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Vice-Chancellor's Message

The Distance Learning Centre is building on a stbdiition of over two decades of service
the provision of External Studies Programme and Bistance Learning Edution in Nigeria
and beyond. The Distance Learning mode to whichargecommitted is providing access
many deserving Nigerians in having access to higllercation especially those who by

nature of their engagement do not have the luxdryuth time education. Recently, it

contributing in no small measure to providing pkaéar teeming Nigerian youths who for ¢
reason or the other could not get admission irgactinventional universitie

These course materials have been written by wrépccially trained in ODL course deliver
The writers have made great efforts to provideaigate information, knowledge and skills
the different disciplines and ensure that the nieteare usefriendly.

In addition to provision of course materialn print and dormat, a lot of Informatiol
Technology input has also gone into the deploynoémourse materials. Most of them can
downloaded from the DLC website and are availableaudio format which you can al
download into your mobile phones,od, MP3 among other devices to allow you listerthi
audio study sessions. Some of the study sessioerialathave been scripted and are b
broadcast on the university’s Diamond Radio FM 1pWhile others have been delivered
captured in audiotgual format in a classroom environment for useoby students. Detaile
information on availability and access is available the website. We will continue in ¢
efforts to provide and review course materialsoiar course:

However, for you to take advantage of these formais will need to improve on your |.
skills and develop requisite distance learning @elt It is well known that, for efficient ai
effective provision of Distance learning educati@vailability of appropriate and releva
course materials is gine qua non. So also, is the availability of multiple plat forfor the
convenience of our students. It is in fulfillmerittbis, that series of course materials are b
written to enable our students sy at their own pace and convenience.

It is our hope that you will put these course mateto the best us
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Prof. Isaac Adewole

Vice-Chancellor



Foreword

As part of its vision of providing education ftiiberty and Development” for Nigerians and
the International Community, the University of Ilaag Distance Learning Centre has recently
embarked on a vigorous repositioning agenda whialeé at embracing a holistic and all
encompassing approach to the delivery of its Opesance Learning (ODL) programmes.
Thus we are committed to global best practicesigtadce learning provision. Apart from
providing an efficient administrative and acadesiipport for our students, we are committed
to providing educational resource materials for uke of our students. We are convinced that,
without an up-to-date, learner-friendly and diseatgarning compliant course materials, there
cannot be any basis to lay claim to being a pravafedistance learning education. Indeed,
availability of appropriate course materials in tipé formats is the hub of any distance
learning provision worldwide.

In view of the above, we are vigorously pursuingaasnatter of priority, the provision of
credible, learner-friendly and interactive coursatenials for all our courses. We commissioned
the authoring of, and review of course materialde@ms of experts and their outputs were
subjected to rigorous peer review to ensure standBhe approach not only emphasizes
cognitive knowledge, but also skills and humane@alwhich are at the core of education, even
in an ICT age.

The development of the materials which is on-gaatgp had input from experienced editors
and illustrators who have ensured that they arerate, current and learner-friendly. They are
specially written with distance learners in mindhisl is very important because, distance
learning involves non-residential students who ofian feel isolated from the community of
learners.

It is important to note that, for a distance leartmeexcel there is the need to source and read
relevant materials apart from this course matefibkrefore, adequate supplementary reading
materials as well as other information sourcesaggested in the course materials.

Apart from the responsibility for you to read thieurse material with others, you are also
advised to seek assistance from your course ttoitd especially academic advisors during
your study even before the interactive session lwhsdoy design for revision. Your academic
advisors will assist you using convenient technglowluding Google Hang Out, You Tube,
Talk Fusion, etc. but you have to take advantagthede. It is also going to be of immense
advantage if you complete assignments as at whersdwas to have necessary feedbacks as a
guide.

The implication of the above is that, a distareamer has a responsibility to develop requisite
distance learning culture which includes diligent alisciplined self-study, seeking available
administrative and academic support and acquisitibbasic information technology skills.
This is why you are encouraged to develop your edempskills by availing yourself the
opportunity of training that the Centre’s providelgut these into use.



In conclusion, it is envisaged that the course nmatewould also be useful for the regular
students of tertiary institutions in Nigeria whe daced with a dearth of high quality textbooks.
We are therefore, delighted to present these titldmth our distance learning students and the
university’s regular students. We are confideat the materials will be an invaluable resource
to all.

We would like to thank all our authors, reviewersl roduction staff for the high quality of
work.

Best wishes.

@A—mﬁi

Professor Bayo Okunade
Director
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AZlo?t this course manual

About this course manual

Abnormal Psychology PSY202 has been produced bydusity of
Ibadan Distance Learning Centre. It is structurethe same way, as
other psychology course.

How this course manual is
structured

The course overview

The course overview gives you a general introdadiicthe course.
Information contained in the course overview wélhvyou determine:

= If the course is suitable for you.

* What you will already need to know.

» What you can expect from the course.

= How much time you will need to invest to complédte tourse.
The overview also provides guidance on:

= Study skills.

= Where to get help.

= Course assessments and assignments.

= Activity icons.

» Study sessions.

We strongly recommend that you read the ovendanefully before
starting your study.

The course content

The course is broken down into study sessions. Bty session
comprises:

» An introduction to the study session content.

» Learning outcomes.

= Content of study sessions.

= A study session summary.

» Assessments and/or assignment, as applicable.
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Your comments

After completing this coursiAbnormal Psychologywe would
appreciate it if you would take a few moments tgegis your feedbac
on any aspect of this course. Your feedback migtiide comments c

= Course content and structt

= Course reading materials and resou

= Course assessmel

» Course asignments.

= Course duratiol

= Course support (assigned tutors, technical hetj.

» Your general experience with the course provis®a distanc
learning tudent.

Your constructive feedback will help us to imprared enhance th
Course



Course overview Concepts in Abnormal Psychology

Course overview

Welcome to Abnormal
Psychology PSY202

People have always been fascinated by the unusddha bizarre
behaviours around them. The scientific study ofuhesuz and the
bizarre in human behaviours is the field of abndnasgichology, and the
is the focus of this course. This course attengsovide introductiol
to specific psychopathology (psychological disepsath case
illustrations, often prevalent inigeria.

This course manual supplements and complenPSY20: Ul Mobile
Class Activitiesas an online course. You mage this platform tinteract
with your tutor ancsubmit your assignmentceive tutofeedback and
course news with update

Abnormal Psychology
PSY202—is this course for you?

Course outcomes

Outcomes

PSY202 is arequired three unit cours® psychology studer in 200
level. The course is divided into two parfde first part begins with tr
definitions of abnormal behaviour, concept of albmality, and the
etiology and assessment of abnormal behaviour.s€ébend paifocuses
on history of psychopathologies, specific psychopatbigs whicl
include the anxie! disorders, the psychosesd abnormalitie of sexual
preference and deviation, and personality disorddrs course is not i
any way exhaustive of psychopathologies. Rathés,ah attempt t
introduce commonly seen abnormal behaviours in ik

Upon a successful completion Abnormal Psycholo¢c PSY202, you
will be able tc
= outline the history of psychopathologies.
= point out the field of abnormal psychology.
» classify specific psychopathologies.
= point out causes okpecific abnormal behaviours and how they
assessed.
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Timeframe

How long?

This is a one semester cou
45 hours of formal study time is requir

Study skills

As an adult learner your approach to learning belldifferent to tha
from your school days: you will choose what you wanstudy, you will
have professional and/or personal motivation fonglso and you wil
most likely be fitting your study actties around other professional
domestic responsibilitie

Essentially you will be taking control of your le@trg environment. As
consequence, you will need to consider performéswes related 1
time management, goal setting, etc. Perhaps yd also need to
reacquaint yourself in areas such as essay plantopgng with exam
and using the web as a learning resol Your most significan
considerations will btime andspace i.e. the time you dedicate to yc
learning and the environment in which you engagaat learning

We recommend that you take time r—before starting your se
study—to familiarize yourself with these issues. Them anumber ¢
excellent web link& resources on the Course Si@ to “Self-Study
Skills” menu on the«course site.
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Need help?
As earlier noted, this course manual complemerdssapplement
@ PSY20: at Ul Mobile Class as an online course.

You may contact any of the following units for infieation, learning

Help resources and library servic

Distance Learning Centre (DLC Head Office

University of Ibadan, Niger Morohundiya Complexlbadan-

Tel: (+234) 08077593551 — 55 llorin Expresswa, Idi-Ose,

(Student Support Officer: Ibadan.

Email: ssu@dlc.ui.edu.ng

Information Centre Lagos Office

20 Awolowo Road, Bodiji Speedwriting HouseNo. 16

Ibadan Ajanaku Street, Off Salvatic
Bus Stop, Awuse Estate, Ope
Ikeja, Lagos

For technical issues (computer problems, web acaesisetcetera
pleasesend mail tavebmaster@dlc.ui.edu.ng

Academic Support

A course facilitator is commissioned for this caurgou have also bet
assigned an academic advisor to provide learnipga@t. The contacts
your course facilitatoand academic advisor for this course are avai

Hel atonlineacademicsuppor@dic.ui.edt
elp

Activities

This manual features “Activities,” which mayresent material that
NOT extensively covered in the Study Sessidivhen completinthese
activities, you will demonstrate your understandifdpasic material (b
answering questions) bere you learn more advanced conss. You will
Activities be provided with answers to every activity questibimerefore, you
emphasis when waing the activitis should be on understanding y:
answers. It is more important that you understahy @very answer i
correct
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Assessments
There are three basic forms of assessment indhise: i-text questions
@ (ITQs) and self assessment questionsQs), and tutor marke
assessment (TMASs). This manual is essentiallydfiigth ITQs anc

SAQs. Feedbacks to the ITQs are placed immediafedy the question:
Assessments while the feedbacks to SAQs are at the back of mlaMou will receive
your TMAs as part of cline class activities at the Ul Mobile Cla
Feedbacks to TMAs will be provided by your tutomiot more than
weeks expected duratic
Schedule dates for submitting assignments and ergagcourse / clas
activities is available on the course website. Kindsit your course
website often for update

Bibliography

. For those interested in learning r on this subjectwe provide you witt
I a list of additional resourceat the end of thisourse manu; these may
be books, articles or websit

Readings



Getting around this course manual Concepts in Abnormal Psychology

Getting around this course manual

Margin icons

While working through thicourse manual you wiliotice the frequer
use ofmargin icons. These icons serveé'tmnpost” a particular piece «
text, a new task or change in activity; they hagerbincluded to help yc
to find your way around thicourse manual.

A complete icon set is shown below. We suggestybatfaniliarize
yourself with the icons and their meaning befoegtstg your stud

=

Activity Assessment Assignment Case study
Discussion Group Activity Help Outcomes
o |
...
Note Reflection Reading Study skills
/o7 9,
Summary Terminology Time Tip
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Study Session 1

Concepts in Abnormal
Psychology

Introduction

In this Study Sessiagnabnormal psychology is defined and concept
abnormality are explained based on the major difnansriteria in the
literature

When you have studied this session, you shouldleeta:

i. define abnormal behaviour.

Learning Outcomes ii. highlight four criteria of defining behaviour.

