sex as something terribly unacceptable and awkward; hence, some of them (33%) preferred isolation, to avoid the sight of men; they did not want to get married at all, in the future.  

It is sad to note that 42% of the subjects had recurring nightmare and disturbed sleep due to uncontrollable flashback of the traumatic abuse experience. 

These psychological problems had led to negative thoughts about their life, their future and people around. The symptoms of abuse, if not treated as early as possible, might lead to the diagnosis of Post Traumatic Stress Disorder (PTSD) as found by Rodniguez et al (1997); 98% of the sexual abuse victims met the criteria for PTSD at some point after the abuse happened. 

TABLE VI

EMOTIONAL PROBLEMS OF THE SAMPLE



 

        (N=60)

	Emotional Problems
	N
	%

	Anger

Fear

Anxiety

Depression
	38

35

30

28
	63

58

50

47


            (Percentages are rounded up)

Table VI reveals the emotional problems of the subjects. Many of the subjects were angry (63%) towards themselves and the perpetrators for letting the abuse happen. After the abuse, 58% developed fear about the situation and also developed negative relationship or untrusting attitude toward people around. Anxiety (50%) and depression (47%) were also seen as common consequences in the victims of sexual abuse.

Garnefski and Eirkstra (1997) had also found that almost half of the victims of sexual abuse (41%) were suffering from emotional problems. The study by Mustafizen and Firor (1999) revealed that depressive disorder (36%) was the most common among sexual abuse victims, compared to anxiety disorder (28%).

Sodowski et al (2003) showed that girls who have been sexually abused will be at risk of developing anxiety and the type of the abuse is a predictor for the type of anxiety disorder. Their data clearly revealed that the victims abused by strangers are affected by separation anxiety, whereas Safren et al (2002) found that the victims of sexual abuse were likely to be diagnosed as having anxiety cormorbid with depression.
TABLE VII

BEHAVIOUR PROBLEMS OF THE SAMPLE

 








       (N=60)

	Behaviour Problems
	N
	%

	Disturbed sleep

Arguing with friends/authorities

Poor eating/ Over eating

Fighting with peers

Poor adjustment

Stuttering
	22

19

16

15

13

8
	37

32

27

25

22

13


           (Percentages are rounded up)

Once the victims of sexual abuse suffer from psychological and emotional problems, it is common to find behaviour problems among them.

Table VII reveals that many of the subjects were suffering from sleep disturbances (37%) due to nightmares and flashbacks of the traumatic abuse experience. Krakow et at (2002) had found that majority of sexually abused victims had a unique symptom called, sleep disordered breathing, which was widespread among those victims, seeking help for nightmares.

Pallavi et al (2001) found that sleep difficulties were significantly related to drinking motives for coping with negative affect of sexual abuse but not pleasure enhancement or socialization.

Many of the subjects had problems such as arguing with peer or authorities (32%), fighting with friends (25%), poor adjustment (22%) etc., which were developed after the experiences of abuse, probably due to self-hatred/anger as well as hatred/anger toward others.

Genefski and Eiekstra (1997) had found that, among the sexually abused victims, behaviour problems were less common (25%) compared to psychological and emotional problems, suicidal tendency and addiction risk.

TABLE VIII

SUICIDAL TENDENCY IN THE SAMPLE 







            (N=60)

	Suicidal tendency
	N
	%

	 Suicidal ideation

Suicidal attempt
	30

8
	50

14


  (Percentages are rounded up)

Suicidal tendency is very common among the victims of sexual abuse. Table VIII shows that exactly half of the sample had suicidal ideation and 14% of them had attempted suicide by using knife, hanging, jumping from high buildings and taking overdose of tablets. These results are more or less the same as the result found by Garnefski and Eiekstra (1997). They had reported that 48% of adolescents with sexual abuse had suicidal tendency. Similar result were found by Wunderlich et al (2001) where the victims of sexual abuse, especially female victims, showed suicidal thoughts and suicidal attempts significantly more often compared to non-abuse subjects. On the other hand, after the experiences of sexual abuse, they tended to suffer more from anxiety and depression, which in turn, increased the risk for suicidal tendencies among them.

