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ABSTRACT

Title: A study to evaluate the effectiveness of group therapy on depression among
alcoholics at a selected de-addiction centre in Madurai. Objectives: To assess level of
depression comparing between the control and experimental before Interventation, to
assess the level of depression comparing between control and experimental after
Interventation, to assess the effectiveness between the control and experimental group,
to assess the pre test associated between the demographical variable and level of
depression. Hypotheses: There significant difference in the level of depression before
and after group therapy among alcohol dependency, there is a statistically significant
association between level of depression and demographic variable. Methodology:
Quasi experimental research design (Pre-test and post-test control group design was
used 60 adults were selected at de-addiction centre in Madurai, pre test was conducted
on first day after obtaining consent, group therapy was given for 1 % hours daily in the
morning for 10 consecutive days and post test on 11" day by using beck depression
inventory scale. Findings: The group therapy improved the level of depression among
alcoholics, there was a significant association between post test level of depression and
adult age educational status, monthly income, amount of alcohol taken per day,
occupational. Conclusion: The present study assessed the effectiveness of group
therapy on depression among adults in selected in de-addiction centre in Madurai. The
result of the study concluded that group therapy has reduced the depression among
alcoholics, it will enhances an overall sense of will being as well as improvement in the
quality of life

Key words: Group therapy, depression among alcoholics.
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INTRODUCTION



CHAPTER |

INTRODUCTION

“First the man takes a drink
Then the drink takes a drink
And then drink takes the man”
(Japanese proverb)

Alcoholism is a chronic disease manifested by repeated drinking that produces

injury to the drinker’s, health or to social or economic functioning. — Nambi, S.

Alcohol use can slide into abuse and then dependence. People who are
dependent on alcohol or drugs may build up tolerance and need increasing amounts to
feel the same effects. They may spend more time obtaining and using them, as well as
recovering from their effects. They may find themselves repeatedly unable to quit
using substances, even once they recognize that they have a problem. When they do

quit, they can go into withdrawal, which is sometimes life threatening.

Alcohol use is widely prevalent in Indian society and consequently results in
widespread losses in the form of injurious physical health outcomes like cirrhosis of
liver, heart disease, diabetes as well as leads to absenteeism, road traffic accidents and
various mental health and behavioural problems. Alcohol is one of the leading causes
of death and disability globally and the same is true for our country India. A total of
3.2% of deaths worldwide are caused by alcohol every year. As per World Health
Organization One fourth to One third of male population drinks alcohol in India and

neighbouring south Asian countries and the use amongst women in increasing.

Depression is a state of aversion even to daily activities or showing symptoms
like restlessness, disturbed sleep, extreme guilt, difficulties with concentration or

decision making. An estimated 20% of the world _ s adolescents have a mental health



or behavioral problem. The World Health Organization(WHO) stated that
depression is the fourth leading cause of worldwide disease in causing more disability
than either coronary vascular disease or Cerebra vascular disease. By the year 2020,
depression is projected to reach second place ranking of Disability- Adjusted Life
Year (DALY) calculated for all ages and sex. Depression is an insidious disease &
difficult to recognize in children as they have higher rates of internalization &
symptoms are masked by depressive equivalents like hyperactivity aggressiveness and

irritability.

Alcohol Use Disorder is the continuous use of alcohol despite evidence of
harm and repeated attempts to cut down the use. It includes tolerance to alcohol which
means higher amount is needed progressively to have the same effect and a
characteristic cluster of mental and behavioural symptoms appearing when one does
not take alcohol i.e., withdrawal. Alcohol use disorder results in harm and damage to
one’s physical and mental health, affects one’s functioning at work and results in

relational conflicts and social and legal problems.

Prevalence and Extent of Problem in India

Alcohol use is quite common in India both in rural and urban areas with
prevalence rates as per various studies varying from 23% to 74% in males in general
and although it’s not that common in females but it has been found to be prevalent at

the rate 24% to 48 % in females in certain sections and communities.

In 2005 the estimated numbers of people using alcohol in India was 62.5
million with 17.4 % of them (10.6 million) having alcohol use disorder and of all

hospital admissions in India 20-30% are due to alcohol related problems.



Alcoholism and drug addiction are diseases. The craving that an alcoholic or
addict feels for their substance of choice can be as strong as the need for food or
water. They will continue using despite serious family, health, or legal problems.
Alcohol and/or drug use doesn’t necessarily have to affect your ability to function
academically to be a problem. Consider also how it affects your health, relationships,
and overall behaviour. According to recent research by WHO, alcohol abuse or
dependence may increase a person’s risk for developing depression in the first place.
One explanation is that alcohol might trigger a genetic vulnerability for the disorder.
Also, because alcohol is a depressant, this may lead to depressed mood among people
who already abuse or depend on alcohol. Also, having a family member who’s

struggled with alcoholism or depression increases your risk for both disorders.

The relationship of alcohol and depression has always been a subject of
clinical and scientific interest. Though many studies have been carried out to clarify
the mode of this relationship it still remains in its complexity an area for further
research. The two basic ideas of a possible connection are on one hand symptomatic
alcoholism with a pre-existing depression and on the other hand alcoholism leading to

a symptomatic depression.

1.1 Need for study

Alcohol use is an important public health problem, especially in developing
countries like India. It is estimated that 20-40% of men between 15 and 60 years of
age consume alcohol regularly.3 In 2012, worldwide 3.3 million people die every year
due to harmful use of alcohol, representing 5.9% of all deaths. In India (May 2014),
WHO found that 32% of men and fewer than 11% of women over the age of 15 drink

alcohol.4 In Puducherry, as per Indian Journal of Psychiatry dated March 20, 2015,



around 30-50% of male suicides were under the influence of alcohol and many wives
have been driven to suicide by their alcoholic husbands. Alcoholism is a major public
health problem in Puducherry. studies have found that group therapy focusing on
social skills, coping styles education about the addiction, interpersonal dynamics and
the treatment of self deficits is useful in achieving and retaining recovery from
alcohol. Group therapy allows to learn from the experiences of others with similar
problems and also allow to better understand how people vary from one’s view about
the world and interact with others.

Cognitive- behavioral perspective has given the most influential theories about
roots, causes and treating of depression in recent years. The cognitive model of
depression was developed by Aaron Beck, a psychiatrist who became disenchanted
with psychodynamic theories of depression early in his career and developed his own
cognitive theory of depression. Whereas the most prominent symptoms of depression
have generally been considered to be the affective or mood symptoms, Beck
hypothesized that the cognitive symptoms of depression may often precede and cause
the affective or mood symptoms rather than vice versa.

This study investigated the relationship between the TCI dimensions,
neuroticism and extraversion and symptoms of depression and anxiety among 441
participants from the general population survey, and also between neuroticism and
extraversion and MDD in a cohort of 193 secondary level care MDD patients as
compared with the general population.

The specific aims of the study were as follows

I.  To investigate among the general population, 1) whether Harm Avoidance
would have a positive and Self-Directedness a negative correlation with both

depressive and anxiety symptoms, 2) whether these dimensions would predict



the use of health care services for mental disorders, and 3) whether Harm
Avoidance but not Self-Directedness would be associated with self-reported
family history of mental disorders.

To investigate among the general population, 1) whether neuroticism would
have a positive and extraversion a negative correlation with depressive and
anxiety symptoms, and 2) whether both dimensions would be related to the
use of health care services for psychiatric reasons.

To investigate, 1) whether neuroticism and extraversion would be affected by
depression (the ’state effect’), 2) and/or be shaped by the recurrence or relapse
of depressive episodes (the ’scar effect’) and finally, 3) whether these
dimensions would act as risk factors for depression (’trait effect”).

To investigate among MDD patients, 1) whether a dose-exposure relationship
would exist between standardized levels of neuroticism and extraversion and
the type and number of co morbid axis | and 11 disorders, and 2) to investigate
the standardized scores of neuroticism and extraversion among pure MDD and

with co morbid axis | or 11 disorders.

Hoffman T et.al conducted a study on Bibliotherapy to treat mild to moderate

depression, as a sole or supplementary therapy. The patient works through a

structured book, independently from the doctor. The role of the doctor is to support

and motivate the patient as they continue through the book and to help clarify any

questions or concerns the patient may have. Relevant books can be purchased or often

borrowed from a library, with limited cost and good accessibility from a patient

perspective. Patients need to have a reading age above 12 years and have a positive

attitude toward self-help. Bibliotherapy has got evidence of efficacy and no serious

adverse effects have been reported. (Hoffman T, Pirotta M. A study on Bibliotherapy

5



to treat mild to moderate depression or sub threshold depressive symptoms, as a sole

or supplementary Therapy. Clinical Psychology and Psychotherapy. Nov 2010).

Yang Wang conducted a study on efficacy of Bibliotherapy to the coping
method and social support of Chinese patients with depression in rehabilitation. A
total of 362 patients with depression were randomly assigned to study group with
Bibliotherapy [n=184] and control group without Bibliotherapy [n=178] for 4 weeks.
The subjects were randomized into groups with 9 to 12 individuals in each group.
Members of each group underwent Bibliotherapy every day. The length of time
reading each day was 2 [or 1] hours and consisted of a free-reading period for 40
minutes and a communication period [one group is one unit] for 20 minutes. The
study results revealed that the differences of decreased scores were significant in the
two groups on retarder’s factors, hopeless factors and total score of Hamilton
depression rating scale. (Yang Wang. Bibliotherapy for Chinese Patients with
Depression in Rehabilitation, Department of Psychiatry. School of Medicine

Shandong University. March 2012.)

Hence the depression is common among adults; it causes thought distortion
among them and also the previous research study shows that Bibliotherapy will be the
effective one to make the elderly to change the distorted thought. This made the

investigator to assess the effectiveness of Bibliotherapy on depression among adults.

1.2 Statement of the problem

A study to evaluate the effectiveness of group therapy on depression among

the alcoholics in selected Deaddiction Centre at Madurai



1.3 Objectives of the study

To assess level of depression comparing between the control and experimental

before Interventation.

e To assess the level of depression comparing between control and experimental
after Interventation.

e To assess the effectiveness between the control and experimental group.

e To assess the pre test associated between the demographical variable and level

of depression.

1.4 Hypotheses

e H1 — There significant difference in the level of depression before and after
group therapy among alcohol dependency

e H2 - There is a statistically significant association between level of depression
and demographic variable (age, religion, marital status, level of education,
types of family, monthly family income, residential area, occupation and
amount of alcohol taken per day, hobbies).

1.5 Operational definition

Evaluate

In this study it refers to determine the level of depression among alcoholics by
using beck depression inventory in Wisdom Hospital and Deaddiction Centre in

Madurai

In this study it refers to scientific methods to assess the design,

implementation, improvement or outcome of a program.



Effectiveness

Effectiveness refers to the significant improvement in the level of depression

achieved by group therapy that is measured by structured interview scheduled.

Alcoholics

Habitual intoxication prolonged and excessive intake of alcoholic drinks leading to
a breakdown in health and an addiction to alcohol such that abrupt deprivation leads

to severe withdrawal symptoms.

Depression

The depression is a common and serious medical illness that negatively affects
how you feel, the way you think and how you act, it is also treatable depression
causes feelings of sadness or loss of interest in activities once enjoyed that it as lead to
a variety of emotional and physical problems and can degrease a person’s ability to

function at work and at home.

Group therapy:

The group therapy is a form of psycho social treatment where a small group of

patients meet regularly to talk, interact and discuss problems each others.

De- addiction centre:

This is a place where psychiatric and psychological assistance is given to

overcome alcohol dependence.



1.6 Assumptions

Alcoholic dependents may have depression
Group therapy will help to prevent relax of alcoholic dependents.

Group therapy may be a effective method to reduce the depression.

1.7 Delimitation

The study is limited to 60 adults
The study period is limited to 4 weeks

The study is limited only to male

1.8 Project Outcome

The study will help to identify the level of depression among alcoholics in the
adults group admitted in Deaddiction Centre in Madurai

Group therapy will improve the depression among the alcoholics.

The findings of the study will help the counselor and other health care

professionals to practice in community and use it in health care setting.
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CHAPTER I

REVIEW OF LITERATURE

A study conducted on assessing the severity of depressive status in recently
detoxified alcoholics. This study summarizes this controversy and discusses its
implication for developing improved measures of depression severity among
alcoholics. The beck depression inventory responses of 130 alcoholic applicants
applying for inpatient care were evaluated using a two- parameter normal item
response model. This study demonstrates that a single dimension of depression
severity accounts for patient response well, but that seven BDI items were relatively
poor markers of syndrome severity for these alcoholics. The study documents
growing consensus among investigator as to which BDI items constitute a fair scale of
depression severity among alcoholic patients the availability of ““ unbiased criteria “
for assessing the severity of depression among alcoholics applying for inpatient
treatment will enable investigators clinicians to recognize patient with concomitant

alcoholism and affective disorder for special attention or treatment.

A study conducted on the reliability and variability of the inventory to
diagnose depression in alcohol dependent men and women. They were used inventory
to diagnose depression, beck depression inventory, and structured clinical interview
for the DSM, method. They conclude internal reliability and item — total correlation

were generally good and the IDD severity score correlated highly with the BDI.

A study conducted on symptoms and diagnosis of depression in alcoholics.
They examined depressive symptoms, using the beck depression, in a group of 50
alcoholic patients, diagnosed according to DSM- Il criteria during active drinking,

withdrawal, and abstinence. DSM- 111 diagnoses of major depression were made in 16

10



(32%) of the patients. The diagnoses were made using the NIMH diagnostic interview
schedule between the 10™ and 24™ day after the patients last drink. Depressive
symptom decreased markedly as the patient progressed from active drinking to
abstinence. Alcoholic patient having a diagnosis of major depression and higher BDI

scores than those not having a diagnosis of major depression.
MANAGEMENT OF ALCOHOLISM MODELS OF ALCOHOLISM:

Alcoholism has been defined in a number of ways, each of them making
assumption about the cause of the disorder and suggesting a specific course of
treatment. What we view as attributes of alcoholism determines what should be
studied to understand it and what should be done to treat it. Hence the investigator
feels that an evaluation of various models and treatment would throw more light into
the present enquiry to find out the efficacy of AA partnership and relaxation training

in managing stress and maladjustment among alcoholics.

Moral model is the oldest and deep - rooted view regarding alcoholism. It
holds that drinking behaviour is either due to the failure of the individual's will power
or is due to the influence of an external evil force. The contemporary manifestation of
this view stresses personal failure or willful sin. As per this model alcoholic is

considered to be personally responsible for the problem.

Medical model holds that alcoholism is a disease, runs a fairly predictable
course and has a biological origin. Jellinek (1960) is one of the most important
advocates of this view. Although he considered this model as a working hypothesis,

other writers treated this disease concept as the final word.

Psychologists have proposed two different models, the Psychodynamic model

and the Behaviouristic model. Social learning phenomenon is viewed as causal factor

11



in both these models. Psychodynamic model emphasis on emotional mental states as
explanation for drinking behaviour. On the other hand. behaviorism looks to
contemporary environmental contingencies . The history of reinforcement and the role
of alcohol in avoiding negative emotional reaction is emphasized in this model. Social
model holds that alcoholism is not evenly distributed across societies and
demographic groups; and the judgment that someone is an alcoholic is made with
reference to the existing social norms and standards. Social expectations play a
significant role in the genesis of alcoholism. A society which permits utilitarian use of
alcohol is likely to have higher rate of alcoholism compared to a society which
restricts its use. Women alcoholics are less in number since they are discouraged from

taking alcohol by social norms (James. 1982)

Based on the different models discussed above specific treatment programmes
for alcoholism had been put forth. Some of the major classes of interventions are

discussed here.

Pharmacotherapy

The conception of alcoholism as a disease has fostered investigation of a laze
number of medicines as potential agencies for therapy. Antidispotropics include a
class of drugs that are prescribed with the aim of creating an adverse physical reaction
when the perscln consumes alcohol. Disulfiram is the most important drug of this
kind. A person [akin? optimum doze of Disulfiram develops and extremely unpleasant
physical reaction on ingestion of alcohol due to the accumulation of acetaldehyde in
the body which leads to nausea vomiting skin rashes and other forms of allergy

reactions due to the possible potential side effects, cognitive impairment and

12



deleterious health effects, the wisdom of choosing his drug as a routine agent is being

questioned recently (Miller and Hester, 1988).

Psychotropic’s form another group of medicines used in the treatment of
alcoholism, assuming that by treating the underlying psychopathology which
presumably causes excessive drinking, alcohol abuse could. Controlled. Drug therapy
is indeed indispensable when the alcoholic patient show persistent psychotic features,
but the volume of research does not substantiate psychotmpics as primary therapeutic

agent for alcoholism (Since 1988).

Aversion Therapy

Aversion therapies have their common goal, the altering of an individual's
attraction towards alcohol. Through counter conditioning procedures, alcohol is
paired with variety of unpleasant experiences. The oldest form of aversion therapy
pairs alcohol with the experience of nausea induced by chemicals while the person
takes his favorite drinks. Due to its lesser side effects and economy, pairing alcohol
with electric shock has gained popularity recently. A terrifying type of aversion called
Apnea - was practiced in 1960s. The aversive stimulus was an injection which induces
paralysis for 60 seconds, and alcohol is placed on the lips of the paralyzed patient.
The crude and inhuman nature of treatment raised criticism and its application was
quickly discouraged,. Convert sensitization which is relatively new among aversion
therapies. Is conducted entirely in imagination, pairing of aversive scenes with

drinking imagery.

Psychotherapy and counseling

A large number of psychotherapeutic and counseling techniques have been

proposed as appropriate for alcoholics. The aim of all psychotherapies and counseling
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is to help the patient to learn newer and relatively more adaptive ways of thinking,
feeling and behaving and to relieve distress caused by their earlier maladaptive
patterns. Since such an approach demands much time and self discipline, alcoholics
often show reluctance to submit themselves to dynamic psychotherapy. But
researches have reported that psychodynamic group therapy is effective in the

management of alcoholism (Brandsma et al. 1988)

Since many of the alcoholics tend to deny or fail to recognize reality of their
problem. It becomes necessary that the therapist has to confront them with the reality
and persuade into treatment. But research did not support the use of an argumentative
style as optimal for inspiring behavioral change. Miller (1985) put forward an
alternative feedback model in which the client is given information on his current
health status and 1s advised to reduce alcohol consumption. Another form of feedback
is video tape self - confrontation (VSC) in which the client is videotaped under
intoxication and it is later presented before his. Confrontation in general is stressful
and has potential for precipitating dropouts. Negative emotional states. Lowered self

esteem and proximal relapse (Faia & Shean. 1976).