1.1 The Concept of Abnormal Psychology

Abnormal psychology is the branch of psychology that concerns i
with the study and evaluation of functional and orgafisease patteri
in human beings. It is the study of psychopathglbgw it develops an
the way it manifests. The following four criteriaeaoften used i
defining abnormal behavior

1. Defective Cognitive Functioning: This considers impairment
mental or intellectual abilities in reasoning, @eving, judgement
memory and communication.

2. Defective Social Behaviour: This considers abnormal behavioul
a function of the interaction of an individual withis or hel
environment. When an individual deviates grosstnf standard
and social customs of his or her environment, hgheris said to t
socially defectiveand his or her behaviour may constitute abno
behaviour.

3. Defective Self-Control: This considers abnormal behaviour as
extreme lack of control over one's behaviour.

4. Distress: This considers abnormal behaviour as a breakdowhe
natural coping syems in the face of an intense or persis
emotional or many stresses of life.

O The four criteria often use in defining abnormal behaviour are
defective cognitive functioning, defective social behaviour, defective
= self-control and distress.
Tip
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1.2 Criteria of Abnormality Definitions

The termsabnormality, psychopathologyand mental ilinessare often
used interchangeably and both have been used feradif contexts to
mean exactly the same thing. Abnormality is a tbcal concept. Many
academicians have attempted to define it. Basea mview of various
criteria used in literature, four dimensions ciderf abnormality
definitions have been identified. They are:

A. Objective Symptoms: the Biological Concept of Abnanality
According to this point of view, mental illness d@efined as an
underlining physical abnormality: it is an illnegsst like any other
illness. Thus, it is to be treated by physicianenplicit in this
concept is the assumption that the illness is usaleo mankind -
that is, it occurs in all cultures and socio-ecoimmroups, in
different proportions. This concept of mental ilseis probably
most common and is still advocated by many mentdith
professionals. It is based on qualitative diffees) and it identifies
specific abnormality defined by exclusion.

B. Statistical Normality: The Quantitative Conceptof Abnormality

Normality/abnormality is almost the antithesis ¢ie tbiological
concept. The statistical concept of statistical nmadity is a
guantitative concept, which classifies behaviouether than
diseases. It assumes that the behaviour of diffeiredividuals
varies by imperceptible degrees, and can be awtradeng a
continuum which ranges, for example, from fast ltavs strong to
weak, more to less, etc. The distribution of tlehdviour of a
random selection of a large number of people atbay continuum
takes the form of a bell-shaped curve (Gauss's aldiaw of error),
with the majority clustering around a central poartd the rest
spread out towards the two extremes.

C. Social Mal-adjustment: The Socio-Cultural Concep of
Abnormality

This is a socio-cultural concept of the origin cémtel iliness, which
focuses on interpersonal and social behavioustalies that mental
illness is a judgement of the interaction of anvitiial with his or

her environment. Consequently, it will vary frowceety to society
and from one era to another. It emphasizes thevusecial norms
in defining mental iliness.

Benedict (1934a) provided examples of behaviour,iclwhthe

Western society would consider abnormal being eyt valued in

other societies. These include the institutiomdii;m of

homosexuality by the ancient Greeks and Romans,vihge of

cataleptic seizures to the Shamans of Siberiatt@ndccordance of
prestige to people who have passed through certmance”

experiences by a tribe of Californian Indians.
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D. Subjective Unhappiness: The Psychological Conce

The socioeultural concept of abnormality is based upon aat®n
from some social norms. In using this concepts ihecessary t
specify both the norm and theriteria for deviance or m-
adjustment. In practice, the person who definesntbrms and th
deviations may either be the patient, or a sigaificother in the
patient's social environment, such as a relatiygsigian, lega
authority, etc. The pshological concept of mental illne
emphasizes the subjective feelings of individualsagainst ment:
illness as defined by environmental social norms.Like
hypochondriasis, if you think you have it, then dgfinition, you
have it.

Study Session Summary

In this Study Session, wexamined definitions of abnormal behavic
Specifically, we discussed variocriteria used in defining abnormality
behaviout
Summary
Assessment

SAQ 1.1
° 1. Enumerate and explain the four criteria you woudd to define

Assessment

abnormal behaviourBack up your response with real |
scenarios.

2. Social norms define abnormalitfpiscuss this statement usi
examples.

SAQ 1.2

1. Using sexual orientation as a case study highlidet four
dimensions to abnormality.
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Study Session 2

Aetiology of Abnormal

Behaviour

Introduction

Learning Outcomes

Hint

In this Study Session, yowill examine causes of abnormal behavio
You will also examine classification of these causesnfran holistic
standpoint, using assessment process in abnorinavioer

At the end of thisStudy Sessiaryou should be able to

I. explain causes of abnormal behaviour according to specibdels
of classification; and
Ii. discuss the assessment process in abnormal beha

The explanations and definitions of mental illnaes usually based ¢
the general views of some Psychologinterested in the behavioul
patterns of abnormal behaviour. Likewise the causiesbnorma
behaviour in psychology are traditionally classifi@as biological
psych-dynamic, humanistic /existential, behavioural or soc
learning, soci-cultural, cogitive and lastly eclecti

2.1 Classification of Causes of Abnormal Behaviour

2.1.1 Biological Model

This model focuses on the biological and physiaabiconditions the
initiate abnormal behaviours. It sees all abnoripehaviours as
physicalillness, which results from genetic abnormalitissweell as the
disease condition of the central nervous systerh.aldo states thi
abnormal behaviour is a resultant of abnormalitythef brain structur
(brain size or as a condition of imbalance of neuro-transmitters
(biochemistry) of the brain fluid. Many studiesthivimonozygotic twin:
and brain imaging have all supported the validityredical/biologica
model of abnormal behaviour. An implication of thielogical model it
that drugs or surge may be effective in treating psychological disos

2.1.2 The Psychodynamic Model

This model is loosely rooted in Freud's theory efspnality. It assume
that psychological disorders result from anxietgduced by unresolve
conflicts and forces owhich a person is not aware of. Normally,

primary unit of socialisation is the family and &deemphasized it, in t
importance of the very elementary socialisationcpdures that ai
inherent within the family. Many weaning and toileining proedures
bring infants' biological needs into direct cortflisith the demands «
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society, and it was the assumption of Freud thatftmm this conflict
takes and how it is resolved are important deteamis of the adult
personality and adjustment. Three mental constrused by Freud to
explain the emergence of these conflicts are thethd ego and the
superego.

The id, which is present at birth and is the mosmipive of these
constructs, contains most basic urges, such asehutigrst, warmth and
sex. Within the id are two energies that contrainba: the life instinct
(Eros) and death instincts (Thanatos). The lifegnef Eros is known as
the libido, which is primarily sexual. The predomiimg energy of the
Thanatos is aggression either turned inwards @ejcr turned outwards
(homicide). The id operates on th&easure principle, which makes it
seek immediate gratification. Frustration of the ftd satisfy the
immediate need may result into conflict that makesngage in primary
process thinking, generating mental images of ddsuobject (fantasy).
The ego is primarily conscious; it develops frora ith at 6 months old. It
operates on theeality principle, which enables it mediate between what
is possible and mere fantasy.

The ego uses secondary process thinking, whichhiesgplanning and
decision making. The third mental structure used Hrgud is the
superego: this develops through internalised salcgtandards, or moral
values pass down through parental socializatiomspd? or improper
resolutions of the interaction between the threentale constructs
according to Freud, determines abnormal behaviBar. example, an
adult inappropriate behaviour of greed, stealindj @rruption, according
to Freud, would be due to the carry-over effeckaffon) of the
unsocialised id impulses still embedded in suchtadu

Freud further contended that development duringdicbod consists of

successive stages, known as psycho-sexual stagieyelbpment, which

he defined in terms of those parts of the body dipgiear to dominate the
behaviour and life of the child. Freud identifidkebse stages to include,
the oral stage, (first year of life) the anal stégecond year of life) the
phallic stage (around the third birthday), the hate state (about 6-8
years). Adolescence and the genital state (theoérdiolescence). By
the end of adolescence, the conflicts of the easiages should have
been resolved and the resulting behavior patterstmblished as

personality traits. Ideally, the individual hasehetransformed from a
narcissistic, pleasure-seeking infant into a soadl reality oriented

being.

2.1.3 Humanistic/Existential Model

Humanists assume that inner psychic forces arertanpoin establishing
and maintaining a normal life-style. Humanistsdead that people have
much more cognitive control over their lives. THegus on the self; the
purposes, values, concepts, capacity for growth auibjective
experiences of the person. They see human bemgelatively free
(controlled by neither the environment nor biol@giarges). Therefore,
abnormal behaviour occurs, according to the hurhamslel, when there
is a discrepancy between self image and the azat@ln of self.
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2.1.4 Behavioural or Social Learning Model

This model states that abnormal behaviours areedalby faulty or
ineffective learning and conditioning patterns. orviundamental
assumptions of the social learning theorists aa¢ dbnormal behaviour
can be reshaped, and that more appropriate antwitleé behaviour can
be substituted through traditional learning techesy Proponents of the
behavioural or social learning model, Skinner analloP (1969),
demonstrated the systematic relationship betwebavieur and forces in
the environment that can control it. The sociarhéng theorists assume
that events in a person's environment reinforceponish various
behaviours selectively, and in doing so they shageonality and create
maladjustment.

2.1.5 Socio-cultural Models

A culture is a way of life of a group of people,dait is distinguished
from a society, which is the organized group ofgleowho follow a

particular way of life. The recognition of cultiranfluences on

behaviour is consistent with the observation thahns a rule-following
animal. His actions are not simply directed towamhds; they also
conform to social standards and conventions. Unlgkecalculating
machine, man acts because of his knowledge of andsobjectives: The
major socio-cultural variables that have been amred to function as
efficient or precipitating causes of abnormal betwav include

urbanization, population density, social isolatianomie, territoriality
and personal space, social class, unemploymengriyowsocial mobility

and such attitudes as racism and sexism.

2.1.6 Cognitive Model

This model propounds that human beings engagetim dati-social and
mal-adjusted behaviours because of mal-adjusteagtiioprocesses and
faulty interpretations of situational cues, whick aften with reference to
prior experience. The cognitive model treats peapith psychological
disorders by helping them develop new, thoughtgsses that unite new
values.

2.1.7 Eclectic Model

This model makes use of combination of any mediaalbgical model,
psychodynamic, cognitive and social learning model explaining
abnormal behaviour.

