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INTRODUCTION

There is no Health without “MENTAL HEALTH” but manyeople seldom
talk and some only pay little attention to doingngs to promote their
mental health. Many people who have mental hediddlenges may not
even know that they have such not to talk of seghiip!

Hello, welcome to this course. We are happy to haxedoing NSC 314 —
Mental Health and Psychiatric Nursing I. You wouldve done some
lectures in Mental Health and Psychiatric Nursinigew you were in the
basic school of nursing. You are going to do delittnore and have
opportunities to have practical sessions to givel yonore facts and
experinces in Mental Health and Psychiatric Nursimgrestingly, we all
learn a lot from been able to look at our own liv@s. As nurses you must
be able to manage your mental health to be abjgdeide mental health
care. You must have desirable knowledge about hewink between the
body and the mind, how the mind functions before gan determine if and
when something goes wrong, what goes wrong and whatan do within
your professional responsibility to help clienthiawe, maintain, sustain,
retain and adjust to permant change in their lives.

This course, along with the others must be learitih wour professional
roles and duties in mind at all times for you tecasee how you can apply
your new learning to improve your current practice.

This Course Guide breifly gives you information abthis course and how
you can succesfully go through the course. Pletasky & carefully.

COURSE OVERVIEW/DESCRIPTION

Mental health and Psychiatric Nursing is the sggc@ nursing that cares
for people of all ages with mental illness, memliskress or disorders that
involve disturbances in thinking, emotion, and/oehavior. Small
disturbances in these aspects of life are commart, when such
disturbances distress the person greatly and/erfare with daily life.
Nurses in this area receive more training in pshadioal therapies,
building a therapeutic alliance, dealing with cealling behavior, and the
administration of psychiatric medication.

The course is presented in Modules with small uligch unit is presented
to follow the same pattern that guides your leagniBach module and unit
have the learning objectives that helps you trabktvio learn and what you
should be able to do after completion. Small uwitscontents will be
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presented every week with guidelines of what yoaush do to enhance
knowledge retention as had been laid out in thessomaterials.

COURSE OBJECTIVES

At the completion of this cour se, you should be able to:

J Apply the concepts in mental health and psychiatmarsing
correctly.

. Describe the current issues and trends of careeintahhealth and
psychiatric nursing.

. Discuss the different coping mechanisms the cliargs in the
management of stress and anxiety.

) Discuss the signs and symptoms of psychiatric desst

. Discuss personality and common personality disstder

COURSE IMPLEMENTATION
DOING THE COURSE

The course will be delivered adopting the blenasdriing mode. You will
have hard and soft copies of course materials, witlualso have online
interactive sessions, face-to-face sessions wétiuotors and preceptors in
clinical sites and very limited campus face-to-faeetivities. The
interactive online activities will be available you on the course link on
the Website of NOUN. There are activities and assgnts online for
every unit every week. It is important that youitviee course sites weekly
and do all assignments to meet deadlines and ttrilsote to the topical
issues that would be raised for everyone’s contiobu

You will be expected to read every module alondwait assigned readings
to prepare you to have meaningful contributionsalibosessions and to
complete all activities. There will be opporturstiéor group work, case
analysis and presentations. In this course, younggd to report some of
your real life experiences working with people @ tommunity level for

health promotion activities. We would also learrwhto do academic

critiquing of each other's work, individuals andogps, in professional
manners demonstrating high level of respect amaitsfto help each other
grow. We would demand that you recognize cultura¢ ity and respect
cultural differences and treat your classmatesyit@ors, preceptors and
community members with respect and dignity.
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COURSE REQUIREMENTS AND EXPECTATIONSOF YOU

Attendance of 95% of all interactive sessions, dgbion of all
assignments to meet deadlines; participation ifC8IA, attendance of all
laboratory sessions with evidence as provided énldly book, submission
of reports from all laboratory practical sessiond attendance of the final
course examination. You are also expected to:

1. Be versatile in basic computer skills.
2. Participate in all laboratory practical up to 90%lee time.
3 Submit personal reports from laboratory practicekssons on

schedule.

4. Log in to the class online discussion board attlease a week and
contribute to ongoing discussions.

5. Contribute actively to group seminar presentations.

EQUIPMENT AND SOFTWARE NEEDED TO ACCESS
COURSE

You will be expected to have the following tools:

1. A computer (laptop or desktop or a tablet)

2. Internet access, preferably broadband rather tlefug access.

3 MS Office software - Word PROCESSOR, Powerpoint,
Spreadsheet.

4. Browser — Preferably Internet Explorer, Moxilla éfwx.

5 Adobe Acrobat Reader.

NUMBER AND PLACES OF MEETING ONLINE, FACE-TO-
FACE, LABORATORY PRACTICALS

The details of these will be provided to you attihee of commencement
of this course.

DISCUSSION FORUM

There will be an online discussion forum and togasdiscussion will be
available for your contributions. It is mandatotyat you participate in
every discussion every week. You participation Iydu, your face, your
ideas and views to that of every member of thesctagl earns you some
mark.
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COURSE EVALUATION

There are two forms of evaluation of the progress sre making in this
course. The first are the series of activitiesjgmssents and end of unit,
computer or tutor marked assignments, and laborgicactical sessions
and report that constitute the continuous assedstnahall carry 30% of
the total mark. The second is a written examinatathh multiple choice,

short answers and essay questions that take 7QP& abtal mark that you
will do on completion of the course.

Students’ evaluation: The students will be asseasedevaluated based on
the following criteria.

J I n-Cour se Examination:
In line with the university’s regulation, in-courgxamination will

come up in the middle of the semester These wautgecin form of
Computer Marked Assignment. This will be in additido
lcompulsory Tutor Marked Assignment (TMA’S) and etar
Computer marked Assignment that comes after evedute.....

J Laboratory practical: Attendance, record of participation and other
assignments will be graded and added to the otwges form other
forms of examinations.

o Final Examination: The final written examination will come up at
the end of the semester comprising essay and olgegtiestions
covering all the contents covered in the coursee Timal
examination will amount to 60% of the total gradethe course.

L ear ner-Facilitator evaluation of the course
This will be done through group review, written essment of learning
(theory and laboratory practical) by you and thalifators.

GRADING CRITERIA

Grades will be based on the following Percentages,

Tutor Marked Individual Assignments 10%
Computer marked Assignment 10%
Group assignment 50 40%
Discussion Topic participation 5%
Laboratory practical 10%
End of Course examination 60%

J

Vi
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GRADING SCALE

A =70-100

B =60-69

C=50-59

F=<49

SCHEDULE OF ASSSGNMENTSWITH DATES

Every Unit has activity that must be done by yospelt out in your course

materials. In addition to this, specific assignmeiit also be provided for
each module by the facilitator.

SPECIFIC READING ASSIGNMENTS
To be provided by each module.
REFERENCE TEXTBOOKS

Sreevani, R. (2004). A Guide to Mental Health arsydRiatric Nursing,
India: Jaypee Brothers Medical Publishers Ltd.

Morrison-Valfre, M. (2005). Foundations of Mentag&lth Care. Missouri:
Mosby Inc.

Olatawura, M. O. (2002). Psychology and Psychiatbgdan Lecture
Series. Ibadan: Spectrum Books Ltd.

Mary C. Townsend (2009Rsychiatric Mental Health Nursing: Concept of
Care in Evidence Based Practice. Philadelphia: F.A. Davis.
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Contents
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vii
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MODULE 1 INTRODUCTION TO MENTAL HEALTH
AND PSYCHIATRIC NURSING

Unit 1 Concepts in Mental Health and Psychiatry

Unit 2 Mental Health, Hygiene and Adjustment Magism

Unit 3 Characteristics of Mental Health

Unit 4 Current Issues and Trends of Care in Mad&lth

UNIT 1 CONCEPTS IN MENTAL HEALTH AND
PSYCHIATRY

CONTENTS

1.0 Introduction
2.0 Obijectives
3.0 Main Contents
3.1 Concept of Health
3.2 Concept of Mental Health
3.3  What is Psychiatry?
3.4  Whatis Mental Health and Psychiatric Nursing?
3.5 Misconceptions of Psychiatry
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment (TMA)
7.0 References/Further Reading

1.0 INTRODUCTION

“Mr James Audu Ibekwe is a friendly, jovial and pgmerson who has
very amiable relationships with family members aime and co-workers
in his place of work. He makes people feel good emwlects everyone in
ways to enhance their self worth. He is unlike Mauba lkechukwu
Rehoboam who cannot see anything good in anyotishsarrogant, ever
moody, always shouting people down, ever suspicmfusthers and so
difficult to live and work with”. Do you know peoglline these two
people? Who would you say is healthy of the two®m sure you are
familiar with the World Health Organization’s defion of Health — A

state of physical, mental, social (and spirituadlivibeing and not merely
the absence of disease.

Many people, including you and I, throw around teramcluding mental
health, in everyday use without really understagdime meanings! So
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what is mental health? Mental health is a broatht€8ome use it as a
simple synonym to describe our brain’s health. @these it more broadly
to include our psychological state. Still otherdl @wdd emotions into the
definition. | believe a good definition included af the above. Mental
health describes our social, emotional, and psychodl states, all
wrapped up into one. You will learn more in thigtiabout the concept of
health and mental health, as well as psychiatry ieedtal health and
psychiatric nursing.

Figure 1.1 Mental Health Expression
http://www.google.com.ng

EVERYEoDY ELDE SEEMS So
HAPPY AAD AORMAL . | WISH
) WASA)'T THE DALY FPERSON

WITH MENTAL HEALTH |ISSUES.

Fig. 1.2; Perception of mental Health
http://www.markfreeman.ca/wp-
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There is often a lot of confusion about what we mefien we talk about
mental health. Many people immediately start tmgkabout mental health
problems or mental iliness — but this is only oaet pf the picture.
Everyone has ‘mental health’ and this can be thbafim terms of:

) how we feel about ourselves and the people aroand u

. our ability to make and keep friends and relatignsh

. our ability to learn from others and to developgisyogically and
emotionally.

Being mentally healthy is also about having thersjth to overcome the
difficulties and challenges we can all face at snie our lives, to have
confidence and self-esteem, to be able to takesesi and to believe in
ourselves.

In this module you will learn the basic conceptsmental health and
psychiatry, and you will be able to identify thofetors that promote
mental health.

2.0 OBJECTIVES

At the end of this module, you will be able to:

discuss concepts in mental health and psychiatry
determine a mentally healthy person

predict mental health direction of an individual

explain the concept of health

define mental health

describe the concept of mental health and psyahiatirsing
list various special fields of psychiatry

identify the misconceptions of psychiatry.



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSING |

3.0 MAIN CONTENTS

3.1 Concept of Health

THE COMPONENTS OF HEALTH

sponsoneney €% MakeMe"

PHYSICAL MENTAL

SOCIAL

ENVIRONMENTAL SPIRITUAL

Fig. 1.3 Components of Health
http://www.pinterest.com/pin/

“Health” is a word that has a common use. It fesguprominently in
consumer goods advertisement, especially with tliesding with food,
drugs and cosmetics. It also features in our ewsrabnversations, good
wishes and greetings. It is expressed either intiglior explicitly and has
become the concern of every individual, family, coumity and the
government. It is a term that was not defined iy arecise way until
when the World Health Organisation put forth itéimi@on which has now
been accepted as a standard definition among hpsdittitioners. The
Organization defined health as “a state of comppdtgsical, mental and
social well-being and not merely absence of diseasafirmity”. There
are two parts to this definition. The first paresehealth as “a state of
complete physical, mental and social well-beingd a@he second part
views health as not necessarily the “mere absehdes@ase or infirmity”.

4
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This first part of the definition clearly points toilne fact that health has at
least three dimensions or components — mental, igdlysnd social
components. The second part confirms the above biewlearly pointing
out that the absence of disease and infirmity dossmean that health
necessarily exists. In other words, health cannet determined by
observing or evaluating the physical or physiolaggtatus of a person.

Over the years, the World Health Organization’sirdebn remained

supreme, but later some authorities in health ddut®egan to question
some aspects of the definition. Take a look atdaénition again. The

guestionable aspect is that which speaks of a sfatemplete physical,
mental and social health. Although health is usuaedinsidered positive,
there is no question of its completeness, becatdtudtuates on a
continuum. At any moment, health may be locatedwdmeye on this

continuum. If located near the extreme positive efithe continuum, it

would represent the highest level of health. Bubdated at the opposite
end, it would represent a low level of health. Bfere a state of
completeness is ruled out because no one evensatta highest level of
optimum health. However a location of health statishe low level of

health is the beginning of ill-health and that dbsolow level of health is
death.

lliness-Wellness Continuum

WELLNESS PARADIGM
Pre-
Mature - LJ =
Death ility Symptoms Signs

TREATMENT PARADIGM

Weliness

Neutral Point
(No discernable illness or wellness)

Fig 1.4: Health — lliness Continuum

As a result of the limitations in the WHO definiticome other definitions
have arisen. These are not necessarily more sa@sfathan the WHO
definition, but they clearly show the area of enghaf the respective
authors. Such definitions include:

1. Health is a quality, resulting from the totain€tioning of the
individual in his environment that empowers him dohieve a
personally satisfying and socially useful life (dslret al, 1975).
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An analysis of this definition shows that there farer components:

I. as the unity of the individual,

il. as a quality of life,

ii. as an achievement of personally satisfying lifel an
V. as an achievement of socially useful life.

2. Health is that state or quality of life whichadles an individual to

face up to crisis, carry out his daily respondilei efficiently and
relate to other persons effectively.
The above definition gives health the pride of plaBy implication,
only the person who is in health can function iry aneaningful
way and the functional level is dependent on thesll®f health
such a person is enjoining.

3. Health is that quality which enables one toélimost and serve
best” (Williams, 1933).

This is a more philosophical definition which coute said to be a
summary of the definition it follows. Only a personhealth can be in a
position to “live most and serve best".

When you wake up in the morning, stretch yoursetl #hrow up your

arms and yell, “I feel wonderful and good this mingi, that is an

evidence of health. Health is the most prized psisa of human beings,
although man often takes it for granted until hgibg to lose it.

Biologically, human beings are made up of manyartich take their

origin from millions of cells which differentiatento organs and systems
all working in harmony while health exists. He isashe up of physical

mental and social dimensions, each distinct inadtar, yet functioning as
a unit. Since these dimensions function as a unithen implies that

whatever affects any of the other parts brings abettain changes in the
other parts or causes disequilibrium in the indmats constitution to a

point whereby his/her functioning is either slighar grossly impaired.

Being in health has much to do with the degreeiséglilibrium factors
affecting an individual's normal life. This degrettermines where a
person’s place is on the continuum of health meetibearlier. Being in
health has nothing to do with whether an individgad midget, a giant or
physically disabled. A person is regarded as beingealth if in spite of
the three examples of conditions mentioned abogds table to function
effectively, physiologically, mentally, intellectiyaand socially within his
limitations. Although a discussion of health u$pabdkes the form of

6
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separate treatments of the physical, mental anthlsoomponents of

individuals, this is purely for convenience. In gifee, as you should have
observed from earlier expressions about an ailra#fatting a part of the

body, there is no such thing as separate and cigilmysical, mental and
social health. This implies that health is consdeas it affects the totality
of an individual and not just a part of him.

Let us examine the following situation. You miglatys‘my head aches”
but not that “my head is ill” or “my head does restjoy health today”.
Although there are times you might say “my fevebétter today” or that
“my head is alright now”, but the more natural amdional expression
might be to say, “My headache is cured”. The digmwsof a person due
to headache or his freedom from ache is a condifiest like a variety of
other conditions which positively or negativelyedt the status of such an
individual's total health that is, his physical, m& and social health
combined. These dimensions are inseparable. Theeyharfactors which
make an individual a unique personality and whiehtesm out from any
other individual.

Since health fluctuates on the health continuuns, herefore a quality of
life which results from one’s total functioning Wibh one’s physical,

biological and social environment. Effective living also a result of a
person’s functioning in a variety of life’s situatis which include his
physical, mental, social and spiritual experiend®bat you do — such as
your work, leisure activities, social engagemerftspd habits, your

failures, your frustrations, etc. — all combined&termine your quality of
life.

The concept of quality of life therefore impliesathwhat is important is
not necessarily how long one lives, although lafegis desirable, but how
well one lives, how fulfilling, fruitful and satiging the existence has
been. Many people take good health for grantedagashewhen all is well
with them. Its importance is quickly realized whgood health gives way
for illness or poor body functioning. The best wayprotect and maintain
health is through the acquisition of scientific kWiedge with regards to
health matters, the adoption of positive attitudevards health and the
practice of good health habits.

Health is a phenomenon which transcends the ina@lidAlthough most
individuals are concerned with their personal ledhere is more to it as
it is also concerned with the home as well as tmarounity to which the
individual belongs. It is therefore incumbent onesone who has
achieved good health to seek for the welfare of bemnof his family and

7
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community. A person who is in the peak of health surrounded by
squalor and filthy environment and hunger cannotdasidered healthy.
Good health requires an achievement of a sociaéful life, as well as
maintaining good physical, emotional and spiritwellbeing

3.2 Concept of Mental Health
What Is Mental Health?

Mental health has not been easy to define becatisseveral views
associated with it. However, a synthesis of thase/v holds that mental
health is the adjustment which a person makesmséif as well as to the
society, so that he faces realities of life anccfioms most effectively with
the greatest satisfaction and cheerfulness in bp@aceptable ways. In
other words, a mentally healthy person is one vghahle to control his
emotions and adequately meets variety of situatensomes across in his
environment; one who possesses a sense of sekmesinsight to things
and self-acceptance.

Mental health is a state which is completely alo$tbeecause an onlooker
does not know what is going on with an individualt its manifestations
are generally observed in the individual's overthdeaour or adjustments
which the individual makes in response to his emment, be it physical,
biological or social.

“nunlmmp.ﬁr
1‘-"“-5‘ X uF .
nmﬁnn“':mmpj disorders
m:rm ner'rll'um :,:um.ﬁ.ljgal l“ﬁ
a £ MONONSEEET
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il Widd HH“E’:"? LY P T TR
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leahsviowril poshlame
e L
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Fig. 1.5: Mental Health
Source: http://www.corrections.com/news/article/2891-are-we-all-on-
the-treatment-team-.
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Definitions of Mental Health

You would have observed from what has been saigeati@mt an absolute
definition of mental health remains a problem.slithus easier to use the
description of mental illness in order to bring ¢l meaning of mental
health, since any abnormal behaviour is clearlyamifastation that all is
not well with the exhibitor of that behaviour. Argen whose behaviour is
deemed abnormal is obviously not enjoying good aldmalth by societal
expectations. The assumption is that when a pebstraves in a way
approved by a rational society, such a person mestxperiencing good
mental health. There are obvious limitations irs tassumption because it
neither shows clearly the level of mental healtm@penjoyed by a person
nor the difference between a high and low levelhehlth which is
considered below normal.

Some authorities have provided definitions or dpsons of their
conception of mental health. While each is beddvhg the limitations
such as identified above, a synthesis of all tmepeesented below gives a
clear picture of what mental health is. By the tipoel have studied them,
you should be able to provide your own definitiordescription of mental
health. Let us look at what some of these autlesrisuch as Fansworth
(1957), Johoda (1958), Maslow (1959), Glasser (1%6@ Johns et al
(1962) has to say.

Fansworth (1957) defines mental health as a stat@ra in which one is
free to make use of his capacities in an effectimd satisfying manner.
Mental health implies a moderate amount of selfausthnding, the
capacity to be creative, the ability to love andegat love, and to think in
terms of other people rather than on oneself only.