Alcoholism Education

An important element that has become common in alcoholism treatment
centers is an educational component. Usually it consists of a series of lectures, films,
readings or discussion of the topics related to alcohol and alcoholism. Typical content
includes the negative effects of alcohol on health and behaviour. In USA, drinking
drivers are assigned to education programmes on hazards of drinking and driving

(Malfetti, 1975).
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Marital and Family Therapy

Alcoholics are not only problematic to themselves, but also are problematic to
their family and the community as a whole. Emotional climate in the family and
marital problems influence an individual's drinking and viz. Hence the established
patterns of family interrelationships support the disorder or undermines the cure.
Ganesan (1990) has found that marital problems in the form of sexual inadequacies in
the case of males may result in alcohol consumption. For them, the sexual
confrontation is more threatening and drinking behaviour is used as an ‘escape’
mechanism. Recently therapies have increasingly included spouse and other family
members in the treatment programme. Researchers have given positive findings
which indicates that marital therapy is a worthwhile modality to consider for inclusion

in alcoholism treatment (Corder et al. 1972, 0" Farrel and Cutter, 1982).

Controlled Drinking

Controlled drinking is not a treatment method. But an outcome or a goal of
treatment. Even when the goal of treatment has been total abstention, some of the
clients have been reported to be non abstinent but have found improved. This made
clinicians to start moderation oriented treatment for alcoholism. Problem drinkers
receiving behavioral self - control training shows marked reduction in consumption.
Miller and Munoz (1982) have reported that self - directed Bibliotherapy intervention

based on a self help manual was as effective as therapist directed counterpart.

The Literature was searched from extensive review from various sources and
was depicted under the following headings.

e Literature related to depression among alcoholics
e Literature related to group therapy

e Literature related to management technique.
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2.1 Literature related to depression among alcoholics

Camatta and Nagoshi (1995), found that impulsivity and venture someness
were more significantly correlated with quantity and frequency of alcohol use, but not
with occurrence of alcohol use problems. Depression, stress and irrational beliefs
were significantly correlated with alcohol related problems; but not with alcohol use.
Further analysis revealed that effect of stress on alcohol problems was mediated by

depression whereas the effect of depression in turn was mediated by irrational beliefs.

Extent of Brain damage and related emotional changes in drug addition was
the area of study for Sahni and Bhargava (1990). They reported that psychoactive
substances affect a person's mood, feeling, thinking and behaviour and may produce
altered states of consciousness. In times of turmoil and stress, drugs are often used as
a means of alleviating. anxiety and for coping with problems. Many drug problems
today result from use and misuse of multiple drugs that can interact to produce a
variety of drastic effects including brain damage and death. Findings of the study
indicated that significant difference exist between drug addicts and new addicts on
Bender Visual Motor gestalt test scores. The authors attempted to explain the

personality variance seen among alcoholics in terms of brain dysfunction.

An experiment was conducted by Hull and Young (1983) to test the
proposition that alcohol is consumed as a function of the quality of past performance
and the individual's level of private self consciousness. As predicted, high self
conscious subjects who have received failure feed back drank significantly more wine
than did high self - conscious subjects who received success feedback. Consumption
by low self conscious subjects fell between these extremes and did not vary as a

function of success or failure. In addition, the data indicated that these results were
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mediated by differential sensitivity to the implications of success and failures by high
and low self conscious subjects. The results are discussed in terms of their
implications for theoretical accounts of the psychological antecedents of alcohol

consumption. But further studies didn't totally agree to these findings.

Chassin et al. (1988) conducted a study to evaluate Hull's theory (1983)
suggesting that alcohol use may be motivated by a desire to avoid painful states of
self awareness. The findings did not support the earlier predictions of self awareness.
Goreman and Peters (1990) analysed those life events occurred in the year before the
onset of alcohol dependence in 23 patients. Results showed that individuals may enter

the initial stages of alcohol dependence in response to stressful life events.

Stewart (1996), in a critical review of literature on alcoholism and exposure to
trauma, has observed a strong relationship that exist between exposure to traumatic
events and alcohol problems. The relationship is reported to be more concrete
between diagnosis of post traumatic stress disorder (PTSD) and alcoholism. Brislin et
al. (1995) proposed a model of stress and alcohol use that includes coping preference
as an important moderator of women's drinking. The result of the study was consistent

with the notion that stress could influence alcohol consumption.

Altonen and Makel (1994) attempted to understand how male and female
alcoholics describe their drinking problems and reported that “the drinking man is
threatened by feeling of inferiority, the drinking women by shame and guilt". Durnka
and Rossa (1995) conducted a study to find out the role of stress and family relations
in mediating problem drinking and father's personal adjustment. Father's problem
drinking was found contributing to family stress and father's diminished personal

adjustment. Family stress was found related to reduce marital adjustment and personal
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adjustment. Dunn et al. (1987) reported that a causal relationship exists between

alcohol and marital stress.

Crowe and George (1989) has reviewed the wast literature investigating the
relationship between alcohol and human sexuality and concluded that (a) alcohol
disinherits psychological sexual arousal and suppresses physiological responding (b)
distribution is both pharmacological and psychological (c) expectancies and cognitive

impairment can disinherit separately or jointly.

Kline (1990) made an attempt to contemplate the relationship between the
beliefs about the behavioural effects of alcohol and pattern of alcohol use. Beliefs that
alcohol enhances sexuality, reduces stress, improves sociability and elevates mood
were found to be the best predictors of multiple negative drinking related

consequences.

Historically wives of alcoholics have been described as having disturbing.
Pathological personalities that are instrumental in causing and maintaining - their

husband's drinking.

Kogan et al.(1968) reported that wives of alcoholics exibit more generalized
personality distress. Denikar et al. (1964) found that most common traits of wives of
alcoholics were dependency, frigidity and other manifestations of neuroticism.
Several studies have reported high neurotise among wives of alcoholics
(Chakravarthy and Ranganathan, 1985, Kodandararn 1993). Montgomery and
Johnson (1992) reported that (a) the behaviour of wives of alcoholics reflects their
stressful circumstances. (B) the women in the study reported interpersonal, extra

personal and intrapersonal stressors; the most frequently reported and highest ranked
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stressor was their relationship with their husbands (c) sobriety doesn't necessarily

mean that stressors disappear.

A recent investigation undertaken by Kalarani et al. (1997) attempted to
identify the contribution of the husband's alcoholism on the spouse's stress proneness.
Wives of chronic alcoholics, occasional drinkers and new drinkers were compared
and results showed that spouse's stress proneness is directly related to the severity of

husband's drinking.

Limited research has examined the relationship between financial strain and
alcohol use. Peirce et al. (1994) reported that the affect regulation model of financial
strain and alcohol use was found existing. Generally, depression mediates the
relationship between financial strain and drinking to cope. And drinking to cope
mediates the relationship between depression and alcohol use. In addition. Both

gender and race moderate the relationships.

Peirce et al. (1996) examined whether specific facts of social support
moderates the relationship between stress and alcohol involvement. Results supported

the buffering influence of tangible support on stress-alcohol involvement relationship.

Boxer and Wild (1993) studied the psychological distress and alcohol
consumption among the fire fighters. The findings reveal that 41% of fire fighters
experience significant distress which is higher than expected in a typical community
of working population. Positive relations were observed between alcohol consumption
and the 10 most highly ranked work stressors. Crum et al. (1995) conducted a
longitudinal study on 571 subjects which supported the earlier proposition that

occupational stress is significantly related to risk of alcohol dependence.
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Johnson (1994) in a study among Indian population in America, identified
certain problems faced by Indians which are multifaceted and interacting. They bear
directly on the community and individual's self-esteem. The four major points of these

problems are stress, depression, alcohol drug dependence and racism.

Levenson et al. (1987) studied, the effects of high doze of alcohol on
physiological and self-report responses on two stressors (electric shock and self
disclosing speech) were compared with the effects of a placebo in three groups of non
alcoholic subjects, considered to be at heightened risk for alcoholism by virtue of their
(@) having an alcoholic parent (parental risk) or (b) matching a free alcoholic
personality profile. These high risk groups were tested with appropriate controls for
drinking experience. For female subjects, phase of menstrual cycle was also
considered. Results indicated that positively reinforcing effect of alcohol (its capacity
to attenuate physiological responses to stress) was more pronounced in high risk
group than in low risk group. This relations were found for both parental risk and

personality risk factors and in both male and female subjects.

Pehorecky (1991) had reviewed last 10 years' literature on stress and
alcoholism. The review covered selected aspects of the interaction of alcohol and
stress. Important findings are presented below:- (1) Most of the review focused on the
role of stress on alcohol ingestion. Retrospective research based on data from the
health and nutrition examination definitely indicated an increase in alcohol
consumption with anxiety in certain groups of, as yet not well characterized,
individuals. For example, although still insufficiently documented, stress does not
appear to play a significant role in alcohol ingestion by women and the elderly. By
contrast, stress does appear to play a role in the control of alcohol ingestion by
adolescents. Prospective studies employing questionnaire-interview formats generally
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support an effect of stress on alcohol ingestion. However, studies employing male
college aged social drinkers did not find a correlation between levels of stress and
ingestion of alcohol. Alcoholics also differ in the reasons for drinking alcohol, but
generally ingest alcohol to lessen anxiety stress. It is clear that the Tension Reduction
Hypothesis alone as originally postulated is no longer adequate. Many new models
based on an interaction of alcohol and stress have been proposed to explain the
control of alcohol consumption. Considering the control of alcohol ingestion, it is
unlikely that a single model could possibly be a relevant model to alcohol
consumption under specific conditions, or for specific populations. (2) Alcohol has
been reported to decrease anxiety in agoraphobic. The self-medication by agoraphobic
may contribute significantly to their alcohol abuse. (3) Alcohol has also been reported
to decrease tremor of the hands in stressed subjects as well 2s in patients with
essential tremor. (4) Although a number of studies have employed electro dermal
activity to understand the interaction of alcohol and stress, the results have been rather
inconsistent. (5) The controversy on the reported beneficial effect of alcohol on the
cardiovascular system persists. A number of studies have shown a J or U shaped
relationship between alcohol and stress induced coronary heart disease. Alcohol may
also influence stress induced changes in blood pressure in individuals ingesting less
than two drinks per day compared with abstainers of heavy alcohol imbibes, the
evidence is not conclusive. (6) it is not clear whether the interaction of alcohol and

stress involves alternation in plasma catecholamine’s.

2.2 Literature related to group therapy

Brennan et al.(1994): conducted a longitudinal analysis of the late life
problem drinkers on personal and environmental risk factors as predictors of alcohol
use, depression and treatment seeking. Study concluded that personal risk factors such
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as prior function, male unmarried. Early onset of drinking and avoidance coping are
independently predictive of poor outcomes. Among environmental risk factors,
negative life events, chronic health, spouse stressors and having more friends who
approved of drinking were independent predictors of poorer follow-up functioning
and treatment seeking. Interaction between personal and environmental risk factors

helped to predict subsequent alcohol consumption and treatment seeking.

Maharaj (1990): investigated the relationship between alcoholism,
depression. Life event, stress. And purpose in life. Thirty-five first admission
alcoholics nnd an equal number of Alcoholic Anonymous members were assessed on
alcoholism, depression. >tress and purpose in life using objective measures. The
results indicated significant differences between the two groups on drinking
behaviour, depression and purpose in life. However, no difference was noted between
groups on stress. Positive correlation was obtained between drinking behaviour and
depression, life events and purpose in life. McCann (1990) reported significantly
higher prevalence rates of depression and obesity among family members of

alcoholics compared to that of non alcoholics.

Windele and Biller (1990): reported that depression was significantly
associated with problem drinking. Akerlind and Hornquist (1990) in a detailed
evaluation of 78 alcoholics concluded that change in loneliness was accompanied by
change in well-being, mood related psychiatric variables and satisfaction with

autonomy and life as a whole.

Grant BF and Harford TC (1995): The authors made a study on Co
morbidity between DSM-IV alcohol use disorders and major depression using a

representative sample of the United States. In this study the association between
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alcohol dependence and major depression was greater than the association between
abuse and major depression and the association between alcohol abuse and major
depression was consistently greater for females and blacks compared to their male and
non-black counterparts. Implications of the results are discussed in terms of
professional help seeking, the self-medication hypothesis, and differential social

control theory.

Gatti, E. et al (2008): To assess the social, personality and behaviors of
alcoholics using Virtual Reality (VR) evaluated the difference between assessment
methods by comparing the VR assessment protocol with the SCID -Structured
Clinical Interview for DSM-IV Axis | Disorders - in a sample of 20 alcohol-
dependent individuals (10 experimental group + 10 control group) entering a non-
pharmacological outpatient treatment. The data, obtained using both qualitative and
quantitative analyses, confirm the possibility of using the VR protocol in the
assessment of alcohol-dependent patients. Further, the VR group reported a
significant improvement in the motivation for change after the assessment protocol,
not found in the SCID group: apparently, the experiential approach required by VR
makes the patient more active and involved in the processes of introspection and

change.

Stewart, S.H & Connors, G.J.(2007): A cross-sectional survey of 50
clinically recognized and subsequently confirmed alcohol-dependent patients
admitted to general internal medicine teaching services with no evidence of chronic
cognitive functional deficits was conducted by Stewart, S.H & Connors, G.J.(2007) to
find out the perceived health status, alcohol-related problems, and readiness to change
among medically hospitalized, alcohol-dependent patients. This study evaluated the
correlations of readiness to change drinking behaviour with perceived physical and

23



mental health status and specific alcohol-related consequences of medical inpatients.
They concluded that among alcohol-dependent patients with acute medical illness
requiring hospitalization, poorer perceived health status was associated with increased

recognition of drinking problems and thoughts about changing drinking behaviour.

Ilhan, 1.0 (2007): In a study conducted by Ilhan, 1.0(2007) investigated the
psychosocial correlates of alcohol use related problems in a sample of 581 working
adolescents (N = 4405), recruited from five vocational schools in Ankara in June 2004
with the CAGE questionnaire, The Beck Depression Inventory, the Beck
Hopelessness Scale, the Spielberg State Anxiety Scale, and the Coppersmith Self-
Esteem Inventory. Using a multivariate analysis, the anxiety and hopelessness scores,
and the length of stay in Ankara were found to be related to alcohol-use problems of

the working youth.

Oei, TP.etal. (2007): A number of studies have suggested that task specific
self-efficacy has more influence over behavior than general self-efficacy. However,
little research has compared the impact of task-specific self-efficacy beliefs to the
impact of general self-efficacy in predicting alcohol consumption. Oei, TP.etal.(2007)
conducted a study aimed to compare the contribution of general self-efficacy and
drinking refusal self-efficacy to volume and frequency of alcohol consumption.
Regression analyses were performed in samples of community (n = 298) and clinical
(n = 296) drinkers. Overall, drinking refusal self- efficacy was found to be a
significant predictor of alcohol consumption in the community sample, while general
self-efficacy was found to be a significant predictor of drinking in the clinical sample.
These differences highlight the differential roles of general and task specific self-
efficacy in governing drinking behavior and suggest future directions for prevention
and treatment of alcohol problems.
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Shreedevi, Gangadhariah and Bengal (2001): Carried out an exploratory
survey on domestic violence, stress and coping in spouses of alcoholic dependents.
Data were collected from 75 wives of alcohol dependents individual of NIMAHNS
inpatient de-addiction center using a socio-demographic information schedule,
perceived stress scale, coping with drinking questionnaire on domestic violence. The
findings of the study showed that the commonest domestic violence was intellectual
violence followed by emotional violence, social violence, physical violence,
economic violence and sexual violence. Wives with higher level of domestic violence
showed higher level of stress and the major coping styles reported were avoidance

(53%), discard (51.5%), fearful withdrawal (40.4%) and sexual withdrawal (25.8%).

Joseph M. Boden and David M. Fergusson (2011): In their study on
Alcohol and Depression. They find out AUD(Alcohol Use Disorder) and MD(Major
Depression) is one in which AUD increases the risk of MD, rather than vice versa.
Potential mechanisms underlying these causal linkages include neuro physiological

and metabolic changes resulting from exposure to alcohol.

Darshan MS et al.(2013): In their study on A study on professional stress,
depression and alcohol use among Indian IT professionals. A total of 129 subjects
participated in the study. 43.4% of the study population were found to be at risk for
developing depression. Subjects who were at risk for developing depression had 4.1
times higher prevalence of harmful alcohol use compared with those who were not at
risk for developing depression. Higher rates of professional stress, risk for developing
depression and harmful alcohol use among software engineers could hinder the
progress of IT development and also significantly increase the incidence of

psychiatric disorders.

25



2.3 Literature related to management technique

Different therapeutic techniques have claimed their efficacy in managing
alcoholism. But we are still not sure as to (a) what treatment methods are most
effective (b) How to match a particular individual for a specific technique (c) Holv IS

the effectiveness influenced by length. Intensity and settings of treatment.

Aversion therapy was the most widely used techniques in the past. Kishore
and Durr (1986) conducted a study with sixty patients in two groups. One group was
given electric aversion therapy and other group was given psychotherapy in addition
to aversion therapy. Results indicated that both groups showed remarkable abstinence
and improvement. Smith and Frawley (1 991) has reported that a multimodal
alcoholism treatment program utilizing aversion therapy was at least as acceptable to
patients as counseling centered programmes, and can be expected to give increased
abstinence rates. Chakravarthy and Mishra (1990) studied the efficacy of aversion
therapy in the management of alcoholism using faradic aversion therapy and covert
sensitization. Significant improvement was noted at the end of the treatment.
Aversion therapy was experimentally evaluated in the context of alcoholism treatment
and was found that it was not more effective than placebo in controlling drinking
habit (Miller et al. 1973; Hedberg & Campbell, 1974; Wilson et al, 1975). Wilson
(1978) has questioned the empirical justification for continued use of aversion therapy

as a treatment alternative.