TABLE IX

PROFESSIONAL TREATMENT OFFERED TO THE SUBJECTS







 

                   (N=60)

	Treatment
	N
	%

	Physical treatment

Psychological treatment
	22

8
	37

13








         (percentages are rounded up)


As per the rule of the Rehabilitation Centers, soon after the referral was made from various sources, all the sexually abused victims were referred to physicians in the Center for physical check up. In case of serious physical problems, they will be referred to a hospital or gynaecologist. All of them were tested to find out whether they were pregnant or having STD and/or HIV/AIDS.


Table IX shows the treatments received by the subjects. Unfortunately, though most of the subjects of this study were having physical problems, only 37% of them were getting treatment from professional doctors for their various problems. The rest were not disclosing to the authorities that they were having problems.


Regarding the treatment available for psychological, emotional and behaviour problems, the subjects were getting informal counselling from the staff of the Center at the time of their arrival. For serious psychological, emotional and behaviour problems, the subjects (13%) were referred to the Center for Child Mental Health (CCMH), the only professional treatment available for children and adolescents. 

TABLE X

 ANXIETY LEVEL OF THE EXPERIMENTAL AND CONTROL GROUPS 

BEFORE AND AFTER TREATMENT

     (N=30 in each group)

	Anxiety Level
	Experimental Group
	Control Group

	
	B.T.
	A.T.
	I Test
	Retest

	
	N
	%
	N
	%
	N
	%
	N
	%

	Very High

High

Moderate

Low
	11

13

4

2
	37

43

13

7
	2

7

14

7
	7

23

47

23
	9

8

11

2
	30

27

37

6
	13

13

4

-
	43

43

14

-

	Total
	30
	100
	30
	100
	30
	100
	30
	100


  B.T.: Before Treatment
A.T.: After Treatment
         (Percentages are rounded up)
Table X shows that, initially, many of the subjects in both Experimental and Control groups had ‘High’ / ‘Very High’ anxiety. Hence the null hypothesis, ‘There is no anxiety in sexually abused girls’ is rejected. 

It is amazing to find that after the administration of Positive Therapy, the level of anxiety of the subjects under the category ‘ Very High’ had dropped from 37% to 7%; similarly, under the category ‘High’ anxiety from 43% to 23%; a large number (47%) had come down to the ‘Moderate’ category and under the ‘Low’ anxiety category (23%). All these clearly prove the efficacy of Positive Therapy in the management of anxiety. 

In the Control group, there is an increase in the percentage of subjects in the ‘High’ and ‘Very High’ levels of anxiety; none of them had ‘Low’ level of anxiety. This is probably because they did not have any type of psychological intervention. 

TABLE XI

GENERAL WELL-BEING OF THE EXPERIMENTAL AND 

CONTROL GROUPS BEFORE AND AFTER TREATMENT

      (N=30 in each group)

	General

Well-being

Score
	Experimental Group
	Control Group

	
	B.T.
	A.T.
	I Test
	Retest

	
	N
	%
	N
	%
	N
	%
	N
	%

	21-25

16-20

11-15

6-10

1-5
	-

2

9

11

8
	-

7

30

37

26
	6

15

7

1

1
	20

50

23

3

3
	-

2

10

11

7
	-

7

33

37

23
	-

1

6

13

10
	-

3

20

43

34

	Total
	30
	100
	30
	100
	30
	100
	30
	100


B.T.: Before Treatment
A.T.: After Treatment
         (Percentages are rounded up)

General well-being is closely related with physical health, as well as mental health. As the sample of this study were victims of sexual abuse, it is presumed that their mental health will be affected, in turn, affecting their general well-being and vice versa. 

Table XI indicates that initially, majority of the subjects in both the Experimental and Control groups had ‘Low’ general well-being (63% and 60% respectively). None of them had ‘Very High’ general well-being. Therefore, the null hypothesis, ‘The general well-being of sexually abused girls is not affected’ is rejected. 

After the psychological intervention namely, Positive Therapy, 50% of the subjects in the Experimental group had ‘High’ general well-being and it is very gratifying to note that 20% had ‘Very High’ general well-being. Only a very small percentage (6%) had ‘Low’ general well-being. 