Johoda (1958) sees a mentally healthy person as/looe

1. Understands himself including his own motivatidrives, wishes
and desires;

2. Accomplishes self-realisation and self-actwadiis;

3. Has an integrated and balanced personality.

Maslow (1959) sets out his hierarchy of basic humeeds, the fulfillment
of which is believed to promote mental health.

These include:

1. Physiological needs (food, sleep, sex etc.).
2. Safety and security needs.



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSING |

3. Love (or belongingness) need.
4. Self-esteem need.
5. Self-actualization need.

Glasser (1960) viewed mental health as being symonmg with
responsibility. He defines responsibility as thdigbto fulfill one’s needs
and to do so in a way that it does not deprive rstioé their own ability to
fulfill their own needs as well. He also sees théividual as having two
basic needs; the fulfillment of which he contendsild engender positive
mental health:

1. The need to love, and be loved.
2. The need to feel worthwhile to both self anukos.

Johns, Sutton and Webster (1962) define mentattheal “the quality of

personal health resulting from the individual'sigaction of human needs
through personal and social adjustments in hisrenment’. Such an

adjustment will enable the individual to:

Face his problems realistically.

Make choices from several alternatives.

Cope with one’s emotions maturely and skilifull

Work efficiently and live effectively.

Contribute to the improvement of the society.

Find satisfaction in success and happinesarnyiaog out one’s own
role in life.

ouhkwbhE

A synthesis of all the above description or defoms of mental health
indicates that:

1. Mental health requires emotional stability amaturity of character;
as well as the strength to withstand strains arebsgs in today’s
society without undue physical and psychologicatdmfort.

2. Mental health implies the ability to judge mBabhccurately and to
see things in their true perspective and in terinh@r long term
rather than short-term values.

3. Mental health means the ability to love antiédoved as well as to
be able to sustain affectionate relationship witthecs. This
demands the presence of affectionate consciencalistie
independent and at the same time a practical cpahlzh to live.

4. Mental health demands satisfaction of needsh sas basic
physiological need, security need, self-esteem aself-

10
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actualisation need in such a way that neitherrsaifother persons
are hurt.

5. Mental health requires the development of awton by gaining
independence of action and orientation towards ingug, as well
as the ability to master life as it comes, to cojiiéd inter- personal
relations and group belongingness and to achieppihess in life.

3.3 What is Psychiatry?

Psychiatry is a branch of medical science whicHsdegth the study and
treatment of mental diseases. It deals with thedmi@motions and
behaviour of man — scientifically, the least untlevd aspects of the
human animal.

Psychiatry is the branch of medicine which dealshwhe diagnosis,
treatment and prevention of mental illnesses. Hayoh illness is
characterized by a breakdown in the normal pattérthought, emotion
and behaviour. Psychiatric problems and ilinesalldtinds are extremely
common throughout life.

/J THINGS
HAVE BEEN )
BUILDPING
UP INSIDE

OF ME

Fig. 1.6 Psychiatric symptom Source; http://lolb@dm/psychiatry-
cartoons/

11
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Special Fields of Psychiatry

(a)

(b)

(€)

(d)

12

Child Psychiatry: Child psychiatry deals with theghosis and
management of psychiatric problems that have tlosiset in
childhood. Child psychiatry is primarily concerneath the study
and treatment of behavioral disorders and emotipratblems that
affect children. Emotional maladjustments of cheldrfrequently
are characterized by anxiety reactions. They majude habit
disorders—such as nail-biting, thumb-sucking, bedtwg, and
temper tantrums—and conduct disorders—such as reatre
aggressiveness, lying, stealing, destructivenesghtirig, fire
setting, cruelty, and running away from home.

Geriatric Psychiatry: Geriatric Psychiatry is thtedy of mental
disorders affecting old people. Age 65 is tradigiltyr accepted as
the arbitrary dividing point between adult psychjasnd geriatric
psychiatry. Some medical practitioners specializggdly in

geriatric medicine and some Psychiatrists spend wioheir time

in geriatric psychiatry, often as Consultants imles for the elderly
or to public agencies concerned with the welfareldfpeople.

Forensic Psychiatry: The phrase “Forensic Psyctiiatill include

all aspects of psychiatry which remain in close amnghificant
contact with the law, legislation or jurisprudencesluding, but not
limited to, problems in the psychiatric aspects testamentary
capacity, criminal responsibility, guardianship dmnce,
competency, marriage, divorce, custody of childresrmnmitment
procedures, personal injury evaluation, malpractitegation,

preservation of the civil rights of the mentally, iaddiction to
alcohol and drugs; psychiatric testimony in coamsl before other
tribunals or legislative bodies, management andtriment of all
offenders and confidentiality of records. Thus fmie psychiatry is
a general term that denotes the interface betweaw knd
Psychiatry.

Adolescent Psychiatry: Adolescence — the pebetween puberty
and young adulthood (approx. 12 — 17 years) is ethkky a great
surge of physical development and major social gsythological
adjustments. It begins a year or so earlier in fem#han in males
both psychologically and emotionally. There are kadr
endocrinologic changes during this phase of lifae T'normal’
adolescent almost always shows evidence of emadtiomaoil and
personality change. The adolescent who shows ndi@mad uphill
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(f)

(¢))

is apt to be repressed and is actually failing &aldwith the
problems of this phase of life.

Community Psychiatry: This is a new but rdémliapproach of the
psychiatrists and other members of the psychiateaam of
preventing, identifying and treating psychiatric tieats.

Community Psychiatry has developed to the reatmathat much
of the effort expended in the past as treatmentnfientally ill

individuals encouraged chronicity rather than aunetto a
productive life. Thus the current trend is to tréfa¢ individual
immediately in the community, no matter how distdbhis
behaviour may be.

Transcultural Psychiatry: The study of menthsorder against
diverse cultural backgrounds — is an extension aftucal

psychiatry. It is both a theoretical and a prattitscipline in which
the psychiatrist and the patient have differenttural origins.

Psychiatry’s horizons are ever widening — from wmuilials to

families, industries, communities, cultures, nadiand the world
knowledge of the one illuminates the many; problemd customs
of the many impinge on the one.

Social Psychiatry: It is a branch of study arebsearch with
important clinical applications that is concerneihwhe etiology,
diagnosis, treatment and prevention of mental des@: There has
been great interest in the genesis and distribubbnmental
disorders in community population with emphasis social,
environment and psychologic variables — as theecaffthe
incidence and prevalence of mental disorders.

3.4 What is Mental Health and Psychiatric Nursing?

Mental Health and Psychiatric Nursing (MH&PN) isecialized branch
of nursing in which the nurse utilizes her own pegdity, her knowledge
of psychiatric theory and the available environmengffect therapeutic
changes in her patients’ thoughts, feelings andatiebr. Her ability to
effect these changes varies according to her expagiand education. The
therapeutic role of the Mental Health and PsycludMurse (MH&PNurse)
cannot be described only in terms of attitudeslirfgs, relationship and
understanding. What the nurse brings as a persthre tbeatment situation
is directly related to her therapeutic effectivenes

13
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Mental Health and Psychiatric Nursing is also coned with the
promotion of mental health, prevention of mentabdier and the nursing
care of patients who suffer from mental disorddmng, Mental Health and
Psychiatric Nursing is the process whereby the enasssists persons, as
individuals or in groups, in developing a more pigsi self-concept, a
more harmonious pattern of interpersonal relatigpgshand a more
productive role in the society.

The goal of Mental Health and Psychiatric Nursirgecis to encourage
the patient to face reality and resume independetibn as soon as
possible. The Mental Health and Psychiatric Nurssisés in working

towards this goal by: his/her humanistic and undeding contacts with
patients in his/her day-to-day activities, beingn@mber of the therapeutic
team in establishing a therapeutic milieu, and maly conducting

psychotherapy with some patients.

The attainment of these goal results in the esfabient of patterns of
behaviour that is more satisfactory and satisfyimgothers. Therefore,
helping persons to accept themselves to improve th&ationships with
other people and to function independently arentibst fundamental goal
in Mental Health and Psychiatric Nursing. Mentalakfle and Psychiatric
Nursing provides opportunities for patients to dmartheir maladaptive
behaviour.

A Mental Health and Psychiatric Nurse is a memlfethe “Therapeutic
team” which includes the psychologist, social werkeccupational
therapist, and auxiliary workers. Mental Health aPslychiatric Nurse
assists in formulating and implementing a broach p# care for each
patient to meet his total needs. This plan is dge after some contact
with the patient so that all team members can stiaie observations and
outline some of the patient’s most obvious ned@sychiatric Team

14
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Fig. 1.7: Mental Health and Psychiatry as a tearrkwo
Source http://www.mentalhealthy.co.uk/news/716-care-qualit

commission-survey-of-mental-health-service-usend.ht

Whether a psychiatric patient is admitted into hlospital or treated as an
out-patient, the modern method of care in bothaimsts is mainly “a team
approach”. Thus:

) One or more Psychiatrists (Doctors) with a Qdtant acting as a
team leader

(i)  Ward or Unit Nursing Sister/Superintendent

(i)  Mental Health and Psychiatric Staff Nurses

(iv)  Occupational Therapist

(v)  Psychiatric Social Worker

(vi) Psychologist. are involved in the managemeftand care of
mentally ill.

15
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3.5 Misconceptions of Psychiatry

/Sume myths about mental

illness
The public may believe that people
who suffer from mental illhess:

® Plever recover enough to
become caontributing members
ta their cammunities

* Are fundamentally unstable
and unpredictable

* BMlay be dangerous to those
around them

® Are possessed by evil spirits
ar CUrses

® Are paying the price for some
moaral wrongdoing

Fig. 1.8Myths about Mental lliness
Adapted from http://blogs.psychcentral.com

Psychiatry practice is the most humiliated brantimedical practice by
people even among other health care professionahuse of the
misconception people have about the psychiatry fitsmevolution as a
specialty.

Pre-Scientific

People believe that:

(1) Psychiatric iliness is due to evil causes

(i) Mal-evilment of others e.g. witchcraft
(iif) That mental iliness is a form of maltomeng etaboos.

16
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Negative Attitudes

) Discrimination against mentally ill people -ertstituting popular
jokes and mockery.

(i)  Rejection by family and society e.g. becaudespoiling family
name.

(i)  Rejection by society. He receives negatit#udes from colleagues
on duty. Socially, he finds it difficult to mix witpeople; as people
believe that they could also become psychiatrieepatf they move
freely with a mentally sick individual.

(iv)  They are labeled by the public.

(v)  Legal discrimination. Patients are kept in theylum. They are
compulsorily detained.

The whole procedure of asylum is like sentencingpeewho are mentally
ill into imprisonment.

As a result of the negative attitudes of the pusdiciety, mentally ill
patients are regarded as patients who should bt &epy from other
people.

Another misconception is that because of the bétiaf mental iliness has
something to do with the appearance of “moon” —ckeithe word
“lunatic” comes from the Latin word “lunar” = moon.

40 CONCLUSION

Being mentally healthy is also about having thersjth to overcome the
difficulties and challenges we can all face at snie our lives, to have
confidence and self-esteem, to be able to takesesi and to believe in
ourselves.

5.0 SUMMARY

You have just learned various definitions of terhik® health, mental
health and psychiatry in this unit, these terms &Besic to your
understanding of the subject of mental health aytipatric nursing. The
unit also identified the scope of psychiatry apecgalty in medicine with
various sub-specialties such as: child and adakge®ychiatry, forensic
psychiatry, geriatric psychiatry and others. Vamportant in the unit is
discussions on the misconceptions people have aliwait field of
psychiatry, and mental health and psychiatry beescrbed as a team
work that involves many health care professionals.

17
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6.0 TUTOR-MARKED ASSIGNMENT

Reflect on what you use to know about the concémhental health and
psychiatry and write the difference between whait yse to know and
what you now know. Interview 10 persons (3 men, @nen, 2 male
adolescents and 2 female adolescents) to find diat whey know about
mental health. Record your interview and share yodings with your
group and facilitator on your discussion forum

SELF-ASSESSMENT EXCERCISE

I. Explain the concept of health.

il. Define mental health.

iii. Describe the concept of mental health and psyetiatrsing.

iv. List various special fields of psychiatry.

V. What are the various misconceptions people havatadsychiatry.
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1.0 INTRODUCTION

You have learned about basic concepts in mentdthhaad psychiatric

nursing in the previous unit, now we are going tecdss some more
important aspects of mental health that is mengdlth and hygiene.
Mental health and hygiene is the two sides of a.chygiene is the pre-
requisite condition for maintaining good and sounedlth. Besides these,
this unit also deals with the various mechanismadjtistment. In fact,

adjustments mechanisms are the instrument for aiaing the balanced
personality as well as the instrument to rescuenftbe various mal-

adjusted behaviours and problems.

You will learn more about the concept of mentalltheand hygiene which
will enable you to identify factors affecting mehkeealth and discuss the
concept of maladjustment as it relates to mentakhef an individual.

2.0 OBJECTIVES

At the end of this unit you will be able to:

Explain the meaning and concept of mental healthhgigiene
Identify the factors affecting mental health

Explain the concept of Mental Hygiene and its Chemastics
Identify the Functions, Principles and limitatiosfSMental hygiene
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. Discuss the concept of Adjustment Mechanism andCheses of
Maladjustment.

3.0 MAIN CONTENTS

3.1 Meaning of Mental Health

ThLK Bt KEER IN TAEER  ACCEPT WHO
ABOUT YOUR WELL TOUCH BhEAk YOU ARE
FEELINOS

PRACTICAL WAYS i
10 LOOK :
AFTER YOUR &) X ‘P{

NENTAL HEALTH

ORIKK AgK FOR DO THIKAE  CARE FOR
Aemve SENBIBLY HELP 10U ARE OTHERS
{000 A1

Fig. 2.1 Activities that lead to good mental healt
http://mygrade7health.blogspot.com/2014/10/the-nate-of-mental-
health.html

Mental health is defined as a state or conditionwdrich an individual
feels a sense of well-being. This gives him or ¢tegacity to live life in
fulfilment of what he or she wants to achieve iocerdance to the
available resources. This condition also providesmdividual the capacity
to be resilient to the stresses he meets and pmmdsto these challenges
without having to compromise his well-being. Thissca makes him
productive and fruitful for himself and his commiyni

The concept of mental health is as old as humangbeiOur ancient
scriptures are full of references to mental disea8ait this concept is
comparatively new even in the West. Burmham who leasjzes the
importance of integration or wholeness of perstyaaid “a mentally
healthy person is one who has a balanced perspnfiée from schism
and inconsistencies, emotional and nervous tendisoprds and conflicts.
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A well adjusted person can deal with his potertigdi as well as he can
accept his limitations.”

Characteristics of Mental Health

Different authors emphasize different charactesstif a mentally healthy
person. These can be studied under following heads.
(A) Indian Views (B) Western Views

Indian View:

Indian concept of mental health is available in &tbarva Veda which

provides detailed information on mental disorded a&heir treatment.

According to Artha Veda mental personality consiststhree gunas or
characteristics: Sattya, Rajas and Tamas. The anbal of these gunas
causes mental disorder. These gunas are in the smod birth, but they
keep certain equilibrium in a normal person. Sonmmadrmental health

means living in Rajas and Tamas to a certain degree

The Charak Samhita and Susrut have also given the concept of mental
health, but they do not differ significantly fronmet Atharva Veda’'s
concept of mental health. These concepts of mdmgalth are used in
Aiurveda.

Western Concept:Though the concept of mental health is comparativel
new yet different authors have given different \8evegarding sound
mental health. Harry Stack Sullivaa says that atatgrhealthy individual
would place a major value on efficient social fumicing.

Freudians lay emphasis on an awareness of one’®nsaiousness
motivations and subsequent self control, based o a@wareness.
Jahoda (1963), proposes six criteria of the megntadialthy individual.
These are-

The ability to love adequately in interpersonabkteinship, efficiency in
meeting situation requirements; efficiency in peblsolving. These also
include;having undistorted perception of realitcluding empathy and
social sensitivity; possessing a balance of psyfdrces in the individual
and a unifying outlook on life and resistance test; been able to make
decision; growth, self development and self achadibn including
conception of self etc and attitude towards selicept and sense of
identity.

From the above discussion we can easily distingogtiveen the mentally
healthy and unhealthy person in the following ways
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Table 2.1: Mental health and mental iliness comgare

Mentally Healthy Mentally Unhealthy

1.Aware about their self ar| 1. Not aware about their own s
have some respect for others | and have no respect for others

2. Understand one’'s owv|2. Can’t understand one’s o\
limitation and also can toleratldimitation and can’t tolerat
others limitation. others limitation.

1%

3. They can understand that | 3. They can’t understand tl
behaviour is causal. cause of behaviour.

4. They can understand the be| 4. They can’t understand tl
needs that motivate behaviour.| basic needs which motivate
behaviour.

Mental health is, thus, a condition of psycholobicaaturity. It is a
condition of personal and social functioning with maximum of
effectiveness and satisfaction. A mentally healpeyson is responsible,
self reliant and has a true sense of individuakig.has a realistic life goal
as well as philosophy of life and values. He cdfedi@ntiate between the
right and the wrong.

According to Jacky Roy, a mentally healthy persmssesses a good
physical health. He can keep a good social reldbonHe has insight into
his action.

On the basis of the above discussion we can make falowing
observations.

Concept of mental health is subjective, Mental the& depending on
sound physical health, Measurement of mental haalttifficult as we
don’t have any standardMental health depends ory ri@aors, Criteria of
mental health may be different from country to doynMental health is
synonymous to balance personality, Mental health dynamic concept,
and that Mental health is related with stress arairsof life.
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3.2 Factors Affecting Mental Health

physical health
disability
Biological

genetic vulnerabilities

temperament

drug effects

Mental
Health

self-esteem
peers

family
relationships

Psychological

coping skills

family circumstances

trauma

Fig. 2.2 Factors Affecting Mental Health
www.kidsmatter.edu.au

Let us look at the factors that affect mental Healt
Mental health plays a crucial role in the developtwd the personality but
there are many factors which help in developingitp@s or negative
development of mental health. Mental ill healthcsused by different
factors which have been described by different @stlin different ways.
Here we are presenting some of the models whiclagxthe causes of
mental ill health. These are:

- Socio Cultural Model

- Medical Model

- Psycho Analytical Model
- Behaviouristic Model

- Interpersonal Model

Socio Cultural Model emphasizes the role of social condition, such as

poverty discrimination, casteism, violence etctlas basic causes of poor
mental health
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Medical Model emphasizes the role of various organic conditidret t
affect our brain functioning.

Psycho Analytical modelemphasizes the stress situations that involve a
threat to the individual's psyche. It gives impoxa to early childhood
experiences as a major factor for mental ill health

Behaviouristic model gives importance to faulty learning such as the
failure to learn necessary adaptive behaviour.

The interpersonal model emphasizes the unsatisfactory interpersonal
relationship among human beings.

Besides these models, different authors have gieene more causes to
understand the factors responsible for ill menésiltn.

These factors are:

Primary
Predisposing
Precipitating
Reinforcing

hwnhE

The primary cause is the condition without whicle tmental ill health
would have not occurred.

A predisposingcause is a condition that comes before and paeewdly
for later maladjustment For example: if a childv&sy much rejected in his
early childhood, he may develop some mental disorde

A precipitating cause is a condition that proves too much to beathe
individual and triggers maladaptive behavior. Faaraple, the sudden
death of one’s father may cause mental disordethftirreason.

A reinforcing cause is a condition that tends to maintain theadagdtive
behavior already present such as playing a ‘sitéé end relieved from
unwanted responsibility say for family.