Since different aversion agents like electric shock, and emetics produce
unwanted side effects, Ganesan (1985) pioneered the use of alcohol itself as an

aversive agent against problem drinking.
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The application of psychotherapeutic techniques in the management of
alcoholism has attained currency from researchers and clinicians. Therapeutic
approaches including psychoanalysis, T.A, family therapy, confrontation and
counseling, group therapy etcare widely used. The efficacy of these techniques is
generally accepted. (Wallagren and Barry, 1970; Nietzel et al. 1977. Rachman and
Wilon 1980; Saunders. 1990). Sobell and Sobel1 (1973) conducted a major outcomes
study comprising behavioural approaches with hospital treatment alone in groups
having either an abstinence or a moderation goal. Within the controlled drinking goal,
patients receiving the bahavioural treatment were reported to show superior outcome

as compared with control subjects at follow ups ranging to 3 years.

Drummond and Glautier (1994) evaluated the effectiveness of cue exposure
treatment (CE) in alcoholic dependence. 35 men who were detoxified and purely
alcohol dependent received either cue exposure or relaxation control (RC) treatment.
CE subjects had 40 minutes exposure to the sight and smell of preferred drink. RC
subjects were given relaxation therapy. In a 6 months follow-up, it was found that CE
subjects came out with significantly favorable results in terms of latency to relapse
and total alcohol consumption. The result pointed out to the importance of cue

exposure as a treatment for addictive behaviour.

Botwin et al. (1990) observed a significant prevention effect in the alcohol and
other drug use through a multi model cognitive behavioural approach. Saunders
(1990) in an exhaustive review found that the efficacy of cognitive behavioural
strategies is well documented in the short term and cue exposure response prevention
offers promise. It has been theorized that respondent conditioning in past and
underlying desire for alcohol contribute to relapse. One implication of this theory is
that relevant conditional responses could lie eliminated by respondent extinction.
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However. it is also noted that smell of alcohol is not always sufficient to elicit desire
for alcohol. In view of this, it has been suggested that introspective cues such as mood
states are also important. Extensive studies conducted by Litter a1.(1990) showed that
(a) exposure to alcohol cues had no effect on desire for alcohol when subject was in
relaxed and neutral mood, (b) negative mood states alone can produce desire for
alcohol, regardless whether alcohol was presented or not. The study suggests that

reactivity to alcohol cues may be substantially reduced by relaxation.

The efficacy of bio feedback therapy on sobriety outcome in alcoholism
treatment was studied by Denney et al.(1991). The results showed that the frequency
of sobriety for those patients with at least 6 sessions was significantly better than
those with less or no training. The effect was most prominent with those receiving the
highest level of bio-feedback training. Black (1967) found that 12 months
improvement rate with electrical aversion (50%) could be improved (59%) by

addition of relaxation training.

A study to compare the differential efficacy of anxiety management and
relaxation training with respect to their impact on anxiety levels and alcohol
consumption among people attending an alcohol treatment unit was undertaken by
Ormord and Budd (1991). It was hypothesized that anxiety management would have a
greater effect on outcome measures than could relaxation training. The two treatment
groups were found to be significantly low on anxiety. Anxiety management was

found most effective, however. both had no impact on alcohol consumption.

Alcoholic Anonymous (AA) is another technique in which alcoholics learn
themselves, to abstain from alcohol. It is found effective in the management of

chronic alcoholic, since AA takes into account the rehabilitation and resocialization
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aspect in Deaddiction therapy (Saunders, 1990). Researchers have poured praise on
AA and its activities from time to time. Fox and Lyon (1955) called AA "remarkable
success”, a "shining example" and so on. Beldon (1962) wrote that it has been well
established that many alcoholics benefit most from joining the AA. Hayman (1956)
after polling psychiatrists has reported that 99% of his respondents approved of AA
and 97% has referred patients to it. Of patients, they know in AA, 40% has been
abstinent upto one year. Stone (1962) wrote "it seems generally argued the most
successful therapeutic treatment for alcoholism has been formulated and established
by AA. Black (1962) called AA" Wonderful and inspiring,”. In professional literature,
AA has been described as an adjunct to other alcoholism treatment programmes

(Chwelos et al. 1959, Robson et al. 1965).

Strayer (1961) reported that 29 patients in prolonged group therapy did better
after some what disassociating themselves from AA. Mc Ginnis (1963) found that
those patients exposed to professionally directed group therapy grew far in ego
strength than those imposed to AA. Haertzen et al (1968) reported after using
personality, habit and attitude tests that membership in AA was "non significant” in

their sample of hospitalized alcoholics.

In spite of criticism raised against XA reports for lack of methodological
sophistication. Leach (1969) after an exhaustive review of AA studies,, concluded that

"AX really does work

McPeak? ct al. (1991) held the \iew that attaining altered states of
consciousness is a human motive. The substance dependent population pursue these
states destructively by inappropriate use of alcohol and drugs. Despite a body of

available literature, the alcohol and drug treatment programmes fail to address this
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motive due to lack of social approval, means-end confusion and lack of trained
professionals. On the other hand Alcoholic Anonymous directs it members towards an
altered state of consciousness called spiritual awakening. Failure to address the
patient's need for attaining altered states of consciousness can account for a part of
relapses. At the Back Hill hospital, New Hampshire, the authors had introduced
Altered State of Consciousness Therapy (ASCT) programme in which patients were

taught to consciously manipulate affect and cognition to achieve a new consciousness.

Denney and Baugh (1992) studied the relationship between subjective
symptom reduction and sobriety on a large sample of male alcoholics who had
completed an impatient alcoholism treatment which included biofeedback or
relaxation sessions. Specific symptom reflect for anxiety was significantly correlated
with sobriety. In addition, the reduction of symptoms showed a positive trend with
sobriety. Chaney et al. (1978) reported that relaxation techniques not only improved
interpersonal functioning but also resulted in sequentially reduced alcohol intake in

one year follow up.

Mac Nab et al. (1989) determined the family involvement in the treatment of
alcoholism. The study observed strong association between greater family
involvement and abstinence: later family relationship and positive feelings about self.
Zavjalov (1991) proposed Clinical psychological approach to alcoholism and related
problem in which the patient and his views and opinion were of prime importance.
Collins et al. (1991) pointed out that a structured outpatient treatment programme is
safe and effective in alcoholism since it obviate the need for many patients to be

admitted as inpatients.
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2.4 Conceptual frame work based on Wiedenbach’s helping art clinical nursing

theory (1964)

A conceptual framework or a model is making up of concepts, which are the
mental images of the phenomenon. These concepts are linked together to express the
relationship between them. A model is used to express the relationship between them.
A model is used to denote symbolic representation of concepts. One of the important
purposes of the conceptual framework is to communities clearly the interrelationship
of various concepts. It guides an investment to know what data need to be collected
and given direction to the entire research process by Ruby L.Wesly. (Ruby L. Wesly.
Nursing theories and models. 2"%edition. Springhouse Corporation Pennsylvani:

2009)

The study is based on the concepts of administering the Bibliotherapy for
adults in the Deaddiction centre will enable the effective reduction on level of
depression. The investigator adopted the Wiedenbach’s Helping Art Clinical Nursing

Theory as a base for developing the conceptual framework. This theory as 3 factors

e Central purpose
e Prescription

e Realities

CENTRAL PURPOSE

It refers to activities taken by the investigator to accomplish the goal. This is a
prescriptive theory which directs actions towards an explicit goal. The investigator
develops a prescription based on a central purpose and implements it according to the
realities of the situation. In this present study, the central purpose was effective
reduction on level of depression among adult in a selected Deaddiction centre.
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The conceptualization of nursing practice according to this theory consists of

three steps as follows

Step 1: Identifying the need for help

Step 2: Ministering the needed help

Step 3: Validating whether the need was met

Step 1: Identifying the need for help

The determination of the need for help is by the process of sample selection on
the basis of inclusion and exclusion criteria followed by the pretest assessment on
level of depression among adult people in Deaddiction study group and control group

by using the beck depression scale.

Step 2: Ministering the needed help

This refers to the provision of required help to fulfill the identify need. It has

two components

1. Prescription

2. Realities

1. Prescription

It refers the care to achieve the purpose. This includes the administration of
Bibliotherapy, explanation of procedure to the adults and administration of

Bibliotherapy to the study group.

2. Realities

It refers to the factor that influences the nursing action in the particular

situation. It includes
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Agent

The investigator is the agent.

Recipient

Adults in a selected De-addiction centre are the recipient.

Goal

Refers to effective reduction on level of depression by administration of group

therapy for 1 hour per day for 4 weeks.
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CONCEPTUAL RAMEWORK BASED ON WIEDENBACH’S HELPING ART OF CLINICAL NURSING THEORY (1964)

FIGURE: 1 MODIFIED ERNESTINE WIEDENBACH THEORY
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CHAPTER III
RESEARCH METHODOLOGY



CHAPTER I

RESEARCH METHODOLOGY

The methodology of research indicates the general pattern of organizing the
procedure for assembling valid and reliable data for investigation. This chapter
provides a brief explanation of the method adopted by the investigator in this study. It
includes the research approach, research design, and variables, setting of the study,
population, sample and sample size, sampling technique, description of the tool, pilot

study, data collection procedure and plan for data analysis.

The present study aimed to “A study to evaluate the effectiveness of group

therapy on depression among alcoholics at a selected de-addiction centre in Madurai”.

3.1 Research approach

A Quantitative approach was used for analyzing the effectiveness of group

therapy.

3.2 Research design

Quasi experimental research design (Pre-test post test control group design)

The diagrammatic representation of research design is given below:

Grou Pre assessment of Group Post assessment of
P depression therapy depression
Experimental group o1 X 02
Control group o1 02

Key: O1 = Pre assessment depression, X= Group therapy, O2= Post assessment
depression
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3.3 Variables

Dependent Variable: Assess the level of depression

Independent Variable: Group therapy inventory

3.4 Settings of the study

The study was conducted in selected Deaddiction Centre, Madurai. This is one
of the oldest institutions in Madurai. So many patients were admitted in this hospital.
There are 60 patients are admitted hospital among them 60 male adults in chronic

alcoholism having depression.

3.5 Population

Target population

The study population comprises of all adults society.

Accessible population

The adults those who are admitted in Wisdom Hospital and Deaddiction

Centre, Madurai.

3.6 Sample

The study population comprised of adults who are study in selected

Deaddiction Centre, Madurai, and those who fulfilled the inclusion criteria.

3.7 Sample size

The sample size is 60 adults.

3.8 Sampling technique

A non probability convenience sampling technique was used in this study.
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3.9 Criteria for sample selection

The study sample was selected by the following inclusion and exclusion

criteria.

Inclusion criteria

e Those person who is diagnosed as alcohol dependence syndrome
e Adult who were between 20-55 years of age.
e Adult those who could speak and understand Tamil.

e Those who are willing to participate of the study.

Exclusion criteria

e Those who are not available at the time of data collection

e Those who are not in the position to participated in the study

3.10 Research tool and technique

Section I: Socio Demographic data.

Section I1: Beck Depression scale.

Section-1 (Socio demographic data)

This section includes socio demographic variables such as sex, age, religion,
type of family, monthly family income, residential area, occupational, marital status,

number of children, educational staces.

Section-11: Beck Depression Inventory-Second Edition (BDI-I1)

The Beck Depression Inventory (BDI) is a self report inventory that is one of

the most widely used instruments for measuring the severity of depression. The BDI
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is widely used as an assessment tool by healthcare professionals and researchers in a
variety of settings. There are three versions of BDI — The original BDI, first published
in 1961 and later revised in 1971 as the BDI-1A, and the BDI-II, published in 1996.
The BDI-I1I is a 21-item self-administered inventory designed to measure the intensity
of depressive symptoms in psychiatric and nonpsychiatric populations of both adults
and adolescents (Beck et al., 1996). It consists of items relating to depression
symptoms such as hopelessness and irritability, cognitions such as guilt or feelings of
being punished, as well as physical symptoms related items as fatigue, weight loss,
and lack of interest in sex. Each item contains a header that is intended to focus the
examinee on the general purpose of the response options. Directly below this label are
four statements listed in order of increasing severity. Respondents are instructed to
choose the alternative that best describes how they felt during the “past two weeks,
including today.”” When the test is scored, Items are rated on a 4-point scale (0 to 3)
and total scores are obtained by tallying the ratings for all 21 items. Scores range from
0 to 63, with higher scores reflecting increased depressive severity. BDI-II requires
approximately 5 to 10 minutes to complete and may be administered to individuals
from 13 to 80 years of age. Although this instrument is typically self-administered, it

can also be administered orally with only slight modification to the instructions.

3.11 Scoring interpretation:

Section Il: — Beck Depression Scale

A 21 item questionnaire, which were rated below. Scores are calculated by
summing the scores for the given items. The scores of the each respondent over the

scales are then evaluated as per the severity rating index below.
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Raw Scores | Depression Severity

0-13 Indicates minimal depression

14-19 Indicates mild depression

20-28 Indlcate.s moderate
depression

29-63 Indicates severe depression

3.12 Reliability of the tool

The reliability of an instrument is the degree of consistency with which it
measures the attribute and it is supposed to be measuring over a period of time. The

tool was a standardized one which underwent test retest for reliability.

3.13 Validity of the tool

The tool used in this study was Beck Depression scale and Socio
Demographic profile preformed, which were validated by 5 nursing experts including
1 medical expert in the field of Mental health and Psychotric department based on
suggestion given by the experts few modification were incorporated in the tool after
getting consensus from all experts. The tool was first drafted in English.
Tool was translated to Tamil by an expert. Language validity was established by

retranslation of tool in to English.

3.14 Pilot study

A pilot study was conducted at Wisdom Hospital and Deaddiction Centre in
Madurai, who fulfilled the inclusion criteria with regard to the setting, with the
cooperation of the adults and the availability of the sample, in a manner in which a

final study was done. It was carried over for the period of 7 days from 22.02.2018 to
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02.03.2018. The structured interview schedule was found to be appropriate for the

study. The pilot study findings revealed that the study was feasible and practicable.
3.15 Procedures for data collection

Formal permission was obtained from the Professor and Head of the
Department, Department of psychiatry, Jainee College of Nursing, Dindigul,
Principal and Head of the department in college of nursing, Chief Medical officer
and Head counselor, to conduct the study in Wisdom Hospital and Deaddiction Centre
in Madurai. Before conducting the study, a brief self-introduction and explanation
regarding the nature and purpose of the intervention was given to the patients.
Oral consent was obtained from the patient family members of all the subjects. 12
sessions were selected per week. Pre-test was conducted by using Beck depression
scale to assess the level of depression among alcoholics on day 1.

Activity in each section in as follows:
e 5 minutes established rapport with adult and adult motivated and adults to
read the materials
e 40 minutes free reading period
e 15 minutes discuss and got emotional experience after reading the materials

The same activities given to group on the alternative days for the period of 4
weeks, at the end of the study psychotherapy was given to the control group as an
ethical consideration, the post test level of depression was assessed on 6 day by
using the same scale.

3.16 Plan for data analysis

The data analysis involved the translation of information collected during the

course of research project into an interpretable and managerial form. It involved the
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use of statistical procedures to give an organization and meaning to the data. To
compute the data, a master sheet was prepared by the investigator. Descriptive and

inferential statistics used for data analysis.

Descriptive statistics

1. Frequency and percentage distribution to describe the socio demographic variables.

2. Mean, median, mode and standard deviation presenting distribution was used to

assessing the existing level of depression of adults

Inferential statistics

1. Paired t-test was used to examine the pre-test and post-test level of depression
among alcoholism by using Beck Depression inventory in Wisdom Hospital and

Deaddiction Centre in Madurai.

2. Chi-square analysis was used to find out the association between level of
depression among alcoholism by using Beck Depression inventory in Wisdom

Hospital and Deaddiction Centre in Madurai.

3.17 Protection of human rights

The investigator obtained approval from dissertation committee of Jainee College
of Nursing, Professor and Head of the Department, Department of psychiatry, Jainee
College of Nursing Dindigul. To conduct the study in Wisdom Hospital and
Deaddiction Centre in Madurai. Each individual patient was informed about the
purpose of the study and confidentiality was promised and ensured. Verbal consent
was obtained data collected was kept confidential. Confidentiality and Anonymity

was maintained throughout the study.
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Figure 2: Schematic representation of research methodology

RESEARCH APPROACH
Quantitative approach

\

RESEARCH DESIGN
Pre experimental — one group pretest post test Design

POPULATION
Adults(age group 30 to 55)

SETTINGS
Selected Wisdom Hospital and Deaddiction Centre in Madurai

SAMPLE AND SAMPLE SIZE
40 samples of adults in Wisdom Hospital and Deaddiction Centre in Madurai who fulfill the
including criteria

SAMPLING TECHNIQUE
Purposive sampling technique

TOOL
Self administer structure questionnaires prepared by the social demographical variables and beck
depression scale

METHOD OF DATA COLLECTION

Assessment of variable and assess the level of depression among alcoholism

GROUP THERAPY

POST TEST LEVEL OF DEPRESSION WAS ASSESSED BECK DEPRESSION SCALE

DATA ANALYSIS
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CHAPTER IV
DATA ANALYSIS AND
INTERPRETATION



CHAPTER IV

DATA ANALYSIS AND INTERPRETATION

This chapter deals with the description of sample, analysis, and interpretation
of the data collected to evaluate the achievement of the objectives of the study. The
data collected is tabulated and described as follows, In this chapter the data collected
were edited, tabulated, analyzed and interpreted. The findings were organized and

presented in the following orderly sections.

The data collected were interpreted under the following sections

Section |

Distribution of adult according to their socio demographic variables

Section |1

Distribution to evaluate the effectiveness of group therapy on depression among the

alcoholics.

Section 111

The frequency and percentage views distribution to evaluate the effectiveness of

group therapy on depression.

Section 1V

Association between level of depression in control group and experimental group of

pre test and post selected the demographical data.
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SECTION |

Table: 4.1.1: Frequency and percentage wise distribution to evaluate the
effectiveness of group therapy on depression among the alcoholics in selected De-

addiction Centre at Madurai according to their demographic data.