2.2 Assessment Process in Abnormal Behaviour

Clinical assessments of abnormal behaviour invekreral overlapping
stages. It begins with the identification and ifileation presenting
problems by the client and other significant othad may proceed by
making initial impression or formulation of the pemting complains.
This is followed by having a systematic analysistted problem using
appropriate assessment techniques.
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Based on these objective assessments, a psyctalbgise formulatio
of the problems including diagnostic classificatrl be made wher
appropriate. This is therefore followed by recomdaion of the
appropriate intervention. A follc-up treatmentevaluation may also
ensue when necess:

Study Session Summary

o7

In this Study Session, you examined some causabrafrmal behaviou
In the process, you looked at some models througithnthe cause
earlier examined could be better explai

1. Taking homicide as a case study, explain the diffemodels t

Summary
Assessment
@ SAQ 2.1
causes of abnormal behaviour.
Assessment

SAQ 2.
1. Discussthe assessment process of homicide as an abn
behaviour.
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Study Session 3

The History and the Theories of
Psychopathology

Introduction

Learning Outcomes

In this Study Sessiaonyou will explore the history of psychopatholc
from the somatogenic and psychogenic perspec

At the end of thisStudy Session, you shidube able to:

I. present the history of psychopathology from the somatogeaid
the psychogenic theoretical perspectives.

3.1 Theories on Psychopathology

The study of psychopathology is an examination by \weople behav
think, and feel in unusuesurprising and even bizarre ways. The stud
psychopathology has it origins in demonology. Thare two opposin
theories on psychopatholo the somatogeni¢c which assumes th
mental illnesses are due to physical malfunctiord the psychogeng,
which assumes that mental difficulties are explaliman psychologice
terms. Various theories make assumptions abouhahgre of abnorm:
behaviour, but they do not explicitly define it.&lfaarious parameters f
determining abnormality of behavir are statistical, subjective distre
impaired functioning, and norm violatior

3.1.1 Historical Development of Psychopathology:
Somatogenic Theories

1. Demonology refers to a belief or doctrine thataatonomous ev
being, such as the devil, livesithin a person and controls his or |
mind and body. The ancient Babylonians believed a@hspecific demo
was responsible for each disease. Similar exampfesuch belief
exerted in the cultures of the ancient Chinesepkays, and Greeks. F
those who believed in demonology, treatment of abnormahaviour
entails excorcing through flogging and starvati

2. Hippocrates is considered the father of modeedione because |
separated medicine from religion and superstitlda.also rejected tt
prevailing Greek belief that the gods sent seriphgsical and ment:
disturbances as punishment. Hippocrates insistddikntal disturbanct
were naturally caused and could be naturally tckike other diseases
Hippocrates believed that the bt was the organ of consciousness
intellectual life, and of emotion. Thus, he statddht if someone'
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thinking and behaviour were abnormal, there mustdree kind of brain
pathology.

Hippocrates was the earliest proponent of the MVieat attempted to
explain abnormal behaviour. The hypothesis stédtad in a disordered
person, there must be something wrong with the semphysical body,
that disturbs mental processes. However, Hipposralso realised that
environmental and emotional stress can also impeetvily on the
physical body and the mind. Hippocrates believeat there were three
categories of mental disorders; mania, melanchalia phlebitis, or
brain fever.

Hippocrates believed that mental health was depenggon a balance
among four bodily fluids. These fluids were bloddiack bile, yellow
bile, and phlegm, Melancholia was the result ofeacess of black bile;
excess yellow bile resulted in anxiety; and exdas®d caused mood
changes. His belief was that human behaviour isented by bodily
substances. Thus, abnormal behaviour was the mafsah imbalance of
these fluids. During the Dark Ages, the mentallywiere cared for in
monasteries. The monk treated them by praying fiem{ or making
potions for them to drink. Many mentally ill werereless and became
more disturbed with the passage of time.

In the latter part of the Middle Ages, some mentalisturbed people
were considered to be witches. Although there serae alleged witches
that were mentally disturbed, there were many nuordisturbed people
who were considered witches. Witchcraft or possessvas only one
explanation for mental disturbances and was noptimeary explanation.
During this time, some European laws provided ffier hospitalisation of
the mentally disturbed. Beginning in the 13th centtrials determined a
person's sanity in England. The judgment of inyaaiiowed the Crown
to become the guardian of the person's estate. tiialsexamined the
person's orientation, memory, intellect, daily filoiwing, and habits. The
explanations for abnormality were related to phglsitness or emotional
trauma.

3. Until the end of the Crusades, there were Mistua mental hospitals
in Europe. The advent of the 16th century brougloua serious attempts
to place the mentally disturbed in asylums. Somihede asylums took in
the poor as well as the mentally ill. The inclusimf mental patients in
hospitals did not necessarily lead to more humaratrhent of the
mentally ill.

4. Benjamin Rush, the father of American psychiatoglieved that
mental disorder was due to an excess of bloodarbthin. His treatment
consisted of taking large amounts of blood from entally disturbed
person. Rush also believed that lunatics could uredcby frightening
them.

5. Philippe Pinel was a major figure in the movetertreat the mentally
il more humanely. He was in charge of a Frenchiussyduring the
French Revolution. Pinel removed the shackles ofeps and treated
them as sick human beings rather than animals.tlagd airy rooms
replaced dangerous enclosed rooms where they vegite Rinel thought
mental patients were essentially normal people mdexled treatment that
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included compassion and dignity. He believed thestson might retu
to them through comforting counsel and meaningttivay.

6. Physicians advocated an empirical approach tssifieation anc
physiological causes as the underlying factors ental disorders. ,
textbook of psychiatry, which was first published 183 by Emil
Kraeplin, furnished a classification system to hegpablish the organ
basis of mental disorders. Kraeplin found thateheas a tendency for
group of symptoms, referred to as a syndrome, -occur regularly
enough to be conceptualises having an underlying physical cause.
regarded each mental illness as unique, each hdtdngwn cause
symptoms, and prognosi

Kraeplin proposed two major groups of severe mertislorders
dementia praecox and ma-depressive psychosis. Deme praecox
was an initial term for schizophrenia. He thoughtitta chemice
imbalance caused schizophrenia, and an irregulantymetabolisn
caused man-depressive psychosis. Kraeplin's classificationtesy:
became the basis for modern diagnostic cates.

3.1.2 Hisotical Development of Psychopathology:
Psychogenic Theories

7. While most psychiatrists focused on somatogeaitses, in parts
Western Europe, some other psychiatrists believadt tmenta
disturbances were psychogenic in origin. Psychageroponents argue
that mental illness was attributable to psychicfanctions. Many peopl
at this time suffered from hysteria (now termedwarrion disorders
which had no apparent physical basis. Mesmer kalidhat hysterice
disorders were due to a specific distribution ofymetic fluid in the body
He believed thaone person could influence the fluid in anotherspais
body causing changes in that person's behaviormdesvas an earl
practitioner of hypnosis

8. Josef Breuer's patient, Anna O., had many hystesymptoms. Sh
suffered from paralysis and imyred vision, hearing and speech. Bre
hypnotised her. He succeeded in getting her tortelke freely and upc
awakening she frequently felt better. Breuer fowymptoms wer
relieved if the patient could remember what oriffinecaused the
symptom. Thi reliving of an earlier emotional trauma and theask o
the emotional tension was called abreaction oracait Breuer's methc
became know as the cathartic meth

Study Session Summary

o7

Summary

In this Study Session, we have examined the hisitbpsychopathology
We discussed two opposing theories of psychopatiolothe
somatogenic and the psychogenic views. Tformer attributes
abnormality in behaviour to physical malfunctiome fatter attributes it t
the psychological bre-down of men.
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Assessment

Q)

Assessment

SAQ 3.1
1. Compare and contrast the somatogenic and psycloterories
of psychopathology.
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Study Session 4

Anxiety Disorders

Introduction

Learning Outcomes

In this Study Session, our concern is to exan@ogical concept ¢
disease and with apypriate case illustrations cemxiety disorder We
will also examine differenforms of anxiety disoter such as obsessive
compulsive disordi, generalised anxiety disomdand neurotic disorde

At the end of thisStudy Sessiaryou should be able to

i. distinguish between obsession and compulsion.
ii. point out the symptoms of different forms of anxiety disos

4.1 Classifications of Anxiety Disorder

Hint

Anxiety disorder, which was formerly known as neispis derived fron
two Greek words meaning "nerve disorders", andds irst used b
William Cullen (1769) to designate a general clasliseases due
disordered notions or sensations of the rus system. Neurosis is
relatively mild disturbance of the mental state ttha primarily
characterised by excessive anxiety, without a detnalle organic bas

This recent documentation, according to the Diagn@sd Statistice
Manual (DSM-IV) classification, has made the use of neurosis
broad classification obsolete. All other neurotit-classifications are
known as disorders. Common reported symptoms ofoseuinclude
agitation, excessive sweating, hyperventilatiotatwin of thepupils,
hopelessness, helplessness, insomnia, loss ofitappess of libido
derealization and deersonalisation. Part of these characteri
could form a cluster of symptoms of specific nelarobnditions

Neuroses are basically psychogemic, fis, it is largely determine
more, by happenings in a person's environment astl gxperienc
than by genetic constitutional or physical factoitscould be a learne
response to certain traumatic situal Human beings general
experience certain degrees of anxieties from dalysles of lifeThe
difference between a normal person and a neurctic person is in the
degree of anxiety experienced.
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4.2 Forms of Anxiety Disorders

4.2.1 Phobic Anxiety

Anxiety may be experienced in relation to speciilwations or certain
objects. When accompanied by a wish to avoid #aeld situation or
objects or when the situation is actually avoidéds known as phobic
anxiety state. This state is commonly divided ititee groups; namely,
simple phobias, social phobias and agoraphobia. ifdligidual with a

phobia feels quite helpless as does the young ehiddfeels comfortable
only when he can make changes in his life so thavwoids the particular
phobic situation. Commonest fears seen in phobicaties are fear of
open places (agoraphobia), fear of height (acropholand fear of
enclosed places. An example of phobia developirg gnown woman is
summarised below.

Case Study 4.A

Folu, a recently married twenty-eight year old University student, has been
experiencing some strange happenings for approximately year. These
strange features are characterised by heart pounding without warning and
her breathing becoming difficult. Her hands sweated profusely. Her
stomach muscles tighten; she frequently experienced these sensations and,
at times she could not stop herself from wondering if she was about to die.
Somewhere, at the back of her mind, Folu knew that when she closed her
eyes and rested, she would feel normal again within an hour. Folu's first
experience of this attack occurred as she was leaving a crowded football
stadium. The only previous event that could be connected with these
feelings was a fearful reaction to a TV story about a night club fire which
trapped and killed thirty people.

Folu's second experience of this phenomenon took place during an
argument with her husband about whether to wear a particular dress to a
family party. Folu did not remember the details surrounding the third attack
or all others she had experienced since. The features are coming almost
everyday now whenever anyone disagrees with her and whenever she
encounters strangers. Lately, Folu has been avoiding the area where these
happenings most frequently occur and consequently she has been spending
a great deal of time in the house.

Two prominent features are basic to phobia in tieva case study:

« Firstly, there were features suggestive of anxighich included
sweating profusely, tightening of stomach muscles difficulty in
breathing.

e Secondly, there was a tendency for Folu to avoidef@ situations.
These are the hallmarks of a phobic disorder.