There has not been much difference in the general well-being of the subjects in the control group between the I test and the Retest. Most of the subjects of the control group had ‘Low’ / ‘Very Low’ general well-being; none of them had ‘Very High’ general well-being in either the I test or the retest. These clearly indicate the need for psychological intervention for sexually abused victims.

TABLE XII

SIGNIFICANCE OF DIFFERENCE BETWEEN THE MEAN ANXIETY OF EXPERIMENTAL AND CONTROL GROUPS

 
       





       (N=30 in each group)

	Groups
	M
	SD
	CR

	Experimental Group (B.T)

Experimental Group (A.T)
	25.85

11.50
	8.90

6.35
	7.21*

	Control Group (I test)

Control Group (Retest)
	21.35

23.85
	8.55

6.70
	1.26

	Experimental Group (A.T)

Control Group (Retest)
	11.50

23.85
	6.35

6.70
	7.31*


B.T.:  Before Treatment
A.T.: After Treatment             * Significance at 0.01 level

M: Mean 


SD: Standard Deviation 


CR: Critical Ratio

Table XII clearly reveals that the mean anxiety of the Experimental group, as per the norms, was ‘Very High’, initially. It has reduced drastically after treatment and the mean difference in anxiety for the Experimental group before and after treatment is statistically significant. 

On the contrary, there is not much difference in the mean anxiety of the Control group between the I test and Retest. In fact, it has increased in the retest. There is no true difference between the two means of the control group. 

The mean anxiety of the Experimental group after treatment has reduced tremendously when compared to the Control group Retest and the mean difference between the two groups is statistically significant. All these prove that Positive Therapy has helped in the management of anxiety in the victims of sexual abuse. Hence the null hypothesis, ‘ Positive Therapy does not have any effect in the management of anxiety in sexually abused girls’ is rejected.
Sivasankari and Rohini (2003) had reported that the anxiety in Postpartum women had reduced after the administration of Positive Therapy. 

Menon and Natesan (2003) in their study on ‘Management of Anxiety in pregnant women through Positive Therapy’, had also reported that Positive Therapy helped to bring down the level of anxiety from ‘High’ to ‘Moderate’/‘Low’ levels in the experimental group, whereas, the control group continued to have ‘High’/ ‘Very High’ anxiety. 

TABLE XIII

SIGNIFICANCE OF DIFFERENCE BETWEEN THE MEAN GENERAL WELL-BEING OF EXPERIMENTAL AND CONTROL GROUPS




(N=30 in each group)

	Groups
	M
	SD
	CR

	Experimental Group (B.T)

Experimental Group (A.T)
	8.85

17
	4.45

4.55
	7.03*

	Control Group (I test)

Control Group (Retest)
	9.15

7.65
	4.40

4.05
	1.36

	Experimental Group (A.T)

Control Group (Retest)
	17

7.65
	4.55

4.05
	8.42*


B.T.:  Before Treatment
A.T.: After Treatment             * Significance at 0.01 level

M: Mean 


SD: Standard Deviation 


CR: Critical Ratio


Table XIII clearly reveals that the mean general well-being of the Experimental group and control groups were ‘Low’, initially. But it has improved drastically after treatment and the mean difference in general well-being for the Experimental group before and after treatment is statistically significant. 

On the contrary, there is not much difference in the mean general             well-being of the Control group between the I test and retest. The mean general well-being of the Experimental group after treatment has improved tremendously when compared to the Control group Retest and the mean difference between the two groups is statistically significant. All these prove that Positive Therapy has helped in improving the general well-being of the victims of sexual abuse. Hence the null hypothesis, ‘ Positive Therapy has no effect on the general well-being of the sample’ is rejected.

Menon and Natesan (2003), in their study on ‘Management of Stress through Positive Therapy in Patients facing cardiac surgery’, had also reported that the general well-being of the sample had improved after the administration of Positive Therapy.