Control group Experimental
Demographic variables (n=30) group (n=30)
f % f %
1.Age (in years):
20-30 years 10 33.3 5 16.7
31-40 years 11 36.7 10 33.3
41-50 years 7 23.3 9 30
51-55 years 2 6.7 6 20
2.Religion:
Hindu 24 80 26 86.7
Christian 1 3.3 3 10
Muslim 5 16.7 1 3.3
3. Marital status:
Single 10 33.3 8 26.7
Married 18 60 22 73.3
Separated 1 3.3 0 0
Widowed 1 3.3 0 0
4.level of education :
No formal education 6 20 7 23.3
Primary education 8 26.7 6 20
High school education 9 30 10 33.3
Graduate 1 3.3 4 13.3
post graduate 6 20 3 10
5.type of family:
Nuclear family 21 70 15 50
Joint family 7 23.3 14 46.7
Extended family 1 3.3 1 3.3
Broken family 1 3.3 0 0
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6.Monthly family income :

<3000 0 0
3001-5000 16.7 10
5001-10000 10 33.3 13 43.3
>10000 15 50 14 46.7
7.Residence area :

Urban 1 3.3 1 3.3
Rural 11 36.7 13 43.3
Sub urban 18 60 16 53.3
8.0Occupation :

Cooly 6 20 9 30

Private employee 12 40 11 36.7
Government employee 16.7 5 16.7
Business 10 1 3.3
Unemployed 13.3 4 13.3
9.Hobbies :

Reading 4 13.3 6 20
Watching TV 24 80 18 60
Listening Music 0 1 3.3
Sports 6.7 5 16.7
Gardening 0 0 0
10. Amount of Alcohol :

Below 100 19 63.3 19 63.3
100-200ml 10 33.3 9 30
200-300ml 0 1 3.3
300ml above 3.3 1 3.3
11. How many years drinking alcohol:

Less than 5 years 13 43.3 10 33.3
6-10 years 26.7 30
11-16 years 23.3 26.7
More than 16 years 6.7 10
12. Drinking alcohol:

Every day 12 40 8 26.7
Weekly twice 12 40 14 46.7
Money available 16.7 20
Monthly twice 3.3 6.7
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Table 1 portrays that majority of adults F1 = 2 (6.7%), F2= 6(20%) were in the
age group of 51 to 55 years, F1= 7(23.3%) F2= 9 (30%), age group 45 to 55 years,
F1= 11(36.7%), F2= 10(33.3%) 31 to 40 years age group, F1= 10(33.3%) F2=

5(16.7%) age group 20 to 30 years.

Regarding religion, majority of adults f1=24(80%) f2= 26(86.7%) were
Hindus, f1= 1(3.3%) f2= 3(10%) were Christians and f1=5(16.7%) f2= 1(3.3.%) was

Muslim.

While comparing the marital status the majority of the adults f1 = 1(3.3%) 2
= 0(0%) widows, f1 = 1(3.3%) f2=0(0%) separated, f1 = 80(60%) f2 = 22(73.3%)

married, f1 =10(33.3%) f2 =8(26.7%) single.

While comparing the educational status majority of the adults f1 = 6(20%) f2
=3(10%) post graduated, f1 = 1(3.3%) 2= 4(13.3%) graduated, f1 =9(30%) f2 =
10(33.3%) high school education, f1 = 8(26.7%) f2 =6(20%) primary education, f1 =

6(20%) f2 = 7(23.3%) no formal education.

While comparing the family types majority f1 = 1(3.3%) f2 = 0(0%) broken
family, f1 = 1(3.3%) f2=1(3.3%) extended family, f1=7(23.3%) f2=14(43.7%) joined

family, f1=21(70%) f2=15(50%) nuclear family.

While comparing monthly family income f1=15(50%) f2=14(46.7%) earning
more than 10000, f1=10(33.3%) f2=13(43.4%) earning 5001 to 10000, f1=5(16.7%)

f2=3(10%) earning 3001 to 5000, f1=0(0%) f2=0(0%) earning less than 3000.

Regarding the residential area, majority f1=18(60%) f2=16(53.3%) were
hailed from sub urban, f1=11(36.7%) f2=13(43.3%) were hailed from rural,

f1=1(3.3%) f2=1(3.3%) were hailed from urban.
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While comparing the occupation majority of adults f1=4(13.3%) f2=4(13.3%)
unemployed, f1=3(10%) f2=1(3.3%) business, f1=5(16.5%) f2=5(16.7%) In
government employees, f1=12(40%) f2=11(36.7%) in private employees, f1=6(20%)

f2=9(30%) in Cooley.

While comparing the hobbies majority of adults f1=0(0%) f2=0(0%)
gardening, f1=2(6.7%) f2=5(16.7%) sports, f1=0(0%) f2=1(3.3%) listening music,

f1=24(80%) f2=18(60%) watching tv, f1=4(13.3%) f2=6(20%) reading.

While comparing the amount of alcohol majority of adults f1=1(3.3%)
f2=1(3.3%) in above 300ml, f1= 0(0%) f2=1(3.3%) in 200 to 300ml, f1=10(33.3%)

£2=9(30%) in 100 to 200ml, f1=19(63.3%) f2=90(63.3%) below 100ml.

While comparing the years of alcohol drinking majority of adults f1=2(6.7%)
f2=3(10%) more than 16 years, f1=7(23.3%) f2=8(26.7%) 11 to 16 Vyears,
f1=8(26.7%) f2=9(30%) 6 to 10 years, f1=13(43.3%) f2 = 10(33.3%) less than 5

years.

While comparing the drinking alcohol majority of adults F1=1(3.3%)
F2=2(6.7%) monthly twice, F1=5(16.7%) F2=6(20%) money available, F1=12(40%)

F2=14(46.7%) weekly twice, F1=12(40%) F2=8(26.7%) every day.
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40 - 36.7

Percentage

20-30 years 31-40 years 41-50 years 51 -55 years
Age in years

Fig.4.1.1.Multiple Cylinder diagram showing percentage wise
distribution of group therapy on depression among the alcoholics
according to their age.

The above diagram dispatches majority of adults f1 = 2 (6.7%), f2= 6(20%) were in
the age group of 51 to 55 years, f1= 7(23.3%) f2= 9 (30%), age group 45 to 55 years,
fl= 11(36.7%), f2= 10(33.3%) 31 to 40 years age group, f1 = 10(33.3%) f2=

5(16.7%) age group 20 to 30 years.
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Fig.4.1.2.Multiple Cylinder diagram showing percentage wise
distribution of group therapy on depression among the alcoholics

according to their religion.

The above the diagram shows that majority of adults f1=24(80%) f2= 26(86.7%) were

Hindus, f1= 1(3.3%) f2= 3(10%) were Christians and f1= 5(16.7%) f2= 1(3.3.%) was

Muslim.
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80 73.3

Percentage

Single Married Separated Widowed

Marital status
Fig.4.1.3.Multiple Cylinder diagram showing percentage wise

distribution of group therapy on depression among the alcoholics
according to their marital status.

The above diagram show majority of the adults f1 = 1(3.3%) 2 = 0(0%) widows, f1 =

1(3.3%) f2=0(0%) separated, f1 = 80(60%) f2 = 22(73.3%) married, f1 = 10(33.3%)

f2 = 8(26.7%) single.
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33.3

Percentage

No formal Primary High Graduate Post
education education school graduate

Level of education

Fig.4.1.4.Multiple Cylinder diagram showing percentage wise
distribution of group therapy on depression among the alcoholics
according to their level of education.

The above the diagram majority of the adults f1 = 6(20%) f2 =3(10%) post graduated,
fl = 1(3.3%) f2= 4(13.3%) graduated, f1 =9(30%) f2 = 10(33.3%) high school
education, f1 = 8(26.7%) f2 =6(20%) primary education, f1 = 6(20%) f2 = 7(23.3%)

no formal education.
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Fig.4.1.5.Multiple Cylinder diagram showing percentage wise

distribution of group therapy on depression among the alcoholics
according to their type of family.

The above diagram show the family types majority f1 = 1(3.3%) f2 = 0(0%) broken

family, f1 = 1(3.3%) f2=1(3.3%) extended family, f1=7(23.3%) f2=14(43.7%) joined

family, f1=21(70%) f2=15(50%) nuclear family.
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Monthly family income
Fig.4.1.6.Multiple Cylinder diagram showing percentage wise

distribution of group therapy on depression among the alcoholics
according to their monthly family income.

The above diagram show monthly family income f1=15(50%) f2=14(46.7%) earning

more than 10000, f1=10(33.3%) f2=13(43.4%) earning 5001 to 10000, f1=5(16.7%)

f2=3(10%) earning 3001 to 5000, f1=0(0%) f2=0(0%) earning less than 3000.
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Fig.4.1.7.Multiple Cylinder diagram showing percentage wise

distribution of group therapy on depression among the alcoholics
according to their residence area.

The above diagram show the residential area, majority f1=18(60%) f2=16(53.3%)

were hailed from sub urban, f1=11(36.7%) f2=13(43.3%) were hailed from rural,

f1=1(3.3%) f2=1(3.3%) were hailed from urban.
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Fig.4.1.8.Multiple Cylinder diagram showing percentage wise distribution
of group therapy on depression among the alcoholics according to their
occupation.

The above diagram show the occupation majority of adults f1=4(13.3%) f2=4(13.3%)
unemployed, f1=3(10%) f2=1(3.3%) business, f1=5(16.5%) f2=5(16.7%) in
government employees, f1=12(40%) f2=11(36.7%) in private employees, f1=6(20%)

f2=9(30%) in Cooley.
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Fig.4.1.9.Multiple Cylinder diagram showing percentage wise distribution of
group therapy on depression among the alcoholics according to their
hobbies.

The above diagram show the hobbies majority of adults f1=0(0%) f2=0(0%)

gardening, f1=2(6.7%) f2=5(16.7%) sports, f1=0(0%) f2=1(3.3%) listening music,

f1=24(80%) f2=18(60%) watching tv, f1=4(13.3%) f2=6(20%) reading.
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Fig.4.1.10.Multiple Cylinder diagram showing percentage wise distribution of
group therapy on depression among the alcoholics according to their amount
of alcohol.

The above diagram show the amount of alcohol majority of adults f1=1(3.3%)
f2=1(3.3%) in above 300ml, f1= 0(0%) f2=1(3.3%) in 200 to 300ml, f1=10(33.3%)

£2=9(30%) in 100 to 200ml, f1=19(63.3%) f2=90(63.3%) below 100ml.
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Less than 5 6-10 years 11-16 years  More than 16
years years

Number of years drinking of alcohol

Fig.4.1.11.Multiple Cylinder diagram showing percentage wise distribution of
group therapy on depression among the alcoholics according to their how
many times drinking of alcohol.

The above diagram show the years of alcohol drinking majority of adults f1=2(6.7%)
f2=3(10%) more than 16 years, f1=7(23.3%) f2=8(26.7%) 11 to 16 Vyears,
f1=8(26.7%) f2=9(30%) 6 to 10 years, f1=13(43.3%) f2 = 10(33.3%) less than 5

years.
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Fig.4.1.12.Multiple Cylinder diagram showing percentage wise distribution of
group therapy on depression among the alcoholics according to their
drinking of alcohol.

The above diagram show the drinking alcohol majority of adults F1=1(3.3%)
F2=2(6.7%) monthly twice, F1=5(16.7%) F2=6(20%) money available, F1=12(40%)

F2=14(46.7%) weekly twice, F1=12(40%) F2=8(26.7%) every day.
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SECTION Il

Distribution to evaluate the effectiveness of group therapy on depression among

the alcoholics in selected De-addiction Centre at Madurai.

Table-4.2.1: Mean, SD and mean%bo to evaluate the effectiveness of group therapy

on depression among the alcoholics in selected De-addiction Centre at Madurai.

Control-pre test Control- Post test | Difference
Level of Max _
_ scores scores in
depression | score
Mean%o

Mean | SD | Mean% | Mean | SD | Mean%

Overall 63 25.7 | 2.36 41 246 | 3.49 39 2

Table-4.2.2: Mean, SD and mean%o to evaluate the effectiveness of group therapy
on depression among the alcoholics in selected De-addiction Centre at Madurai.

Experimental -pre Experimental - Post | Difference
Level of Max _
test scores test scores in

Mean%o

depression | score

Mean | SD | Mean% | Mean | SD | Mean%

Overall 63 | 26.67 | 1.89 42 13.83 | 3.56 22 20
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Table-4.2.3: Mean, SD and mean%o to evaluate the effectiveness of group therapy

on depression among the alcoholics in selected De-addiction Centre at Madurai.

Control -pre test

Experimental - pre

Difference
Max scores test scores )
Knowledge in
score
Mean | SD | Mean% | Mean | SD | Mean% | Mean%
Overall 63 25.7 | 2.36 41 26.67 | 1.89 42 1

Table-4.2.4: Mean, SD and mean%o to evaluate the effectiveness of group therapy

on depression among the alcoholics in selected De-addiction Centre at Madurai.

Control -post test

Experimental - post

Difference
Max scores test scores )
Knowledge in
score
Mean | SD | Mean% | Mean | SD | Mean% | Mean%
Overall 63 246 | 3.49 39 13.83 | 3.56 22 17
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SECTION Il

Table-4.3.1: Frequency and percentage wise distribution to evaluate the

effectiveness of group therapy on depression among the alcoholics in selected De-

addiction Centre at Madurai

Control group

Experimental group

. Pre test Post test Pre test Post test
Depression

f % f % f % f %

Minimal - - - - - - 13 43.3

Mild 1 3.3 3 10 - - 17 56.7
Moderate 29 96.7 27 90 30 100 - -
Severe - - - - - - - -

Total 30 100 30 100 30 100 30 100

100
90
80
70
60
50

40

Percentage

30
20

10

Pre test

Post test Pre test

O Moderate
0O mild
B Minimal

Post test

Control group Experimental group

Fig 4.1.13 Distribution on Adults according Level of knowledge
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Table-4.4.1: paired “t”-test was found in control group to evaluate the
effectiveness of group therapy on depression among the alcoholics in selected

De-addiction Centre at Madurai

ntrol pr t ntrol
Control pre test | Control post test Mean "
Area diff | P-value
Mean SD Mean SD ifference | value

Overall 25.7 2.36 24.6 3.48 11 1.67 0.105

*-P<0.05, significant and **-P<0.01 &***-P<0.001 , Highly significant

Table-4.4.2: paired “t”-test was found in experimental group to evaluate the
effectiveness of group therapy on depression among the alcoholics in selected De-

addiction Centre at Madurai

Experimental Experimental

pre test post test Mean ‘t’-
difference | value

Area P-value

Mean SD Mean SD

Overall 26.67 1.89 13.83 3.56 12.83 16.19 | p<0.001

*-P<0.05, significant and **-P<0.01 &***-P<0.001 , Highly significant
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Table-4.4.3: Unpaired “t”-test was found in pre test of between control and

experimental group to evaluate the effectiveness of group therapy on depression

among the alcoholics in selected De-addiction Centre at Madurai.

Experimental
Control pre test e
pre test Mean t- P-
Area )
difference | value | value
Mean SD Mean SD
Overall 25.7 2.36 26.67 1.89 0.97 1.745 | 0.086

*-P<0.05, significant and **-P<0.01 &***-P<0.001 , Highly significant

Table-4.4.4: Unpaired “t”-test was found in post test of between control and

experimental group to evaluate the effectiveness of group therapy on depression

among the alcoholics in selected De-addiction Centre at Madurai

Control post test

Experimental

Mean ‘t’-
Area post test ) P-value
difference | value
Mean SD Mean SD
Overall 24.6 3.48 13.83 3.56 10.77 11.82 p<0.001

*-P<0.05, significant and **-P<0.01 &***-P<0.001, Highly significant
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SECTION IV

Association between level of depression in control group and experimental group
of pre test and post selected the demographical data

Table No 4.5.1: Association between level of depression in control group of pre

test and Selected Demographic data.

' . Minimal Mild Moderate 2 | p-value
Demographic variables
f % f % f % (df) (N/NS)
1.Age (in years):
20-30 years - - 1 3.3 9 30
31-40 years - - 0 0 11 | 36.7 | 2.06 0.558
41-50 years - - 0 23.3 | (df=3) NS
51-55 years - - 0 6.7
2.Religion:
Hindu - - 1 33 | 23 | 76.7
Christian - - 0 0 1 3.3 0.26 0.879
Muslim - - 0 0 5 16.7 | (df=2) NS
3. Marital status:
Single - - 0 0 10 | 333
Married - - 1 33 | 17 | 56.7 | 0.68 0.876
Separated - - 0 0 3.3 | (df=3) NS
Widowed - - 0 0 1 3.3
4.level of education :
No formal education - - 0 0 6 20
Primary education - - 0 0 8 26.7 | 4.14 0.388
High school education - - 0 0 9 30 | (df=4) NS
Graduate - - 0 0 1 3.3
post graduate - - 1 3.3 5 16.7
5.type of family:
Nuclear family - - 1 3.3 20 | 66.7
Joint family - - 0 0 7 23.3 | 0.4433 | 0.931
Extended family - - 0 3.3 | (df=6) NS
Broken family - - 0 3.3
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6.Monthly family income :

<3000 - 0 0 0 0

3001-5000 - 0 0 5 5 2.07 0.355
5001-10000 - 1 3.3 9 30 | (df=2) NS
>10000 - 0 0 15 50

7.Residence area :

Urban - 0 0 1 3.3 0.68 0.708
Rural - 0 0 11 | 36.7 | (df=2) NS
Sub urban - 1 33 | 17 | 56.7
8.0Occupation :

Cooly - 0 0 6 20 1.15 0.817

Private employee - 1 33 | 11 | 36.6 | (df=4) NS
Government employee - 0 0 5 |16.67
Business - 0 0 3 10
Unemployed 0 0 4 13.3
9.Hobbies :

Reading -

Watching TV - 0 0 4 133 | 212 0.346

Listening Music - 1 3.3 23 | 76.7 | (df=2) NS
Sports - 0 0 2 6.7
Gardening - 0 0 0 0
10. Amount of Alcohol :

Below 100 - 1 3.3 | 18 60 0.59 0.741
100-200ml - 0 0 10 | 33.3 | (df=2) NS
200-300ml - 0 0 0
300ml above - 0 0 3.3
11. How many years
drinking alcohol:

Less than 5 years - 1 3.3 12 40 1.35 0.717
6-10 years - 0 0 26.7 | (df=3) NS
11-16 years - 0 0 23.3
More than 16 years - 0 0 96.67
12. Drinking alcohol:

Every day - 0 0 12 40 1.55 0.670
Weekly twice - 1 3.3 11 | 36.7 | (df=3) NS
Money available - 0 0 16.7
Monthly twice - 0 0 3.3

NS-Not significant, S-significant.
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Table No 4.5.1: Association between level of depression in control group of post

test and Selected Demographic data.