There is no single satisfactory explanation fordbheurrence of a phobic
anxiety state. Nevertheless, separation anxietybeas found to be an
important pathogenesis of phobia, and this is eéalecso in the

development of school phobia. Separation anxiethgsfear experienced
by a child from a significant other, usually the ther, when an
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attachment bond has been established. It is oftéerred to as a
unresolved ove-dependency conflict between the mother and thel.c

Dollor and Miller (1980) describe phobia as learmesbonses to painf
experience, which are commonly exjsed in children. For exampl
according to the psychodynamic model, the little/'s castration fear
may be found as a corresponding factor in fantdgyr@vious injury tc
the genitals. It could also be a symbolic threadefual attack in girls ar
in boys with passive homosexual tendencies. Behavidbeory of
phobia suggests that classical conditioning ocauithe formation of i
phobic anxiety. For example, as was explained énctiise study earlie
Folu's fear of crowd could be easily descrilas a fearful reaction to
television story about a night club that was setfiom where sever:
people were Killet

Psychoanalytic theory suggests that a phobic &ituas a symbolic
representation of an inner conflict and in an apemo escap the
conflict, the anxiety attached to it becomes dispthunto a mor
easily avoidable external object or situat

4.2.2 Obsessive-Compulsive Disorders

The termobsessive-compulsivelisorder or obsessional neurosis is
another type of anxiety disorder. It encompasseanaber of condition

characterised by the presence of obsessions orutsimms. Obsessiol
are defined as recurrent persistent thoughts, jdessyes, or impulse

which are perceived as inappropriate or silly by the viallial.

Compulsions are motor acts, which are resistedchuied out despit
being regarded as senseless. They are accomggnéedubjective sen:
of compulsion and resistance that may lead to asing tension which
can only be relieved by carrying out the motor &dmpulsions are ofte
associated with obsessions and may occur ¢

Obsessions and compulsions are generally founttiniduals with wek-
defined personality characteristics incng stubbornness, rigidit
orderliness and excessive attention to details.e€disns are ofte
concerned with avoiding death or germs, preoccapatiith sexual o
hostile thoughts, which are at complete variancth e individual'
very proper persority and excessive concern with one's appear A
typical example of an obsessive individual was entered by the auth
when intervening in the case of a young man whe&nieading the hol
bible, substitutes the word Jesus for Si

4.2.3 Generalized Anxiety Disorders

These constitute the commonest form of neurosie Predominar
symptom is anxiety, which may be presented eitlsem anore or les
continuous feeling of tension often with some samatsponse or ¢
periodic attacks in which tkperson has a desperate feeling of p

The new classification of anxiety, according to gdastic and Statistici
Manual (DSh-IV), is known as Generalized Anxiety Disorder. hls
also been referred to as panic attack, panic disadpanic state. /an
illness, anxiety may have an acutesehand may be severe in intens
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Hint

appearing against a relatively normal backgrourndijtanay be of a
chronic nature present from adolescent in mild eegnd may fluctuate
in severity, according to current stress factofmxiety state could be
diffuse free floating or could be fixed. When atyiis diffuse, there are
feelings of tension, which cannot be attached p @ject or situation.
When anxiety is fixed, it is attached to a par@cubbject or situation.
Common symptoms of anxiety include feeling of inrtension and
anxious expectation and they may appear in bodisomatic symptoms,
such as palpitations, pallor, sweating, goose fldsj mouth, anorexia,
indigestion, diarrhea, wide pupils, and frequentymicturition. These
somatic symptoms associated with anxiety are medidhrough the
autonomic nervous system and may involve all bogstesns. The
anorexia which occurs may give rise to a loss ighte Patients with
anxiety may also manifest some emotional preocaupatvhich may
lead to difficulty in concentration. They may hadificulty in getting
off to sleep, which may be disturbed by anxiousadre or nightmares.
They may also express fears of insanity and headaddverbreathing
may occur in an acute state, and this is usualtyngon in young women
about the time of their menstrual periods.

In a primary health care study (Gureje et al 1986)e was prevalence
in Nigeria which was put at 2.9%.

4.2.4 Neurotic Disorders
Traumatic Neurotic Disorder

This is the term applied to an anxiety neurosi¢ tevelops following
what the patient sees as a serious threat to f#fech trauma may arise
from a serious accident or from a combat stressould also result from
minor injuries, particularly, if the patient hagpeedisposition to mental
illness. Such patient, apart from having the chhimanifestations of
anxiety already described, may frequently expegdecrifying dreams in
which they relive the traumatic situation. Theyynikevelop conversion
symptoms, which are functional symptoms added ty physical
disability that may be present.

Compensation Neurotic Disorder

Compensation neurosis is normally induced as a fewtation of

hysteria, and it poses problems created by secpmygans, particularly,

when monetary settlement is protracted. Let ugsrassthat a man has
suffered an injury at work, with resultant physisgmptoms. He is seen
by doctors and lawyers, and receives the sympafhyelatives and

friends with numerous laboratory tests performed. this attention

satisfies dependency needs, such a person coutily harsh for the

situation to alter too abruptly and, in fact, heyne@gage in the practice
of malingering, particularly, if he thinks any poolgation of the illness
duration will mean a judgement in his favour foregter monetary
compensation. In some instances, the injury triggeif conflict or

anxiety and through the unconscious mechanism afivarsion,

symptoms become suppurated to the initial physinak.
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Neurasthenia

This is a neurotic disorder characterized by fajgritability, headache,
depression, insomnia, difficulty in concentratiand lack of capacity for
enjoyment (anhedonia). It may follow or accompamy iafection or
exhaustion, or arise from continued emotional str&sevalence of the
neurasthenia in a study among primary health cdemdees in lbadan
was 1.1% (Gureje et al. 1995).

Hypochondrias

This is a neurotic disorder in which the conspicideatures are
excessive concern with one's health in generahdhe functioning of
some part of one's body, or less frequently, ongfed. It is usually
associated with anxiety and depression. It mayioes a feature of a
diagnosed mental disorder and in that case shaldenclassified as that
but in the corresponding major category. The hypadhiac may be seen
as relating to the environment in a distorted waythe sense that he or
she fails to make meaningful relationships with eosh The
hypochondriac feels worthless and rejected andnatte to opt out of
interpersonal relationships, becoming more predecupith his or her
bodily functions. The patient may have insightoirthe fact that his
constant anxiety about physical illness is abnomnaxcessive, but he is
unable to control it. Hypochondriasis must not tenfused with
psychosomatic illness in which an organic illnessaused or influenced
by the psychological state of individual.

Odejide, Oyewunmi and Ohaeri (1989) had identifiadtriad of

symptoms to be found in hypochondriasis. This udek disease
conviction, illness phobia and bodily preoccupatiddelusion may be a
common feature in hypochondriasis; when this happins known as
hypochondriacal delusions.

Hypochondria are not a common psychological disoride Nigeria.
(Gureje et al 1995) found a prevalence of 1.5% ammmmary health
care attendees in lbadan, Nigeria.

Hysteria

Hysteria is another form of neurosis disorders ihatharacterized by
excessive emotional outburst, suggestibility, selfitered and attention-
seeking behaviour with rapid mood swings. It is ommest in young
women during adolescence and early adulthood. Hgatdehaviour can
be categorised into three:

1. Conversion hysteria

2. Amnesia hysteria, and

3. Dissociative hysteria.

Conversion Hysteria

This is a group of symptoms that affect the spesgalses or a part of the
body, which is controlled by the voluntary nervosgstem. Body

symptoms are often produced by suggestion or aggestion; there may
be an imitative feature to them as well. Conversgmptoms include

aphonia (loss of voice), blindness, deafness calysis of one or more

extremities or parts thereof. Superficially, corsien symptoms may
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resemble symptoms of a physical illness but ifghgent is observed and
carefully examined the differentiation will be alea

Amnesia Hysteria

This set of symptoms consists of disturbance of argnilrhis may vary
from total amnesia to circumscribed amnesia whely @n specific

experience or series of experiences are forgofiée. mechanism of
repression appears responsible for the forgettingnoevent or subject,
which may be painful to remember.

Dissociative Hysteria

Dissociative hysteria is a condition in which a tasr part of the
individual's personality is ‘split off' from thest This accounts for rare
occurrences of double personality and fugue statelsthe much more
frequent phenomenon- somnambulism (sleep-walking).

Neurotic Depression

This is characterised by disproportionate depressidich has usually
recognisably ensued on a distressing experiencdpés not include
among its features, delusions or hallucinations. heré is often
preoccupation with the psychic trauma which presedmess, for
example, loss of a cherished person or possessidnxiety is also
frequently present and mixed states of anxiety @epression are also
included here. Depression could also manifest psyahotic condition.
When this happens it always involves delusions laaltlcinations. A
comparison between neurotic and psychotic depmssimade in Table
4.1.

Neurotic Depression

Psychotic Depression

Environmental changes have little or
no effect on depression.

Mood may lift in cheerful
company.

Sleep disturbance is always severe.
Early morning waking characteristic
(delayed insomnia).

Sleep disturbance may be present,
if so there is difficulty getting off
to sleep (initial insomnia).

Retardation of thought and action is
common.

No retardation in physiological
sense but may complain of fatigue.

Speech becomes slow as part of
process of retardation.

Usually talkative, keen to discuss
symptoms and frequently
complain a lot.

Physical symptoms are marked. They
include anorexia, weight loss,
impotence, amenorrhea and
commonly concentration

Anorexia and weight loss are less
marked and may even be absent.
Impotence, amenorrhea, and
constipation are not associated
physiological symptoms.

Delusions are commonly present

Delusions are never present.
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Affected individual tends to blame Affected individual usually blames
himself for his state. others or his environment.

Psychotic depression will be consideregreaterdetail inthe next Study
Sessior

Study Session Summary

In this Study Session, we have examined the bdagsifications o
anxiety disordel. We also examined differefdrms of anxiety disoler
such as obsessive compulsive dis¢, generalised anxiety disorder ¢
neurotic disorde

Assessment

Q.

Assessment

SAQ 4.1

1. What symptoms are usually associated with neur
2. Explain the expressidiilegree of anxiety” in your own wort
3. Compare and contrast obsession and compu

SAQ 4.

1. Explain phobic anxiety. What are the hallmarks opfobic
disorder?

Explain Generalised Anxiety Disorder under D-IV

What are the common symptoms of anxi

List and discuss the different forms of neurotic iiecs
Compare and contrast conversion, amnesia, and cihtisn
hysteria.

aobhwn
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Study Session g

Schizophrenia as Psychoses

Introduction

Learning Outcomes

In this Study Session, we willliscuss schizophrer, one of the severe
mental ilinesses referred to as psychosis. Thistahéliness is mostl
characterised by symptoms of faulty perceptuallsskitlisorganise
thinking, emotional distortion, withdrawal from liég bizarre
behaviour, ett We will also eamine the si-classifications of
schizophrenia with peculiar symptoms. A case stisdprovided for ¢
better understanding in this exerc

At the end of thisStudy Sessiaryou should be able to

I. define psychoses.

ii. explain what schizophrenia is.
iii. point out the known symptoms of schizophre.
Iv. sub-classify schizophrenia

5.1 The Meaning of Psychoses

Delusions Unshakable false
beliefs, inconsistent with
reality, held in spite of
evidence to the contrary.

Hallucinations The
disorder of perception e.g.
visual, auditory, olfactory,
gustatory, somatic or tactile.

Illusion The perception of a
physical stimulus that differs
from the commonly expected
perception.

The word ‘psychosis is derived from two Greek s, the literal
translation of which is'mind disorder. It was first used by Vo
Feuchterleben (1845) and was used synonymously ‘insanity'.
Psychoses are a group of major mental disordershe Tajol
characteristics of these illnesses are lose ontact with reality,
inappropriate behaviour, inappropriate affect orodhdelusions and
hallucinations andillusions.