TABLE XIV

CORRELATION BETWEEN ANXIETY AND

GENERAL WELL-BEING OF THE SAMPLE 



                (N=60)
	N
	xy
	Cx
	Cy
	σx
	Σy
	r

	60
	-59
	0.13
	0.20
	0.02
	0.04
	-0.63*





   * Significant at 0.01 level

The correlation between Anxiety and General Well-being has been computed and presented in Table XIV. It reveals that there is a high negative correlation between anxiety and general well-being, which is statistically significant.  That is, higher the anxiety, lower the general well-being. This is natural because anxiety and general well-being are like the two pans of a balance and when one goes up, invariably, the other goes down. In the beginning,  the subjects of this study had ‘High’ anxiety and ‘Low’ general well-being. The inverse relationship between the two variables has been proved statistically. Therefore the null hypothesis, ‘There is no correlation between anxiety and general well-being’ is rejected.

The results of the study show that the subjects, who were sexually abused victims, had a number of physical, psychological, emotional and behaviour problems. Many of them had suicidal tendency; but treatment was offered only to some of them. Hence, most of the subjects had ‘High’ anxiety and ‘Low’ General Well-being. Positive Therapy helped in bringing down the level of anxiety and enhancing the General Well-being of the sample. 

SUMMARY AND CONCLUSION


Recently, Cambodia is facing the problem of sexual abuse to a great extent. The victims are mainly young girls, who after the abuse, are living with intense fear. The victims of sexual abuse are also suffering from various physical and psychological problems. Anxiety is one among them which affects their functional life as well as their general well being. If their anxiety is left untreated, it may lead to serious psychiatric problem such as, PTSD. Hence, an effort was made in this study, to assess the level of anxiety and general well being of the selected sexually abused victims and help them to manage their anxiety and improve their general well being by providing a psychological intervention, called Positive Therapy.


The study on ‘ Management of Anxiety in Sexually Abused Victims in Cambodia through Positive Therapy’ was conducted with the following objectives.

· To assess the anxiety level of selected sexually abused victims in Cambodia

· To assess the level of general well being of the sample

· To study the relationship between anxiety and general well being.

· To find out the effects of Positive Therapy in the management of anxiety in the sample.

· To find out the effects of Positive Therapy in the enhancement of general well being of the sample

AFESIP and NEAVEA THMEY Rehabilitation Centers in Cambodia were selected to conduct the study. Sixty sexually abused victims (30 subjects from each Center) were selected to serve as the sample. They were in the age range of 14 to 23 years.

Most of the subjects were Cambodian women (88%); 83% were  Buddhists; 82% were from larger families and 50% were from joint families.

Most of the selected victims of sexual abuse were unmarried girls (86%) who had their education only upto V standard. None of the subjects had children but 15% had undergone abortion. Forty per cent of the subjects were not for marriage as they were afraid of harassment and rejection.

The sources of referral to the Rehabilitation Center included Police, NGOs, Staff of the Rehabilitation Centers from other Provinces, Parents and Relatives.

Majority of the subjects stayed in the Rehabilitation Center upto one year (63%) and very few of them had stayed upto more than 5 years (3%).

Most of the subjects (72%) were happy to stay in the Rehabilitation Center as they had a new life, good friends, good living conditions with safety and security and had the opportunity to learn new skills. Most of them (80%) were interested to take up a job, to support their families.

Inspite of the large number of subjects suffering from various problems, only 37% received physical treatment and 13%, professional psychological treatment. The rest were given counselling by the staff of the Centers.

To begin with, the Case Study Schedule (Hemalatha Natesan, 2003), Manifest Anxiety Inventory (Hemalatha Natesan and Nandhini Menon, 2000), General Well being Index (WHO, 1998) and Sentence Completion Test (Hemalatha Natesan, 1980) were administered on the entire sample. The subjects from AFESIP were assigned to the experimental and control groups and those from NEAVEA THMEY Center constituted the control group. 

The psychological intervention, called Positive Therapy, developed by Hemalatha Natesan (2002) which is based on the Eastern Technique of Yoga and the Western Techniques of Cognitive Behaviour Therapy was administered on all the subjects in the experimental group. 