Let us now mention the factors responsible for mkilithealth. They can
be listed as shown below:
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Hereditary

-Genetic defects, Chromosomal defects, Faulty gem@mstitutional
liabilities- physique, physical handicap etc andysital deprivation-
Malnutrition, sleep disturbances emotional dismuptiBrain pathology.

A. Psychological

Factors here include; Mental deprivation; Instaoglization,
Deprivation in Home, Defective family pattern stwe etc., Early
psychic Trauma and Severe stress.

Socio Cultural Factors

War and Violence

Group Prejudices

Economic and Employment Problems

Modernization and Globalization

nmoow

3.3 Concept of Mental Hygiene

Mental hygiene is a Science which deals with the process of rattgi
mental health and preserving mental health in tdogesy. The term mental
health is closely related with the term mental bygi as the main objective
of mental hygiene is to attain mental health. lheotwords, mental
hygiene is a means of mental health. That is whycare say that mental
hygiene is the means and mental health is the end.

Definition:

There are many definitions of the term mental hygieSome of the
definitions are mentioned below:

According to Klien, “Mental hygiene is an endeavdaraid people to
ward off trouble as well as to furnish ways of hiamgl trouble in
intelligent fashion when it cannot be warded offd him, these troubles
may be: lliness, finances, social Position, relgisex, economic Security,
old age, inadequate shelter etc.

According to Rivillin, mental hygiene

Means the application of a body of hygiene infoioyatand techniques; It
is taken from the sciences of Psychology, Childcphsjogy, Education,

Sociology, Psychiatry, Medicine and Biology; It earfor the purpose of
the preservation and improvement of mental heditthe individual and

community; It is meant for prevention and cure afon and major mental
diseases and defects of mental, educational anal segladjustment.
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The History of mental hygiene is old as our cidgtbn. In India,
Ayurveda successfully developed a full fledged ewystfor treating the
mentally ill people long back. But in the West theental hygiene
movement started in the first decade of the 20thusg. Clifford Beers, a
graduate of Yale University can be regarded as féteer of mental
hygiene. He being frustrated with his life onceemfpted to commit
suicide in the year 1908. But luckily he was sawed treated for his
mental illness. After recovery he wrote a book tedi “A Mind That

Found lItself’-where he described about his illnessl the type of
treatment he had received. This book created alugm among the
general public for the necessity of mental hygieadually many
Institute of Mental Hygiene were established inidnds well as in many
other parts of the World to train personnel infie&l of mental hygiene.

Mental Hygiene is a science. The main objectivenehtal hygiene is to
build up one’s ego rather than tearing down anéthego. It tries to

develop the power of tolerance and praise and drsges the habit of
blaming others. Hence, we can say that the approfatental hygiene is
positive rather than negative.
The main objectives of the mental hygiene can bensarized as shown
below-

To help to realizes one’s potentiality
Every individual possess certain potentialities nk&¢hygiene tries to help
each individual to develop his/her potentialities.

To develop self-respect and respect for others
Loss of self-respect is one of the factors for treat majorities of
emotional disorders. A person who likes himself tikae others and one
who dislikes himself cannot like anybody. Hences thain aim of mental
hygiene is to help one to respect oneself.

To understand one’s limitations and tolerate the Initations of others
Mental hygiene helps one to understand his owrtdimoins as well as to
tolerate others’ limitations.

To cause harmonious development:Mental hygiene aims at the
harmonious development of the physical mental qmcksal capacities of
the individual so that he can adjust himself in¢h@ironment.

To create happinessAnother objective of mental hygiene is to develop a
positive attitude towards life so as to create asseof happiness in a
person who can live happily in this world.
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To enable one to make effective adjustmentMental hygiene also
prepares an individual for effective adjustmengiihsphere of life and all
situations such as in school, home, society wotkaso with self.

To enable one to know his or her selfMany of us do not know our own
self. We are not at all aware about our potenigslit weaknesses,
limitations etc. for which many individuals suffeom different types of
confusion. Mental Hygiene helps an individual t@knhimself.

Functions of Mental Hygiene
Mental hygiene has four important functions. Thase

I. Prevention or preventive —The most important fuorctof mental
hygiene is to prevent mental health problems byeligping some
programmes.

ii. Creative — Another function of mental illness is t®velop
programme like counseling, psychotherapy to treandividual or
a group or to treat a mental patient.

iii. Preservative- Not all people are mentally ill; eatlof them possess
sound mental health. So the third function is teedi@p programme
through education for preserving mental health.

V. Training- Another function of mental hygiene is tfain a set of
personnel who can help the people with psycholdgioablem by
trying to understand their problems and then heglgirem to meet
their needs.

Principles of Mental Hygiene

To formulate general principles of mental hygieseai difficult task as
there is a wide range of differences among theviddals. Some of the
reasons for this are:

Human beings have multiple needs which grow in teurse of
development. These needs are contradictory in @atur

There is no single, absolute standard to judge hubpedaviour or action.
However, in spite of these difficulties, we cannfolate some general
principles. These are:
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Adjustment in home

Every child should develop such type of behavioh@ine so that he can
adjust himself in any type of situation. Parentsudtt take utmost care
because the behavior patterns that develop in ezhlidhood leave
permanent impression on the child. Parents shawldiot develop the
desirable traits in their children and develop cetapce, security,
adequacy, self esteem and discipline by cateritigeiv basic needs.

Adjustment in school

After home, school plays an important role in thevelopment of
personality. The school through its various aaggitcan go a long way in
creating an environment for the children to preseand develop their
mental health.

Adjustment to Society

Man is a social animal and he has to adjust himagl the society.
Without proper social interaction, harmonious depetent of personality
cannot occur. Hence, parent’s, teacher and somiefst provide socially
acceptable channels for the release of pent upienadtfeeling so that the
children and adolescents develop healthy persgnalit

Adjustment to work

According to Freud, one is mentally healthy, iearan work successfully.
School through its programme, should develop thepgr mental state
towards work in children.

Limitations of Mental Hygiene

Though mental hygiene is an important aspect inemucational system,
yet there are many limitations in implementing grnciples of mental
hygiene. Some of these are:

I. Majority of our parents are not aware about menyaiene. Hence
they do not give importance how to keep their gkiids mental
health preserved and un- impaired.

il. Teachers in our school system are so overloaded watrk that
they cannot devote time to organize different typeprogrammes
which help the students in helping their mentaltheatact’

ii. There is also a dearth of trained personnel to d&al the mental
health problems of our population.
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3.4  Adjustment Mechanism

Every individual has different types of needs andlg which he always
attempts to attain. But due to some external cerinatl factors it is not
possible for him to achieve these goals all theetirm such cases
sometimes, people may suffer from frustration. Uths a situation an
individual may react in different ways. He may ektephysically the
source of frustration to reduce his mental tengiolhe may destroy the
object of frustration. He may use different meckars to beat his
frustration and adjust himself to protect his eddus adjustment
mechanism is a device used to achieve an indiedisfaction of a need in
order to reduce his or her own tension. This meishans used by
different individuals in their own ways. The typasd frequency of the
mechanism differ from individual to individual inshown ways. The types
and frequency of the mechanism differ from indiatito individual. For
example, suppose a student wanted to become argbatohe could not
manage a seat for the course. In that case he ew@nie frustrated as he
could not meet his desire. In such case he magveein the different
ways. He either opt for a para-medical course or ginze up his studies or
he may even opt for Arts course.

Generally, the normal people adopt a healthy mashanto protect his
ego, which is more or less socially accepted.

Though there is no general agreement regarding ddgistment
mechanism yet some common mechanisms are as follows

Compensation

Compensation is a tendency of human being to makiei deficiency of
one area or trait of development in another areaea person fails in
one area, he tries to compensate for his failurarying to succeed in
another area. The most potent example is Napoledrve for power.
Probably his short figure and feminine build crdate him a sense of
inferiority which in turn made him a power mongé&ompensatory
behaviour is always based on the feeling of inadeguCompensation
may be of the following types

Direct Compensation- It is a process when an individual removes his
specific weakness and frustration in the same tgidinusual effort. For
example, a boy who is poor in Mahts may compendaé=tly when he
tries to become strong in Maths by doing hard labou
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Over compensation- It is process when an individual moulds his
outstanding weakness into an outstanding streriftample-In spite of
having early speech defect Demosthenes becameatayetor by utilizing
the mechanism of compensation.

Indirect Compensation- Many parents directed their children into
vocations that they themselves aspired for bugdiaib get. A weak student
who is poor in academic achievement may compemsaame.

Identification

It is a process by which an individual establishestrong emotional tie
With another person, A group of persons Or antunisins

Through such ties, he achieves his satisfactiondidess his strength from
the strength of others. As an example; we may menkiow Infants

identify themselves with their father or mother.

Adolescents identify themselves with some politiealders, youth leaders
or actors or actress and attempt to acquire thlearacteristics. The
Members of the family of a famous person usuallgnitfy themselves
closely with him and so increase the feeling ofrtbesn importance.
Identification is not desirable as it makes an widiial lose his own
identity and individuality. If this mechanism isagsexcessively, it is apt to
affect the mental health of an individual.

Rationalization: It is a mechanism by which an individual devises
socially acceptable reasons for some socially w@eble act or opinion,
belief, faith etc. It is very difficult to have ahally rational man. We
generally colour our reasoning by emotional factetsch impel us to
rationalize in order that our actual behavior \aglipear in a better light in
our eyes and in the eyes of others.

There are generally two types of rationalizatione3e are:

(@) Sour grapes
When an individual fails to attain his goals aftepeated efforts,
he may say that he did not want it any way. He sidjuo the
frustration by denying the existence of any desirlim to attain
the original goals. See the following examples:

A fox which could not reach the grapes and outhafes frustration
declares that grapes are sour.

A boy when he fails to qualify himself in the schéootball team
rationalizes his failure by saying that he doeswanrtt to play.
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(b)  Sweet lemon
When an individual is not satisfied with his acl@ment or the
situation he is in, then he uses this form of raization. The
individual who uses this method tries to convinaedelf that what
he has is exactly what he wants. The following exas make it
Clear.
A teacher before joining the teaching professiadthis best to get
a better job than teaching but when he fails, lvejgts teaching as a
very good profession and thus rationalizes himdgifery child
passes through the stage of saying ‘No’ to anyesgaven though
later he may carry out the assignment. If thissaficontinues and
if it is accompanied by tempertentrums, there idaager that a
permanent negative mechanism is in the processwa#ldpment.

Daydreaming: This mechanism is used mostly by all people. An
individual may turn to day /dreaming in order tdisfgt a need which he is
unable to satisfy. For example, an adolescent lesyrels popularity but is
not liked by his peer group. In that case he maggime himself in his
daydream as the centre of the group whom everybaddyres.

Source: www.gradydoctor.com
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Day dream may be of two types
Table 2.2: Types of Day dream

a) Conquering hero type b) Suffering hero type

In this type of daydream, tt|In this type of daydream an individi
individual sees himself ¢ develops sympathy for himself only.
confident and successful in |For example, a child who feels that|he
fields. For example, a person n|is being ill-treated at home may
see himself as a great music|imagine himself as seriously ill.
who can make the audience sj
bound.

Regression:lt is a form of adjustment which involves a retr&éam the
complexities of the present to an earlier and semfdrm of behavior. As
example: an individual when frustrated can cry l&kehild and can have
tempertantrums. The desire to regress is commorevEryone, one
example of which is selective forgetting.

Repression:In this mechanism an individual tries to repressttioughts,
experiences etc which are painful. Repression isuragtesirable mental
mechanism of adjustment because it is more tensioducing than the
tension reducing.

Projection: In this method an individual tries to defend hithagainst his
repressed guilt feelings by projecting them intbeotthings and people.
Extreme use of projection is frequently observedenrotic and psychotic
personalities.

Causes of Maladjustment

Maladjustment is a complex problem of human behavidt is very
difficult to find out the appropriate cause. HorBehool and Society play
an important role in causing maladjustment amorgg dtudents. Freud,
Adler Jung etc. described different factors for adgistment. Some of
those factors are given below:

Causes of Maladjustment: There are many causes of maladjustment.
These can be categorised as:

a. Personal
b. Social
C. School factors
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Physique:If a child is very weak, ugly and possesses sensamglicap he
may suffer from different types of handicap whichaym cause
maladjustment.

Poverty: Poverty is also an important factor which develops
maladjustment among children. The main cause behisdhat in a poor
home, the parents cannot fulfill the legitimate deef heir children.
Frustration owing to the non-fulfilment of the m=eactually lead to
maladjustment behavior.

Personal inadequacy:A nervous sense of inadequacy is a cause for mal-
adjustment. Suppose a student is not so brilliaut,his parents are very
ambitious and set high goals for them. This mayl lean to frustration
and as a result he may develop problems of malaxigrs.

Parental attitude: If a child is rejected by their parents from amrlea
childhood the child may develop the feeling of msdty, helplessness and
loneliness. Rejection and lack of affection maydlda maladjustment
behavior.

Emotional shock: Children who experience emotional shocks, such as
death, accident, riots, flood etc may manifest sigh maadjustment in
their behavior.

Prolonged sickness and injury: Prolonged sickness may cause
maladjustment among children.

Broken home: The children who come from broken homes (broken by
death of parents, divorce and separation, physicaiental handicap) etc.
may lead to maladjustment among children.

Social factors :

Religious Belief In this era of modernization, adolescents oftest ¢
confused about the traditional religious beliefs idnich they do not find
any rational basis and as a result suffer frontch ¢d positive attitude and
get frustrated.

Mobility of Parents: Children whose parents move from one place to
another very frequently face different types oflgjemns. This may lead to
maladjustment on the part of the children who suffem a feeling of
insecurity.
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Employment insecurity: Uncertain about proper employment
opportunities after getting higher degrees is agotmportant factor for
causing maladjustment among the students

C. School:
School conditions also play a vital role in theklaaf adjustment of
children. Some of the factors in the connection are

Inadequate curriculum: Our present curriculum is not meeting the
psychological, social as well as the physical neefl®ur children at
different stages. These rather create frustratioauir children as a result
of which the children find themselves maladjusted their real life
situations.

Lack of proper recreational facilities: Children who are not getting
scope for extra curricular activities like playbriary, debates discussion
etc may suffer from maladjustment problem.

Improper classroom climate If there is no good relationship between
students and teacher, as well as among the peersfudents may suffer
from emotional problems, which in turn lead to najlstment.

Inadequate training of teacher’s for balancing themental health and
hygiene: The teacher’s are not properly trained in Educati¢sychology
and mental hygiene; they face tremendous problem&aindling the
children. They cannot properly deal with the profdeof their students.
This result in the problems of maladjustment far shudents
Interpersonal relationship among the staffs

If there is cooperation and mutual understandingragrthe administrator,
teachers and other staff in an educational ingiitubne finds a very
conducive environment which helps develop good alémalth. But this
is lacking in most of the schools. Our educatianatitutions are be set
with various problems of caste, creed, religion aagional feelings. It is
not unusual for the students to suffer from seripusblems of mental
health under such circumstances. There is favoritartial treatment on
the basis of caste, creed religion, and region wtach affects mental
health of the student’s body.

4.0 CONCLUSION

Mental health is a state or condition on whichradhvidual feels a sense of
well-being.
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5.0 SUMMARY

After going through this unit, the followings afeetbasic points that we
have learnt.

I. Mental health and mental hygiene are related td eatber.
Mental hygiene is the means and mental healtheietil.
ii. Mental health to a great extent depends on soundigdl

health.

iii. Criteria of mental health differ from society tocgety

V. Consistency in behavior is one of the importantratigristic of
sound mental health.

V. The fulfilment of four basic needs like physicagcsirity,

emotional security achievement and status is easémt having
good mental health.

Vi. “Know thyself” is sound mental hygiene.

Vii. An experience which develops one’s feeling of watid self-
esteem is very helpful in preventing maladjustments

Viii. Adjustment can be viewed from two aspects, i.eustdjent as
achievement and adjustment as a process.

IX. Adjustment as an achievement means how efficieiatty

individual can perform his duties in different ecimmstances and
adjustment as process means how a child graduatiiraicts
with his environment and adjusts himself accordinglith
different situations. According to different psydbgists the
criteria of good adjustment are physical healthychslogical
comfort, work efficiency and social acceptance.

X. Some of the common adjustment mechanisms are:
Compensation, Identification, Rationalization, Niagam, Day
dreaming, Regression, Repression and Projection.

Xi. Personal factor, Social factor and School fact& the three
basic causes for mal-adjustment.

6.0 TUTOR-MARKEDASSIGNMENT

Identify the mental health mechanisms discussethigiunit and discuss
with examples of situation in which each mechanisrdisplayed in your
study group.

SELF ASSESSMENT EXERCISE

i.  Explain the meaning and concept of mental healthreygiene.
ii.  What are those factors affects mental health.
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iii.  Discuss the concept of Mental Hygiene and its Gltarsstics.

iv. ldentify the Functions, Principles and limitationsf Mental
hygiene.

v. Discuss the concept of Adjustment Mechanism andGheses of
Maladjustment.

7.0 REFERENCES/FURTHER READING
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Accepting who you are Talking about it Keeping active

|2 el
Learning new skills Keeping in touch with friends

Positive Steps for Mental Health

- II
|____.:. |

| ]\ L
Doing somethihg creative Getting involved

Asking for help Relaxing Surviving

Fig. 3.1 Positive mental health
Source: http://www.ugproi.com/en/our-work/menta&tie/news-on-
mental-health/how-to-have-positive-impact-on-mehtzdlth
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1.0 INTRODUCTION

Mental health is more than just the absence of atelfriess. It includes
how you feel about yourself and how you adjustif® évents. This unit
will examine the characteristics of positive merttahlth, factors in the
maintenance of emotional health and suggestionsniproving positive

mental health. | do hope that this unit will begdfel to you as a person
and as a nurse who will be involved in behaviouamnatification of people

to enhance a better living.

2.0 OBJECTIVES

At the end of this unit, you will be able to:

J list the characteristics of positive mental health
. discuss intelligently each of these characteristics
) critically examine yourself to see how many of th#ributes

mentioned above you possessed.
3.0 MAIN CONTENTS

3.1 Characteristics of Positive Mental Health

Mental health is generally agreed to be more thet the absence of a
mental illness. The World Health Organization (WH@gfines mental
health as “a state of well-being in which the indal realizes his or her
own abilities, can cope with the normal stresseslifef can work
productively and fruitfully, and is able to makeantribution to his or her
community.” The Public Health Agency of Canada (RFJAhas also
adopted a broad definition: “Mental health is tlapacity of each and all
of us to feel, think, and act in ways that enhanmge ability to enjoy life
and deal with the challenges we face. It is a pasgense of emotional
and spiritual well-being that respects the imparéaof culture, equity,
social justice, interconnections and personal dygni

Good mental/emotional health is characterized by:

1. The possession of the ability and capacityeepk’going’ when life
seems most uncertain, and a refusal to go intoepi@t time of
crisis;

2. Keeping an open mind and not jumping into hasiyclusions
about any issue you are concerned with directinairectly;
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3. Making a thorough analysis of a given situati@iore embarking
on any important action. A thoughtful and calculatection pays
off better;

4. Displaying well founded self-confidence whileig realistic about

your limitations; being aware of your strong pomhen you
formulate your plans and prepare to take advantafyeyour

strength;

5. Avoiding excuses for not making genuine effdintst are calculated
to put the ‘other person’ at fault;

6. Being able to learn from experience of oth&sthis saves you a
considerable amount of time in the long-run;

7. Being able to sieve the important from the yontant issues, so

that you do not waste your time on the unimportargs;

8. Desisting from any display of ‘big shot’ behaw which is an
obvious manifestation of insecurity;

9. Facing real issues at stake and avoiding tak@sgonse in issues
that have no relevance to what is at stake in &ampt to shift
blame that is squarely yours.