Minimal | Mild | Moderate 2 P-
Demographic variables value
flo| f |%| f | % | (df) (N/NS)
1.Age (in years):
20-30 years - - 0 0 | 10 |33.3
31-40 years - - 1 33| 10 [33.3| 4.03 | 0.259
41-50 years - - 2 |67 16.7 | (df=3) NS
51-55 years - - 0 0 6.7
2.Religion:
Hindu - - 3 | 10| 21 | 70 | 0.83 | 0.659
Christian - - 0 3.3 [(df=2) | NS
Muslim - - 0 5 |16.7
3. Marital status:
Single - -1 .0 | 0] 10 |333| 222 | 0.528
Married - - 3 [10| 15 | 50 [(df=3) | NS
Separated - - 0 1 | 33
Widowed - - 0 1 |33
4.level of education :
No formal education - - 1 |33 5 |16.7| 345 | 0.484
Primary education - - 0 0 8 |26.7|(df=4)| NS
High school education - - 2 |67] 7 |233
Graduate - - 0 1 |33
post graduate - - 0 6 20
5.type of family:
Nuclear family - - 2 |67 19 |63.3]| 0374 | 0.946
Joint family - - 1 33| 6 20 | (df=3) | NS
Extended family - - 0 1 | 33
Broken family - - 0 1 |33
6.Monthly family income :
<3000 - - 0 0 0 0.74 | 0.690
3001-5000 - - 0 16.7 | (df=2) | NS
5001-10000 - - 1 133 30
>10000 - - 2 |6.7] 13 |433
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7.Residence area :

Urban 0 0 1 133 | 015 | 0.930
Rural 33| 10 (333 |(df=2) | NS

Sub urban 2 |6.7] 16 |533

8.0Occupation :

Coolly 0 6 20

Private employee 0 12 | 40 | 8.33 0.08
Government employee 2 |67 10 | (df=4) | NS

Business 0 0 10

Unemployed 1 |33 10

9.Hobbies :

Reading 0 0 4 |13.3| 0.83 | 0.659
Watching TV 3 [10 | 21 | 70 | (df=2) NS

Listening Music 0 0

Sports 0 6.7

Gardening 0 0 0

10. Amount of Alcohol :

Below 100 2 | 67| 17 |56.7| 0.117 | 0.946
100-200ml 1 133 30 | (df=2) | NS

200-300ml 0 0

300ml above 0 1 |33

11. How many years

drinking alcohol:

Less than 5 years 0 0 | 13 433 | 212 | 0.346
6-10 years 2 |67 20 | (df=2) | NS

11-16 years 1 |33 20

More than 16 years 0 0 6.7

12. Drinking alcohol:

Every day 0 0 | 13 | 433 | 381 | 0.283
Weekly twice 2 |67 20 | (df=3) | NS

Money available 1 133 20

Monthly twice 0 0 6.7

NS-Not significant, S-significant.
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Table No 4.5.1: Association between level of depression in experimental group of

pre test and Selected Demographic data.

Minimal Mild Moderate
Demographic variables ¢ % % ¢ % x2 p-value
(df) | (N/NS)

1.Age (in years):
20-30 years - - - 5 16.7
31-40 years - - - 10 | 33.3 0 1
41-50 years - - - 30 NS
51-55 years - - - 20
2.Religion:
Hindu - - - 26 | 86.7 0 1
Christian - - - 3 10 NS
Muslim - - - 3.3
3. Marital status:
Single - - - 8 | 26.7
Married - - - 22 | 73.3 0 1
Separated - - - 0 NS
Widowed - - - 0
4.level of education :
No formal education - - - 23.3
Primary education - - - 20
High school education - - - 10 | 333 0 1
Graduate - - - 13.3 NS
post graduate - - - 3 10
5.type of family:
Nuclear family - - - 15 50
Joint family - - - 14 | 46.7 0 1
Extended family - - - 3.3 NS
Broken family - - - 0 0
6.Monthly family income :
<3000 - - - 0
3001-5000 - - - 10 0 1
5001-10000 - - - 13 | 43.3 NS
>10000 - - - 14 | 46.7
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7.Residence area :

Urban - 1 3.3 1
Rural - 13 | 433 NS
Sub urban - 16 | 53.3

8.0Occupation :

Cooly - 9 30

Private employee - 11 | 36.7 1
Government employee - 5 16.7 NS
Business - 3.3

Unemployed - 4 |133

9.Hobbies :

Reading - 6 20

Watching TV - 18 60 1
Listening Music - 3.3 NS
Sports - 16.7

Gardening - 0

10. Amount of Alcohol :

Below 100 - 19 | 63.3

100-200ml - 30 1
200-300ml - 3.3 NS
300ml above - 1 3.3

11. How many years

drinking alcohol:

Less than 5 years - 10 | 333

6-10 years - 30 1
11-16 years - 26.7 NS
More than 16 years - 10

12. Drinking alcohol:

Every day - 8 |26.7

Weekly twice - 14 | 46.7 1
Money available - 20 NS
Monthly twice - 6.7

NS-Not significant, S-significant.
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Table No 4.5.1: Association between level of depression in experimental group of

post test and Selected Demographic data.

Minimal Mild Moderate
Demographic variables o | f | o e | o y2 | p-value
(df) | (N/NS)

1.Age (in years):
20-30 years 5 (167 0 0 - - | 11.72 | 0.008**
31-40 years 2 | 67| 8 |267| - - | (df=3) S
41-50 years 2 | 67| 7 |233| - -
51-55 years 4 1133 2 | 6.7 - -
2.Religion:
Hindu 12 | 40 | 14 | 46.7 | - - 0.97 | 0.615
Christian 33| 2 | 6.7 - - | (df=2) NS
Muslim 0 0 1 ]33 - -
3. Marital status:
Single 5 1167| 3 | 10 - - 1.63 | 0.201
Married 8 [26.7| 14 | 46.7 | - - | (df=1) NS
Separated 0 0 0 0 - -
Widowed 0 0 0 0 - -
4.level of education :
No formal education 1 133| 5 |167]| - - 3.45 | 0.484
Primary education 0 0 8 1267 - - | (df=4) NS
High school education 2 | 67 | 7 [233] - -
Graduate 0 1 ]33 - -
post graduate 0 6 | 20 - -
5.type of family:
Nuclear family 6 |20 | 9 | 30 - - 1.09 0.581
Joint family 7|23 | 7 |233]| - - | (df=2) NS
Extended family 0 1|33 - -
Broken family 0 0 0 - -
6.Monthly family income :
<3000 0 0 0 0 - -
3001-5000 11332 |67 - - 2.12 | 0.346
5001-10000 5 1167| 8 |26.7| - - | (df=2) NS
>10000 7 1233 7 |233| - -
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7.Residence area :

Urban 1|33 0 143 | 0.488
Rural 16.7 26.7 (df=2) NS
Sub urban 7 |23.3 30

8.0Occupation :

Cooly 5 1167| 4 |133 1.90 | 0.754

Private employee 51167 6 | 20 (df=4) NS
Government employee 2 | 67| 3 10
Business 0 0 1 ]33
Unemployed 1133|310
9.Hobbies :

Reading 2 | 67| 4 |133 3.89 | 0.273
Watching TV 7 123311 | 36.7 (df=3) NS
Listening Music 0 0 1|33
Sports 4 1133 3.3
Gardening 0 0 0 0
10. Amount of Alcohol :

Below 100 10 {333 9 | 30 2.56 | 0.454
100-200ml 10 | 6 | 20 (df=3) NS
200-300ml 1 ]33
300ml above 1 ]33
11. How many years
drinking alcohol:

Less than 5 years 6 | 20 | 4 |133
6-10 years 1133 | 8 |26.7 6.26 0.10
11-16 years 5 1167| 3 | 10 (df=3) NS
More than 16 years 1 133] 2|67
12. Drinking alcohol:

Every day 2 67| 6 |20 1.49 0.684
Weekly twice 7 1233| 7 |233 (df=3) NS
Money available 3 (10| 3| 10
Monthly twice 1133|133

NS-Not significant, S-significant.
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CHAPTER V

DISCUSSION

This chapter deals with the discussion of the results of the data analyzed based
on the objective of the study. The problem statement was “A study to evaluate the
effectiveness of group therapy on depression among alcoholics at a selected de-

addiction centre in Madurai.”

The research design was quasi-study pre test post test design with
experimental and control group. It was decided to do the study on 60 samples in
which 30 were given group therapy and the other 30 were followed with the routine
activities. The study was done among adult residing in selected de-addiction centre in

Madurai.”

5.1 Description of adults according to their socio demographic variables

The according to the age majority of adults F1 = 2 (6.7%), F2= 6(20%) were
in the age group of 51 to 55 years, F1= 7(23.3%) F2= 9 (30%), age group 45 to 55
years, F1= 11(36.7%), F2= 10(33.3%) 31 to 40 years age group, F1=10(33.3%) F2=

5(16.7%) age group 20 to 30 years.

Regarding religion, majority of adults f1=24(80%) f2= 26(86.7%) were
Hindus, f1= 1(3.3%) f2= 3(10%) were Christians and f1= 5(16.7%) f2= 1(3.3.%) was

Muslim.

While comparing the marital status the majority of the adults f1 = 1(3.3%)
f2 = 0(0%) widows, f1 = 1(3.3%) f2=0(0%) separated, f1 = 80(60%) f2 = 22(73.3%)

married, f1 =10(33.3%) f2 = 8(26.7%) single.
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While comparing the educational status majority of the adults f1 = 6(20%) 2
=3(10%) post graduated, f1 = 1(3.3%) f2= 4(13.3%) graduated, f1 =9(30%)
f2 = 10(33.3%) high school education, f1 = 8(26.7%) f2 =6(20%) primary education,

f1 = 6(20%) 2 = 7(23.3%) no formal education.

While comparing the family types majority f1 = 1(3.3%) f2 = 0(0%) broken
family, f1 = 1(3.3%) f2=1(3.3%) extended family, f1=7(23.3%) f2=14(43.7%) joined

family, f1=21(70%) f2=15(50%) nuclear family.

While comparing monthly family income f1=15(50%) f2=14(46.7%) earning
more than 10000, f1=10(33.3%) f2=13(43.4%) earning 5001 to 10000, f1=5(16.7%)

f2=3(10%) earning 3001 to 5000, f1=0(0%) f2=0(0%) earning less than 3000.

Regarding the residential area, majority f1=18(60%) f2=16(53.3%) were
hailed from sub urban, f1=11(36.7%) f2=13(43.3%) were hailed from rural,

f1=1(3.3%) f2=1(3.3%) were hailed from urban.

While comparing the occupation majority of adults f1=4(13.3%) f2=4(13.3%)
unemployed, f1=3(10%) f2=1(3.3%) business, f1=5(16.5%) f2=5(16.7%) in
government employees, f1=12(40%) f2=11(36.7%) in private employees, f1=6(20%)

f2=9(30%) in Cooley.

While comparing the hobbies majority of adults f1=0(0%) f2=0(0%)
gardening, f1=2(6.7%) f2=5(16.7%) sports, f1=0(0%) f2=1(3.3%) listening music,

f1=24(80%) f2=18(60%) watching tv, f1=4(13.3%) f2=6(20%) reading.

While comparing the amount of alcohol majority of adults f1=1(3.3%)
f2=1(3.3%) in above 300ml, f1= 0(0%) f2=1(3.3%) in 200 to 300ml, f1=10(33.3%)

£2=9(30%) in 100 to 200ml, f1=19(63.3%) f2=90(63.3%) below 100ml.
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While comparing the years of alcohol drinking majority of adults f1=2(6.7%)
f2=3(10%) more than 16 years, f1=7(23.3%) f2=8(26.7%) 11 to 16 Vyears,
f1=8(26.7%) f2=9(30%) 6 to 10 years, f1=13(43.3%) f2 = 10(33.3%) less than 5

years.

While comparing the drinking alcohol majority of adults F1=1(3.3%)
F2=2(6.7%) monthly twice, F1=5(16.7%) F2=6(20%) money available, F1=12(40%)

F2=14(46.7%) weekly twice, F1=12(40%) F2=8(26.7%) every day.

5.2 Discussion of the study based on its objectives

The first objective to evaluate the effectiveness of group therapy on depression
by comparing pre and post test score among alcoholics at a selected de-addiction

centre in Madurai.

Pre test

Assessment of pre test level of depression among adult in experimental group
was all 30[100%] patients are mildly depressed and none of them were normal or
severely depressed. Assessment of pretest level of depression among elderly in
control group was all the 30[100%] patients are mildly depressed. None of them are

normal and severely depressed.

The mean and standard deviation of pre test level of depression among adult in
experimental group revealed that, the mean value 26.67 with SD 1.89 and the mean

value of 0.086 projects Unpaired’ value as 1.745 which is statistically not significant.

Post test

Assessment of post test level of depression among adults in experimental

group 13[43.3%] adults’ persons is minimal; 17[56.7%] persons are mildly depressed
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and none of them were severely depressed. Assessment of posttest level of depression
among adults in control group was all the 30[100%] patients are mildly depressed.

Comparison of pre and post test reveals no improvement in control group.

The mean and standard deviation of post test level of depression among adults
in experimental group and control group depicted that, the mean value of 25.7 with
SD 2.36 and the mean value of 24.6 with SD 3.48 of post test levels in control group

projects Unpaired ‘t” value as 11.82 which is statistically significant at p=0.000 level.

The Second objective of to assess the pre test and post test level of depression

among alcoholics:

Determine the effectiveness of group therapy among alcoholics on depression
among adults in experimental group Analysis reveals that the mean value was 26.67
with standard deviation 1.89 of pretest level of depression in experimental group and
the mean value was 13.83 with standard deviation 3.56 of posttest level of depression
in experimental group. Whereas in control group the mean value was 25.7 with
standard deviation 2.36 of pretest level of depression and posttest mean value was
24.6 and standard deviation was 3.49 There is a statistical significant difference
between the Pre and Post- test level of depression among adults in the experimental
group at P=0.086.There is no statistical significant difference between the Pre and

Post- test level of depression among adults in the control groups.

Hence the stated hypotheses-H1 “There is a difference in the level of

depression before and after group therapy among alcohol dependency”.

The third objectives of to find out the level of depression with selected

demographical variable:
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The according to the age majority of adults F1 = 2 (6.7%), F2= 6(20%) were
in the age group of 51 to 55 years, F1= 7(23.3%) F2= 9 (30%), age group 45 to 55
years, F1= 11(36.7%), F2= 10(33.3%) 31 to 40 years age group, F1=10(33.3%) F2=

5(16.7%) age group 20 to 30 years.

Regarding religion, majority of adults f1=24(80%) f2= 26(86.7%) were
Hindus, f1= 1(3.3%) f2= 3(10%) were Christians and f1= 5(16.7%) f2= 1(3.3.%) was

Muslim.

While comparing the marital status the majority of the adults f1 = 1(3.3%)
f2 = 0(0%) widows, f1 = 1(3.3%) f2=0(0%) separated, f1 = 80(60%) f2 = 22(73.3%)

married, f1 =10(33.3%) f2 =8(26.7%) single.

While comparing the educational status majority of the adults f1 = 6(20%)
f2 =3(10%) post graduated, f1 = 1(3.3%) f2= 4(13.3%) graduated, f1 =9(30%)
f2 = 10(33.3%) high school education, f1 = 8(26.7%) f2 =6(20%) primary education,

f1 = 6(20%) 2 = 7(23.3%) no formal education.

While comparing the family types majority f1 = 1(3.3%) f2 = 0(0%) broken
family, f1 = 1(3.3%) f2=1(3.3%) extended family, f1=7(23.3%) f2=14(43.7%) joined

family, f1=21(70%) f2=15(50%) nuclear family.

While comparing monthly family income f1=15(50%) f2=14(46.7%) earning
more than 10000, f1=10(33.3%) f2=13(43.4%) earning 5001 to 10000, f1=5(16.7%)

f2=3(10%) earning 3001 to 5000, f1=0(0%) f2=0(0%) earning less than 3000.

Regarding the residential area, majority f1=18(60%) f2=16(53.3%) were
hailed from sub urban, f1=11(36.7%) f2=13(43.3%) were hailed from rural,

f1=1(3.3%) f2=1(3.3%) were hailed from urban.
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While comparing the occupation majority of adults f1=4(13.3%) f2=4(13.3%)
unemployed, f1=3(10%) f2=1(3.3%) business, f1=5(16.5%) f2=5(16.7%) in
government employees, f1=12(40%) f2=11(36.7%) in private employees, f1=6(20%)

f2=9(30%) in Cooley.

While comparing the hobbies majority of adults f1=0(0%) f2=0(0%)
gardening, f1=2(6.7%) f2=5(16.7%) sports, f1=0(0%) f2=1(3.3%) listening music,

f1=24(80%) f2=18(60%) watching tv, f1=4(13.3%) f2=6(20%) reading.

While comparing the amount of alcohol majority of adults f1=1(3.3%)
f2=1(3.3%) in above 300ml, f1= 0(0%) f2=1(3.3%) in 200 to 300ml, f1=10(33.3%)

£2=9(30%) in 100 to 200ml, f1=19(63.3%) f2=90(63.3%) below 100ml.

While comparing the years of alcohol drinking majority of adults f1=2(6.7%)
f2=3(10%) more than 16 years, f1=7(23.3%) f2=8(26.7%) 11 to 16 Vyears,
f1=8(26.7%) f2=9(30%) 6 to 10 years, f1=13(43.3%) f2 = 10(33.3%) less than 5

years.

While comparing the drinking alcohol majority of adults F1=1(3.3%)
F2=2(6.7%) monthly twice, F1=5(16.7%) F2=6(20%) money available, F1=12(40%)

F2=14(46.7%) weekly twice, F1=12(40%) F2=8(26.7%) every day.

As mentioned by the investigator in the first phase of conceptual frame work
(identifying need for help) the investigator assessed the pretest level of depression by
using geriatric depression scale and screened mild depressive elderly for both study

and control group thereby the need was assessed.