Positive Therapy consists of 4 strategies:

· Relaxation Therapy

· Counselling

· Exercises and

· Behavioural Assignments

Relaxation Therapy consists of:

· Deep Breathing Practice

· Relaxation Training and

· Autosuggestion

Counselling consists of:

· Rational Emotive Therapy

· Thought Stopping

· Cognitive Restructuring and

· Assertiveness Training

Exercises include:

· Tension Releasing Exercise

· Smile Therapy and 

· Laugh Therapy

Behaviour Assignments were also given to be practised by the subject daily. Positive Therapy was given to the subjects in the experimental group daily for one hour per session, for one week. Reassessment was done on the entire sample after one week using the same tools.

The experimental design used for this study was ‘Before and After Treatment with Control Group’. 

CONCLUSION

· Many of the subjects i.e., sexually abused victims were also abused physically (57%) and the common source of physical abuse was parents, followed by brothel owners.

· Majority of the perpetrators were known persons (59%), such as family members, relatives, friends etc. and the rest were strangers.

· Majority of the subjects were suffering from headache (68%), followed by other physical complaints such as aches and pain in different parts of the body (50%) and dizziness (33%). Some of the subjects were suffering from white discharge (33%), menstruation problems (22%) and STD (5%). Two percent of the subjects were suspected of having by HIV/AIDS.

· Most of the sexually abused victims of the study were suffering from psychological problems such as inferiority (73%) and guilt feelings (59%). 

· The common negative emotions of the subjects were anger (63%), fear (58%), anxiety (50%) and depression (47%).

· Behaviour problems of the sample included disturbed sleep (37%), arguing with friends/authorities (32%), poor eating/over eating (27%), fighting with peers (25%), poor adjustment (22%) and stuttering (13%).

· Half of the sexually abused victims of this study had suicidal tendency.

· The selected victims of sexual abuse had ‘High’/ ‘Very High’ anxiety level.

· The sample had ‘Low’/ ‘Very Low’ general well being.

· There was a high, negative correlation between anxiety and general well being.

· Positive Therapy had proved to be very effective in management of anxiety of the selected sexually abused victims.

· Positive Therapy had helped in enhancing the general well being of the selected victims of sexual abuse.

LIMITATIONS OF THE STUDY

· The duration of the study was limited; therefore, the long-term follow-up of the efficacy of the Positive Therapy could not be done.

· Due to the lack of time, the treatment, namely Positive Therapy could not be given to 30 of subjects from NEAVEA THMEY Rehabilitation Center; hence, they were regarded as control group.

· As the aim of this study was on the management output, the causal factors of sexual abuse was not emphasized.
RECOMMENDATIONS

· Longitudinal research can be conducted in Cambodia to determine the efficacy of Positive Therapy in the management of anxiety among victims of sexual abuse.

· Further research related to causal factors and consequences of sexual abuse in Cambodia can be conducted to help prevent sexual abuse.

· Further research can be carried out on male children and adolescents, who have been sexually abused to study the efficacy of Positive Therapy so that it can be generalized as applicable to all victims of sexual abuse.

· Management of depression in sexually abused victims can been studied, as depression is also a common psychological consequence of sexual abuse.

· Cross tabulation against age, experiences of abuse, types of abusers, duration of stay in the brothels, duration of stay in the Rehabilitation Centers, in relation to psychological effects of sexual abuse can be undertaken. These would help in planning the management/ treatment programme.

· Each Rehabilitation Center should employ a professional counsellor to deal with victims of sexual abuse. All victims should be provided professional counselling instead of informal counselling by the staff or social worker.

· In addition to the physical exercise programme, Positive Therapy can be added as a programme to be offered by the Rehabilitation Centers.

· Research on the efficacy of Positive Therapy on sexually abused victims in different country can be undertaken.
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APPENDIX I

CASE STUDY SCHEDULE
BY

Dr. HEMALATHA NATESAN
H.O.D. OF PSYCHOLOGY

AVINASHILINGAM UNIVERSIY

COIMBATORE

Name:









Date:

Age:









Case No:

Education:




Occupation:




Income:

Nationality:




Religion:

Date and duration of admission to the Center:

Reason of admission:

Marital Status: M  / U

Age at marriage:


Living status: 
With husband / Separated / Divorced


Reason for separation or divorce:

Type of family:
Joint / Nuclear

Size of family: 
Small (up to 4) / Big (more than 4)