While admitting the difficulty of setting up an estastandard by which an
individual's level of emotional health could be getl, Jones, Shainberg
and Byer (1974) however set out a few charactesistihich they consider
the signs of good emotional health. But they alssnwthat lack of one or
more of them in a person does not indicate emattidinass, because no
one has all the traits of good emotional healthllatmes.

They listed the following characteristics:

1. Ability to deal constructively with reality
One of the signs of good emotional health is tbeeptance of
reality whether pleasant or otherwise. A person abeepts reality
does not generally attempt to escape from reajitynbntal fantasy.
According to Jones, Shainberg and Byer (1974), ingal
constructively with reality means learning to acksfexige and
accept one’s own capabilities and limitations.

2. Ability to adapt to changes
The basic need for safety and security is largegponsible for the
natural tendency to resist change. But a healtihggoeis confident
of his ability to adapt to change because he meslthat the only
thing permanent is change itself. He therefore etpehange and
plans ahead to adapt to it.
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Ability to make long-range choices

Good emotional health requires giving up some imated
pleasures for the sake of long-term values. Thiansimportant
characteristic of a self-actualised person whodaatain goals for
the future and realizes he must make sacrificegshi®@rmoment in
order to reach the long-term goals.

Reasonable degree of autonomy

The ability to function autonomously, to think foneself and to
make decisions and accept responsibility for thesequences are
characteristics of good emotional health. Inabtitynake decisions
for fear of mistakes is a sign of immaturity andgdourity. This
characteristic does not completely rule out thedrfee dependence
some time, for in our complex society we are dependn other
people in many ways. Inter-dependency is also a siggood
emotional health.

Concern for other people

An emotionally healthy person combines self-respeadth a
concern for the rights and happiness of other mecphere is as
much satisfaction in giving as in receiving. A likglperson readily
accepts the differences he finds in other peopleammeepts them as
they are.

Satisfactory relationship with other people

An establishment of satisfactory relationship wattmer people is
closely related to concern for other people. A perssho enjoys
good emotional health is able to interact in a ®ast manner with
mutual satisfaction and happiness. He trusts mesiplp and
expects that people will equally like and trust hide has lasting
relationships with other people. He feels accemedhe makes
others feel accepted.

The ability to love

A mentally/emotionally healthy person exudes lowef just the
selfish love, but that which is unselfish. It isetlemotionally
rewarding expression of affection for other peojies a love for
humanity, which only a person with a well-develogedse of inner
security can freely express.

The ability to work productively

One of the prime indicators of good emotional Heatthe ability
to work effectively and productively. Converselyability to be
productive may be a sign of mental/emotional illhes
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3.2 Factors in the Maintenance of Emotional Health

Everyone is entitled to the satisfaction of his &omal health needs and at
the same time, every person has needs to leareftbetive emotional
patterns of behaviour. A person’s physical as \asllemotional stability
depends not only on the satisfaction of basic esnatineeds and learned
pattern of behaviour but also effective maintenasfoemotional health.

But the crucial question is “how does one knowen the right track of
emotional health?” An attempt to answer this qoestias been done by
Rice and Hein (1954) who pointed out that in spita lack of clear- cut
rules; constructive suggestions could be made oithwthere is good
general agreement. With these general agreememtsnih as a basis for
intelligent action, they contend that each persoulct condition his own
behaviour so as to use his emotional energies ¢o kst possible
advantage. Such suggestions must be applied omdimidual basis
because of the individual differences. Emotionalturity, they further
stated could be achieved only when each indivithuaks and acts, which
provide an effective adjustment to life, both fbe immediate and for the
future.

Rice and Hein (1954) have indicated the following factors which
characterize the maintenance of positive health:

1. Developing wholesome attitude to life

Developing interest in a variety of activities I$ i@nportant step in
the development of wholesome attitude to life. Adsint who

devotes all his time on academic work or a giftedrssman who
spends all his time on the sports field or a sobiaterfly who

spends all her time partying, cannot be said todéeeloping a
wholesome attitude to life. Having a wholesometadg also
involves a thorough analysis of problems with areropand

objective mind. It is important to study how othdrave solved
problems, to make tentative plans on how to solearyown

problems, to try out the plans while checking tbsutts carefully.
You should also be aware of the possibility ofufeelin order not to
be grossly disappointed or discouraged when tisé ditempt does
not result in success.

2. Building emotional stability
Everyone is constantly faced with situations whatouse very
strong emotions which are often bottled up. Sudit@ation may
lead to very serious physiological and psycholdgioasequences.
Seeking a positive diversion has been suggesteal werthwhile

41



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSING |

42

solution. Such suggestions include participation vigorous

physical activities, unburdening yourself to a teds friend, a
relation or a leader of your religious group. A pathetic listener
can do a world of good in reducing personal cotliand pent up
emotions. When you can talk freely about your proid to a
willing listener, some of the emotional tensions ickh were

previously stored within you will be given an owtlEears, anxiety,
failures and anger often detract from emotionabistg. Failure is

not always bad; same as stress, but like uncoatrdtress, if you
allow a failure to lead to insecurity and fear @spible failure, or
allow failure to weigh you down, the effects canade to

disequilibrium of your emotional stability.

Learning to face reality

It has earlier been pointed out that one of manréaigst problems
is his inability to analyze his actions objectiveBut with concerted
effort, one can improve his ability to appraise bisn reactions
objectively. Man is constantly using such defenssvigks as
rationalization and projection, in an attempt toagee from reality.
But if you appreciate the fact that these devicesoaly a means of
escaping from reality and that when you carry therexcess, you
may be heading for more serious problems, you anee riikely to
face any problem confronting you realistically. Tiealization of
the importance of self-acceptance and the univiersabf
imperfection should make it easier to accept or iadmne’s
mistakes, accept the consequences of one’s actonectify the
error when this is possible or attempt to handé& the next
situation in a more satisfactory way. Life’s prabke seem
unending. You should not only look at them objesliry but also be
realistic in your approach to solving them. Fallifgack to
unrealistic self-defense devices or giving way tmogonal
outbursts is clearly a sign of emotional immaturity poor
emotional health.

Setting suitable or realistic goals

Ability to set goals to be achieved in whatever does is a mark of
good mental health. Such goals may be set for a @ayeek, a
month or a year. Goal setting requires that thesqgrerworks to
accomplish the goal. You must be aware of the immdcgoal

setting on emotional stability. You should therefozonstantly
evaluate your strong and weak points objectivelg aarefully in

order to ensure the successful achievement of getirgoal or
target.
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If you set goals which are not consistent with ygersonal
capacity, you will find that the effort will be lband this may lead
to serious emotional problems, the cause of whicdy mot be
apparent to you.

5. Working for achievement

Nothing is more motivating or stimulating as susce3success is a
major ingredient to emotional and mental health. rkiWag for
achievement is closely related to setting up realgoals. Real joy
in success comes when the success is the resuiardf work.
Success which is derived with little or no effoded not give the
kind of satisfaction which success derived aftgueasistent hard
work gives.

It is therefore important that, for you to have teal feeling or a
sense of satisfaction and achievement, you mushsegoals which
are not only realistic but that which also demamdasonable
amount of hard and persistent work with a few rizksg the way.

6. Improving skills in human interactions

There are only a few activities which individualary out in

solitude. This means there are a great many aesvih which a
person has to interact with other persons. It exdfore essential
that whether in work or play, you learn to get gownith other

persons. Once you can do this you will be achievong of the

benefits of mental health. Group activities in whigeople share
fellowship satisfy the basic human need of beloggas well as
present opportunities for the achievement of newweernces.
Effective human interactions require that the imtlnal submerges
his personal importance, except when this is ugseshhance group
effectiveness. The establishment of a close frieipdaith someone
has special mental health values, especially wherfriendship is
founded on the basis of give and take. When thgpéas, there is
free communication and sharing of ideas, and amgtt to solve
each others problems.

In order to sustain friendship or remain a valuatmember of a
group, skills in human relations must come fromrsigawhat you

have more than waiting to always receiver. Truenfliship means
willingness to accept and respect confidences,edsas to discuss
your problems, to listen sympathetically, to forgithe frailties of
your friend(s).
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Approaching friendship with this type of open-middess has a
reciprocal effect, for it contributes to the mengld emotional
health of individuals experiencing this mutual fiaship.

Accepting limitations

An awareness of one’s limitations is an importatepstowards
maintaining emotional health. A person’s health tusta is

determined by his physical, mental and social hestihtus. Being
aware of one’s physical limitations helps one tqusidto such
limitations while maximizing potentials in certaiareas of
accomplishment where the effects of his limitatians minimal of
completely absent.

A physical cripple may become a mental cripple @yndevelop
resourcefulness to compensate mentally for his ipalydisability.

A blind or deaf and dumb person may feel hopeless felpless
and dependent on other persons for everything or loegzome a
Helen Keller who in spite of her blindness becantelabrity with

her inspirational verses on greeting cards. Theme several
examples of persons who in spite of their physitahdicaps or
limitations have achieved fame and success, bedhaeyeaccepted
their limitations and compensated for them in otmeaningful and
satisfying ways. There are also thousands of othdie have
become almost neurotic over slight physical deworei such as
being a few inches taller or shorter than theireetations and wish.
In the final analysis, what is important is not fiteysical conditions
which one has, but the reactions to them. It is Which constitutes
an important in a person’s mental health.

Ability to seek for professional help

Family members, trusted friends and ministers of’®meligious
faith have earlier been suggested as persons whbedaken into
confidence in the event of problems that mightrbpinging on an
individual's mental health. Outside these persaestl@aose who are
professionally trained to handle the different Isveof

mental/emotional health problems. These are gu&l@oecinselors,
psychiatric nurses, social health workers, psydjsts and
psychiatrists. Even the psychiatrist whose mainceam is the
treatment of serious mental cases, have now ddetiat efforts
should be made to take preventive measures agaiestal and
emotional illness. Seeking help for mental and éwnal health

problems seem to have a social stigma in Nigesiglsewhere. But
this should not be and should be regarded as &y dihess. Since
people now have less time for one another in thisatry, which is
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most unfortunate, it is necessary that a troublEdgn should seek
out professional help before things get out of halite fact that a
person sees a psychologist or psychiatrist doeseusssarily make
the person a ‘mental case’. It does mean one igealwa has

problems, the nature of which he cannot discern aedds

professional assistance to help him understand vwghhappening

and how to cope with the problems and how to awmg future

occurrence.

3.3 Suggestions for Improving Positive Mental Healit

There is no doubt that both individuals and thaetgdave roles to play in

improving the mental health of the people.

Individuals should:

a) Be well educated and understand the essenp®ditive Mental
Health.

b) Abstain from use of dangerous drugs.

C) Avoid religious fanatism.

d) Try to show understanding in terrifying isswasl approach same
maturely.

e) Donate generously (i.e. wealthy individuals) tmssist or
complement government’s efforts in the funding eflthcare.
Government should try to:

I. Provide adequate hospitals, health workers, drugd a
materials

ii. Health — educates the populace via the use of radio
television, posters, organize symposium and seminar

iii. Provide employment and security for people

V. Adequate funding of the total health care industry.

4.0 CONCLUSION

The World Health Organization (WHO) defines meritahlth as “a state
of well-being in which the individual realizes has her own abilities, can
cope with the normal stresses of life, can worldpuatively and fruitfully,
and is able to make a contribution to his or henminity.”

50 SUMMARY
In this unit, we have learnt more about the abildyadapt to changes,

characteristics of positive mental health, factorsthe maintenance of
emotional health and suggestions for improving fpesimental health.
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6.0 TUTOR-MARKED ASSIGNMENT

Critically examine yourself to see how many of dt&ibutes mentioned
above you possessed. Observe the same in two pgons and discuss
with your discussion group members.

SELF-ASSESSMENT EXCERCISE

I. List the characteristics of positive mental health.
il. Discuss each of the characteristics listed above.
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INTRODUCTION

This unit will expose you to various challengesethdy mental health and
psychiatric nurses in their day to day professiodaties because of
changes in patient care approach. This unit wgisig/ou in getting more
understanding of these challenges which will engble meet the needs of
the clients in need of mental health and psycltig&rvices.

2.0

OBJECTIVES

At the end of this unit, you will be able to:

identify some changes that affect the functionmehtal health and
psychiatric nurse

list the mental health and psychiatric nursinglskil

explain the standards of mental health nursing

discuss the general principles of mental health pagchiatric
nursing

mention the functions of a mental health and psitcicinurse.
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3.0 MAIN CONTENTS

3.1 Current Issues and Trends in Nursing Cares

Demographic

" changes

hiANe

Y

Fig. 4.1, Factors that cause changes in the raNucses
https://www.google.com/search

A mental health and psychiatric nurse faces varehadlenges because of
changes in patient care approach. Some of thesggebahat affect her
role evolved as a result of the following:

Demographic changes

I. Type of family (increased number of nuclear famsilie
il. Increasing number of the elderly group.

Social changes

I. The need for maintaining intergroup and intra-grimy@lties
il. Peer pressure.

Economic changes
I Industrialization

il. Urbanization
iii. Raised standard of living
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Technological changes

I. Mass media
ii. Electronic systems
iii. Information Technology

Mental health care changes

I. Increased public awareness regarding mental health
il. Need to maintain mental stability
iii. Increased mental health problems

The above changes set the current trends in mba#dih care. Some of
these are:

Educational programmes for the psychiatric nurse

Diploma in Psychiatric Nursing

M.Sc in Psychiatric Nursing

M. Phil. In Psychiatric Nursing

Doctorate in Psychiatric Nursing

Short-term training programmes for both the degreé diploma holders
in nursing

Standards of mental health nursing

These standards are a means for improving thetgualre for mentally ill
people. They were enunciated by the American Nuksssciation (ANA)
in 1973.

Development of code of ethics

This is very important for a mental health and ps3tric nurse as she
takes up independent roles in psychotherapy, bebatherapy, cognitive
therapy, individual therapy, group therapy, maimai patient’'s

confidentiality, protects his rights and acts asgqpé’'s advocate.

Legal aspects in psychiatric nursing

The practice of psychiatric nursing is influencedldw, particularly in its
concern for the rights of patients and the quatlitgare they receive. The
client’s right to refuse a particular treatmenptpction from confinement,
intentional torts, informed consent, confidentiabind record keeping are
a few legal issues in which the nurse has to ppstie and gain quality
knowledge.
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Promotion of research in mental health nursing
The nurse contributes to nursing and the mentalthdeeld through
innovations in theory and practice and participatioresearch.

Cost-effective nursing care

Studies need to be conducted to find out the vighih terms of cost
involved in training a nurse and the quality ofmuitin terms of nursing
care rendered by her.

Focus of care

A psychiatric nurse has to focus care on certaigetagroups like the
elderly, children, women, youth, mentally retardatd chronic mentally
ill.

New Trends in the Role of a mental health and Psy@tric Nurse
Primary mental health nursing

Psychiatric nurses are moving into the domain dafnary care and
working with other nurses and physicians to diagnmsd treat psychiatric
illness in patients with somatic complaints. Cavd&cular, gynecological,
respiratory, gastrointestinal and family practietings are appropriate for
assessing patients for anxiety, depression andasuesabuse disorders.

Collaborative Psychiatric Nursing Practice

Patients who are having difficulty being stabilizeal their medications or
who have co-morbid medical illnesses are seen psyhiatric clinic

where nurses and physicians collaborate to prokiidh quality patient
care.

Clinical Nurse Specialist (CNS)

The Clinical Nurse Specialist provides consultatseyvices to nursing
personnel. She attends clinical teaching progralmsionstrates therapies,
conducts in-service education programs, initiatesl garticipates in
curriculum revision/changes and nursing research.

Nurse Psychotherapist
The psychiatric nurse can take up psychotherapgsrak in individual
therapy, group therapy, counseling etc.

Psychiatric Nurse Educator

The main function of psychiatric nurse educatgolésning and changing
the curriculum according to the needs of the sgcaid learner. The
Nursing Council included psychiatric nursing asmpalsory for the

qualifying examination in all nursing training pragnmes.
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The number of nurses in the field of teaching psfcic nursing needs to
be enhanced. This is a big challenge for nursimgatdum planners.

Psychosocial Rehabilitation Nursing
It is concerned with helping people with chronicniaé iliness to lead
more independent and satisfactory lives in the camty.

Child Psychiatric Nursing
In child psychiatric nursing the nurse identifielse temotional and
behavioural problems of the children and providasgrehensive care.

Gerontological and Geriatric Nursing

Gerontological nursing provides emotional supporttttose people who
have retired from services, who have no finanamlrees and helps them
in understanding the situation and developing nepirg mechanisms.
Geriatric nursing is expanding the psychiatric mgspractice to aged
people who have been affected by emotional andvibainal disorders
such as dementia, chronic schizophrenia, deliritan e

De-addiction Nursing

A psychiatric nurse in these units, identifies pmsocial problems and
maintaining factors in addicts. She also providagsous therapies to the
addicts and their family members.

Neuropsychiatric Nursing

Psychiatric nursing practice is extended to padieviio are suffering from
neuro-psychiatric disorders such as dementia, @pjildrain tumour, head
injury with behavioural problems, HIV infection Wit behavioural
problems etc.

Community Mental Health Nursing

It is the application of knowledge of psychiatriarsing in preventing
mental iliness, promoting and maintaining mentaltieof the people. It
includes early diagnosis, appropriate referralse and rehabilitation of
mentally ill people.
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3.2 Mental Health and Psychiatric Nursing Skills

Table 4.1: Knowledge Skill and Abilities of A Mentd Health And
Psychiatric Nurse

KNOWLEDGE:

) Psychology: Knowledge of human behaviour and paréorce,
individual differences in ability, personality amaterest, learning
and motivation, psychological research methods, abgessment
and treatment of behavioural and affective dis@der

. Therapy and counseling; Knowledge of principles,thods and
procedures for diagnosis, treatment and rehalwlitabf physical
and mental dysfunctions, and for career counsenjguidance.

Public safety and security; Knowledge of relevantipment, policies, an

strategies to promote effective local, state ofonal security operations

for the protection of people, data, property argdifations.

[®X

SKILS:

J Active listening: Giving full attention to what ah people are
saying, taking time to understand the points bemage, asking
guestions as appropriate, and not interruptingatpropriate times.

) Social perceptiveness: Being aware of other's st and
understanding why they react as they do.

Service orientation: Actively looking for ways telp people.

ABILITIES:

. Oral Comprehension: The ability to listen to anddenrstand
information and ideas presented through spoken svoadd
sentences.

J Problem Sensitivity: The ability to tell when sommiag is wrong of

is likely to go wrong. It does not involve solvitige problem, only
recognizing there is a problem.
Oral Expression: The ability to communicate infotima and ideas in
speaking so others will understand.

Source: http://resumejobdescription.com/Sample-Knovedge-Skills-
And-Abilities-Template.asp

Mental health nursing is the practice of promotingntal health as well as
caring for people who have mental illness, potéintgatheir independency
and restoring their dignity. In order to fulfill harduous occupation, a
mental health nurse must possess a sound knowledge and the
requisite skills for good nursing practice.
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Prerequisites for a Mental Health Nurse
Personal skills

Self-awarenesdt is a key component of psychiatric nursing exgece. It
is an answer to the question, “who am [I". The nursgst be able to
examine personal feelings, actions and reactiors @®vider of care. A
firm understanding and acceptance by the nursevalicknowledging a
patient’s differences and uniqueness.