After assessing the need in the first phase the investigator ministered the need
by providing Bibliotherapy for the study group. In validating phase, investigator

compared the pre and post level of depression in study and control group by using
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paired “t” test the investigator found that there was a significant difference in the
study group which proved the effectiveness of Bibliotherapy. And by positive

outcome were reinforced and the negative outcome were reassessed.

Third objective of the study was to find the association between the posttest
level of depression among elderly with their demographic variables and clinical

variable in study and control group

Analysis of the association between the post test level of depression among
elderly with their demographic, personal and clinical variables in the Study and
Control group shows that post test level of depression was associated with their
demographical variable of income of elderly in study group at p=0.01 and it was not

associated with other variables in study and control group.

Hence the research hypothesis RH2stating that “There is a significant
association between post-test level of depression among elderly with their
demographic, personal and clinical variables in study and control group at p”0.05.”
was accepted for demographic variable of income in study group and was not

accepted to other variables in study group and control group.

This association was supported by a cross sectional study conducted by
National Institute of Mental Health and the Neuro Science on the prevalence of
geriatric depression among 1000 participants aged over 65 years from Kaniyambadi
block, Vellore, India. Results were prevalence of geriatric depression was 12.7% and
the low income, experiencing hunger, and medical conditions were significantly

associated with geriatric depression
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Hence the conceptual framework supported the present study by acting as a
skeleton which supports the study by proving that Bibliotherapy has improved the

level of depression among elderly.

The present study assessed the effectiveness of Bibliotherapy on depression
among elderly residing in selected old age homes, Dindigul District. The result of the

study concluded that Bibliotherapy has reduced the depression among elderly.

Hence the stated Hypotheses-H2 “ There is as statistically significant association
between level of depression with demographic variable(age, religion, marital
status, level of education, types of family, monthly family income, residential

area, occupation and among of alcohol taken per day and hobbies” was accepted.
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CHAPTER VI

SUMMARY, CONCLUSION, IMPLICATIONS,
RECOMMENDATIONS AND LIMITATIONS

This chapter is devoted to the consideration of the findings, understanding,
limitations and interpretations of the results and recommendations that incorporate the
implications such as nursing practice, nursing education, nursing administration,
nursing research for further nursing research are presented. It also gives meaning to

the results obtained in the study.

6.1 Summary of the Study

The present study was undertaken to evaluate the effectiveness of group
therapy on depression among alcoholics at a selected de-addiction centre in Madurai.

The study carried out the following objectives

6.1.1 The objectives of the study were

e To assess level of depression comparing between the control and experimental
before Interventation.

e To assess the level of depression comparing between control and experimental
after Interventation.

e To assess the effectiveness between the control and experimental group.

e To assess the pre test associated between the demographical variable and level

of depression.

6.1.2 Research hypotheses

e H1 — There significant difference in the level of depression before and after
group therapy among alcohol dependency
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e H2 - There is a statistically significant association between level of depression
and demographic variable (age, religion, marital status, level of education,
types of family, monthly family income, residential area, occupation and

amount of alcohol taken per day, hobbies).
6.1.3 The assumptions of the study

e Alcoholics dependants may have depression
e Group therapy will help to prevent and relax of alcoholic dependants.

e Group therapy may be a effective method to reduce the depression.
6.2 Major findings of the study

Assessment of pre test level of depression among adult in experimental group
was all 30[100%] patients are mildly depressed and none of them were normal or

severely depressed.

Assessment of pretest level of depression among elderly in control group was
all the 30[100%] patients are mildly depressed. None of them are normal and severely

depressed.

The mean and standard deviation of pre test level of depression among adult in
experimental group revealed that, the mean value 26.67 with SD 1.89 and the mean

value of 0.086 projects Unpaired’ value as 1.745 which is statistically not significant.

There was no significant association between the post test level of depression
and the other socio demographical variable such as: age, religion, medical status, level
of education, types of family, monthly family income, residential area, occupational

and among alcohol taken per day and hobbies.

The group therapy was effective in reduce the depression level among

alcoholic in studying in selected de-addiction centre in Madurai.
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6.3 CONCLUSION

The present study assessed the effectiveness of group therapy on depression
among adults in selected in de-addiction centre in Madurai. The result of the study

concluded that group therapy has reduced the depression among alcoholics.

This shows that the imperative need to understand the purpose of
administration of group therapy in reducing depression among alcoholics in
Deaddiction centre and it will enhances an overall sense of will being as well as

improvement in the quality of life.

6.4 NURSING IMPLICATIONS

This section of the research report that focuses on nursing implication, which
includes specific suggestion for nursing practice, nursing education, nursing

administration and nursing research.

6.4.1 Nursing Practice

e As a member of health team, nurses play a vital role in reducing the
depression among adults.

e Nurses should develop skill in implementing group therapy.

e Nurses should create awareness and motivate others in the team to use this
approach in reducing the depression among adults people.

e Teach the staff nurses about the effectiveness of group therapy to reduce the
depression among adult people.

e The assessment of level of depression will help the nurses to serve the public

for preventing further complication of adults depression.
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6.4.2 Nursing Education

A continuing nursing education program can be arranged on the group
therapy.

A nurse educator should give education and motivate to use group therapy as a
method of reducing depression among adult people.

Student nurses have to update their knowledge regarding new treatments like
therapies which are practiced by different countries.

A nurse educator should make use of available literatures and studies related
to the measures of reducing depression among adults.

A nurse educator should encourage the students for effective utilization of

research based practice.

6.4.3 Nursing Administration

Conduct in-service education program on the effectiveness management of
adults depression.

Arrange and conduct workshop, conferences and seminars on adults
depression and its management by psychological therapies.

Provide opportunity for nurses to attend training programmes on management
of depression among adults.

Nurse administrators should motivate the public to involve in scientific

meetings regarding group therapy.
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6.4.4 Nursing Research

As a nurse researcher, promote more research on reducing depression among
adults.

Disseminate the findings of the research through conferences, seminars and
publishing in nursing journal.

Promote effective utilization of research findings on the management of

depression among adults.

6.5 RECOMMENDATIONS

A similar study can be under taken to know the effectiveness of group therapy
on depression among adults who are hospitalized.

A comparative study can be done on assessment of depression between
alcoholics in and adults in de-addiction centre.

The same study can be done with large sample size so that the results can be

generalized.

6.6 LIMITATIONS

The investigator found difficulty in getting adequate literature related to the
study in national context.

Investigator control the extraneous variables such as support from the family
members and friends, mass media and other relaxation activities(games,

watching tv, simple exercise)
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APPENDIX -1

LETTER SEEKING PERMISSION FOR VALIDATION OF CONTENT
AND TOOL

From:
G. Thulasi
Il Year M.Sc Nursing
Jainee College of Nursing

Dindigul

To:
Mrs. Jancy Rachel Daisy
Lecturer,
CSC College of Nursing

Madurai,
Through the proper channel,

Respected Madam,

Sub: Requesting to validate my content and tool-Reg.

I am G. Thulasi studying in Jainee College of Nursing Dindigul. Here with | am
sending my content and tool, kindly validate my content and tool.

Thanking You

-~

Yours faithfully
Madurai.
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APPENDIX - 11

CONTENT VALIDITY CERTIFICATE

CERTIFICATE OF VALIDATION

CERTIFICATE FOR VALIDATION
This is to certify that the content and tool

Section - A: Socio Demographic data

Section - B: Beck depression scale
Prepared for data collection by Mrs. G. Thulasi, || Year M.Sc Nursing, Jainee
College of Nursing Dindigul, who has undertaken the study field on thesis entitied “A

Study to evaluate the effectiveness of group therapy on depression among

alcoholics at a selected De-addiction Centre in Madurai" has been validated by me.

/ 0
y i ._' ’Sﬂtc L~
Name: V, Jg,ijﬂllt\ VQAMA/ 0 Slgr\llajwﬁl\ \}m fta sy
L / MthCD of Psychiatnic Nu'\u:‘\ﬂ R
) gacred Heart Nursing Colleqe
Designation: ’P) ‘Z(U'%&
' . il j
“ A y C..L‘
/ J y ""Mlﬂ /
\_g(KCkui ’{ “U"R’i : (

\ -

Madurai-825 020

Institution:

G, Thulasl = Msc (Psychlatric) 2" year
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CERTIFICATE OF VALIDATION

CERTIFICATE FOR VALIDATION
This is to certify that the content and tool

Section - A: Socio Demographic data

Section - B: Beck depression scale

Prepared for data collection by Mrs. G. Thulasi, Il Year M.Sc Nursing, Jainee
College of Nursing Dindigul, who has undertaken the study field on thesis entitied “A
Study to evaluate the effectiveness of group therapy on depression among

alcoholics at a selected De-addiction Centre in Madurai” has been validated by me.

Name: Proc DR-£ JANCY RAIHMEL DAISY Signature
/ »

-Q—-ja,uu.& Roclel €M7

Designation: FPROFCSSOR

Instituion: C-S-I. JEYPRAT ANNAPRCKIANM Cotlege DF NORS(NG

Pasumaindt,
mMmpoven - L
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APPENDIX - 111

LETTER SEEKING AND GRANTING PERMISSION TO CONDUCT
THE PILOT STUDY AT WISDOM HOSPITAL AND DE-ADDICTION,
MADURALI.

FROM

G.Thulasi

Il Year M.Sc(N),

Jainee collage of nursing,
Dindigul,

TO

The Chief Doctor,

Wisdom Hospital and De-addiction Centre,
Sakkimangalam,

Madurai.

Through the proper channel,
Respected Sir,

Sub: Requesting Permission to conduct Pilot study in Wisdom Hospital and De-addiction
Centre, Madurai — Regarding,

As per the curriculum recommended by the Indian Nursing Council and Tamilnadu Dr.
MGR Medical University all the M.Sc (N) students are requested to conduct a pilot study for the
partial fulfilment of the course.

| have selected a study on “A study to evaluate the effectiveness of group therapy on
depression among alcoholics at selected de-addiction centre in Madurai” for my study, |
would like to conduct the pilot study in Wisdom Hospital and De-addiction Centre Madurai, From
21.02.2018 to 30.03.2018. So | kindly request you to consider, guide and allow me to conduct the
study.

Thanking you. \
/

]
Madurai M Yours sin@ely.

M

15.02.2018 \ Mrs. Thulasi
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LETTER SEEKING AND GRANTING PERMISSION TO CONDUCT
THE PILOT STUDY AT WISDOM HOSPITAL AND DE-ADDICTION,
MADURALI.

FROM

G.Thulasi

Il Year M.Sc(N),

Jainee collage of nursing,
Dindigul.

TO

Dr. Gnaneswaran, M.S. (Psy. Therapy)

Wisdom Trust Hospital and De-addiction Centre,
Sakkimangalam,

Madurai.

Through the proper channel,
Respected Sir,

Sub: Requesting Permission to conduct Pilot study in Wisdom Hospital and De-addiction
Centre, Madurai — Regarding,

As per the curriculum recommended by the Indian Nursing Council and Tamilnadu Dr.
MGR Medical University all the M.Sc (N) students are requested to conduct a pilot study for the
partial fulfillment of the course.

| have selected a study on “A study to evaluate the effectiveness of group therapy on
depression among alcoholics at selected de-addiction centre in Madurai” for my study, |
would like to conduct the pilot study in Wisdom Hospital and De-addiction Centre Madurai, From
21.02.2018 to 30.03.2018. So | kindly request you to consider, guide and allow me to conduct the

study.
Thanking you. \ . 7
/ )
Madurai Yours ‘singqely.
’07‘/ -
15.02.2018 Mrs. Thulasi
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APPENDIX - IV
SOCIO DEMOGRAPHIC DATA — ENGLISH

SECTION-A

SOCIODEMOGRAPHIC PERFORMA OF ADULTS

Sample No:
Date: Place:

1. Age

a) 20 — 30 years

b) 31 - 40 years
c) 41 — 50 years
d) 51 - 55 years

2. Religion

a) Hindu
b) Christian

¢) Muslim

3. Marital Status

a) Single

b) Married
c) Separated
d) Widowed

4. Level of education

a) No formal education

b) Primary education
¢) High school education

d) Graduate / Post graduate
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5. Type of Family
a) Nuclear Family

b) Joint Family

c) Extended family
d) Broken family

6. Monthly family income

a) < Rs3000

b) Rs3001-5000
¢) Rs5001-10000.
d) > Rs 10000

7. Residential area
a) Urban

b) Rural

c) Sub urban

8. Occupation

a) Cooley

b) Private employee

c) Government employee
d) Business

e) Unemployed

9. Hobbies

a) Reading

b) Watching TV
c) Listening Music
d) Sports

e) Gardening
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10. Amount of alcohol taken per day
a) Below 100ml

b) 100ml to 200ml

¢) 200ml to 300ml

d) 300ml and above

11. Number of years have you been drinking alcohol?
a) Less than 5 years

b) 6 to 10 years

c) 11 to 16 years

d) more than 16 years

12. Do you always use of alcohol?
a) Everyday

b) Weekly twice

c) money available

d) monthly twice
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APPENDIX -V
RESEARCH TOOL - ENGLISH

BECK DEPRESSION INVENTORY SCALE

This depression inventory can be self-scored. The scoring scale is at the end of
the questionnaire.
1. Sadness

0 1do not feel sad.

1 | feel sad

2 lam sad all the time and | can't snap out of it.

3

| am so sad and unhappy that | can't stand it.

2. Pessimism
0 lam not particularly discouraged about the future.
1 | feel discouraged about the future.
2 | feel I have nothing to look forward to.
3

| feel the future is hopeless and that things cannot improve.

3. Past failure
0 Ido not feel like a failure.
1 | feel I have failed more than the average person.
2 As | look back on my life, all I can see is a lot of failures.

3 | feel I am a complete failure as a person.

4. Loss of pleasure
0 I getas much satisfaction out of things as I used to.
1 1don't enjoy things the way I used to.
2 ldon't get real satisfaction out of anything anymore.
3

| am dissatisfied or bored with everything.
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5. Guilty feelings

0

1
2
3

| don't feel particularly guilty
| feel guilty a good part of the time.
| feel quite guilty most of the time.

| feel guilty all of the time.

6. Punishment feelings

0 Idon't feel I am being punished.
1 1feel I may be punished.
2 | expect to be punished.
3 | feel I am being punished.
7. Self - dislike
0 Idon't feel disappointed in myself.
1 I am disappointed in myself.
2 | am disgusted with myself.
3 | hate myself.

8. Self - criticalness

0
1
2
3

| don't feel I am any worse than anybody else.
| am critical of myself for my weaknesses or mistakes.
| blame myself all the time for my faults.

| blame myself for everything bad that happens.

9. Suicide thoughts

0

1
2
3

| don't have any thoughts of killing myself.
| have thoughts of killing myself, but I would not carry them out.
| would like to kill myself.

I would kill myself if I had the chance.
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10. Crying
0 Idon't cry any more than usual.
1 I cry more now than I used to.
2 |cryall the time now.
3

| used to be able to cry, but now I can't cry even though | want to.

11. Agitation
0 Iam no more irritated by things than | ever was.
1 1am slightly more irritated now than usual.
2 | am quite annoyed or irritated a good deal of the time.

3 | feel irritated all the time.

12. Loss of interest

0 I have not lost interest in other people.

1 1am less interested in other people than I used to be.
2 | have lost most of my interest in other people.
3

| have lost all of my interest in other people.

13. Indecisiveness
0 I make decisions about as well as | ever could.
1 |1 put off making decisions more than I used to.
2 | have greater difficulty in making decisions more than | used to.
3

| can't make decisions at all anymore.

14. Worthlessness
0 Idon't feel that I look any worse than I used to.
1 1am worried that I am looking old or unattractive.
2 | feel there are permanent changes in my appearance that make me look
unattractive

3 I believe that I look ugly.
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15. Loss of energy

0 I can work about as well as before.

1 It takes an extra effort to get started at doing something.
2 | have to push myself very hard to do anything.
3

| can't do any work at all.

16. Changes in sleep
0 I can sleep as well as usual.
1 1don'tsleep as well as | used to.
2 1 wake up 1-2 hours earlier than usual and find it hard to get back to sleep.
3

| wake up several hours earlier than I used to and cannot get back to sleep.

17. Irritability

0 Idon't get more tired than usual.

1 | get tired more easily than | used to.
2 | get tired from doing almost anything.
3

| am too tired to do anything.

18. Chances in appetite

0 My appetite is no worse than usual.

1 My appetite is not as good as it used to be.
2 My appetite is much worse now.
3

| have no appetite at all anymore.

19. Concentration difficulty
0 I haven't lost much weight, if any, lately.
1 1 have lost more than five pounds.
2 | have lost more than ten pounds.
3

| have lost more than fifteen pounds.
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20. Tiredness or fatigue
0 I am no more worried about my health than usual.
1 1 am worried about physical problems like aches, pains, upset stomach, or
constipation.
2 | am very worried about physical problems and it's hard to think of much else.
3 | am so worried about my physical problems that | cannot think of anything

else.

21. Loss of interest in sex
0 I have not noticed any recent change in my interest in sex.
1 Iam less interested in sex than I used to be.
2 | have almost no interest in sex.

3 I have lost interest in sex completely.

INTERPRETING THE BECK DEPRESSION INVENTORY

Now that you have completed the questionnaire, add up the score for each of
the twenty-one questions by counting the number to the right of each question you
marked. The highest possible total for the whole test would be sixty-three. This would
mean you circled number three on all twenty-one questions. Since the lowest possible
score for each question is zero, the lowest possible score for the test would be zero.
This would mean you circles zero on each question. You can evaluate your depression

according to the Table below.