Address:

Family Background:

	S.No.
	Relationship
	Age
	Education
	Occupation
	Income

	
	
	
	
	
	


Has been physically abused:
yes / no
If yes, by whom:

At what age:

Type of sexual abuse:

Rape / Sold

Age of rage / illegal sex:


Date of rape / Sold / Cheated

Admission to brothel:

Voluntary / By force / Others:

Has been pregnant:
Yes / No
if yes, how many times:

Had abortion: 

Yes / No
If yes, how many times:

Has any children:
Yes / No
If yes, how many:
Boys:

Girls:

Status of the child: with the family / thrown out alive / kill / left in the orphanage / 

Other, specify:

Has had suicidal thought for the past 6 months: 
Yes / No

Has attempted suicide for the past 6 months:

Yes / No
 if yes, in which way:

Problem:

I. Physical Problem:


Has any physical problem:
yes / no

Headache / Back pain / Body pain / Menstrual problems / STD / HIV / AIDS

Others, specify:

II. Psychological Problems

1. Suspicion

2. Inferiority

3. Guilty

4. Negative attitude toward sex / male

5. Recurring nightmare

6. Self-blameing

7. Others, specify:

III. Emotional Problems:


Fear / Anxiety / Depression / Guilt / Anger 

any other, specify:

IV. Cognitive Problem:


Recurring negative thoughts:


1.


2.



3.

V Behaviour Problems:


Eating / Sleeping / Talking / Socializing / Adjustment / Aggression


Other, specify:

Poor Health Habits:






Recently



Past one year

Smoking



yes / no



yes / no

Drinking



yes / no



yes / no

Drugs




yes / no 



yes / no

Treatment:

Under medical treatment:

yes / no 
if yes, specify:

Under psychological treatment:
yes / no
if yes, specify:

What are the training course are you undergoing?

Are you happy in this institution?

yes / no
if yes, specify:

Do you wish to continue your studies?
yes / no
if yes, specify:

Do you wish to work?



yes / no
if yes, specify:

Do you wish to get married?


yes / no
if yes, specify:

What is your future plan?

APPENDIX II

MENIFEST ANXIETY INVENTORY

BY

Dr. HEMALATHA NATESAN

H.O.D. OF PSYCHOLOGY

AVINASHILINGAM UNIVERSIY

COIMBATORE

	I
	II
	III
	IV
	TOTAL
	INTERPRETATION

	
	
	
	
	
	


1. Name

:




Sex:
M / F

2. Date of Birth
:




Age:

3. Education

:


4. Occupation

:

5. Marital Status
:
Single / Married

6. Type of Family
: 
Joint / Nuclear

7. Size of Family
:
Small (4 & Below) / Big (More than 4)

8. Address

:


9. Phone

:

INSTRUCTION:

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

	Part-I
	Yes
	No

	1. My muscles are tensed
	
	

	2. I am short of breath
	
	

	3. My hands tremble
	
	

	4. I feel tired
	
	

	5. My mouth becomes dry
	
	

	6. My hands go chill
	
	

	7. I have very poor appetite
	
	

	8. I have digestive problems
	
	

	9. My palms sweat
	
	

	10. I have disturbed sleep
	
	

	11. I get unpleasant sensation in my stomach
	
	

	12. I get recurring dreams which trouble me
	
	

	13. I have an urge to urinate frequently
	
	

	PART-II
	
	

	1. I worry a lot over small matters
	
	

	2. I am scared without any reason
	
	

	3. I am not satisfied with my self
	
	

	4. I am tensed
	
	

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

	6. I get butterflies in my stomach
	
	

	7. I worry about my future
	
	

	PART-III
	
	

	1. I have difficulty in concentration
	
	

	2. I cannot take decision
	
	

	3. I feel I am going to fall ill
	
	

	4. I am unable to relax
	
	

	5. I feel confused
	
	

	6. I forget things easily
	
	

	7. I am unable to think clearly
	
	

	8. I have distracted easily
	
	

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

	10. I am unable to finish things in time
	
	

	11. I get unwanted repetitive thought
	
	

	PART-IV
	
	