Adaptability -A mental health nurse needs to be adaptable ferelift
settings and cultures. Working within residentiattings, for example,
may demand attitudes and roles which are diffefearh working in a
community, as in a residential setting the nursg heve an authoritative
or a supervisory role which she necessarily do¢saee in a community.
A mental health nurse also needs to cope with @&tyaof social and
cultural settings. Social settings involve the slaand status of the
individuals while cultural settings involve racethmicity and gender.
Therefore she may need to be familiar with thedssthat arise in cross-
cultural mental health nursing.

Care values and attitudes
These includes:

Self-awareness and self-esteem

Respecting other person’s right

Listening

Responding with care and respect

Supporting with trust and confidence
Reassuring with explanation and honesty
Physically nursing the helpless with compassion
Carrying out procedures skillfully

Working within personal and ethical boundaries

S0 o0oTy

Counseling skills

These includes:

Unconditional positive regard/non judgmental apploa

Empathy

Warmth and genuineness

Confidentiality

Non-verbal sensitivity, non-verbal attending, narbal responding
Other interpersonal skills required are paraphmsireflecting,
clarifying, summarizing.

000 T
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Behavioural skills

These are based on Pavlovian and Skinner’s pregiplhey include use
of:

1. Positive reinforcement, Negative reinforcemeahd Token
economy, to increase adaptive behavior.
2. Extinction, Time out, Restraining and Overreotion, to decrease

maladaptive behaviour
3. Modeling, Shaping, Chaining and Cueing, to he@ew behaviour

Supervisory skills

Supervision is an integral necessity for any worker the caring
profession, to ensure the best quality servicecients and best quality
developmental opportunities for workers. A good esufsor requires
interpersonal and professional skills, technicabwiedge, leadership
gualities and human skills.

Crisis skills

Aggressive and assaultive behaviour of violentgras, self-harm, acute
alcohol intoxication are some of the cases a ngrékely to encounter in
the course of her practice. Such situations mayedbe nurse to feel
overwhelmed with feelings of helplessness, powsnless and
inadequacy. Exercise of self-control, calm, ratlorthinking and
identifying ways of obtaining help from the othexgple are some of the
skills to be cultivated by the psychiatric nurseawltonfronted with such
crisis.

Teaching skills

This relates to the nurse’s ability to explain, ldimay full understanding on
the part of the client. It also involves enhanding client’s environment in
order to maximize his awareness of the things atdum. It is necessary
for the nurse to be enthusiastic about activitied ehoices of the clients
and also give the client every opportunity to usegower of judgment in
order to make decisions.

3.3 Standards of Mental Health Nursing

The purpose of Standards of Mental Health Nursing &sychiatric
practice is to fulfill the profession’s obligatiolo provide a means of
improving the quality of care. The standards presgthere are a revision
of the standards enunciated by the Division on Risyc and Mental
Health Nursing Practice in 1973.
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Professional Practice Standards

Standard I: Theory

The nurse applies appropriate theory that is s@iesty sound as a basis
for decisions regarding nursing practice. Psycitiadand mental health
nursing is characterized by the application ofvate theories to explain
phenomena of concern to nurses and to provideis tmasntervention.

Standard Il: Data Collection

The nurse continuously collects data that are cehearsive, accurate and
systematic. Effective interviewing, behavioural ehvation, physical and

mental health assessment enable the nurse to seaadd conclusions and
plan appropriate interventions with the client.

Standard Ill: Diagnosis

The nurse utilizes nursing diagnosis and/or stahddassification of
mental disorders to express conclusions supporteddorded assessment
data and current scientific premises.

Nursing logic basis for providing care rests on teeognition and
identification of those actual or potential hegtitoblems that are within
the scope of nursing practice.

Standard IV: Planning

The nurse develops a nursing care plan with sgeajoals and
interventions delineating nursing actions uniquedoh client’s needs.
The nursing care plan is used to guide therapeitiervention and
effectively achieve the desired outcomes.

Standard V: Intervention

The nurse intervenes as guided by the nursing pla to implement

nursing actions that promote, maintain or restongsjigal and mental

health, prevent iliness and effect rehabilitation.

(@) Psychotherapeutic interventions
The nurse uses psychotherapeutic interventionsdstaclients in
regaining or improving their previous coping alelg and to
prevent further disability.

(b)  Health teaching
The nurse assists clients, families and group<hiese satisfying
and productive patterns of living through healthctang.

(c)  Activities of daily living
The nurse uses the activities of daily living igaal directed way to
foster adequate self-care and physical and mengdil eing of
clients.
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(d)  Somatic therapies
The nurse uses knowledge of somatic therapies japliea related
clinical skills in working with clients.

(e) Therapeutic environment
The nurse provides, structures and maintains aapleeiic
environment in collaboration with the client andhext health care
providers.

Standard VI: Evaluation
The nurse evaluates client responses to nursingnacin order to revise
the database, nursing diagnosis and nursing care pl

Professional Performance Standards

Standard VII: Peer Review

The nurse participates in peer review and othernsied evaluation to
assure quality of nursing care provided for clients

Standard VIII: Interdisciplinary Collaboration

The nurse collaborates with other health care pergi in assessing,
planning, implementing and evaluating programs aiieér mental health
activities.

Standard IX: Utilization of Community Health Systems

The nurse participates with other members of threngonity in assessing,
planning, implementing and evaluating mental head#rvices and
community systems that include the promotion oftibend continuum of
primary, secondary and tertiary prevention of meiliteess.

Standard X: Research
The nurse contributes to nursing and the mentalthdeeld through
innovations in theory and practice and participatioresearch.

3.4 General Principles of Mental Health and Psychiaic
Nursing

The following principles are general in nature dodm guidelines for
emotional care of a patient. These principles asetl on the concept that
each individual has an intrinsic worth and digratyd has potentialities to
grow.
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1.

(d)

Patient is accepted exactly as he is

Accepting means being non-judgmental. Acceptanceveys the
feeling of being loved and cared. Acceptance does mean
complete permissiveness but setting of positive abilurs to
convey to him the respect as an individual humangoeA nurse
should be able to convey to the patient that shg ne approve
everything what he does, but he will not be judgedrejected
because of his behaviour.

Acceptance is expressed in the following ways:

(&) Being non-judgmental and non-punitive
The patient’s behaviour is not judged as right cormg, good
or bad. Patient is not punished for his undesirableaviour.
All direct (chaining, restraining, putting him in separate
room) and indirect (ignoring his presence or wigdwdng
attention) methods of punishment must be avoidedusse
who shows acceptance does not reject the patiemt wiien
he behaves contrary to her expectations.

(b)  Being sincerely interested in the patient
Being sincerely interested in another individual ame
considering the other individual’s interest.

This can be demonstrated by:

. Studying patient’s behavioural patterns

. Allowing him to make his own choices and deaisio
as much as possible

. Being aware of his likes and dislikes

. Being honest with him

. Taking time and energy to listen to what heaigirsg

. Avoiding sensitive subjects and issues.

(c) Recognizing and reflecting on feelings whichtipnt may
express

When patient talks, it is not the content thampartant to note, but

the feeling behind the conversation, which haseedzognized and

reflected on.

Talking with a purpose

The nurse’s conversation with a patient must revavound his
needs, wants and interests. Indirect approaches rlection,
open-ended questions, focusing on a point, presmpngality are
more effective when the problems are not obvious.
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(e)

(f)

58

Avoid evaluation, hostile, probing questions and uaderstanding
responses which may help the patient to exploréeleiings.
Listening

Listening is an active process. The nurse shoutg tame and
energy to listen to what the patient is saying. $mest be a
sympathetic listener and show genuine interest.

Permitting patient to express strongly-heldliiegs

Strong emotions bottled up are potentially explesand dangerous.
It is better to permit the patient to express h®rg) feelings
without disapproval or punishment. Expression ajatee feelings
(anxiety, fear, hostility and anger) may be encgeadain a verbal or
symbolic manner. The nurse must accept the expresdipatient’s
strong negative feelings quietly and calmly.

Use of self-understanding as a therapeutic tool

A psychiatric nurse should have a realistic seffegpt and should
be able to recognize one’s own feelings, attitualed responses.
Her ability to be aware and to accept her own gtfen and
limitation should help her to see the strengths mmdéations in
other people too. Self- understanding helps heetassertive in life
situations without being aggressive and withoulifgeguilty.
Consistency is used to contribute to Patiesgturity

This means that there should be consistency irattitedes of the
staff, ward routine and in defining the limitatiopg&aced on the
patient.

Reassurance should be given in a subtle areptatile manner
Reassurance is building patient’s confidence. & geassurance,
the nurse needs to understand and analyze théi@m@s to how it
appears to the patient. False reassurance camddlsot a lack of
interest and understanding or unwillingness onpida¢ of the nurse
to empathize with the patient’s life situation.

Patient’s behaviour is changed through emoliexgerience and
not by rational interpretation.

Major focus in psychiatry is on feelings and nottbe intellectual
aspect. Advising or rationalizing with patientsniet effective in
changing behaviour. Role-play and psycho-drama ardew
avenues of providing corrective emotional expegsnto a patient
and facilitating insight into his own behaviour.cBuexperiences
can truly bring about the desired behavioural clkang
Unnecessary increase in patient’s anxiety shbelavoided

The following approaches may increase the patiemtisiety and
should, therefore, be avoided:
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Showing nurse’s own anxiety

Showing attention to the patient’s deficits

Making the patient to face repeated failures

Placing demands on patient which he obviously camset
Direct contradiction of patient’s psychotic ideas

Passing sharp comments and showing indifference.
Objective observation of patient to understaisdbehaviour
Objectivity is an ability to evaluate exactly whhae patient wants
to say and not mix up one’s own feelings, opiniogudgment. To
be objective, the nurse should indulge in intro§pacand make
sure that her own emotional needs do not take eedence over
patient’s needs.

Maintain realistic nurse-patient relationship

Realistic or professional relationship focuses uftenpersonal and
emotional needs of the patient and not on the fairseeds. To
maintain professional relationship the nurse shdsde a realistic
self-concept and should be able to empathize anidratand the
feelings of the patient and the meaning of behaviou

Avoid physical and verbal force as much as iptess

All methods of punishment must be avoided. If these is an
expert in predicting patient behaviour, she cantingsevent an
onset of undesirable behaviour.

Nursing care is centred on the patient asraopeand not on the
control of symptoms

Analysis and study of symptoms is necessary to aleveeir
meaning and their significance to the patient. patents showing
the same symptoms may be expressing two differesds

All explanations of procedures and other roedi are given
according to the patient’s level of understanding

The extent of explanation that can be given toteepadepends on
his span of attention, level of anxiety and leviehbility to decide.
But explanation should never be withheld on theisbabat
psychiatric patients are not having any contach waality or have
no ability to understand.

Many procedures are modified but basic priesipemain unaltered
In psychiatric nursing field, many methods are aeldpo individual
needs of the patient, but the underlying nursingrgific principles
remain the same. Some nursing principles to be keptind are:
safety, comfort, and privacy, maintaining therapeatfectiveness,
economy of time, energy and material.

Functions of a Mental Health and Psychiatric Nrse
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Fig. 4.2 The Psychiatric Nurse
Source: http://www.nursebuff.com/wp-

content/uploads/2014/09/Stress-

Reduction-Methods-nursing-mnemonics.jpg

. Assessing the client and planning nursing care.

. Providing safe nursing care, including medicat@mdministration
and participation in various therapies, individuakeractions,
formal and informal group situations, role-playiragivocating on
behalf of the client, and so forth.

. Providing a safe environment, including protegtithe client and
others from injury.

. Accurately observing and documenting the clebghaviour.

. Providing feedback to the client based on olz@ms of his
behaviour.

. Teaching the client and significant others.

. Involving the client and the client’s signifidamthers in the nursing
process.

. Providing opportunities for the client to makie bwn decisions and

to assume responsibility for his emotions and life.
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. Cooperating with other professionals in varicaspects of the
client’s care; thereby, facilitating an interdideiary approach to
care.

. Continuing nursing education and the exploratadfnnew ideas,

theories and research.

4.0 CONCLUSION

Mental health nursing is the practice of promotmngntal health as well as
caring for people who have mental illness, potéinggtheir independency
and restoring their dignity. In order to fulfill #rarduous occupation, a
mental health nurse must possess a sound knowledge and the
requisite skills for good nursing practice.

5.0 SUMMARY

Mental health nursing is the practice of promotmngntal health as well as
caring for people who have mental illness, potéinggtheir independency
and restoring their dignity. No doubt for a mertieblth nurse to render
qualitative service to the teeming populace, shestnibe skillful and
knowledgeable in her area of specialty.

In this unit, you have gone through several curresues and trends in the
care of the mentally disadvantaged individualshe society. The skills
you have to display as a nurse and standards & tteat must be
maintained. We do hope you have learnt a great deal

6.0 TUTOR-MARKED ASSIGNMENT

Apply the skills discussed in this unit in yourardction with two clients
in the courseof the week and share your experiantteyour discussion
group members.

SELF-ASSESSMENT EXERCISE

1. Outline some of the changes that affect nurses irolelation to
Demographic and Technological changes
2. What are your roles as a mental health andhpstyic nurse?
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MODULE 2 MENTAL ILLNESS

Unit 1 Mental lliness
Unit 2 General signs and symptoms of mental dieserd
Unit 3 Classification of mental disorders

UNIT 1 MENTAL ILLNESS
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3.2.10 Mental health problems in children.
3.2.11The Causes of Mental lliness
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3.2.13 Promotion of mental health and preventiormental
illness
4.0 Conlusion
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6.0 Tutor-Marked Assignment
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1.0 INTRODUCTION

Fig.5.1 Mental lliness
Source: www.healthworks.

There is more to good health than just a physidadiglthy body; a healthy
person should also have a healthy mind. A persah wihealthy mind
should be able to think clearly, should be ablsdive the various problems
faced in life, should enjoy good relations withefrds, colleagues at work
and family, and should feel spiritually at ease Bridg happiness to others
in the community. It is these aspects of healtlt 4z be considered as
mental health.

Even though we talk about the mind and body akaf twere separate, in
reality they are like two sides of the same coimey share a great deal with
each other, but present a different face to thddvemound us. If one of the
two is affected in any way, then the other will akh certainly also be
affected. Just because we think about the mindoadg separately, it does
not mean that they are independent of each othst.a$ the physical body
can fall ill, so too can the mind. This can beeadlinental illness.
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We all experience stressful events from to time taam change our normal
behaviour. This can include things like a relatdyeng, losing a job or a
relationship ending. We may feel stressed, angrgaat, which are all
natural responses but will probably only be temppora

Sometimes changes in behaviour can suggest thaoswms developing a
mental illness. Typically, a mental iliness raretymes out of the blue. You
may be the best judge when someone you know isvivehalifferently.
You may notice a change in behaviour over a shenibg of time or over a
number of months.

This module will provide you with more informaticon the concept of
mental illness, the causes and general manifestatess well as the
prevention of metal disorders.

2.0 OBJECTIVES

At the end of this unit, you will be able to:

differentiate between mental health and menta¢dn

discuss various classification systems for metitedss

describe the general aetiology and manifestatibnsental iliness
describe mental iliness

identify factors that influences mental health

discuss the burden for mental illness

explain common types of mental health problems

analyse the influence of culture on mental iliness

discuss promotion of mental health and preventiomental iliness.

3.0 MAIN CONTENT
3.1 Meaning of Mental lliness

Mental illness refers to a wide range of mental lthegonditions —
disorders that affect your mood, thinking and bétxaExamples of mental
illness include depression, anxiety disorders, zgtirenia, eating
disorders and addictive behaviors.

Many people have mental health concerns from tongme. But a mental

health concern becomes a mental illness when ogggms and symptoms
cause frequent stress and affect your ability tetion.

64



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSING 2

A mental illness can make you miserable and casec@uoblems in your
daily life, such as at work or in relationships.niost cases, symptoms can
be managed with a combination of medications andhseling Mental
illness is any illness experienced by a person khitects their emotions,
thoughts or behaviour, which is out of keeping wiitleir cultural beliefs
and personality, and is producing anegative efbectheir lives or the lives
of their families.

There are two important points that are neede@ terbphasized here:

There have been tremendous advances in our unodirggaof the causes
and treatment ofmental ilinesses. Most of thes&tririents can be provided
effectively by mental health professionals.

Mental illness includes a broad range of healthblerms. For most people,
mental illness isthought of as an illness assagiatgh severe behavioural
disturbances such as violence, agitation and beg@xgally inappropriate.
Such disturbances are usually associated with emestal disorders.
However, the vast majority of those with a menlakess behaviours and
looks are not different from anyone else. These mmom mental health
problems include depression, anxiety, sexual probland addiction.

3.2 Relationship between Mental Health and Mentalll-Health

Mental health and mentalfiealth are influenced by one another but are
not polar opposites. That means, the absence ofamkaalth does not
necessarily mean the presence of mentaiedlth, any more than the
presence of mental iHealth implies a complete absence of mental health.
While it does not reflect the interplay between mémhealth and mental
ill-health, the Dual Continua Model of Mental Healtlowh how mental
health and mental ihealth belong to two interconnected but separate
continua. According to this view, a person mayl $tdve good mental
health and wellbeing while living with a diagnoseental illness. In the
same way, a person may have significant problertts their mental health
but not meet the criteria for a diagnosed mentaédls. This approach is
being adopted in promotion and prevention policg inumber of countries,
including Scotland, Wales, England and Canada.
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Optimal mental health
and wellbeing

e.g. high level of e.g. high level of
wellbeing but has mental wellbeing and no mental
ill-health ill-health
) Minimal
Ma)(lm.al mental ill-
mental ill- health
health
e.g. experiencing mental e.g. No mental ill-health
ill-health with low levels but low levels of
of wellbeing wellbei‘ng

Minimal mental health
and wellbeing

Figure 5.2: Dual continua Model of mental Health (Alapted from
Tudor 1996)
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3.2.1 Influences on Mental Health

Risk factors Protective factors
Defficull bemperameant : = Emsy \emperament
Lony seif-aslaam - = Good socal and emolional skills
Negative Bhinking style - = Oxplimistsc copmg style

Harsh or inconsistent decipline siyle «

Parentis with mental illness or subslance abusa «

Family dishamncny, instabiidy or break up -
= Strong famity values

= Family harmony and siability
= Buppariive paneniing

Pear regociion Pasitnes acheal cimals thal snhances

School fathsre School be i vl
Poar connection at school ™

Invvobaerment with carnng adult
Suppor available at citicnl tmes
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Fig. 5.3 Factors contributing to mental health of achild
Source:www.kidsmatter.edu.au

3.2.2 Determinants of mental health

Mental health is influenced by multiple biologicalsychological, social
and environmental factors which interact in complays. The factors that
determine, or influence, mental health have beasteted into three key
areas:

I. Structural level factors include social, economic and cultural
factors that are supportive of positive mental tieaduch as safe
living environments, employment, and education;

il. Community level factors include a positive sense of belonging,
activities to highlight and embrace diversity, stbcsupport and
participation in society;

ii. Individual level factors such as the ability to manage thoughts and
cope with stressors.
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3.2.3 Risk and protective factors

The determinants of mental health can be expreaseatk and protective
factors that are associated with the mental heafthndividuals and
population groups:

Risk factors increase the likelihood that mental health probleans
illnesses will develop, or increase in durationsewerity when a mental
illness occurs. Some risk factors play a causa& mlmental illness (e.g.
exposure to a traumatic event is linked to the gwaent of ostraumatic
stress disorder) while other risk factors may lebcmtors that an individual
is at higher risk (e.g. the higher risk of depressyenerally in the postnatal
period).

Protective factors enhance and protect mental health and reduce the
likelihood an illness will develop. Protective fact enhance an
individual's ability to cope with stressors and agnjife. Some protective
factors are internal, such as a person’s temperaneérle others are
external, related to social, economic and envirartaiesupports.