Total Score Levels of Depression

1-10 These ups and downs are considered normal
11-16 Mild mood disturbance

17-20 Borderline clinical depression

21-30 Moderate depression

31-40 Severe depression over

40 Extreme depression
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APPENDIX - VI
SOCIO DEMOGRAPHIC DATA - TAMIL
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APPENDIX - VII
RESEARCH TOOL - TAMIL
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APPENDIX - X
PROTOCOL FOR GROUP THERAPY
ALCOHOL WITH DEPRESSION

STEP I : ALCOHOL
INTRODUCTION

Many of us drink alcohol to enjoy, but drinking some can become a serious
problem. In fact, alcohol is more harmful than cannabis and heroin. Wine is a calm,

addictive, cause of many hospital admissions by accident and health disorders.
The problems caused by alcohol

Drinking too much, drinking in the wrong place or at times causes many
problems. Since alcohol affects your valuation, you will do things that you do not
even think naturally. Because you are less likely to feel the dangers of alcohol, you
will be easy. You will most often engage in sexual activities in the fight, arguments,
money, family, or momentum. Alcohol housing, road, water, and sports are caused by

accidents.
Health disorders caused by alcohol

Excessive alcohol consumption may cause hangovers, abdominal pain, blood
vomiting, anesthesia and death. Lots of long-term drinking can increase the risk of
liver disease and some forms of cancer. Women over 40 years old and men with

moderate intake can reduce the risk of cardiovascular disease.
Cognitive disorders of alcohol

Even if we think of drinking alcohol for the sake of drinking, you may have
too much drinking depression. Many people who commit suicide have alcoholism.
Alcohol reminiscent and brain damage. It will hear the voice and sounds - this is very

sweet and tough to get rid of.
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Warning signs
Below are some of the warning signs that addictive addiction is addictive.

e Do not be able to start a day without being able to drink or drink without it
e Drying, trembling and anxiety in few hours of drinking
e Being overly drunk and not eating
e More and more drinks to get the same effect
e Failure to stop the settlement
e Your drinking will continue if you are affected by work, family and
relationships
e You will have to remember "Memory Blanks™ so that you do not remember
what happened for a few hours or days
Handling the problems of alcohol
If you are worried about your or your friend's drinking, you should make
immediate changes. Before the health is affected, it is easy to reduce the strain, and
drinking alcohol can be difficult.
First step
Mark your drinks in a diary - you will be surprised by the size of your
dwelling and it will encourage you to reduce your stay. Talking about your plans will
be helpful to friends or relatives. Do not be shy to talk to others. Most true friends will

be happy to help you - and they will feel some time worrying about you.
Getting Help

If you find it hard to change your alcohol, try to talk to the doctor or get advice
from the local alcohol. If your doctor is trying to reduce the strain, your doctor can

help you with some medicines for a short period of time. If you have difficulty

altering alcohol then you will need special help.
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Change habit

We all struggle to change a habit. Especially when it is a big part of our lives.

There are three ways to solve this problem

» Realizing and accepting the problem
» Getting help to change habits

» Once you have made changes once you are done

Being alcohol can be your way of dealing with your stress and anxiety. A
psychiatrist or psychologist may be able to help with the non-drinking methods to

deal with concerns.

It is very useful to meet others in groups with the same problem. Group-based
therapies are taking place in self-help groups such as "alkalikic anonymous" and

alcohol treatment units.

Most people do not have to go to the hospital to deal with drinking. Some
people need to get rid of places and drinking people. It is important for them to be
treated for a short time in the alcohol treatment unit. Drugs can only be used to repair
the alcohol disorders (Withdrawal symptoms). It is important to avoid relieving

peacekeepers as an alternative medicine

Whatever the drinker can have alcohol problems - some lose everything - a
major cause of alcohol homelessness. Some people just need support and talk, but
others may need long-term assistance to live in something and start living

relationships.

Whether it's hard work to monitor alcohol, eventually it's all aspects of your

life
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STEP 2: DEPRESSION
Introduction

Depression is very common - one in five people become depressed at some
point in their lives. Anyone can get low, but someone is said to be suffering from
depression when these feelings don’t go away quickly or become so bad they interfere

with their everyday life.

Depression can last for a few months. You can get better, only for the
depression return again. It is usual to recover from depression, but it is also common
for the depression to return. Episodes can last several months (or even longer in some

instances).
Why do people get depressed?

Sometimes there may be an obvious reason for becoming depressed,
sometimes not. The reason may seem obvious — a relationship breakdown or a
bereavement or even the birth of a child — sometimes it is not clear. Either way, these

feelings can become so bad that you need help.
What does it feel like to be depressed?

The feeling of depression is deeper, longer and more unpleasant than the short

episodes of unhappiness that everyone experiences occasionally.

You will notice:
o Persistent sadness or low mood
e Not being able to enjoy things
e Losing interest in life
o Finding it harder to make decisions

« Not coping with things that used to be easy
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o Feeling exhausted

o Feeling restless and agitated;

e Loss of appetite and weight

« Difficulties getting to sleep

e Loss of sex drive

o Thoughts of self-harm or suicide.

Doctors grade depression as mild, moderate and severe to help them decide

which treatment to choose.
How do I know if | am depressed?

You may not realise how depressed you are because it has come on so
gradually. You may try to struggle on and cope by keeping busy. This can make you
even more stressed and exhausted. Physical pains, such as constant headaches or
sleeplessness, then start. Sometimes these physical symptoms can be the first sign of a
depression.

What help and treatment is available?

o Self-help: there are now a number of self-help books and computer programmes
based on Cognitive Behavioural Therapy (CBT) for depression.

o Talking treatments: there are several different types of talking treatments.
Counselling enables you to talk about your feelings to a professional. Your GP

may have a counsellor at the surgery who you can talk to.

« Cognitive Behavioural Therapy helps people overcome the negative thoughts
that can sometimes be the cause of depression.
o If you have become depressed while suffering from a disability or caring for a

relative, then a self-help group may give you the support you need.
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e Medication: Antidepressants can help if your depression is severe or goes on for
a long time. They can help you to feel less anxious and cope better so that you
can start to enjoy life and deal with problems effectively again. It is important to
remember that you won't feel the effect of antidepressants straight away. People
often don't notice any improvement in their mood for 2 or 3 weeks.

o As well as tablets, there is an alternative remedy called St John's Wort available
from chemists. This can help in mild to moderate depression. It seems to work in
much the same way as an antidepressant, but some people find that it has fewer
side-effects. If you are taking other medication, it's important to tell your doctor
before taking St John’s Wort.

Which is right for me — self-help. talking treatments or tablets?

It depends on how your depression has developed and how severe it is. On the
whole, self-help and talking treatments are best for mild depression. They are equally
helpful for moderate depression. If you depression is severe, you are more likely to
need antidepressants.

What will happen if I don’t get treatment?

Many depressions will go away eventually, but it may take many months. A
small number of people with depression will take their own lives.
What can | do to help myself?

e Tell someone how you feel.

o Try to keep active. Even just going for a walk regularly can help your mood and
sleep pattern. Doing things can help to take you mind off thoughts that make you
depressed.

o Make sure you eat well.

« Be careful with alcohol as it makes depression worse.
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Try not to get worried if you can’t sleep, but do something relaxing in bed such
as reading, watching TV or listening to the radio.

If you think you know what is causing your depression, it can help to write down
the problem and then think of the things you could do to tackle it. Pick the best
actions and see if they work.

Also try to keep hopeful. This is a very common experience and you will come

through it, probably stronger and more able to cope than before.

How can | help someone who is depressed?

Listen to them, but try not to judge them.

Don’t offer advice unless they ask for it, but if you can see the problem that is
behind the depression, you could work with the person to find a solution.
Spending time with them, listening over and over to their problems, and

encouraging them to keep going with activities in their routine, is all helpful.

STEP 3: SIMPLE WAY OF OVERCOME DEPRESSION (REHABITATION)

Irengbam Jenny

Depression is a pervasive feeling or a state of mood which affects a person's

thoughts, behaviour. If one is depressed they lose interest in activities once they

considered pleasurable.

Sometimes depression can be deliberating and different from feeling of being

sad or unhappy. It results from a combination of recent events and other long-term or

personal factors. Though, it cannot be cured with medication but there are simple

ways which can be done to overcome depression.

Here are some simple ways to overcome depression:
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Be mindful: Depressed mind thinks over all the wrong and unnecessary worries. This
negative thought is not helpful to the person who is depressed. It can be overcome
with the practice of mindfulness. Mindfulness means practice engaging your senses
i.e focus, touch, sight,sound, taste, in the present moment and it is a skill that needs to

be practiced. Engaging yourself will leave you with less time to worry.

Listen to music: Listening to music is also one of the ways to overcome depression.
One should listen to the upbeat or happy music to change the atmosphere instantly
and to create a positive vibe. Happy music changes the mood and helps you to

overcome depression.

Stop negative talk: Depressed people tend to see and talk negatively of everything in
the world. They also reinforce self doubt and feelings of worthlessness because if
things go wrong they blame themselves and if things go right they put down to luck.
One should not take seriously of the negative thought if you feeling low. A

perspective should be kept to avoid the negative talks and overcome depression.

Distraction: One should distract oneself from the thoughts of all the useless things
and over thinking. Your thought is the enemy and makes way for you to set in
depression. Reading a book or finishing a puzzle are the best ways to distract yourself
from thinking while depressed. Make yourself busy as it is an effective way to

overcome depression.

Get enough sleep: Lack of sleep can cause you irritability and stress, while healthy
sleep can enhance well-being. Sleep and mood swings are closely connected. It is
proved that sleep deprivation has a significant effect on mood. One should get

adequate amount of sleep to avoid stress and mood swings which leads to depression.
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Exercise: Exercise regularly as it helps in overcoming depression. Exercise releases
endorphins which improves the mood. Besides improving the mood, exercising also
benefits our health, protect us from many diseases and boosts our self esteem. One
should exercise at least for half an hour to an hour everyday as advised by experts for

a healthy mind and body.

Stay connected: If you are depressed then sitting idle at home alone or isolating from
others is the worst thing to do. You may not like to go out and do recreational
activities but one should force oneself to go out as these activities are one of the ways
to overcome the feeling of depression. Connect with your friends and hang out with

them, as it will have huge positive effect on your mood.
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QOB 98 2 HBIGET QIMDNET SMaTHE I DFmiseflain

LOMHMBIE 6T 2 600T(H Lievorevot] Lieveorerflds @ LD.
6TEUGUATE) LDGILIMTEOTLD S|([HHSIeUG L8 F S LDMETSI?

Flev LDSHILIMETHRIGET MMMl 66SlemLDUITeTem6. [HITLD
S|(BHSILD ngefler  ememel “916V& &6 (Units) eLNEVLOITES
HeooTHH(H6eUS, 6T6eUal6Te| SILMTETD ABHSIHCMTD  6TerLems
FOLLNMS SNMBSIQSHTETEBL aWPUMT@GWD. @0 V& 10 eved
FIIWSSEHHEG FLOLIOSTGL - WLEHESOHLULIL HenldEh
BlemeulmeoT FMIW |6me (Standard pub measure), 360 FHyeuere| (Half
pint) &g eoor LI 96V6vSl euTaMIy, 6@ FIMIW &5600T600TTIY 8 & () 6vI6
(glass) GITLenFULEFTM (Wine) & WelMmIey 2 6Tem &ITyuls S 60T
9|66y (H JV&HMGLD.

G 6T MU L6moID  GILIGETEMIIN  FLOLOMET  {6T6
SUTeTID LUGHerman  gelledr  Sjeme]  eordemerell
QuetoTE:efledr 2 LIDLN6v 955 sjaralley SHmeoorliLGID. O, 6VIT6V,
BlWTWMMSTES CHMeTmlermalld, QLIeoTHe e LIMSIssmLILITeT
(Safe limit) D& 2676 (2(H QUMTSEHMEGH14 V&S FH6IT) 2U,600TS M 6Tl L
(G UMISH NS 21 VG S6T) GEDMEUTETSTGSLD.

g VG GNISS T AUIhISEER&HES “Wilh 9 Gy
“(Drink Aware) & 9|60186)LD.

SIH & LILIQWITeT &L (Binge Drinking):

@@H FLWSHE HHIGET 6Talal6Te &Gl.&EHMISH6T ererlg L&
WSS WL, CMmEMIINILL “‘UngisTiuUTer Glquwere]” (Safe limits)
GTEOTLIG 2 MIGET Iy, aUMy wWwweuslld urgeluilpas@ld  6r6rm
2615 & H 6V I 6MIDIHSHSH TGS LD.

6TH% 6@ BIelad eTHeT 4 IJVGEHEHHEG GCaIlD
QUIEIOTSH6T 3 SVGEHEHHEG GCLaID GIHSETOGLLSG  WO&sEF

128



FHSS. @CT BTETL ILETEHAT 8 IVGHEHHEG H&GINMEHE|LD
QLIGIOTSH6T 6 IVGEHEHHEG G GLUUCH “9IH & LILIG U TeoT
G WMGLD.

@Cr @rUeallel LIMSIGTLIUTET Gl emallM@& GV &l9.655 Tl
b QUMD  (WDNWeugIld HRGeT LMSISGTLULUTET  @GLluere)]
6T6LEM 6V E (& 6ITG6T G QH&H&HF (b LD. @\ eoor(h BITL& 6T
AFELILIQUITES &l9.8556V (Binge drinking) eLpemerullest 2_ullyemmi s & emert
Q&MLVS QBIMTLMBIGD 60T Flov YUIA&HET FaMIGeTMeT. @S
Q&MLIBHS Hevor HTL&6T G LILITHEHEHGS WL BHIGD Ml&WpLD 6Teor
(PeTeoTy  SMGSLULLLS. SHsLIUQWmer Gl (Binge  Drinking)
BOSSTULSMLW L a(HEHEG Wy alengeley FhLesH @G
LUSHMG AFSLLBSSILD.

Ly 2

eTFGFMTeY G LMW eflengssin

LDeTFCEFMT6Y GBITUETETEUTSH6T, SeUl FMIHS 2 MeN 60T &6
LOMMILD [HE0OT LTS EHEHTEH @\HS STeT SWMHlEHLILL () 2_6TeTg!.

@6MS LIS EH6|L 60T neoT&EGFMTe GHITU UMM Qg e6fley Qumm
ISle|lD @M euemsWmer GBHITUl eredrml HBRGeT M eTTEH6T eTeoTm
BHLOLSECMTLD.

B LIVHEGLD SaIlIQUTWRS nerdGaFTIe| gmLbeug!
QUWMeNsCW. @& Flev Lneooll CHIGLOT VLS Flev  HeoTmISGEETT
@QwhHg L (h BHemn HMIwmnCev BHHIG all(BILD.

LEOTTEL  LDETEFCEFMI6 GCBIMUI 2 6TaTITHEBHEG @)HHN& I
2 GUTHE] LIGV QUM MIGET LDMMILD 0TS MHIGET 519 &G LD.

@6 auisefledr Hleraifl aUMp&Ees:, &OILDL aUTLDE S

LOMMILD 8IS Cauemev 6TeLEVTGELD LIMS LILemLU]LD.
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LO6OTFGFTIT6Y GHITUIG ST M) &) &6t

1.

10.
11.

12.
13.

14.

15.

TLIQUMWSID GEFMHIDMS @ (HSHH6V (LS WD LOMMILD
FTWBHHT Ceusmearseflev @& &FHEM LOMMEVTLD)

QIMTLDGMS G6y LNIQLIL] @6veumemin. eT&Hevd [BITL LD
MMID IDHDLEFF) @) 6V6eVTErLN.

Fm NFULMGETI6L Fal (N6 6T(H&SE (LPLGWITS Blemev.

(LNETL 6Te 1B MEH QFUIS CoUemMeVGEHMET Fanl. Q&FUIW (WIQWITS
1516M)6V.

TLIQUIMSILD 2 L 6L GEFMIEUMTSH @) (HESH6V

LD6OTLD Z{6MLDE) @)6VEVITLNE & EHF VS SIL 60T @)(HSSH 6V
LSIUIN6TemLD. BIF60TITEV 2 L6V 6TeDL &M G6v. (L8 Flev([H& &
SH&L0MeoT LG LDHMILD 2 L6V 6Tt (S 6V @) (HESH6VITLN)
TSN, (STEHSHD alHUH NG H 6 CHID LINQ LU,
(WD ST&HELD P L EGHITLOEV AH S M6V Gelemerndserfley
PSS 6, W DG SIS SM&:610)

STOUSHW 2_maflev BTL L LoleTemLn.

FeoteoT DL G 6m8 @ 6LeVITemLD,

SITLD6) LD6OT LILITEdTEmLO, THIHTVG NG LMl
QeUMIEMLOUIITEOT 2_600T6Y,

eTerf 1®6v 6TflE& 60 I emL_G6v,

[5600T LIJ&6T LOMMILD 2 M6 60T 78 6m 6T &[5 & & L0

LTI GemMmbS Hevflenneml BTHSH6V.

QIMLDEUEHI6L BITL L LOILEVITIDEY HMHGIG&HTEN6V 6T600T600TLD LG H6V,
H5HGFIW WWMHF SHemeT QEFUIse6.

SQHH  SHmevaled MmN 2 LI  WpWeusId  aleld,
GOLEFFL -- Q@ emal Fnl.  LDEOTFGCFMTH6 GIBITUIE S TE0T

VG EETTS @) ([HESHEVITLD.

2_MI&EH& (S LDTECHFMTY CHITUI 2 6TemSl eTedTLIeMS MW Gel Li6v

GUITIMGIG GEITIT S|6L6EV G OIS MBI CEITIT SLSH6VITLD.

Blemmw GBIy erflev 1f g6 M eusMES WeTGL,
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2 _MIGET QBHBHRITB W 2 MmeSleTISH6T MHMILD H6U0TLITS6T, (28 6T
BLSOSUNL 2 6Tem  ILOTHMEBISmeT HUPHS — QSmevor()

@ semer 2 Mgl QFflef&E@Sh Hlemev 6UT6UITLD.
LOETECHFMT6Y GHITUI 6TSH60TITL FHLIM T M SI?

QuU@BLLLIMETeMOWITeoT  GBIMGET60  BHhem DTS emedley
LUMTH &G BIGLEFSHET  MHMID DT 2_M6TEF6 2 ([HeUTEHGLD
6916Q UI MBI & 6T & TedT LD6OTF GF M6 GBIul 2 (HUTAUSMS

SMTIoTIOTHR M.

Flev QUEMSLITET 2 L6V 2_LIMTeNS 6T Fnl LDOTFCEFTT6 CHTemnUl
9 _600TL_IT&H G LD.