5.2 Schizophrenia

The term’schizophrenia’ originated with Bleuler, a Swiss dPs3trist
(1911). Combining ideas from Kraepelin and Freud)eulgr
conceptualised Kraepelin's syndrome as a disortlesgprimary featur
was an alteration of the faculty of associatiorchiZBonphrenicdisorders
or illness are pulsating psychotic conditions whidtur throughout th
world. It is a universal ailmeni

Behavioural scientists do not agree on what schimgpa is and what
is not. However, many psychologists consider digdthinking as the
definite feature of the syndron

5.2.1 Symptoms of Schizophrenia

Apart from the important characteristics of the gbsytic illness
highlighted above, a schizophrenic individual cdeoamanifest th
following symptoms
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1. Faulty Perceptual Skills: Schizophrenics frequently have
problems in focusing his attention. They are gadistracted and
they cannot process information. They report fedi of
bombardment of incoming sensory information. Onatiemt
observed "I cannot concentrate; | am thinking offedént
conversations, | am like a transmitter; the souads coming
through to me but | feel my mind cannot cope withrgthing".

2. Disorganized Thinking: Schizophrenics often have trouble in
logically linking their thoughts together and solyiproblems.

3. Emotional Distortions: Schizophrenics often show irrational
related problems. These include an inability tpezience pleasure,
flat or blunt affect and mood, feeling of apathgxiaty. They also
manifest imbalance and strong contradictory fesliog a particular
subject. A typical schizophrenic patient does tiatit to anybody.
One schizophrenic observed, "You see, | might tldn about
something quite serious to you, but other thingghtncome into my
head at the same time that are funny and this nrakdaugh".

4. Withdrawal from Reality:  Schizophrenic patients frequently
withdraw from the real world and are preoccupiethwiner fantasy
and private experiences.

5. Bizarre Behaviour:  Schizophrenic patients usually manifest
bizarre behaviours. These include disrupted speeerhal and
physical violence, etc.

5.2.2 Sub-Classifications of Schizophrenia

Schizophrenia could be sub-classified in the foilgyv ways:
Schizophreniform  disorders, Paranoid schizophreni€atatonic
schizophrenia, Hebephrenic schizophrenia, Reactaohizophrenia.
These sub-classifications are sometimes referredago types of
schizophrenia in some texts.

Schizophreniform disorder

Schizophreniform disorder, formally known as thenge type of

schizophrenia, is characterised by a slow outsetnfra previous

inadequate and usually schizoid personality adjestm Symptoms of
this disorder include apathy, unresponsive affect preoccupation with
fantasies. These symptoms last less than six mohtley come and go
quickly and the individual resumes a normal lifertmafter. Delusions and
hallucinations are rare, and the condition is obsip less psychotic than
the other types of schizophrenia.

Paranoid Schizophrenia

Patients with this type of schizophrenia manifegingtoms such as
having bizarre images and often having auditorjubaiations. Paranoid
patients may be alert, intelligent and responsivg, their delusions
impair their ability to deal with reality and thesédonormal behaviours.
They are often unpredictable and sometimes hosfileese individuals
generally complain about fear of being persecutétiey may feel that
they are being chased by ghosts or intruders frxdna-errestrial planets.
They have extreme delusions of persecution andsamtally of grandeur
(feelings of being big and important).
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A typical and famous paranoid schizophrenic paties$ the person who
assassinated Kennedy, "Sirhan. During his triah&®i was diagnosed as
a paranoid schizophrenic patient.  Shortly before dssassinated
Kennedy, Sirhan had a delusion that he saw Kennedge a proposal of
sending 50 aircrafts to Israel. He imagined himaeting on behalf of the
Arab nations. He wrote himself numerous "kill" Kealy orders.
Sirhan's notes suggested that he also hallucittadedy's face plotting
out his own image in a mirror.

Catatonic Schizophrenia

This type of schizophrenia is characterised essgntyy peculiar motor
behaviour, muteness, motionless and unresponshavimer. Symptoms
of catatonic schizophrenics include extreme lethargsychomotor,
psychomotor slowing, catatonic stupor, which isyaidal condition
whereby the patient will sit in a very odd postare will not respond to
any stimulus in any manner. However, if his arlegs and general body
posture are moved by someone else and he stilltamagnthis posture,
this condition is known as waxy flexibility. Cata&ic patient can also
automatically obey commands, or imitate the acéiod phrases of others
- these symptoms are called echopraxia and echakdpectively.

Apart from psychomotor slowness and stupor, catatechizophrenics
can have conditions known as agitated cataton@tatonic excitement.
This is a condition in which the patient has unodidgble motor and
verbal behaviour. He can be violent at this stams] he is quite
dangerous to himself and also difficult to manage.

Disorganised or Hebephrenic Schizophrenic

This is a typical schizophrenic disorder charasegtiby markedly bizarre
childlike behaviour. The symptoms include publiasturbation, putting
fecal matters in his mouth, tying ribbons arounsl toes, stuffing toilet
papers in his nose, wetting his pant and talkinghbmself in an

unintelligent manner while showing a silly vacamtile. The contents of
the patients' delusion and hallucination are dig¢gml and unreal. Their
conversation is difficult to comprehend, their mansm seems silly, and
they do lots of giggling, posturing, gesturing, agrimacing. They also
spend hours talking to themselves and imaginarypamons.

Reactive Schizophrenia

In this form of schizophrenia, the patient has egmeed a rather sudden
outset of his illness with relatively normal prew#oadjustment. There
are usually one or more factors in his recent #fgerience, which
apparently contribute substantially to the develeptof the disturbance.
These factors could include any type of stressasdn. Such patients
have a reasonably good prognosis and their recasexymetimes nearly
as rapid as the outset of their illness. An exampf reactive
schizophrenia would be a woman who develops aregusichosis of a
schizophrenic nature shortly following childbirthchexperiences nearly
complete recovery within two or three weeks. Amotlexample is
described in the case study below.
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Case Study 5

A form VI student underwent a sudden personality change two months
before his A'level examinations. He became seclusive, spoke harshly when
his schoolmates tried to be friendly and was unable to sleep, spending much
of each night in unproductive study. It was reported that he was sometimes
confused and attempted to go to classrooms at meal-times. One morning, he
was found under a mango tree, having not slept in his bed, and telling a
rather incoherent story of being chased by robbers. During his three-week
hospitalization, he gradually settled with the assistance of phenothiazine
drugs. As he improved, he spoke of his responsibilities as the first-born in
his large family and his worries about the examinations. When he was able
to leave the hospital, he was no longer psychotic but his concentration
remained impaired. It was concluded that it would be unwise for him to sit
for the examinations, and he seemed relieved.

Culled from Asuni, Schoenberg and Swift (1994)

Study Session Summary

/o7

In this Study Sessignwe discussed schizophrenic, a psychotic condi
In the process, we explained what schizophrenilisbout as well a
gave the symptoms usually associated withpsychotic conditior We
alsc discussed various sullasses of the schizophrenic disorder. Tl

Summary included schizophreniform disorder, paranoid sgblizenia, catatoni
schizophrenia, disorganized or hebephrenic schiemyid, and reactiv
schizophreni

Assessment
SAQ 5.1
e 1. Define and list the number of characteristics assed with
psychosis.
Assessment

2. Define the following terms: Delusion, Hallucinaticaand Illusion
SAQ 5.2

1. How does Bleuler conceptualize schizophre
SAQ 5.:

1. Enumerate the symptoms of schizophrenia
SAQ 5.4

1. Point out the sulstassification of schizophrenia and brie
discuss each.
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Study Session 6

Affective Disorders

Introduction

Learning Outcomes

In this Study Sessiagnwe shall examine some mental disorcthat are
commonly referred to as mood disorders. Thesexgkaieed with a cas
study. Furthermore, we shall make a distinctionveen primary an
secondary depressions, as well as reactive or agogeand endogeno
depressior Furthermore, we will exaine mania,and also discuss
organic psychose

At the end of thisStudy Sessigryou should be able to

I. highlight the general features of depression.
iil. differentiate between primary depression and secondary depre
as well as betwan reactive/exogenous and endogenous depre
lii.  highlight a case of mania.
iv. explain schizo-affective disorder.
V. pointout the causes of organic psychoses.

6.1 The Meaning of Affective Disorders

Affective processes are commonly referred to adinigg moods,
emotions and temperaments. Therefore, affectigserders are referre
to as the disorders of mood and subjective feelingso major types
this disorder are depression and hypomania or maltiay represent tw
extreme continuums of the diders of mood and affects, on one extre
is depression, which is a morbid state of low maad sadness, and t
other extreme is mania, which is a state of ex@t@mand high elatio

These disorders can be presented and manifestee game individu at
different stages of his or her iliness, and whés dlocurs we have what
known as Bipolar Affective Disorder, that is, atstaf depression ar
hypomania. We can also have a state where justomgnuum of the
illness will be present as an iess, that is, a state of recurrent depres
or a state of recurrent mania. When this occtiis, known as Unipole
Affective Disordel

6.2 Types of Affective Disorders

6.2.1 Depression

Depression has general, psychological and physigaptoms. Amag

the general symptoms are low moods, sadness aouragement. The
psychological symptoms include lack of enjoymentimidished
concentration or indecisiveness, pessimistic thigkguilt or sekblame,
negative se-reproach or self-concept, and reduidibido. The physice
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symptoms include reduced energy, constipation, mgnmpairment,
psychomotor, agitation or retardation, loss of gippeloss of weight or
weight gain, and in rare, extreme cases suicide.

The mood of a depressed person does not improvstasiuially in
circumstances where ordinary feeling of sadnessldvbe alleviated.
Depression has three major components; these asnpstic thoughts,
lack of enjoyment and psychomotor retardation.

Pessimistic thoughts are a state of depressiveittmgrand can be
divided into three parts:

1. The first part is concerned with the patient's pnégircumstance; a
typical patient sees the unhappy side of every teventhinks he is
failing in everything that he does and that otheople see him as a
failure.

2. The second group of thoughts is concerned withftinere. The
patient expects the worst; he foresees failureisnaork, finances,
misfortune of his family and consistent deteriaratin his health.
This idea of hopelessness is often accompaniedhdyhiought that
life is no longer worth living and that death wouttdme as a
welcome release. These gloomy preoccupations megape the
mind of a depressed person for suicide.

3. The third group of thoughts is concerned with thastp the
depressed often take the form of unreasonable gudtself blame
about minor matters. For examples, a patient real/ duilty about
past trivial acts of dishonesty.

The case below illustrates how guilt could manifestpart of a major
depressive disorder.

Case Study 6.A

Miss L.A. is a 24-year-old female unemployed graduate. Illness started
about 18 months before presentation, when she was doing her youth service
in Calabar, Cross River State of Nigeria. The problem started in Calabar as a
result of a series of rituals that was being performed in the town at that
time. According to the patient, a chief in the area was said to have died and
there was a stay-indoors instructions. Symptoms included nightmares,
insomnia, fears (free-floating) and occasional headache. On further
interview, it was revealed that Miss L.A. haboured a serious guilt of
unfaithfulness; she was said to have slept with a man that was not her
boyfriend. This morbid feeling of guilt, together with other physical anxiety
characteristics, made her seek for the help of a psychologist.