3.2.4 Why Should you be Concerned about Mental Iless?

There are many reasons why you need to be concexhedt mental
illnesses.
Because they affect us all. It is estimated tha ionfive of all adults will
experience a mental health problem in their lifetinThis shows how
common mental health problems are. Anyone can saffsmental health
problem.

Because they are a major public health burden.i&udom nearly every
corner of the world show that as much as 40% ofadlllts attending
general health care services are suffering fromeskimd of mental illness.
Many of the people attending general or communégliin services seek
help for vague physical health problems, which mbhg called
‘psychosomatic’ or something similar. Many of thane actually suffering
from a mental health problem.Because they are disgbling. Even though
the popular belief is that mental ilinesses are lssrious than physical
illness, they do in fact produce severe disabilityey can also cause death,
as a result of suicide and accidents. Some peagfersfrom a mental
illness and a physical illness in such personsnteatal illness can make
the outcome of the physical illness worse. The Watealth Report from
the World Health Organization in 2001 found thairfout of the ten most
disabling conditions in the world were mental iBses. Depression was the
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most disabling disorder, ahead of anaemia, malania all other health
problems.Because mental health services are vageguate. There is a
severe shortage of psychiatrists, psychologists athér mental health
professionals in most countries. These speciadjgsd most of their time
caring for people who suffer from severe mentabudisrs (‘psychoses’).
These are quite rare, but are also the very disetisd the community
associates with mental illness. Most people withrtiuch commoner types
of mental health problems, such as depressioncohal problems, would
not consult a mental health specialist. Generaltthegorkers are ideally
placed to treat these illnesses.

Because our societies are rapidly changing. Margreies around the
world are facing dramatic economic and social cleanghe social fabric
of the community is changing as a result of rapgdedlopment and the
growth of cities, migration, widening income inetitya and rising levels
of both unemployment and violence. These factoesadir linked to poor
mental health.

Because mental iliness leads to stigma. Most pewfle a mental health
problem would never admit to it. Those with a meritaess are often
discriminated against by the community and themik. They are often
not treated sympathetically by health workers.

Because mental illness can be treated with simglatively inexpensive

methods. It is true that many mental ilinesses cabe ‘cured’. However,

many physical illnesses, such as cancers, diadatgs blood pressure and
rheumatoid arthritis, are also not curable. Yet,cmwan be done to
improve the quality of life of those who suffer sieeconditions and the
same applies to mental iliness.

3.2.5 Symptoms of Mental lliness

To detect and diagnose a mental iliness, you hadepend almost entirely
on what people tell you. The main tool in diagnasian interview with the
person. Mental illness produces symptoms that marfeor those close to
them notice. There are five major types of symptoms

Physical — ‘somatic’ symptoms. These affect the body angsjual
functions, and include aches, tiredness and slestyridance. It is important
to remember that mental illnesses often producsipalysymptoms.

Feeling— emotional symptoms. Typical examples are feededjor scared.
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Thinking — ‘cognitive’ symptoms. Typical examples are thirgk of
suicide, thinking that someone is going to harm,difficulty in thinking
clearly and forgetfulness.

Behaving — behavioural symptoms. These symptoms are retatedhat a
person is doing. Examples include behaving in agressive manner and
attempting suicide.

Imagining — perceptual symptoms. These arise from one ofséresory
organs and include hearing voices or seeing thihg$ others cannot
(‘hallucinations’).

In reality, these different types of symptoms dosely associated with one
another.

3.2.6 Categories of Mental lliness
There are five broad categories of mental iliness:

common mental disorders (depression and anxiety);
severe mental disorders (the psychoses);

mental retardation;

mental health problems in the elderly;

mental health problems in children.

aohwobhPE

3.2.6.1Common mental disorders (depression and aBxy)

Common mental disorders consist of two types of temal problems:
depression and anxiety. Depression means feeling $ad, fed up or
miserable. It is an emotion that almost everyorfeesifrom at some time
in their life. To some extent it can be thoughasf'normal’. But there are
times when depression starts to interfere with difel then it becomes a
problem. For example, everyone gets spells ofrigediad but most people
manage to carry on with life and the spell goesyaBametimes, however,
the depression lasts for long periods, even moem tA month. It is
associated with disabling symptoms such as tiredrexsd difficulty
concentrating. The feeling starts to affect dafly &nd makes it difficult to
work or to look after small children at home. Ifpdession starts to get in
the way of life and lasts for a long period of tinleen we can assume that
the person is suffering from an illness. The keatdees of depression are :
A person with depression will experience some efftillowing symptoms:
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Physical

. tiredness and a feeling of fatigue and weakness
. vague aches and pains all over the body

Feeling

. feeling sad and miserable

. a loss of interest in life, social interactionsrk, etc.

. guilty feelings

Thinking

. hopelessness about the future

. difficulty making decisions

. thoughts that he is not as good as others (&fresteem)

. thoughts that it would be better if he were alote

. suicidal ideas and plans

. difficulty in concentrating

Behaving

. disturbed sleep (usually reduced sleep, butssenally too much
sleep)

. poor appetite (sometimes increased appetite)

. reduced sex drive

3.2.6.2Anxiety

Anxiety is the sensation of feeling fearful and voers. Like depression,

this is normal in certain situations. For example,actor before going on
stage or a student before an examination will #&edious and tense. Some
people seem to be always anxious but still seepope. Like depression,

anxiety becomes an iliness if it lasts long (gelyeraore than two weeks),

is interfering with the person’s daily life or iausing severe symptoms.

The key features of anxiety are:
A person with anxiety will experience some of tblolwing symptoms:

Physical

. feeling her heart is beating fast (palpitations)

. a feeling of suffocation

. dizziness

. trembling, shaking all over

. headaches

. pins and needles (or sensation of ants crawbnd)er limbs or face
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Feeling
« feeling as if something terrible is going to hapgpo her
» feeling scared

Thinking

» worrying too much about her problems or her tealt

* thoughts that she is going to die, lose controyj@ mad (these thoughts
are often associated with severe physical symptrdsxtreme fear)

* repeatedly thinking the same distressing thowagjain and again despite
efforts to stop thinking them

Behaving

 avoiding situations that she is scared of, susmarketplaces or public
transport

* poor sleep

Most people with a common mental disorder have x@ure of symptoms
of depression and anxiety. Most never complain edlifg or thinking
symptoms as their main problem but instead expegiephysical and
behavioural symptoms.

This could be for many reasons. For example, thegy rfeel that
psychological symptoms will lead to them being lidgkas ‘mental’ cases
Three varieties of common mental disorders mayemewith specific or
unusual complaints:

v Panic is when anxiety occurs in severe attacksllyslasting only a
few minutes. Panic attacks typically start suddenlihey are
associated with severe physical symptoms of anx#tg make
sufferers feel terrified that something terriblegising to happen or
that they are going to die. Panic attacks occuabse people who
are fearful breathe much faster than usual. Tladdeo changes in
the blood chemistry which cause physical symptoms.

v Phobias are when a person feels scared (and aitea panic attack)
only in specific situations. Common situations arewded places
such as markets and buses, closed spaces like moais or lifts,
and in social situations such as meeting people. @drson with a
phobia often

v begins to avoid the situation that causes the anxso that, in
severe cases, the person may even stop going othlieohouse
altogether.
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v Obsessive—compulsive disorders are conditions waeyerson gets
repeated thoughts (obsessions) or does things tesjhea
(compulsions) even though the person knows these ar

v unnecessary or stupid. The obsessions and compsilsan become
so frequent that they affect the person’s conceatraand lead to
depression.

3.2.7 Severe mental disorders (psychoses)

This group of mental disorders consists of threanntgpes of illness:
schizophrenia, manic—depressive disorder (alseddlipolar disorder) and
brief psychoses. These ilinesses are rare.

However, they are characterised by marked behaalioomoblems and
strange or unusual thinking. This is why these the disorders most
typically associated with mental illness. The miyorof patients in
psychiatric hospitals suffer from psychoses.

3.2.7.1Schizophrenia

Is a severe mental disorder which usually beginerbethe age of 30.
Sufferers may become aggressive or withdrawn, rakyih an irrelevant
manner and may talk to themselves. They may fesdisious of others and
believe unusual things, such as that their thougtgdeing interfered with.
They may experience hallucinations, such as hearoiges that others
cannot. Unfortunately, many people with schizoplaeio not recognise
that they are suffering from an illness and refuseseek treatment
voluntarily. Schizophrenia is often a long-termndsts, lasting several
months or years, and may require long-term treatniére key features of
schizophrenia are:

A person with schizophrenia will experience some tbé following
symptoms:

Physical
. strange complaints, such as the sensation thanhanal or unusual
objects are inside his body

Feeling

. depression

. a loss of interest and motivation in daily aitids
. feeling scared of being harmed

73



NSC 314 MODULE 2

Thinking
. difficulty thinking clearly
. strange thoughts, such as believing that otlerdrying to harm him

or that his mind is being controlled by externatfs (such thoughts
are also called ‘delusions’)

Behaving

. withdrawal from usual activities

. restlessness, pacing about

. aggressive behaviour

. bizarre behaviour such as hoarding rubbish

. poor self-care and hygiene

. answering questions with irrelevant answers.

Imagining

. hearing voices that talk about him, particulamyasty voices
(hallucinations)

. seeing things that others cannot (hallucinajions

Manic—depressive illness or bipolar disorder isidgfty associated with
two poles (or extremes) of mood: ‘high’ mood (ormag and ‘low’ mood
(or depression). The illness usually begins in éhald and mostly comes
to the notice of the health worker because of thaimphase.

The depressed phase is similar to depression ilmmmenmental disorders
except that it is usually more serious. A typicadtire of this condition is
that it is episodic. This means that there areoplsrduring which sufferers
are completely well, even if they are not takingatment. This is in
contrast to people with schizophrenia, who may, thee absence of
medication, often remain ill.

A person with mania will experience some of théofwlng symptoms:

Feeling

. feeling on top of the world

. feeling happy without any reason

. irritability.

Thinking

. believing that she has special powers or issgigpperson
. believing that others are trying to harm her

. denying that there is any iliness at all
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Behaving

rapid speech

being socially irresponsible, such as being aixunappropriate
being unable to relax or sit still

sleeping less

trying to do many things but not managing to ptate anything
refusing treatment

Imagining

hearing voices that others cannot (often, tivesees tell her that she
IS an important person

An acute or brief psychosis appears similar to zgthrenia but is
different in that it usually starts suddenly andorgef in duration.

Thus, most sufferers recover completely within anthcand do not
need long-term treatment. Brief psychoses are #§fyicaused by a
sudden severe stressful event, such as the deatHoeked person.
Sometimes, a severe medical or brain illness camsecathe

psychosis; when this happens, the condition is eddled ‘delirium’.

The typical symptoms seen are:

severe behavioural disturbance such as restéiessamd aggression
hearing voices or seeing things others cannot

bizarre beliefs

talking nonsense

fearful emotional state or rapidly changing eimas (from tears to
laughter)

Delirium often needs urgent medical treatment.

The symptoms are similar to those of schizophranih mania. The key is
that the symptoms begin suddenly and last lessdlmanth.

A person with delirium will experience some of folowing symptoms:

disorientation (he does not know where he wloat time it is)
fever, excess sweating, raised pulse rate dret physical signs
poor memory

disturbed sleep pattern

visual hallucinations (seeing things others cdhn

symptoms that vary from hour to hour, with pesodf apparent
recovery alternating with periods of severe symom
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3.2.8 Mental retardation

The term ‘mental retardation’ is being dropped bgny health workers.
This is because it is often used in a discriminatgay. Instead, the term
‘learning disability’ is preferred. In this manualke will use ‘mental
retardation’ because it is the most widely usedwamtkrstood

term to describe the condition of delayed mentaktment.

Mental retardation is not a mental illness in ttreessense of the term. This
is because an iliness usually refers to a heatthlem that begins and ends.
Mental retardation, on the other hand, is a stage,a condition that is
present from very early childhood, and remains gmedor the rest of the
person’s life. Mental retardation means that thairbdevelopment (and
thus mental abilities) of the child is slower oladed compared with that
in other children. People with mental retardatiom @ften brought to health
workers by concerned relatives for many reasonh ascself-care, school
difficulties and behavioural problems such as aggjon.

A person with mental retardation will experiencensoof the following
symptoms:

. delays in achieving milestones such as sittipg walking and
speaking

. difficulties in school, especially coping withuslies and repeated
failures

. difficulties in relating to others, especiallsher children of the same
age

. in adolescence, inappropriate sexual behavior

. in adulthood, problems in everyday activities suah cooking,

managing money, finding and staying on in a job, et
There can be various degrees of mental retardation:

. mild retardation may lead only to difficulty sthooling but no other
problems;

. moderate retardation may lead to failure to stayne school system
and difficulties in self-care such as bathing.

. severe retardation often means the person rredp®ven for simple

activities such as eating.
Whereas persons with mild retardation may spenid émtire lives without
being referred to health workers, those at the reegad are diagnosed in
early childhood because of the obvious severitthefdisability. Whereas
those in the mild category may be able to live alamd work in certain
types of jobs, those in the severe category wiliast always need close
supervision and care.
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3.2.9 Mental health problems in the elderly

The elderly suffer from two main types of menthdeks. One is depression,
which is often associated with loneliness, physiltdealth, disability and
poverty. This is similar to depression in other ggeups. The other mental
health problem in the elderly is dementia (Box ).Ihis is typically a
disease of older people only.

A person with dementia (who will rarely be undee #ge of 60) will have
some of the following symptoms:

forgetting important things like names of frisnar relatives
losing her way in familiar areas such as inuitlage or home
becoming irritable or losing her temper easily

becoming withdrawn or appearing depressed

laughing and crying for no reason

having difficulty following conversations

not knowing what day it is or where she is (desotation)
talking inappropriately or irrationally

3.2.10Mental health problems in children

Certain types of mental health problems that tylyiczccur in childhood:

. dyslexia, which affects learning abilities;

. hyperactivity, where children are overactive;

. conduct disorders, in which children misbehawecmmore than is
normal;

. depression, in which children become sad andpipyr

. bed-wetting, in which children wet the bed at @ge when they
should not.

Children will also come to your attention when thewe been the victims
of abuse.

The main thing to remember is that these child alehéalth problems,
unlike mental retardation, often improve, and sochddren completely
recover. Thus, it is important not to assume tingtchild with a behaviour
problem is mentally retarded.

The key signs that suggest mental illness in olldare:

. a child who is doing badly in studies even thowfpe has normal
intelligence
. a child who is always restless and cannot papabn
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. a child who is constantly getting in trouble faghts with other
children

. a child who is withdrawn and does not play deiact with other
children

. a child who refuses to go to school.

3.2.11The Causes of Mental lliness

In many cultures, both medical and traditional exjpltions are used to
understand the causes of ill health.

Traditional models are often related to spirituasopernatural causes, such
as bad Spirits or witchcraft.

You should be aware of the beliefs in your culttHlewever, you should
also be aware of the medical theories and use theselain mental illness
to the people who consult you. It is useful to keemind the following
main factors that can lead to mental illness:

. Stressful life events. Life is full of experiesxcand events. Some of
these may make a person feel worried and undessstkéost people
will learn how to deal with such events and carry with life.
However, sometimes they can lead to mental illnki$s.events that
cause great stress include unemployment, the adathloved one,
economic problems such as being in debt, lonelinadstrtility,
marital conflict, violence and trauma.

. Difficult family background. People who have had unhappy
childhood because of violence or emotional neggeetmore likely
to suffer mental illnesses such as depression axidtg later in life.

. Brain diseases. Mental retardation, dementiasl @motional
problems can result from brain infections, AIDS,atieinjuries,
epilepsy and strokes. No definite brain pathology fet been
identified for many mental illnesses. However, éher evidence to
show that many illnesses are associated with clsangebrain
chemicals such as neurotransmitters.

. Heredity or genes. Heredity is an importantdad¢or severe mental
disorders. However, if one parent has a mentagshn the risk that
the children will suffer from a mental iliness isry small. This is
because, like diabetes and heart disease, theselelis are also
influenced by environmental factors.

. Medical problems. Physical illnesses such asdidand liver failure
can sometimes cause a severe mental disorder. exleines (e.qg.
some of those used to treat high blood pressure) czaise a
depressive illness. Many medicines when used igelatoses in
elderly people can cause a delirium.
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3.2.12 Culture and Mental lliness

There are many ways in which culture can influemestal health issues.

Concepts about what a mental iliness is diffemf one culture to
another. The group of disorders most often asstiatith mental
illness is the severe mental disorders, such awautrenia and
mania. The commonest mental health problems in rgéner
community health care are the common mental dissrdkepression
and anxiety) and problems associated with alcohad arug
dependence. These disorders are rarely viewed g lmeental
illnesses. Although you should be aware of thesatahellnesses,
you need not add to the sufferer’'s problems bygitabels with a
potential stigma attached to them. Instead, you as@ locally
appropriate words to describe stress or emotiopsétuas a way of
communicating the diagnosis.

Words used to describe emotional distress. Tascriptions of
human emotions and illness are not easy to trangtd different
languages. Consider the word ‘depression’. This dwoneans
sadness and is used to describe both a feelifigel'depressed’) and
an illness (‘the patient is suffering from depresd. In many
languages, however, while there are words to daesdhe feeling of
sadness, there are no words that describe depressian iliness.
Thus, it is important to try to understand the veoird the local
language that best describe depression as a femilt@gs an illness.
Sometimes, different words may be found for theserheanings.
Sometimes, a phrase or series of words will neetetoused to
convey the meaning of depression as an iliness.

Beliefs about witchcraft and evil spirits. Pemph many societies
feel that their illness has been caused by witdhoraevil spirits or
is the result of some supernatural cause. Thelitlésto gain from
challenging such views (which are often sharedngydommunity).
Such an approach will only make the person feelooricrtable.
Instead, it would be better to understand thesefsednd explain the
medical theory in simple language.

Priests, prophets and psychiatrists: what doplgealo when in
distress? Sick people seek help from a variety ledrraative,
religious and traditional health care providersafples include:
homoeopathy, Ayurveda, traditional Chinese medicigpiritual
healers, shamans, priests, pastors and prophets.isTfor several
reasons. First, medical health care does not Hearnswers for all
health problems, and this is especially true forntak illness.
Second, many persons associate their emotionat withespiritual
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or social factors and thus seek help from non-nsdpersons.
Traditional treatment may help some people geebeicker than
would medical treatments.

Counselling people with mental health problems

In many Western societies, counselling to help peopith emotional
problems is based on psychological theories whiakiehevolved from
within their cultures. These theories are foreigntite cultural beliefs in
many non- Western cultures. This does not meancthatselling therapies
will not be useful in these cultures. You will netedsearch for resources
and methods that have evolved in your own cult@éeabse these are likely
to prove more acceptable.

3.2.13Promotion of Mental Health and Wellbeing — Sategies
and Levels

Promotion of mental health and wellbeing is aboohamcing social,

emotional and mental wellbeing and quality of lifeitiatives can occur

with whole populations, selected groups or indialdy and can occur in

any setting. It is applicable to all people, inchglthose people currently

experiencing or recovering from a diagnosed melinaiss.

Much of the mental health promotion work internatity has been

conducted within the framework of the relevant atiis. There are five

strategies which are relevant for the whole commyusund specifically for

people living with a diagnosed mental illness. Saramples of strategies
include:

1. Building healthy public policy — e.g. stigma reduction, social
inclusion, human rights, access to transport, cpneeention.
2. Creating supportive environments— e.g. antbullying programs in

schools and workplaces, strengthening families,torerg and peer
support for young people, supported accommodapeer support
for people with mental illness, supporting peopléhvimental illness
to return to school or the workforce.