Flev CHUMmISETlevL 6TH% GLNMET DT 2 M6TEFFCEIIT D 6VEVS!
2 L6V 2 LUTMSSHGTT @6evevTs CHISH D Wer GFmpye GBIl

2 (HEUMEHEVITLD.
LETEFCFMTeYCHITW e MLI(H6USHMEITEOT & ITIJ6U0T MLl &5 6T

e GOU Gplemeuseflearmed gmuU@L UTHLL. (GSELWbLU
2 malleV FF&T6)], eTaTNGMSBUN LNTgFeneor, LT NyaFs
60 60T S| VIGI6VE LD LOMMILD [H6voT LI & 66 L60T LI 78 6t 60T
@ 6maUWIMaD @H 6V B|LMIGEVITLD )

e Flovalemawimer 2 L eVbheVCEHEMIGET (m& FMUIL GHTUl LIMTHILILY,
Flev EUEMSWIMET emeUery CHTUIGET HTHGSHMHEG Ller, Flev
660 & UL T60T LMol GBIl LTS LSS L9l 60T60T IT6VL),
LrreoLll&E LInG, epemeT UTHLLSHEHESEG Llerermev),
D6oTEFGEF M6 CHITUI FMLIL6VITLD .

e GG GMILLILLemeU Flev 2_5ITJ6vor I GerT .

e O aUPWIMEHEID D6TEGFTT6] GBITUI QUTEVITLD . @) &H60TTeL Flev
GO humIseTflev 9Fe CLHEHGS LD6OTF G TT6 GBIl
@ BLILIENG &HITEUOTEVITLD.

e GULLPGHSHID VLS CUMMSEG LIPESHID 2 6TaTaUT&HEHEH S
LeTFGEFMT6 GHITUI FG&LIDMS QUT6eVITLD.

131



e LTFCEFMHa) GBMU 2 6TeTeulsGeT IFHemerr  Geuerfluiley
wmflb Q&Emevev (WNIQWTS Blemevwlley DG LINESH S SIS G0
GUTEeMS QUITIHET 2 LCWMHSHMGID 960D UISNHGS
Blemmul eUmUILIL| 8586 2_6T6ITeoT.

o SeoorHeMET &l QUeTTHMET @hs GBI IAH&HTS
LTS &GSLD.

2 _BIG%EH5SHES LNTEFCFMT6] CBHITU 2 6Temgm?
BiIgG6T Q&Fww CeueuoTiq g @ CHIT:

2 m&Ger CHTSGEE 2l 9MlGnlsemer 2 misG6eT GbHIHHRS W
2 malleTi&B6TT  3jVevdl  BeoorLISGETILEGM  eTld Hmba
G MITHI 6.

@ H6ET EPEVID IUTHEFSHEG 2 MSBET QFWeL  LOMMILD
IHL6ULY 5608 86116V 2_6ITEIT LOMMIS VS 6T L0GTEFGFTT6Y GHITudleorimev
goHULL I eredTml Lifluyb.

PriseT Herafl QLW Geusorlql GalemeusemeT  (LD6oTLD
Lo 2 L6 CoFmjeflerme) Nm@& QFUIS Q&TETEMEVITID  6T60TM)
RSISHSHTIN6 (DI HS aUemT LIQUTWEH Q&FWIWLILTIBHISGET. (5 &
CHID T(HSHSTEILD).

LS eooTT&FF @ eveumalllLITeVD 3H&HES Ceuemnersernley Hevev
FHGSTEOT 2_600T6)] 6UMEHFHEMET 2_L_ 6\ & TETENF M 6T,

BTeTCsMmIld  Fiflwmer  CHISHL LB&HMEHG GFeaTm,
Frilumer GBI&SH 6L 6r(WH S el (H) IS 6.

S50 aUmellL_LITewiLln LR &emnsuilev WIQ\:E=AE:S
Q&MeooTCL LSS &N L9 & 816 &meoor GLIT, QBMTEMEVSHTL G
LMTI& S &MTeoor GLIT @)(HHISHET.

SM561D augellevemey eTaTLISMEHTH LiheHemsemnl el () bl
QEFTHFTSH6IT)

&Hmeneviley NS L 60T 2 L Geor 6T(H G el(h MBISH6T.
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2 L6y LDMHmILD LD 6OT FHUeTmev, HTHS55H 6L FH(HLIS)
@)6L6VITS BlEM6L @ HHSTID Fnl GO LIGI&GHUINE LI{H&HSTLO60
o L Ger 610G N(HBIGET.

@LUILLY QFUISTEL Flev Lneooll CBImISeTle0 BEIGH6T 6(H6UTTTeoT
LDETLOEVTFF) et efT&e6lT.

UG QEFWWTDe U@Sensuilley, 2 mmIG6eTTe, SM&He Ol
QUTIMLO6L GOSN 2 L6V LoMMID D6TFCEFTTemed emL_aiJs6lT.

eTFCEFMIe GCBTUileTmey, 2 (HeuMGL STOUSHW 2 medlesr
S meor BITL L LOledTemn, BHCHTUI Gevorinmeore]Ler Sl afGILD.
I|G60TeL @6ems MmN &6 LD SHeUemev Q& meTer GeUevorLTLD.
SMRIGMTHEGC WaTFCFMTI&HEG WL@MHBHSTE WS IBHS
CeUGTOTLITLD.

315l LDTEFCFMTemeU GLSVID ST SLILBSSILD .

9 MIGH6T LNTFCHFMIUSHEG &HMJeoTd & 2 6o G(LDL
LN o&emenras e, Licoor LN J&emeoTsemeT S8 (NUME G1&F UIU|mIGe6T.

@@ BTeflel emy 6o IGWIT 6VeVEl @ LD6eoolIGWIT 2 L6V
LWIMHE QLW mIsS6T. @& Bl LWIHFICWT evevs 2 KIS EH&H S

1958 allemeTwmL_LT&G6UT @ (H&HE6VITLD.
CLosyIlD Q& WIW G6u6toTLe W SI:

o 2 _MEIGGT LGS SIeurlLLD QF T, 2_MBI&6IT GrpITul
M S Hem6T FamMlermev, j6UT 2 MSGEHHES LLeTEFCEFTT6Y
CBITWI 2_6TeMSBIT, LILIG GBHSTL aHHmEBW GallfsHev
2_6IT6gl eTetTLIENS &H6toTL.MIH S 2 L G6ur Lo(h&S Sl6UlD QF WU,

. FHM&EMLEHL @HS CHITENW (S600TIOMES FAMIHS LOIHH S SH6IT
2_eiTermeor.

.« JleM6U 2 MIGET CHTeOW CUMHEEH 2 MBGemeT Lempwl o6& T

L5 GSLD.
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2 MBIGET WBHSHIHT Flev FLOWMSKHEL 2 BIGHET DT [H6V

MHSSUFILLD &b 2,CuTRES LIl 2 englIUmy.
QHS CHITM W G600TLOMSHS 6T ILUIMHEIWD 2 FHaylb.

@565m&W T LWIDHFeow AsHS&lu uuwim®  Qumm

QEFNIWTHBVIT 3]6V6VSI LDEDT [H6V 616V EYI60T T8 GEITIT GULDMIG 6.

e LOGUTEGHFTI6Y GpTeml, 1B I & 6iT QFWS geHIT
5 6UM)6OTIT6L 6UTHS S 6TEOT M) S|V SITLOGV, (H
6UEM & WIT6OT GIHITUI 6TETMILD, |8 (B 60UTLDMES 6U6V6V S 6T60TMILD
b sl Q & IT6UOTLIT6L [F MBI & 6iT aflem el Geu G
(& 600T L0 60 L6 1T &5 6T.

Uig 3

Cpreow FellifE@GLD wWer WH555M5 SLOLOSIHID (e

“QGUGTETLD GUBHLD (LN6oT jemevor CUIML() HbH&&H Geuevor(hLd
GBITUW 6UHLD (LN6IT &HTESH GeUevoT(hLD" 6T60TLIGI (LN60TGEOTTI&H6T H(HHS.
@& e JWHSEHMS SLOULGSSUSDHGD QUTGHSID. Fol
GLHOMSHET  (PFH6V  GUWSTETEUTHET U  36M60TeU6M T U LD
LUTHSERMS DT (PSS, SHeTemIsHESGHS QSFIWMN6 Q&MLTHIGLD
@bS DT SWHSSH T RDEOMSHEeVeId PGV DMTeL L
alemgWilevmeor  GEBHMTUIGET DS TEHNET  SHTHGH6TMmeET.  LD60T
WHSHHMEG CUTESH SLHLULGSSCa LiuGaum BlMieIeoTHI& 6T
2 emailulsy 6U6VLEYITHIT & 6rfl6oT 2 5eCWm® LD 6oT W5
GLO6VITEOOTEMLNEMW 2 ([HeUTESHU6Temery.  @eTemmul @& Lo6edley
IMETH SIS SlenmE6flevid eTeveVIT Lieoot] Blemeudserflanild 2)6m60Tel (HLD
G LO6OT QMI&E&HSHSIL GeorGUl o _LpeoTM)I
Q& ITe0T L. (FEHMTTSH6T. @) SHIGEI N6OT (DSHHHMSE 6018 LIT6TEL S5 60T
GHemealenll BLNEG 6T(H 5316 FnMIH M.

S| 6MEOTEUEM [T UL LD LUTH &G0 LD 6oT (D5 55T M5 meor
SHMJTSHMEHES SHoomLbhd ST WTDUSHCICW HisHs
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Geuetor(hdD. ANHMSTer HFey BHBULWLIDSTOT GSBHESHMS. LD6oT
WSS INTOTEH 2 LemeVUd, 2 6TaTSHmSUID LUTHER TSI
N6l FHe&HE U@l CHTUlsefley 75 FHANTRSID (PFHL 90 FHIFRGLD
aUemJ GBHITUIGHET (DS SHLNMEOT GHLD6V &HITI6U0TINMSEH 6U(IHLIE6IGUI 6T60T
FUOLSH W ITUIFS 60T HTFFS 5856160 QF TN BEHER M.
THTUMFLILLD gmMmUL aHFUTTLUL&HT AF&ELTEH  36mel
BlemmCoaumTgd CUMSEID, 6THFTLMTMS GLoEE SemeTliL(GInD CUMSILD
LG THET AHE DT  IWEHESEHEHEG 2 6TeTTH Tmeor T
6TEOT SR 60T MEOTT LO(HESSIUTSHET. TH TUMTLIL&H6m6Td &enme &L GUITS!
06T (WSS QU@BLETNN GBS GCUTAISTHA|D | aITE6T
Qe &S 6TmeoT.

glmmmLD, Uwid, BIrnsifliy, eflEgen, 95 e Calemey, 3H &
ArsHems, GLUUND @emalQUIeTD DT I(WREHESHME5SH
Cammmiels&@D Flev &Menl156T. FlevHEHESG 3H & QeueflFsd, AF 6
F5ESHID @606l Fnl DT AWHSHHMS AHSHF&HGID 6TeTHMTFTSH6T
IDBSSITHT. el J&HSIG6T, CHITUISGET, LSl @LoLUiL], &HL e,
amienln, CxJel, CUMEGITSHS QBflF6, Galemey O(WDHSHLD, GaMLILD,
BLL wile], 2 ma alliflFey, eTer BLOEMDF S&HMHN BIHWLD 6T6LEVIT
ASI0MeT  SHITT60HEHD  D60T S(WNSEHESHMEG6T Bloemn L bH\&F
Q&F6L6L (LPIQULD. LIGTOT (PSS LIGOOTIOMETS! LD60T (DS HNSD
2 (HUMEHGID (W WSM &HMJeolWTEG: 2 6T6nSl. 30605
Goblemeuseflanin  Lieoorlnmenrsdl  (WEHEHW LURG aHE&EHmSl.
GoemeuulmerT GBHISH L CHEMAUWITET 6Me| LIeoTld HenLGH&HMSH
QUTWE @GS WSS gHLOSHMSI.

6TeoTG6U LIGDOT (DS SHLOMEUTSI D60 A(NSHSHSHNS 2 (HEUTSHGLD
&ITyeot&Hefley (NGHeTemUWILGHmE QISR GRMSI. Li6ool|&F@GLp60 DT
AWESHSH DG WLMHAMTMH (WHHW  &STJeollWms 2 6Targl.  &Flev
GrImIGefley 2 Me&HEHLID, 6UTLDEEME S SI60600T LD, &LDIH60 S8 EHELN
LD60T 2 (PHHHMEG CHTHMINLILIGITHETTS 2 6Temery. gl CLITeNS

LP&SHID Lems LN196560, SFlWmer 2 eoralll LWP&HSLID @6V6eVmenin,
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GUTeME WGHSS UWPESD, GSGULUUWSESD, Fiflumear SiéHsn
@6VeVTEMLD @ EMEUQUIGVEVITID  LDET  I(D&HSHS5MSG BTD  aflemsv
Q&EMMHSHS UMMIGLD QFWSET. Lams LN9H@&G0neuns 2 Ledley
HVSHGID BHCHTLI|IHEG DT A(WDE5EH55Mm5 P& &G F&HH)
@QOLUUSTE  SWITUFR&ET  BleplsHmeSRearmer. (WN&em
Blemeveml SlemLLieurserfl(pLb, LTSNl FHITeVS T 60
Q6T (LD @)FS D6 (WSS SH ST @HEGLD 6TedTmIld
HHMGUITSHETILID S6TLLET 2 6MIWM] DT @MGHSMESSH
5560011885 GeUevoT(hLD 6T6OTMILN LO(HES S16UFTSH 6T 36 M85 S5 ) 60T M 6OTIT.

FSHINMET Sre0INGHET D60T WSSHID HVeV QFUWLGEETL Fnl
QLD TOTHMG R([H ,U16)]. H(HLO6TTID CLIMTETM Bl&LD6| &6, Ligei
2 Whe, @MmaIQUWEeTD MMmamsUled T AWESESHMS
AFEFHEG0D ermid ems Fflumer elFHSHe0 8 W meTeuH 6V
BLOOLWL  SHeITHMEEF FNGHHCaT(HIL  6farTHms  3ICH
QUlameHems. 06T WEHSSHTTH 2 LHITOTS A5
gemelley UMTHHEHELILGRMSE. @SUWGCHTUISET, 60QM LI 6L 60TF 60T,
FHeooTGBIMUIGeT Gumetm WsLUQUKlW GBHTUISEHL 06f&TsHEHH G
JHOLBH G 6TME0T. LD60T HN(DHHHMSB &L H\LILIMGSH60TTeL GHITUIS M 6T
SNTHHEVITID  GTOTHOTMETT NS BIUTHET. DT (DSHHHNG
sAIeEs Flev UCMTFMETHMETULD EUFTHET S MlU|6TET6T].
2 MFMEH [FFEMTWeETD 2 LMUUIMG) 6Tt DT (WSS S5MS5
GUTHGW s WEHW aublwenmumGD. Herafl oemyLneofGHrLh
o LmuuiIme  GCMASTETEUSET NV 6T WESESHHMS
gHUMSSILD amTFELOMeT&6T &HILILS GmMHBMSI.

2 LD 2 6TemNLD LS SI600T & FI WL mSI. 6Tevor LTy LIledTen
o aTefll L [HeV6V DTEFMUWETHISGET 2 L0V &S&HIsSHlermer. LIM&Herolm
eTeor 1D ellemerwiml(h&efley FHLUGLAITSHEHHE D60T (W&HSHLD
JOHLUO6US GHMME| 6Te0THTM6TT N[HSSIFTSHET. neoTC&F [flevmaen
Fleorpld  flewmseny QFUIW Flev el ICGHILD 68188 C6l6t0T(HLD.
gQeTerflel ITHE LTSS INIVED QF6Tm  Leoofl& @ Lpedley
o peTml Hflud 2 6TeTld emGHemwl THFTUMTLHLG @UIM6eNs.
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CauFD, GHMUID @6meal 6T (WEHESSH T Qeueflliumb &er,
Qg efloumenr SeMEHUIMET LNEOTLD, @EHTeTd @euMenms G 8smevor(h

lUMENM L& Geusvor(hLD.

Gluimeord, Gwmsm GuUmesrmeumley LneoTend FHILM S SIS,
QLPIOTE enFend @ wWsHS (D endsll LWIMFP e QFaugin
D6 I(DE5SHSHMEHE GHMMEGLD aldlpemnmaseflev &Flev 6160T & 6OTMEOT T
LW DS WITeTI&6T. 06eoTend RHUNSL LUGSSID LUIMEFI&HEHLID Hevey
LevemeTs  SMHEPeTmerr. e HCW  eudl &L LILITLTeor
o o LILINGSD DT  NWNSSHHMS WTHMID  6TeTH6oTM6oT )
IDBSSITHET. LPHIGET, &STUSMI&EET, AH&HINTEH 2 eoralley
GFISHSHIHOSHTETEUSHET CLAGVID LD6T (DEHSHSHH MG 6THJITE0T G5L0606V
LrHn wWCIMHEHIW aIMPHMESHEG IQCHTNHMSI. CHemallimm
afevor eleumgmiGemer HaliEa5HGaIcT(HID. @S5G LN6T N(DSSHS5NS
SAFLULUSMHSETT Ul Lpemm.

T5HM& W GLpBlemeuullevid e Henwl &enl LqLILIGCS LoeoT
SIWPSHSLD CHIMLOC HHISHGLD 6T6iTLISI Seufaerle Simleyemy. Sybbs
2 MHSHD JauFluld Herwpd 7 (WHL 8 Loeofl GEHILD [HETMTS
2 MBIGCaT(hLD. 6THEH lF @eMLEHFNID gHLLTES elemnduiley
STHIGEUSHET  eLN6UID  CLNEMET S MWFIUIEMLU|D  6T6T SR 60T M 60T
LD(HE ST EH6T.

2 MBEIGaH gCseild LNgpsFHenersmer gmUBL LLFSH 0
BVEV LIGSHHBIGMET LSS flevmsen QEFuEHQ s meTerGeulsoor(hLD.
@ eoflul @emFeml G&L_&H6VITLD 6T6OTMILD LD([HE ST 6T
2,CVFMETUN 6V HMBIGHET For MU ETETEOTI. @) UIEVLITEOT 6UITLDE 60860 LIL
UMGs BILLSHUMM QUTWSS6TWLD, CHITUISHM6TULD ShHS
Q&N D6T WSS &GN Q&THEDWITETS. LDIHSSI6UFTSH 6T
LMD 2 6Tellllel  QUEVAIBTHET  FnMIWL6TET 3 C6VITE 60)60TE60)6IT

LNeTLmm) 6T 90555605 5606 Galevor(hLD.
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APPENDIX - Xl

PHOTOGRAPHS
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