Another major part of depression is lack of interest and enjoyment. A
typical depressed patient will show no enthusiasm for activities or hobbies
that he will normally enjoy. He has no energy for living and for pleasure in
everyday things; he often withdraws from social encounter and also has
reduced energy. The last major feature is psychomotor retardation. The
patients that are psychomotor-retarded are often very slow in action. This
slowness is reflected in their speech, and there is a long delay before
questions are answered, and they pulse in conversation. Their speech may
be too long and intolerable to a non-depressed person.
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A distinction has also been made between primarg aecondary
depressions, as well as between reactive or exogeaond endogenous
depression.

Primary and Secondary Depression

Primary depressions are depressive features thatadrpreceded by any
other psychological depression. On the other haechndary depression
applies to all cases with a history of previous -affective psychiatric
illness (such as schizophrenia of anxiety neurosis)f alcoholism,
medical ilinesses, or the taking of certain drugygh as steroids).

Reactive and Endogenous Depression

A reactive or endogenous depression occurs in nsgpim psychological,
social or physical environmental hassles that nlyneccompany the
day-to-day living or activities of man. Incidergach as loss of a loved
family member or friend, loss of a job, being ibtl@nd failure in an
examination are parts of the factors that can ppedie to any individual
is developing a reactive depression. It is oftermider form of

depression; though, it could be severe dependinth@nntensity of the
precipitating factor (s) or susceptibility of therpon to mental disorders.

Endogenous depressions are those features withutapparent and
major precipitating environmental factors; thisigially a psychotic form
of depression which the features have already bighighted.

6.2.2 Mania

When there is a condition of extreme elation, exént, socially
disinhibitive behaviour and violence, you are mdgtly to have a case
of mania. Other symptoms of mania include irritii pressure of
speech, flight of ideas, increased libido, excesspending, grandiosity,
excessive eating, and unusually full of energy.

Schizo-Affective Disorders

Schizoid-Affective Disorders occurs when symptonfisschizophrenia,
such as hallucination, delusions of different typed disorders, such as
the ones discussed above, manifest in a person.

6.2.3 Organic Psychosis

These are disorders that result from brain impaitnand that have a
known physical basis. Organic psychosis may bggeéred off by
infections (such as syphilis), traumas (such asll skactures and
concussions), nutritional deficiencies (such asaged), cerebrovascular
disease (such as arteriosclerosis and brain heag®yh tumours,
degenerative diseases (such as Huntington's cheogajs (such as lead)
and endocrine dysfunctions. Basic and general 8ymgp of organic
psychosis will include the following: (1) impairedrientation, (2)
memory losses, especially, retrogressive amneataigioss of memory
preceding an accident or iliness, (3) intellectdaterioration, such as
difficulty in planning, reasoning, and communicatio(4) blunted or
exceedingly unstable emotional responses. The casdy below
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provides a practical example of a person sufferfnrgm organic
psychosis.

Case Study 6.B

Seun, a 32-year-old labourer, was struck by a case following an evening of
heavy drinking. He was brought to the emergency ward for assessment and
possible management. On investigation, it was found that Seun had fracture
on the left femur, multiple abrasions and contusions, and alcohol
intoxication. He was placed in traction, sedated. On the third night of
admission, Seun woke up disturbing other patients, with screams and
struggling. He saw and felt snakes crawling over him. Because of the
traction apparatus, he was immobilised and this increased his terror. He
pleaded with the nurse to save him. He was perspiring profusely, had gross
and fine tremours. He was heavily sedated and in the next morning he
remembered nothing. Similar episodes, although less, occurred the next two
nights.

Forms of Organic Mental Disorders
Acute Brain Syndrome

Acute brain syndrome is an organic state, whickchiaracterized by
confessional states and delirium. The symptomsooffessional states
include a transient awareness or clouding of comstiess. Memory
impairment is common and the patient's mood is llysuanxious.
Insomnia and inability to concentrate are frequeorhplaints. Patients
with this type of illness usually referred to a geal hospital as a
complication to some physical iliness.

Chronic Brain Syndrome

This syndrome, which may also be termed organic eddia, is
characterized by multiple deficits in intellectuanction, performance
and personality, resulting from brain damage.

Delirium Tremens

This is a special form of acute brain syndrome o@eg in chronic

alcoholics, especially when alcohol is withdrawnt bsometimes
occurring during a period of unusually excessivenking. The

symptoms of delirium tremens usually come on abtgth perhaps one
or two days of preceding progressive uneasiness appiehension.
Generally, the patient experiences frighteningsibas or hallucinations
of a visual or tactile variety. These are sometiimeensified by related
delusion. The patient experiences panic and terkde is disoriented,
restless, agitated and sleepless. The symptores sftbside during the
daytime. Physical illness associated with orgarsgchosis will include

psychosis after head injuries and psychosis agsdciaith nutritional

deficiencies.

Causes of Organic Mental Disorders
Psychosis after Head Injuries

With the growth in industrialisation and the ingean highway traffic in
Nigeria, organic mental disorders that result frivwad injuries are
becoming more common. Specific symptoms are détednby the
extent and the location of the injury as well as-prorbid personality of
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the individual. Conditions resulting in psycho$ism head injuries
include:

1. Concussion This is characterised by a short period of
unconsciousness following a hard blow to the head.

2. Contusions and Lacerations This is characterised by the crushing
or tearing of brain tissues. It usually resultgrira heavy blow to the
head with or without skull fracture. Coma may teand the longer
the coma, the greater is the likelihood that brdamage has
occurred.

3. Subdural and epidural haematoma This results from a bleeding
head trauma.

Psychosis Associated with Nutritional Deficiencies

Deficiencies in some vital vitamins in the bodyglswas vitamin B, can
cause symptoms of anxiety and depression followeddute delirium
and sometimes with hallucination and symptoms sstijge of

schizophrenia.

Thiamine deficiency can often result in irritakylit anorexia and

insomnia. In its severe form, delirium can occithvamnesia, confusion
and other acute symptoms as noted under deliriemens. Another
nutritional deficiency is kwashiorkor. This is Bnacal condition caused
by deficiency in protein calorie essential for thedy, and is more
frequent in young children. Abnormal behaviouroassted with this

calorie deficiency includes depression, apathy apdssible mental sub-
normality. Korsakoff psychosis is another conditiassociated with
thiamine deficiency resulting from taking too mushalcohol. 1t is a

cognitive malfunctioning condition. This conditi@usually irreversible,

and its essential symptom includes memory impaitpespecially those
concerned with registration of information. Thismmory defect may also
be associated with diffuse hemorrhagic lesionshan lirain, which may
prevent new materials from being added to the mgnstore house,
thereby contributory to the loss of vital infornmati on the materials
making memory for events occurring a few minutefotgethe incidence
deficient.

Senile Dementia

Another organic condition associated with psychdisisenile dementia.
This is a mental condition produced by regressiomany physical and
mental aspects of individuals who are usually alibeeage of 70 years.
Prominent symptoms of senile dementia include mgmoss, lack

of/reduced interests, and preoccupations with éepees of long period
of time, increasing self-interest and lack of safitrol. Delusions,
especially persecutory delusions and hallucinatiane part of the
symptoms of senile dementia.

Pre-Senile Dementia

Presenile dementias are neurological conditions,ichvhinclude

Alzheimer's disease and Pick's disease. Alzheidlisease is a
neurological condition, which occurs in an indivédibefore the age of 65
years. It is characterised by a degenerative, sdowset of mental
functioning. It has in addition a progressive detating course.
Symptoms include agitation, emotional outburstsrupited sleep and
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amnesia. Pick's disease, on the other his less common; it reaches
peak in the 5-70 years old age group. It is distinguished fi
Alzheimer's disease for its disinhibited, tactlassl facetious personali
deterioration. The language tends to exhibit stgpsal output, and the
often exlibit echolalia and autism.

Tumours

Brain tumours and tumours of the meninges can cgeiseral symptomr
similar to those resulting from other lesions. Abmal behaviou
associated with brain tumours include speech dianges and variot
personality chnges and psychotic features found in chronic t
syndrome

Psychosis Resulting from Progressive Neurological lliness

Common under the classification above is multiplelersis.
Outstanding feature of this progressive neuroldgicandition is
euphoris  Depression is also common and eventually there
progressive intellectual impairment. Huntingtocsorea is anothe
progressive neurological condition, which is trartged by a dominar
gene. The outset is usually betweer-40 years of age. Syrtoms
include incessant jerking, twisting movements o tieck, trunic an
extremities as well as facial grimacing, explospeech and atax

Psychosis Associated with Severe Medical lliness

Some chronic and severe medical conditions, sucheast, liver and
kidney diseases, or even cancer can predisposedaidual to quite
number of abnormal behaviours. Common psycholbgitistresse:
associated with these conditions include confusemxiety, agitatiol
delirium and panic attack. These distes may be caused both
anxiety arising from the knowledge of the -threatening nature of t
illness and from physical influences on the ceretweex, which includt
lowered oxygen content and unexcreted toxic substamirculating it
the blood. (onfusion is frequently associated with hypoglycaernm
patients with diabete

Study Session Summary

commonly described as mood disorders. Furthermare, made
distinction between primary depression and secgndiepression as we
as between reactive and endogenous depre We also examined other
forms of mental disorders such as mania, s«-affective disorders, and
organic psychos. Lastly, we highlightedcauses of organic men
disorders. Specifically we mentioned and explaitieel psychoses th
result from head injuries; those that re from nutritional deficiencies
Senile dementia; p-senile dementia, tumor psychoses that results
progressive neurological illness and that whichultssfrom sever
medical illnes:

@ In this Study Sessignwe have examined mental disorders, which

Summary
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Assessment

Q)

Assessment

SAQ 6.1

1. Distinguish between depressiand hypomani

2. Explain the expression Bipolar Affective Disort

3. What are the general, psychological and physicaipsyms of
depression?

SAQ 6.

1. Differentiate between primary and secondary depe:
2. Using examples distinguish between reactive andbgenous
depression

SAQ 6.%
1. Give a comprehensive list of symptoms of me
SAQ 6.4

1. What are the characteristic symptoms of sc-affective
disorders?

SAQ 6.