3. Strengthening communities to take action- e.g. community based
suicide prevention, drought support in rural areassumeted
initiatives and consumer advocacy.

4. Developing personal skills- e.g. life skills training, mental health
and illness literacy, parenting skills, managemehtemotions,
workplace training.

5. Reorienting servicesto a promotion and prevention approach — e.g.
services that can respond in a timely, age ap@tgpand culturally
appropriate way.
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Prevention of mental ill-health

Fig. 5.4 Mental Health Prevention Spectrum
Source: www.samhsa.gov

Prevention interventions work by focusing on redgcrisk factors and

enhancing protective factors associated with meiithlealth. These risk

and protective factors occur within the contextegéryday life. They are

found in: peri-natal influences; family relationghiand the home; schools
and workplaces; interpersonal relationships oftgfles; sports, art and
recreation activities; media influences; social andtural activities; the

physical health of individuals; and the physicakial and economic health
of communities.

Prevention initiatives are relevant to all peoptgardless of their mental
health status, similar to the promotion of mentdlth and wellbeing. The
focus, however, of the intervention changes depgndn whether it occurs
before the onset of iliness (primary preventioniimg an episode of iliness
(secondary prevention) or after an episode ofsiin@ertiary prevention).

Primary prevention:

Initiatives and strategies to prevent the onsetevelopment of mental ill-
health, which may:

. Target the whole community (universal);
. Target groups known to be at higher risk (selgkgtor
. Target individuals at very high risk who mayd®wing early signs

of mental ilthealth (indicated).
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Secondary prevention

Initiatives and strategies to lower the severityl aluration of an illness
through early intervention, including early detentiand early treatment.
These interventions can occur at any stage offliten childhood to older
age. The distinguishing feature is that interventmccurs early in the
pathway to mental Hhealth.

Tertiary prevention

Interventions and strategies to reduce the impactemtal ilthealth on a
person’s life through approaches such as rehdmltaand relapse
prevention. It also includes actions to ensure [gebave access to supports
within the community, such as housing, employmemd asocial
interactions.

Early interventioncomprises interventions that are appropriate fod a
specifically target, people displaying the earlgns and symptoms of
mental ilkhealth. By definition, early intervention is a foroh prevention
activity and overlaps both primary and secondagyvention. Interventions
can be:

1. Prevention focused targeting individuals beginning to show the
early signs and symptoms of a problem (indicatedmnamy
prevention); and

2. Treatment focused targeting individuals experiencing a first
episode of mental illness (secondary prevention).

4.0 CONCLUSION

Mental illness refers to a wide range of mental lthegonditions —
disorders that affect your mood, thinking and bétraExamples of mental
illness include depression, anxiety disorders, zgtirenia, eating
disorders and addictive behaviours.

5.0 SUMMARY

. There are a number of different types of merntaésses. Mental
illness can produce severe disability and can leatbath.
. The commonest types of mental illness in the roamty or general

health care settings are the common mental dissrded disorders
related to alcohol dependence; however, many patiend health
workers may not consider these conditions as meligatders.

. Schizophrenia, manic—depressive illness andeapsichoses are
conditions that are most often recognised by theroonity and
health workers as mental illnesses, because disharbed
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behaviour associated with them.

. Stressful events, changes in brain function rmedical factors such
as brain infections are the main causes of meliriabs.
. Some people may believe that spirits or suparahfactors cause

mental illness. You should not challenge theseebebut try to put
forward the medical explanations for these problems

. It is not essential that you label a person vattmental illness
diagnosis. What matters is that you recognise thistemce of a
mental health problem, attempt to identify the typel then offer
appropriate treatment.

6.0 TUTOR-MARKEDASSIGNMENT

Identify a Primary Health Care Centre around yod famd out the common
mental health symptoms usually presented by patiemd discuss same
with your group in the discussion forum.

Conduct a serach in your culture of orientatiortlom effective methods of
Counselling people with mental health problems shdre the same with
your study group.

SELF-ASSESSMENT EXCERCISE

I. Explain five strategies that can be adopted for ghevention of
mental iliness.
il. Discuss the three levels of prevention of menla¢ss.
iii. Why should you be concerned about mental iliness?
V. Discuss the relationship between mental healthraedtal ilkhealth
using the Dual ContinuaModel of Mental Health.
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UNIT 2 GENERAL SIGNS AND SYMPTOMS OF MENTAL
DISORDERS

CONTENTS

1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1 General Signs and Symptoms of Mental lllness
3.2 Observation and Examination of Psychiatricdesi

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/Further Reading

1.0 INTRODUCTION
The previous unit examined the meaning, causesstgnd prevention of
mental illness. This unit will discuss more on tgeneral signs and

symptoms of mental iliness, this will help you hat in recognizing the
manifestation of mental illnesses.

2.0 OBJECTIVES

At the end of this unit, you will be able to:

. list the general signs and symptoms of mentalskne

. explain at least four general signs and symptonmeesftal illness

) list the various examinations that can be made aneatally ill
patient.
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3.0 MAIN CONTENT
3.1 General Signs and Symptoms of Mental lliness

Symptoms can include

Thinking difficulties
or problems Extreme emotional Steep protiems
focusing attention highs and lows

Fig. 6.1 Symptoms of Mental lliness
Source: www.slideshare.net

Mental illnesses have diverse signs and symptorhgshware grouped or
clustered together to become a specific diagnoslese groups of
symptoms and signs should be persistent and intensedicate mental
illness. Examples of some clinical disorders aseuksed below:

) Disturbances of behaviour: motor behaviour njpoises bodily
movement and stream of talk).

(i)  Emotional Reaction

(i)  Delusions

(iv)  Hallucinations

(v)  Orientation

(vi) Disturbance of memory

(vii) Disorders of intelligence.

(1) Disturbances of Behaviour

A change in behaviour or conduct is one of theiestrlsymptoms very
common with many psychiatric illnesses.

Motor behaviour comprises of bodily movement amdast of talk.

(a) Bodily movement

This may increase as in case of mania or catatexiitement and may
consist of rapidly succeeding purposeful acts. Néetations involving
bodily movement include:
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Stereotype of movement
Overactivity characteristic in the same type of movement being
monotonously repeated for hours at a time.

Verbigeration
Monotonous repetition of phrases

Negativism
Consists in the patient doing the exact opposite/tudt is asked of
him e.g. shutting the eyes when told to open them e

Restiveness
The patient actively opposes or resists anythings tesked to do or
is being done for him, e.g. in schizophrenic pdsen

Impulsiveness

A sudden outburst of activity (at times due to tatation) e.g. in
manic or schizophrenic patient.

Psychomotor retardation

This is slowing down of bodily movement, combinedwslowing
of thought.

Stupor
Means complete suppression of speech, thought etohalt is
more common in schizophrenic states than in dejveesses.

Flexibilitascerea
A curious “wax-like” rigidity of the muscles.

Catalepsy
Maintenance of uncomfortable postures for longquksi

Automatic obedience

Common with schizophrenic patients. This includagomatic
repetition of action (echopraxia) or repetition gdfrases or words
heard (echolalia).

(b)  Stream of talk Mustism

Unwillingness to talk as seen in catatonic schizepla.

Flight of ideas

Patients think fast, their associations are sugalfand are often
guided by rhymes and distracted by change objentsthie
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(ii)

(iii)

88

environment (distractibility). These disturbances tlmoughts and
stream of talk constitute flight of ideas.

Incoherence

The sequence of the talk or speech is broken ratgients.
Blocking (or sudden stoppage)

Occurs in schizophrenia.

Patient breaks or stops discussion or speech.

Emotional reaction

The terms, mood or affects are both used to deeatetional
reaction.

Elation

Excessive joy which is not in keeping with the patis actual
circumstances; example is seen in manic patient.

Euphoria

This is generalized feeling of well-being, seenmanic and some
alcoholic patients.

Incongruity of affect

Patient refers to most horrible experiences incalgr manner, e.g.
patient laughs when told that a close relationeadd Patient with
schizophrenia is a good example.

Flattening of affect

Patient manifests little emotional reaction to eithjoyful or
sorrowful stimuli i.e. patient feels indifferent &tuation. This is
manifested by Schizophrenic patient.

Delusions

Delusions are false beliefs which are not true &ot,f cannot be
corrected by an appeal to reason or logic and arenrkeeping with
the individual’'s environment and education.

Types of Delusions
(@) Delusions related to depressive illnesses:

Self-reproach: It occurs as a result of incatelrepression and
results in feelings of guilt being left behind. idat often state he’s
unfit to live, to receive food, to mix with his felv men etc.
Hypochondriacal: Patient is convinced thatdhisrsomething wrong
with his body in the absence of a physical dise&sient may
complain he has cancer, he’s unable to swallow,bbisels don’t
open, he has tumor etc. This is manifested witholumonal
depression.

Poverty: He (patient) states he has no monegpite the fact that
patient could be a millionaire before illness.
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4.

(b)

(€)

(iv)

Nihilistic: Patient says that there is no woheé does not exist, and
that his body is dead, etc. This type of delusopresent in patient
with involutional type of depression.

Ideas of unreality

Related to nihilistic delusions but the patient ogaizes his
abnormality. Patient feels as if everything hasngeal and that
things look different and unreal.

Depersonalization

Patient complains that he is a different persomt he cannot feel
any emotion.

Delusion of grandeur(or grandiose delusion)

The patient states he has untold wealth influeac@ower or being
an outstanding, famous or notorious person, oohesbor religious
figure. It occurs most commonly in mania; also itatss of
excitement and general paralysis.

Paranoid delusions(i.e. Delusion of persecution) in schizophrenia
(Paranoid schizophrenia)

Ideas of persecution of being followed, watchedndéred, having
one’s mind controlled or influenced, of being hadnmysically, or
plots against one’s life. Patient may state thatftiod is poisoned.
Delusions of persecution often arise as a resuiadicinations.
Ideas of reference

Consist in the patient thinking that something is $urrounding is
intended to have a meaning for him when no suchnmgais
intended e.g. a cough in the patient’s vicinityais insult, or an
article in a newspaper refers to him. Ideas ofregfee are based on
some external circumstance and are more open tsome#han
delusions. Patients with paranoid schizophrenia if@sin this
symptom.

Passivity feelings

Patient feels he is influenced by an outside agemdgrce e.g. that
he’s influenced by wireless or his thoughts aredraad controlled
by some supernatural power - common with schizagbneatient.
Hallucinations

Hallucinations may be described as false sensomcep@ons
without an external stimulus e.g. patient may clénsee an animal
when no animal is present suffering from visualdchation.

Types of Hallucination
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(V)
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Auditory hallucination

This affects the organ of hearing (ear). It cossidtvoices talking to
the patient. Often they call the patient unpleasarhes; he hears
shots being fired at him. At times some of the grats impulsive
behaviour is due to auditory hallucinations. Scpirenic patient
and patients in toxic confusional states manifesiditary
hallucination.

Visual hallucination

It affects the eye. Patient sees imaginary imabgesclaims to be
seeing human beings or animals here none is prdsentcommon
in toxic confusional state and schizophrenia.

Hallucinations of smell and taste

They are often associated; the patient stating ro@n has an
unpleasant odour and his food has a peculiar taStech
hallucinations often act as a basis for persecudefysions, viz; that
his food is being tampered with.

Hallucinations of touch (Tactile)

Take the form of insects crawling under the skimblpeing touched
and blown upon.

lllusions

lllusions are real perceptions falsiied and deperah
misinterpretation of external stimuli. A person whastakes the
rustle of leaves for someone talking is the subgfcan auditory
illusion.

An example of a visual illusion is where the patiemstakes the
pattern on the wall —paper for an animal.

Orientation

Orientation is one’s appreciation of time, spacel grersonal
relations at the present moment.

In confusional and delirious states, the patiemppreciation of time,
space and personal relations may be wholly orgbrtlisturbed. In
the former case, disorientation is said to be ceteplwhile in the
latter it is said to be patrtial.

Where complete disorientation is present, the phatieannot
correctly state who he is, where he is and hasdea Df time or
place. He is then said to be disorientated for tme place.
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3.2 Observation and Examination of Psychiatric Pag@nts

PSYCHIATRIC ASSESSMENT

Always 8end Mail Through The
. Post Office...
Appsa rance

S peech N @
y X >

MsmoryiMood % f

Thoughte |

P@meption

@rieﬂtatiorl
Fig. 6.2 Psychiatric-Assessment-nursing-mnemonics.
Source: http://www.nursebuff.com

Psychiatric nurses deals with patients presentiitf warious forms of
mental illness. However, what they all have in cannare disturbances
affecting their behaviour, emotions, thinking arefrqeption. Perhaps most
important of all is the recognition that psychiatitiness occurs when these
disturbances affect the individuals’ general fuming.

The following are examined to recognize psychiathess in any patient.
These are the patient’s:

(1) Behaviour and Appearance
(2) Mood or Affect

(3) Perception

(4) Thought content

(5) Intelligence level

(6) Memory
(7)  Concentration
(8) Orientation — in space, time and person and discerning

abnormalities make a clinical diagnosis.
In observing /examining a psychiatric patient tfene, the students should
always remember:

(@) To listen carefully.

(b)  To record conscientiously.

(c) To avoid interpreting and speculating abouttvhe supposes the
patient means.
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(d) To geta history from as many informants assyige.
(e)  Only to use words that he understands.
I. Behaviour and Appearance

Appearance

Much may be observed from the patient’'s physicgleapance: his dress,
state of body hygiene and grooming. Are they appatg to his position?
The banker who comes from his office unshaven artgg dnd who does
not seem to recognize the inappropriateness ofappgearance must be
evaluated differently from the construction worketh similar appearance.
Observe facial expressions, body and limb movemants mannerisms -
and note particularly how they change with the dopf conversation.
Staring into space or through the examiner/obseaseaf preoccupied, with
sudden head or body movements, may be the firsbhimallucinations.
Strange postures, stereotyped movements suchragayng tics, apparently
spontaneous emotional outbursts, rigidity of exgigs and physical
withdrawal should be noted.

Behaviour

Observe the general manner in which the patientoaghes and reacts to
the interview or discussion. Is he cooperativenkreopen, fearful, hostile,
reticent? Does his general attitude change duntegview?

ii. Mood or affect

The level of and changes in feeling is a sensitidex of emotional iliness.
These are many possible moods: depression, elatigmoria,

anger, suspension, fear, anxiety, panic, hostigm, happiness, sadness,
grief and confirmation of these.

Bizarrely inappropriate moods may be observed mespatients suffering
from schizophrenia, depressed patients may showadmappropriate in
direction but excessive in degree. Patients witfaoic brain damage may
show wide fluctuations in mood in response to sagiyitrivial stimulus —
so called “mood liability”.

ii. Perception

Perception is the process of becoming aware of gongethrough one of
the senses, i.e seeing, hearing, smelling, tastinguching.

The nurse should note if there are faulty percegticspecify nature of
perception.
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V. Thought content

In observing and recording abnormalities of thoughtis necessary to
distinguish between what is directly presentedahdt is inferred, nothing
in the latter the basis for the inference. Delusion hallucinations should
be considered.

While thought content abnormalities may be bizamd obvious, they may
also be quite subtle and not readily revealed byptitient, particularly if he
has encountered a hostile or incredulous respgnse previous attempts to
say what is in his mind. The patient’'s generatad® and behaviour may
offer clues.

A patient who speaks as if in reply to a voice rhayasked, “Could you tell
me what the voice just said to you?” i.e. a deélley leading question
should be asked, rather than, “Are you hearing esstt which often
prompts a false negative reply.

V. Intelligence level

Tests of general information should be geared ¢opitient’'s experience,
interest and level of education.

A gross measure of the patient’'s intelligence ceanderived from his
account of his history, general knowledge and neiagppowers.

Tests of a general information should be geardtidgatient’'s experience,
interest and level of education. As with memory tdes the

examiner/observer ought to develop standard questie.g. “Can you
name the President?” Who was the President befor®@ NVhat is the
capital of Nigeria? etc.

Vi. Memory

Assess the memory of the patient — especially whesponding to
guestions or narrating a story. Any amnesia? —agtade and retrograde
amnesia; paramnesia or hyperamnesia.

vii.  Concentration

Making change mentally and serially (subtractingfr@dm 100 for the
simpler 4 from 25) are useful tests of concentrabat the observer must

make certain that inability to do mental arithmesicot the cause of failure
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or slowness. Telling the months of the year or dlags of the week in
reverse order are better tests of concentratiopdorly educated patients.

viii.  Orientation

Three areas of orientation are classically testgurson, time and place.
The sense of personal identity is usually the tladte lost in organic brain
damage, but its loss is the presenting complaihygterical amnesia.

IX. Insight

While insight alone cannot be used to assess ttenpa full appreciation
of acceptance of his mental state, it helps to omeasr assess — to some
extent the chronicity of the iliness. Not every @dsigtric patient can be said
to have insight and not all don't, it is howevemathod of observing and
judging patient’'s mental state.

Specific Observation of Psychiatric Patients onptas Admission

While on admission, psychiatric patients need sspecific observations
which contribute/hasten the recovery. Type of patmature of illness,
time/shift, type of medical/nursing care being givie patient, specific or
special care — like opening of charts, e.g. slelkart¢ suicidal caution
(chart), must be noted.

The very restless/disturbed patients should be dioserved and preferably
kept within nurses vicinity to prevent them fromsabnding from the
hospital or wandering away.

Patients with tendency to commit suicide should betallowed to stay
alone especially in the toilet or bathroom. Obsdredside for dangerous
instruments or drugs that might be kept by patient.

Patients who have poor sleep especially in thetrsgbuld be observed for
patient’s possible manifestation of hallucinatide|usion or other physical
complaints. Sounds of radio, television, preserickgbt (electricity) not
put off or unwarranted anxiety could disturb patsesleep. Encouraging
patients to read newspapers, group or individualclpstherapy,
occupational and recreational therapies afford esut® observe patients
without allowing the patient the knowledge of methoAdequate
observation contributes to the management of patieas many
complaints/manifestations not given by patient @& relations can be
detected by the nurses who stay with the clienthmoore than other
members of the psychiatric team.

94



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSING 2

4.0 CONCLUSION

Mental illnesses have diverse signs and symptorhgshware grouped or
clustered together to become a specific diagno$isese groups of
symptoms and signs should be persistent and intensedicate mental
illness.

5.0 SUMMARY

This unit looked into the general signs and symgtofimental illness such
as disturbances of behaviour, emotional reactietysibns, hallucinations,
orientation, disturbance of memory and disorderstedligence.

No doubt the unit is very exciting as we have gdhsugh several
manifestations of mental illness which must havecreaased your
knowledge as a learner.

6.0 TUTOR-MARKED ASSIGNMENT

Visit the assessment unit of the psychiatric hedpalose to you and
observe at least ten psychiatric patients undezsagsent by mental health
and psychiatric nurses or psychiatrist. Ask thenmexplain the each of the
symptoms to you as presented by the patients.

SELF-ASSESSMENT EXERCISE
I. List seven general signs and symptoms discusstus unit.
il. What observation will you make on a client tecognize mental

illness?
iii. Explain any three of the general signs anchgioms.
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UNIT 3 CLASSIFICATION OF MENTAL DISORDERS
CONTENTS

1.0 Introduction
2.0 Objectives
3.0 Main Content
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3.2 Group I Classification of Psychiatric Disorders
3.3  Group Il Classification of Psychiatric Disorger
4.0 Conclusion
5.0 Summary
6.0 Tutor-Marked Assignment
7.0 References/Further Reading

1.0 INTRODUCTION

Most of the conditions that are encountered clitjda mental health and
psychiatry can be discussed under classificatiananftal disorders.
Classification is a process by which complex pheswanare organized into
categories, classes or ranks, so as to bring teg#tiose things that must
resemble each other and to separate those thar.difhere are two
categories of classification of mental disordess modern and old ways of
classification of mental disorders. You will leamore on International
Classification of mental disorders and DiagnostitatiStical Manual
systems of classification of mental disorders ia thit.