	1. My speech is blocked
	
	

	2. I act without thinking
	
	

	3. I mess up whatever I do
	
	

	4. I am unable to have completed rest
	
	

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

	6. I am unable to do any thing perfectly
	
	

	7. I am very careless
	
	

	8. I have a strained posture
	
	

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


SCORING KEY

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

NORMS

	SCORES
	ANXIETY LEVEL

	25 and above
	Very High

	17-24
	High

	9-16
	Moderate

	1-8
	Low

	0
	Very Low


APPENDIX III

General Well-being Index 

By World Health Organization (WHO)

(1998 version)

“Please indicate for each of the five statements, which is closest to how you have been feeling over the last two weeks. Notice that higher numbers mean better well-being.

Ex. If you felt cheerful and in good spirits more than half of the time during the last two weeks, put a tick in the box with the number 3 in the upper right corner.

	Over the last two week
	All of the time
	Most of the time
	More than half of the time
	Less than half of the time
	Some of the time
	At no time

	I have felt cheerful and in good spirits


	5
	4
	3
	2
	1
	0

	I have felt calm and relaxed


	5
	4
	3
	2
	1
	0

	I have felt active and vigorous


	5
	4
	3
	2
	1
	0

	I woke up feeling fresh and rested


	5
	4
	3
	2
	1
	0

	My daily life has been filled with things that interest me


	5
	4
	3
	2
	1
	0


SCORING: The raw score is calculated by totaling the figures of the five answers. The raw score ranges from 0 to 25. 0 representing worst possible and 25 representing best possible quality of life.
APPENDIX IV

SENTENCE COMPLETION TEST
BY

Dr. HEMALATHA NATESAN

H.O.D. OF PSYCHOLOGY

AVINASHILINGAM UNIVERSIY

COIMBATORE

INSTRUCTIONS:

“In this test, there are 20 incomplete sentences. Read each item and complete it with the words that come to your mind immediately. There is nothing “Right” or “Wrong”. Do it as quickly as possible”.

1. I like

2. My future is

3. My friends

4. When I face a problem
5. Now-a-days, I find that life is

6. The people around me

7. When I am at home

8. Usually I find my work

9. I feel that worries are

10. We must have

11. I strongly feel that

12. I don’t know why

13. My ambition is

14. I feel that my husband/ wife is

15. More often, I find myself

16. Life will be more pleasant if

17. I wish

18. There is no need

19. The main problem in my life is

20. I feel happy when
FIGURE  II

PSYCHOLOGICAL PROBLEMS OF THE SAMPLE

   N = 60


[image: image1.wmf]0

10

20

30

40

50

60

70

80

Inferiority

Guilt Feeling

Negative

attitude 

toward

sex/men

Recurring

nightmare

Self blame

Psychological Problems

Percentage




FIGURE III

EMOTIONAL PROBLEMS OF THE SAMPLE

                N = 60
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FIGURE IV

BEHAVIOUR PROBLEMS OF THE SAMPLE

            N = 60
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FIGURE  I

PHYSICAL PROBLEMS OF THE SAMPLE

   N = 60
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FIGURE  V

ANXIETY LEVEL OF THE EXPERIMENTAL AND CONTROL GROUPS BEFORE AND AFTER TREATMENT 
Experimental Group

              N = 30
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FIGURE VI

GENERAL WELL-BEING OF THE EXPERIMENTAL AND CONTROL GROUPS BEFORE AND AFTER TREATMENT 
Experimental Group

              N = 30

[image: image7.wmf]0

10

20

30

40

50

60

1-5

6-10

11-15

16-20

21-25

General Well-being

Percentage

Before Treatment 

After Treatment 




              Control Group

                
   N = 30

[image: image8.wmf]0

5

10

15

20

25

30

35

40

45

50

1-5

6-10

11-15

16-20

21-25

General Well-being

Percentage

I Test

Retest



FIGURE  VII

MEAN ANXIETY OF EXPERIMENTAL AND CONTROL GROUPS
                N = 60
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FIGURE  VIII

MEAN GENERAL WELL-BEING OF EXPERIMENTAL 

AND CONTROL GROUPS
                N = 60
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