1. Enumerate the basic symptoms of organic psycl
2. List and discuss the forms of organic medisorders.
3. What factors could lead to organic mental disore
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Study Session 7

Problems of Sexuality and
Gender Identity

Introduction

Learning Outcomes

This Study Session giains psychological disturbances often associ
with the sexuality and gender orientation of hunb&ings. These me
include disorder or sexual dysfunction, and abnétynaof sexual
preference

At the end of thisStudy Sessiaryou should be able to

i. explain pedophilia as a psychological disturbe.
ii. point out theforms of abnormal sexual practic

7.1 Sexual Dysfunctions

Sexual dysfunctions are conditions resulting frovaility of a person t
enjoy normal coitus. In nn, sexual dysfunction refers to repec
impairment of normal sexual interest and/or perémmoe. In women

refers to repeated inability to adhere sexual fsati®n. What is
regarded as normal sexual intercourse, and thergfbat is thought to t
impoverished or unsatisfactory one, depends in grathe expectatior
of the two people concerned. For example, whemtir@an is regularl
unable to achieve orgasm, her partner regardsribasal while anothe
may see it as abnormal. Problems of al dysfunction are classified

the following ways

1. Sexual act that results in pain: vaginismus angalgnia in womer
and painful ejaculation in men.

2. The genital response (erectile impotence in med,lack of arouse
in women).

3. Orgasm (premature oretarded ejaculation in men, orgast
dysfunction in women)

Vaginismus in women is a condition of spasm of viagina muscles
which causes pain when intercourse is attemptedwdrah there is n
physical lesion causing the pain. The spasm isllyspart of phobic
response associated with fears about penetratdmay be made wor:
by an inexperienced partner. Aetiology of sexugsfdnctions will
include lack of sexual drive, anxiety, a physicapsychiatric illnes:
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7.2 Abnormality of Sexual Preference (Paraphilias)

Sexual deviations, otherwise known as sexual psiwes, refer to sexual
behaviours that are socially disapproved. It i®mfa classification of
people, rather than diseases or forms of behavi®araphilias can be
classified into:

1) Abnormalities of preference of sexual object and
2) Abnormalities in the preference of sexual act.

7-2.1 Abnormality of Preference for Sexual Object

This involves intercourse or achievement of sexaalitement with an
object other than another adult. Such objects beagn inanimate, as in
fetishism and transvestic fetishism, or may be il ¢paedophilia) or an
animal (zoophilia).

Fetishism refers to the practice of achieving skxxitement with

inanimate objects or parts of the human body tlandt have direct
sexual associations. It is not uncommon for merbdoaroused by
particular items of clothing, such as stockingsbgrpart of the female
body that does not have direct sexual associatiofise condition is

abnormal when the behaviour takes precedence beardual patterns of
sexual intercourse.

Transvestite fetishism varies from the occasionalanng of a few
articles of clothing of the opposite sex, to conpleross-dressing.
Cross-dressing usually begins about the time ofegyb The person
usually starts by putting on only a few garmentdhaf opposite sex as
time goes on, he adds more. Eventually he may dupsentirely in

clothes of the opposite sex. Tranvestic fetishisty experience sexual
arousal when cross-dressing and the behaviour déieminates with

masturbation.

Pedophilia: This is a repeated sexual activity (or fantasysath
activity) with pre-pubertal children and as a predd or exclusive
method of obtaining sexual excitement. It is almesclusively a
disorder of men. A pedophilic person usually clesos child aged
between six years and puberty. The child may beopdosite sex
(heterosexual pedophilia).

Necrophilia: This is an extremely rare condition of sexuausal and
excitement obtained through sexual intercourse vathdead body.
Occasionally, there have been reported legal taleen who murdered
and then attempted intercourse with their victif@her abnormalities in
the preference of sexual objects are zoophilia,eretlse called
"bestiality" or bestiosexuality. This is a conditiwhere animals are used
exclusively in obtaining repeated sexual excitement

7.2.2 Preference of Sexual Act

The second group of abnormality of sexual prefezéngolves variations
in the behaviour that is carried out to obtain séxarousal. Generally,
the acts are directed towards other adults, buteomas children are
involved. Included in this category are exhibitgim, sexual sadism,
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sexual masochism, voyeurism. Others include fuoten, coprophilia,
coprophasia and urophilia.

Exhibitionism: is the repeated exposing of the genitals to urgresh

strangers for the purpose of achieving sexual ex@nt but without any
attempts at further sexual activity with the otpberson. The urge could
be persistent or episodic. The act of exposungsislly preceded by a
feeling of mounting tension. When in this state tehsion, he

characteristically seeks to evoke a strong emotiosaction from the

other person, generally, surprise and shock.

Sexual Sadism:as a phrase, this term was first used by Margeisadle
(1774-1819). This is achieving sexual arousal,ithally and in
preference to heterosexual intercourse, by infigctpain on another
person by bondage or by humiliation. Beating, \phig, and tying are
common sadistic activities. Repeated acts mayitieanpartner who is a
masochist or a prostitute who is paid to take paadism may be a
component of homosexual as well as heterosexual aRiare cases of
sexual sadism towards animals have also been egport

Sexual Masochism: This is an achievement of sexual excitement, as a
preferred or exclusive practice, through the exgmaé of suffering. The
condition is named after Leopoid von Sacher-Maaqd@36-1905), an
Austrian novelist, who described sexual gratificatirom the experience

of pain.

Voyeurism (peeping): This is a derivation of sexual excitement by
observing sexual activities of others. Voyeurissnalso known as
Scopophilia or peeping. The voyeurs may also spyvomen who are
undressing or without clothes, for their sexualitexaent. The voyeur
does not attempt any sexual activity with the woplart masturbation is
always followed. Voyeurism is common among hetexaal men with
inadequate heterosexual activities.

Frotteurism: This is refers to a form of sexual excitementbplying or
rubbing the male genitalia against another pergsually a stranger and
unknown participant in a crowded place, such asbns.

Coprophilia:  This is sexual arousal induced by thinking about
watching the act of defecation.

Coprophasia: This is sexual arousal induced following the regtof
faeces.

Urophilia: This is sexual arousal obtained by watching tbe &
urination, or being urinated upon, or by self utio
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Study Session Summary

In this Study Session, we examined th&y/chological disturbances oft

@ associated with the sexuality and gender oriemtatib human beings
These includd disorder or sexual dysfuncti@md abnormality of sexu

Summary preference
Assessment
SAQ 7.1
e 1. Explain the following termsParaphilia, FetchismPedophilia,
Necrophilia.
Assessment
SAQ 7.2

1. Mention sexual practices that can be classifieplaaaphilia

Bibliography
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Study Session 8

Homosexuality

Introduction

This Study Sessioffiocuses on the practice of having sexual interax
with members of the same sex. In males, these pe@@ referred to
homosexuals; in female, they are known as lest

At the end of thisStudy Sessigryou should be able to

i. discuss the concept of homosexuality.

ii. highlight the determinants of homosexuality.
Learning Outcomes

8.1 Features of Homosexuality

Homosexuality denotes erotic thoughts and feeltogsrds a person «
the same sex, as well as any associsexual behaviour. The express
of this behaviour varies with age and circumstandéess more likely tc
be expressed when heterosexual behaviour is uabliailfor example i
prisons. Same sex behaviour is common in both raate female. I
male, i is homosexuality; in female it is known as lestksami
Homosexuality in men involves physical intercousshich includes ore
genital contact, mutual masturbation, and lessadteal intercourse. Tt
partners usually change roles in these acts, kth some couples, ot
partner is always passive and the other is alwelyge

The relationship does not last and some homosexaal exclusively
experience strong feelings of identity with othentosexuals and se
their company, most often in clubs oars. Some adopt feminil
mannerism and dress in women clothes to attracer&th Mos
homosexual men have a way of life like that of Ergeterosexual me
However, few of them prefer work and leisure atitdg that woulc
usually be undertaken by a man. Most are contented as heterose
men and have a stable relationship with their iidial partners.
Homosexual men vary in personality as much as dstenal men. |
homosexual men (as in heterosexual men), disofgegreonality is mor
likely to lead to difficulty with other people or with thaw and mor¢
likely to lead to referral to a psychiatrist omitial psychology

As regards san-sex women, tender feelings and social activities,
important source of satisfaction. Physical inturse between them
includes caressing, breast stimulation, mutual onbation and or-
genital contact otherwise known as cunnilingus. miority of them
practice full body contact with genital friction @ressure known ¢
tribadism. They may also engiin the use of a vibrator or artificial per
(dildo). Active and passive roles are usually exged although; or
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partner may habitually take the active role. Soeéhaviour is usuall
like that of heterosexual women; although, some seark and lesure
activities, which are, more often that not, asgeciavith men. A few @
them dress and behave in a masculine

Most of them also engage in heterosexual relatipesht some time
even though, they may obtain little satisfacticanirthem, andome may
marry

As a group, they are less promiscuous than homasexen and are le:
likely to seek transient sexual relationships, arsband other place
They are more likely to form lasting relationshigosd are less likely t
suffer loneliness andepression in middle life. Many of them may h
personality problems underlying their se-sex tendencie

8.2 Determinants of Homosexuality

Genetic causes or abnormality of the sex chromosohsve bee
imputed as responsible for homosexuality or lenism. Also certain
hormonal theories and neranatomical differences have been imput
As regards psychological causes, compared with rdsdguals
homosexual men and lesbian women have more offegriexced a poc
relationship with or prolonged atnce of the father figure in the famil
Other psychoanalysts have also reported that notfdromosexual me
are overprotective or unduly intimate. Some halg® auggested th

female lesbianism results from failure to resolvaduly close
relationshps, which the patients eyed in during early chitathowith the
result that intimate involvement with men is frighing and wome
become the preferred object of love. In a studyhomosexuals
Freedman, Kaplan, Sadock (1976) discovered thabideswomn

reported a poor relationship with both mother asitidr. Also a quartt
of the lesbian women have parents who are divormaupared with 59
in control

Heterosexual developments may be impeded by repeedamily
attitudes towards sex, by frightenearly heterosexual experiences, ol
lack of sel-confidence with the opposite sex.

Social determinants of homosexuality vary in acaepe in differen
societies, and may be caused by lack of sexuaétoatid sub cultur:
attitudes

Study Session Summary

o7

Summary

In this Study Session, wdiscussed the problems of sexuality and ge
identity. Specifically, we examined tlproblem of homosexuality amol
men and lesbianism among women. We also highlightedain
determinants of homosexuality in men and lesbiammswmwomen




PSY202 Abnormal Psychology

Assessment

O SAQ 8.1
‘ 1. Under what circumstances is homosexuality likelpd¢our

2. What are peculiar characteristics of homosexual naerl
Assessment women?

SAQ 8.

1. Discuss the theories that have bedaveloped to explai
homosexuality?
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Study Session g

Personality Disorders

Introduction

This Study Sessiofocuses on the examination of some characterisfi
individuals that, if placed outside the broad Isndf socially approve
norms, may be refeed to as personality disorders.

At the end of thisStudy Sessiaryou should be able to
I. define personality.
iil. discuss the characteristics of personality as well as peatty
Learning Outcomes disorders.

Personality is the emotional, behavioural, intéllat and physice
characteristics of an individual. When behaviovesulting from ¢
particular personality traits or attributes, assyr@portions which plac
them outside the broad limits of sociaapproved norms, one can be
to think about personality disorders. This is oggmb to personalit
characteristics, which are evident in every humgindp

9.1 Types of Personality Disorders

Common personality disorders include paranoid peal#y discrder,
affective personality disorder, schizoid persogatiisorder, explosiv
personality disorder, anankastic personality disgrd hysterica
personality disorder, asthenic personality disorderd personalit
disorders with predominantly tendenc

9.1.1 Paranoid Personality Disorder

This is a personality disorder in which there isessive sensitiveness
setbacks or what is taken to be humiliations amdffs. It is a tendenc
to distort experience by misconstruing the neubralriendly actionsof

others as hostile or contemptuous and a combatid¢emacious sense

personal rights. There may be proneness to jealougxcessive se

importance. Such persons may feel helplessly hated. Selreference
is another important characteri: of paranoid personality disorder. &

reference refers to the overwhelming tendencyénpiranoid personali
to see everything in his or her surroundings, &srmiag or relating tc
himself or hersel

9.1.2 Affective Personality Disorder

These are personalities which are characterised by a lifel
predominance of a pronounced mood which may be ispendy
depressive, persistently elated, or alternativelgranthan the other
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During periods of elation, there is an unshakalpgnosm and enhanced
activities of life. Periods of depression are nearky worry, pessimism,
output of energy and sense of futility.

9.1.3 Schizoid Personality Disorder

This is a personality disorder in which there isthdiawal from
affections, social and other contacts, with awtiptieference for fantasy
and introspective reserve. Behaviour may be dligktcentric or
indicative of avoidance of competitive situationSpparent coolness and
detachment may mask incapacity to express feeling.

9.1.4 Explosive Personality Disorder

This disorder is characterised by instability of adowith liability to
intemperate outbursts of anger, hate, violenceffectoon. Aggression
may be expressed in words or in physical violentlee outbursts cannot
be readily controlled by the affected persons, wtherwise may not be
prone to anti-social behaviour.

9.1.5 Anankastic Personality Disorder

This is a personality disorder in individuals, wlxperience feelings of
personal insecurity, doubt and incompleteness,ingado excessive
conscientiousness, checking, stubbornness andonaufhere may be
insistent and unwelcome thoughts or impulses, whlichnot attain the
severity of an obsessional neurosis. There is e@ofasm and
meticulous accuracy and a need to check repeatadhn attempt to
ensure this. Rigidity and excessive doubt maydresgicuous.

9.1.6 Hysterical Personality Disorder

This personality disorder is characterised by shalllabile affectivity,
dependence on others, craving for appreciation attention,
suggestibility and theatricality. There is ofteexgal immaturity, e.qg.
frigidity and over-responsiveness to stimuli. Undgress, hysterical
symptoms of neurosis may develop.

9.1.7 Asthenic Personality Disorder

The asthenic personality disorder is characterigedassive compliance
with the wishes of elders and others and a weadequate response to
the demands of daily life. Lack of vigour may shdtself in the
intellectual or emotional spheres; there is lithgacity for enjoyment.

9.1.8 Personality Disorders with Predominantly
Sociopathic Tendencies

This appellation is given to personality disordenamcterised by
disregard for social obligations, lack of feeliray bthers, and impetuous
violence or callous acts. Behaviour is not readihpdifiable by

experience, including punishment. People with fassonality are often
affectively cold and may be abnormally aggressivigresponsive. Their
tolerance to frustration is low. Furthermore, th#gme others or offer
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plausible rationalisationsfor the behaviour which brings them ir
conflict with society

Study Session Summary

In this Study Session, wexamined various personality disorders, wt

@ affect men negatively in socie

Summary

Assessment

SAQ 9.1
e 1. Give a working definition of the term Persona

2. Explain personality characteristics and personaligorders ir
Assessment humans.

SAQ 9.C

1. List andexplain the different forms of personality disor.
2. Distinguish between hysterical personality disorded astheni
personality disorders.

Bibliography
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Feedbacks to Self Assessment Questions

(SAQs)

SAQ 1.1

1. The four criteria that are used to define abnorimahaviour
include the following: defective cognitive functiog, which
includes impaired mental and intellectual abilitiefefective
social behaviour which means abnormality as a fanodf the
interaction of an individual with the environmedgfective self-
control which refers to lack of control over onéshaviour; and
distress, that means breaking of the natural compstems
against stress.

2. Abnormality varies from society to society depemgdion the
standards and normative values they have.

SAQ 1.2

1. Using sexual orientation as an example, we can e
different dimensions to abnormality.

SAQ 2.1

— First objectively, it may be based on an underlying

physical illness. This is a qualitative dimensiohiat
tries to identify specific abnormality defined by
exclusion.

Secondly, statistical dimension to it would examie
particular sexual orientation as a quantitative ceph
which assumes the behaviour of different individual
varies by imperceptible degrees.

Thirdly, there is the element of social maladjusime
which examines it as a interaction with the envinent.
Fourthly, subjective unhappiness identifies it as a
subjective feeling of individuals rather than sboiarms.

1. There are a number of ways to define the cause:

Psychodynamic model: Homicide may be a result of
anxiety produced by forces or conflicts a persomas
aware of.

Humanistic/ Existential model: In this regard, hoite
may be a result of the compelling force of inneyghéc
forces.

Social learning model: This means homicide may Hee t
result of faulty or ineffective learning and comaliting
patterns.

Socio-cultural model: Homicide may be a function of
general way of life in a society, that is, it iE@nsequence
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of certain societal features such as urbanizajaverty
and unemployment.

v. Cognitive model: Homicide is a result of maladjadste
thought process and faulty interpretation of situret
cases.

vi. Eclectic model: This model assumes homicide isalt®f
a multiplicity of causes.

SAQ 2.2

1. The assessment process would include identificataord
clarification, systematic analysis using assessnteciinigues,
diagnostic  classification, recommendation of appeip
interaction, follow-up treatment.

SAQ 3.1

1. Somatogenic theory of psychopathology assumes rieital
illnesses are due to physical malfunction. On tkeeo hand,
psychogenic theories assume that mental difficultiare
explainable in psychological terms.

SAQ 4.1

1. Symptoms associated with neuroses include agitagércessive
sweating, hyperventilation, dilation of the pupitgpelessness,
helplessness, insomnia, loss of appetite, lossiméo, de-
realization and de-personalisation.

2. Degree of anxiety is what differentiates a neurpticson from a
normal person.

3. Obsessions are defined as recurrent persistenghisguideas,
images, or impulses, which are perceived as ingpiatte or silly
by the individual. Compulsions are motor acts, clhiare
resisted but carried out despite being regardegaseless.

SAQ 4.2

1. Phobic anxiety is anxiety accompanied by a wiskavoid the
feared situation or objects or when the situatisnactually
avoided. Hallmarks are extreme anxiety and an avwid of the
feared phenomenon.

2. The DSM IV describes generalised anxiety disorderpanic
attack, panic disorder or panic state.

3. Common symptoms of anxiety include a feeling ofeintension
and anxious expectation and they may appear inhbani
somatic symptoms.

4. The different forms of neurotic disorders includgsteria,
Traumatic neurotic disorder, Compensation neurdi&order,
neurasthenia, hypochondria are the examples.

5. They all affect specific bodily functions from valiary actions
with conversion hysteria to memory with amnesiaéya.
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SAQ 5.1

1. Psychoses are a group of major mental disorderse rajor
characteristics of these illnesses are lose ofacontith reality,
inappropriate behaviour, inappropriate affect orochaelusions
and hallucinations and illusions.

2. Delusions are unshakeable false beliefs, incomgistgh reality,
held in spite of evidence to the contrary. Hallations are the
disorder of perception with respect to the sengars. lllusions
are perceptions of a physical stimulus that diffétieam the
commonly expected stimulus.

SAQ 5.2

1. Bleuler conceptualised schizophrenia as a disordiose
primary feature was an alteration of the facultys$ociation.

SAQ 5.3

1. The known symptoms of schizophrenia are faulty @etual
skill, disorganised thinking, emotional distortipnsithdrawal
from reality, and bizarre behaviour.

SAQ 5.4
1. The different sub-groups are Schizophreniform disgrparanoid
schizophrenia, catatonic schizophrenia, disorgdnise

schizophrenia, reactive schizophrenia. Explain eashe
describing the main signs and symptoms of each

SAQ 6.1

1. Depression is a morbid state of low mood and sadnes
Hypomania, on the other hand, is a state of exeiterand high
elation.

2. Bipolar affective disorder is characterised by anifestation of
both depression and mania at different times iaragn.

3. General symptoms include low moods, sadness and
discouragement. Psychological symptoms include laufk
enjoyment, diminished concentration or indecisiane
pessimistic thinking, guilt or self-blame, negatiself-reproach
or self-concept, and reduced libido. The physganptoms
include reduced energy, constipation, memory inmpeirt,
psychomotor, agitation or retardation, loss of #@ippeamong
others.

SAQ 6.2

1. Primary depression are not preceded by any othahpkgical
depression. On the other hand, secondary depreapjlies to
all cases with a history of previous non-affectpgychiatric
iliness or of alcoholism, medical illnesses, ortidéng of certain
drugs.

2. A reactive depression occurs in response to psggieal, social
or physical environmental incidents such as lossaoloved
family member or friend. Endogenous depressions those
without any apparent and major precipitating envinental
factors.




Feedbacks to Self Assessment Questions (SAQs)

SAQ 6.3

1. Symptoms of mania include but are is not limitedetdareme
elation, excitement, socially disinhibitive behawi@nd violence.

SAQ 6.4

1. The characteristic features of schizo-affectiveodisr include
hallucinations and delusions.

SAQ 6.5

1. The basic symptoms of organic psychosis are imgaire
orientation, memory losses, especially, retrogwesaimnesia that
is loss of memory preceding an accident or illnéssllectual
deterioration, such as difficulty in planning, reag, and
communication, blunted or exceedingly unstable @mnat
responses.

2. The forms of organic mental disorders are acutenl@gndrome
characterised by confessional states and delirCimonic Brain
Syndrome of deficits in intellectual capabilitiesnd delirium
tremens which is special form of delirium in alcbt®

3. A number of factors could lead to organic mentabdiers. This
includes psychosis after head injuries, psychosi®aated with
nutritional deficiencies, senile dementia, pre-erdementia,
tumours, psychosis from progressive neurologicdheds,
psychosis associated with severe medical illness.

SAQ 7.1

1. Fetchism, Pedophilia, Necrophilia are forms of phita and are
all characterised by an abnormal sexual orientatomwards
objects, underage humans and dead bodies resggctive

2. Forms of paraphilia include urophilia, voyeurisrmdasexual
masochism.

SAQ 8.1

1. Homosexuality is likely to occur when heterosexwddtionships
are unavailable.

2. Besides having sexual feelings towards people efséime sex
male and female homosexual partners behave uniquely

SAQ 8.2

1. There have been theories that it may be a geratiorf others
have claimed it is merely a consequence of famiiringing.
This social argument looks at the relationship heemoals had
while growing up.

SAQ 9.1

1. Personality is the emotional, behavioural, intéllat and
physical characteristics of an individual.

2. Personality characteristics are present in evemnamu being.
Personality disorders, on the other hand, arestthét assume
proportions, which place them outside the broaditdinof
socially, approved norms.
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SAQ 9.2

1. Personality disorders include paranoid personatiigorder,
affective personality disorder, schizoid persowgaldisorder,
explosive personality disorder, anankastic persgndisorder,
hysterical personality disorder, asthenic persondlisorder and
personality disorders with predominantly tendencieln
explaining them show how each form is peculiar heit own
right.

2. Hysterical personality disorder is associated witiigh degree of
shallowness and immaturity. Meanwhile, aesthenisqelity
disorder is characterised by lack of vigour in liegual and
emotional capacities.
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