2.0 OBJECTIVES

At the end of this unit, you will be able to:

. explain the systems of classification of mentabisrs
. name each of the five axes in the DSM
) compare key similarities and differences of the D&M ICD.
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3.0 MAIN CONTENT

3.1 Classification of Mental Disorders

MENTAL DISORDERS

Mood Disorders
Anxiety

Disorders
Eating

Disorders

Psychaotic

: Dis lers

Personality il
Disorders

Substance Related
Cognitve and Disorders
Developmental
Disorders

Fig. 7.1 Classification of Mental Disorders
https://www.google.com/education-portal.com

Classification is the organisation of items intougr® on the basis of their
common properties. There are two main approachesassifying mental
conditions and disorders:

Categorical and Dimensional both have their sttehgnhd limitations.
Categorical approaches yes or no approach focaeoiding whether there
is a presence or absence of a mental disorder dithes it or not black or
white - no grey areas.

A dimensional approach focuses on the extent taclwlai person has a
disorder. Dimensional approach does not place peapb diagnostic

categories. It places people in dimensions (sonestiseen as dimensions
of personality), diagnosis, then, becomes not age® of deciding the
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presence or absence of a symptom or disorder, dihén; the degree to
which particular characteristic is present.

Like any growing branch of medicine, psychiatry hlsen rapidly
changing in classification to keep with a congloaten of growing
research data dealing with epidemiology, symptofogio prognostic
factors, treatment methods and new theories fosat&n of psychiatric
disorders.

3.2  Group | Classification of Psychiatric Disordes

At present, there are two major classifications psychiatry, namely,
ICD10 (1992) and DSMIV (1994).

1. ICD10 (International Statistical Classificatioof Disease and
Related Health Problems) — 1992

This is WHO'’s classification for all diseases amdated problems. The
chapter ‘F’ classifies psychiatric disorders as takrand behavioural
disorders and codes them on an alphanumeric systemF00 to F99. The
main categories in ICD10 are as follows (taken frbm Ahuja’'s STB

psychiatry):

FOO F09 Organic, Including Symptomatic Mental Disrs

FOO Dementia in Alzhiemer’s disease

FO1 Vascular dementia

FO4 Organic amnestic syndrome

FO5 Delirium

FO6 Other mental disorders due to brain damagedgsfilinction and to
physical disease

FO7 Personality and behavioural disorders duerdinidisease, damage
and dysfunction

F10 F19 Mental and Behavioural Disorders Due to cRssctive
Substance Use

F10 Mental and behavioural disorders due to usdoohol

F11 Mental and behavioural disorders due to fispioids

F12 Mental and behavioural disorders due to usaohabinoids

F13 Mental and behavioural disorders due to usesedatives or
hypnotics

F14 Mental and behavioural disorders due to us®cdine

F16 Mental and behavioural disorders due to usaliiicinoges

F20 F29 Schizophrenia, Schizotypal and Delusionsbiders

F20 Schizophrenia
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F20.0 paranoid schizophrenia

F20.1 hebephrenic schizophrenia

F20.1 catatonic schizophrenia

F20.3 undifferentiated schizophrenia

F20.4 post- schizophrenic depression

F20.5 residual schizophrenia

F20.6 simple schizophrenia

F21 Schizotypal disorder

F22 Persistent delusional disorders

F23 Acute and transient psychotic disorders

F24 Induced delusional disorders

F25 chizoaffective disorders

F30 F39 Mood (Affective) Disorders

F30 Manic episode

F31 Bipolar affective disorder

F32 Depressive episode

F33 Recurrent depressive disorder

F34 Persistent mood disorder

F40-F49 Neurotic, Stress-Related and Somatoforrarbess

F40 Phobic anxiety disorders

F41 Other anxiety disorders

F42 Obsessive-compulsive disorder

FA43 Reaction to severe stress and adjustmenteisor

F44 Dissociative (conversion) disorders

F45 Somatoform disorders

F50-F59 Behavioural Syndromes Associated with RHggical
Disturbances and Physical Factors

F50 Eating disorders

F51 Non-organic sleep disorders

F52 Sexual dysfunction, not caused by organicrdesoor disease

F60-F69 Disorders of Adult Personality and Behawio

F60 Specific personality disorders

F60.0 paranoid personality disorder

F60.1 schizoid personality disorder

F60.2 dissocial personality disorder

F60.3 emotionally unstable personality disorder

F60.4 histrionic personality disorder

F60.5 anakastic personality disorder

F60.6 anxious personality disorder

F60.7 dependent personality disorder

F61 Mixed and other personality disorders

F62 Enduring personality changes, not attributableérain damage and
disease
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F63 Habit and impulse disorders

F64 Gender identity disorders

F65 Disorders of sexual preference

F70-F79 Mental Retardation

F70 Mild mental retardation

F71 Moderate mental retardation

F72 Severe mental retardation

F73 Profound mental retardation

F80-F89 Disorders of Psychological Development

F80 Specific development disorders of speech anguage

F81 Specific development disorders of scholasiitss

F82 Specific development disorders of motor fuorcti

F83 Mixed specific development disorders

F84 Pervasive development disorders

F90-F98 Behavioural and Emotional Disorders with s€n Usually
Occurring in Childhood and Adolescence

F90 Hyperkinetic disorders

F91 Conduct disorders

F93 Emotional disorders with onset specific tddiiood

F94 Disorders of social functioning with onsetape to childhood and
adolescence

F95 Tic disorders

F98 Other behavioural and emotional disorders wotiset usually
occurring in childhood and adolescence.

F99 Unspecified Mental Disorder

2. DSM-IV (Diagnostic and Statistical Manual oehtal disorders) —
1994

This is the classification of mental disorders hg tAmerican Psychiatric

Association (APA). The pattern adopted by DSM-IV a§ multiaxial

systems.

A multiaxial system that evaluates patients alorgesal dimensions. It
contains five axes. Axis | and Il make up the enttassification which
contains more than 300 specific disorders.

The five axes of DSM-1V are:

AXis i: Clinical psychiatric diagnosis

AXis ii: Personality disorder and mental retardati

Axis fii: General medical conditions

AXis iv: Psychosocial and environmental problems

AXis v: Global assessment of functioning in cutrand past one year
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Table 7.1 Differences between ICD10 and DSMIV

Differences Between ICD10 and DSV

ICD10 DSMIV
Origin Internatior American Psychiatri
Association
Presentation Different versions| A single version

clinical
Work, researchdan
primary care

Language Available in | English version onl
widely
Spoken languages
Structure Single axi: Multiaxial
Content Diagnostic criteria| Diagnostic criteria usual
not include occupational or
include socliather areasfdunctioning
consequences

of the disorder

3.3  Group Il Classification of Psychiatric Disordess

Psychiatric disorders, including mental subnormalformerly known as
mental deficiency) can be classified into the failog three broad
groupings:

(1) Mental subnormality
(2) Neuroses (Psychoneuroses)
(3) Psychoses

Mental Subnormality (Old name, Mental Deficiency)

This term refers essentially to a subnormalityhaf intellect, as opposed to
an abnormality in any other direction and implieattsuch subnormality
has been present from birth to early age. In @mss$ lespect, it differs from
conditions of intellectual impairment which haveshecquired in later life,
which can be irreversible or progressive, sucheaseattia.

While being in a class of their own, mental subrarpatients can manifest
psychotic and neurotic symptoms and abnormalitiegersonality are
common.
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Examples of Mental Subnormality

(@) Idiot )

(b)  Imbecile ) Subnormal

(c) Feeble Minded )

(d) Dullness ) severely subndrma
Causes

(1) Genetic basis

(i)  Biochemical abnormality

(i)  Brain damage (in many cases)

(iv) At times unknown; but will probably also tumwut to have some
essential organic cause.

Psychoneuroses (or Neuroses)

Psychoneuroses (or Neuroses) are minor forms ofhpestyic disorders.
Generally speaking, the neuroses are those disomaevhich the patient’s
failure in adaptation is partial rather than congl®ften the patient seeks
help because he feels he is ill. It is unusuahfeurotic disorders to become
SO severe that continuation of life in the commybikcomes impossible or
that the patient becomes a danger to himself grsth

Examples of Neuroses

(@)  Anxiety Neurosis

(b)  Obsessional Neurosis
(c)  Hysterical Neurosis
(d)  Phobic Neurosis

Causes

(1) Emotional conflict
(i)  Maladjustment to life situations
(i)  Genetic and constitutional factors may cdmite

Psychotic Disorders
Psychoses are major forms of Psychiatric disordesgchiatric conditions
can be divided into:

Organic psychoses
An organic mental disorder is usually consideredéothe one which can
be found — during life, clinical evidence of diseaws damage to the brain;
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or after death, demonstrable changes in cerelmadtate. However, even
though no structural change can be demonstratecs #ire some disorders
where the cause is some interference with the pal$inctioning of the
brain.

Functional psychoses

The term “functional”, however, is generally apgli®®o conditions where
the cause is not due to some known physical disdhadeigh in such cases
it cannot always be assumed that the origin islp@ypgical in nature.

The functional psychoses can be divided into twanrgeoups:

(@) The manic-depressive disorders
(b)  Schizophrenic reaction types.

(@) The manic-depressive disorers
The manic-depressive disorders are a group of “majfective
disorders” characterized by severe disturbancesoafd — elation or
depression, far beyond the range of normal moodgswi that
dominate the mental life of the patient. They dessified as manic
type, depressed type, or circular type. Individualko have
depressions only are said to have “bipolar I” affecillness, while
those who also have manic states have “bipolaafféctive illness.

Examples of manic depressive disorders

(1) Depressive illness

(2) Manic iliness

(3) Involutional melancholia (or depression)
(4) Manic-depressive illness.

(b)  Schizophrenic Reaction lliness

Schizophrenic disorders are amongst the commoreRsyxhiatric
disorders. Schizophrenia means splitting of the sqmaality.
Schizophrenia is a syndrome in which are found ifipec
psychological manifestations recognize clinicallgccurring in
younger age groups and commonly leading to disiatem of the
personality. The Schizophrenic has peculiar wayshetking and
behaving and perceives his environment in an abaonay.

Examples of Schizophrenia

(1) Simple Schizophrenia
(2) Catatonic Schizophrenia
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(3) Paranoid Schizophrenia
(4) Hebephrenic Schizophrenia

Note

The term “organic mental disorder’” denotes psycticl@nd behavioural
abnormalities resulting from transient or permanestebral dysfunction.
Organic mental disorders are distinguished fronttiomal disorders such
as Schizophrenia and affective illness in that thaye known biologic
causes and pathophysiologic mechanisms; wheredartbgonal disorders
do not.

4.0 CONCLUSION

Classification is a process by which complex pheswanare organized into
categories, classes or ranks, so as to bring teg#tiose things that must
resemble each other and to separate those theat. diff

5.0 SUMMARY

Psychiatric illness is particularly difficult to adsify, for it is the whole

person and not a local part which is disordereck dimangement of things
into groups or categories is necessary for the dtation of our ideas and
for their communication to others. Categories avefacts but man-made
divisions created for convenience and are of vakidong as they serve a
useful purpose. Classification of mental disordsrtherefore useful in so
far as it helps to classify ideas about the nabiithe disorder and to aid its
treatment.

You have learned the two different ways of classgymental disorders i.e.
what we can refer to as modern and old ways ofiflaation. Hope you
have had a good study.

6.0 TUTOR-MARKED ASSIGNMENT

Compare the two categories of classification systefmmental disorder in
your group forum discussion and state which omaast convenient for use
in clinical practice

SELF-ASSESSMENT EXERCISE

I. Differentiate between DSM and ICD classificatid@ystems of
mental disorders.
il. Classify mental disorders according to old heet of classification.
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ii. Differentiate between the modern and old wafslassifying mental
disorders.
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MODULE 3 STRESS MANAGEMENT AND COPING

MECHANISM
Unit 1 Stress and Stress Management
Unit 2 Coping Strategies and Defence Mechanisms

UNIT 1 STRESS AND STRESS MANAGEMENT
CONTENTS

1.0 Introduction

2.0 Objectives

3.0 Main Content
3.1  Meaning of Stress
3.2  Causes of Stress
3.3 Responses to Stress
3.4  Psychological Theories of Stress
3.5 The Individual's Perception of the Event
3.6  Stress Management

4.0 Conclusion

5.0 Summary

6.0 Tutor-Marked Assignment

7.0 References/further reading

1.0 INTRODUCTION

Stress is a term people often use to describeliadesf pressure, strain, or
tension. People often say that they are "undesstrer feel "stressed out"
when they are dealing with challenging situatione\ents.

Everyone encounters stressful situations. Somettheestress comes from
something positive (like a new job, new apartmemtnew relationship)
and sometimes from something negative (like haxangargument with
someone, or being the victim of crime).

Stress is an important factor in mental illnessabse it can worsen
symptoms and lead to relapses. If you can decrstesss, you can decrease
symptoms.

Nobody has a stress-free life and probably nobodylevwant to! Stress is
a natural part of life. In fact, to pursue impottpersonal goals, you need
to be willing to take on new challenges, which tanstressful. Being able
to cope effectively with stressful situations camimize the effects of
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stress on you and your symptoms. This can enabletgocontinue to
pursue your goals and enjoy life.

You will learn more about the concept stress arel hrious ways by
which the body perceives and respond to stimulistaéssor at the end of
this unit.

STRESS /
COPING and
+ ey wores \ // DEFENSE

* Job worries MECHANISMS

Balance

http://what-

FIGURE 1.1 The mentally healthy person can mairdastate of emotional
balance most of the time (right). If stress or deaccurs (left)
when-how.com/nursing/psychiatric-nursing-mentalitieaursing-part-1/

Modern life is full of hassles, deadlines, frusoas, and demands. For
many people, stress is so commonplace that it basrbe a way of life.

Stress is not always bad. In small doses, it cdp heu perform under

pressure and motivate you to do your best. But wjwan are constantly
running in emergency mode, your mind and body payptice.

This module will teach you more on the concept méss and defense

mechanisms which will help you as a mental healirse to understand
while people develop mental health problems.
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2.0 OBJECTIVES

At the end of this module you will be able to:

J Assist clients in managing the symptoms of stresagurelevant
theories and models
o Help clients apply healthy coping mechanisms to aganstressful

life situations

Define stress

State causes of stress

Discuss responses to stress
Explain theories of stress
Describe the perception of events
Discuss the management of stress

3.0 MAIN CONTENTS
3.1 Meaning of Stress

Stress is the physical, mental and emotional huregponse to a particular
stimulus, otherwise called as stressor. It is tdapéon/coping-response
that helps the body to prepare for challengingasituns. Stress can be
either negative or positive, depending on the stres

Defining stress

Strictly defined, stress is the physical, mentatl aamotional human
response to a particular stimulus, otherwise calkedtressor.

For instance, if you are to start with writing ydhesis, the thesis itself is
not the stimulus, rather it is the deadline, thetdef the subject, the extent
of research to be done, and even your partnersum gesearch group are
just some of the many potential stimuli that cafluence your response.
The way you respond to these stimuli is exactly vdti@ss is.

Stress is the mismatch between the perceived dbstad the perceived
resources for coping with the demands of the olestac

The stress response may be thought of as the g@wenponent common
in all emotions, general adaption syndrome, whée $trength of the
response predetermine the strength of the emo#atually this also
applies to positive feelings.

108



NSC 314 MODULE 3

The two faces of stress

Stress can be negative or positive, dependingeitetrel of our response to
the stressors we encounter. Apparently, most @inlysthink about the bad
sides of stress. Negative stress is actually asivess that is beyond one’s
control. This bad impact of severe stress is oftamifested in physical and
mental signs and symptoms.

However, when we are only exposed to mild or modesdress, we are
actually able to experience the good side of stnebgh include improved
creativity, learning, efficiency at work and, evealty, a higher level of
self-esteem that could lead us to be able to vaititse higher stress levels
in the future.

3.2 Causes of Stress

What is stressful for one person may not be theestonanother, that is
why the causes of stress is diverse and individedli The most common
stressors, though, include hectic work schedulayyhevork load, family
and relationship problems, and financial problems.

While these popular stressors are often pointatieasulprits for stress, do
you know that even positive life moments, like geftmarried, may also
act as stressors?

As long as something demands for your efforts @hps you to work on it,
it can be called a stressor. Choosing a univetsityo to, getting married,
selecting a car, and other great life events castiessful for you. With all
these stressors around you, you need to learn aimegs management
techniques in order to maintain the balance in Yiéewr

3.3 Responses to Stress

Stress as a biological response

Hans Selye, In 1956, published the results of ésearch concerning the
physiological response of a biological system thhange imposed on it. He
gave the definition of definition of stress, “théate manifested by a
specific syndrome which consists of all the nondpmadly-induced
changes within a biologic system. This syndromeysfiptoms has come to
be known as the fight or flight syndrome.
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Fig 1.2 : Fight-or-Flight Response to stress (§@@®@amage)

Selye called this general reaction of the body tess the general
adaptation syndrome. He described the reactiomr@etdistinct stages.

General Adaptation Syndrome
The Observations by Selye

In his studies, Selye noticed that the body has akapting to external
stressors in terms of a biological pattern thatcally predictable, so that
the internal balance, or homeostasis, would bemedtand maintained.

In its attempt to retain homeostasis, the body malse of its hormonal
system, also known as the fight or flight respos&h this response, you
would notice how the body wants things to be remtifiast and easy, that’'s
why it already resorts to releasing hormones thatllev enable you to
combat stress in the most immediate way possitbtes $truggle of the
body against stress is the main theme of the GeAdegptation Syndrome.
Another observation that Selye discovered was #wain if one’s body
wants to control or reduce the stress, it still ltaslimits. The limited
supply of body’s energy to adapt to the stresgfivirenment is even more
compromised when the body is exposed to the stressdinuously.

Three Phases of Stress Response

The General Adaptation Syndrome is a model thabmmprised of three
elements or phases which describe the body’s regponstress:

1. Alarm Stage

In this phase, the initial reaction of the bodysteess is that it labels the
stressor as a threat or danger to balance thdtystimmediately activates
its fight or flight response system, and releakesstress hormones such as
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adrenaline, nor adrenaline and cortisol. These boes enable you to
perform activities that you don’t usually do.

For instance, when one’s house is on fire, his ksidigs to the alarm stage,
his stress hormones released (particularly adreaknd then he lifts a
very heavy appliance outside the burning house tiBere’s a catch — your
blood pressure starts to rise after a minute @, bich can predispose you
to damage of the brain and heart’s blood vesseling you at risk to
stroke or heart attack. The muscles you've utilizemht also become
painful due to tissue damage.

2. Resistance Stage

After the body has responded to the stressornitaee likely that the stress
level has been eradicated, or simply reduced. WWhagpens next to the
fight or flight response is that you body’s defenéecome weaker, as it
needs to allocate energy to the repair of damagestim tissues and lower
the production of the stress hormones.

Although the body has shifted to this second plasstiress response, it
remains on-guard, particularly when the stressersigt and the body is
required to fight them continuously, although netsironger as it could
during the initial response.

3. Exhaustion Stage

During this phase, the stress has been persigierat fonger period. The
body starts to lose its ability to combat the stoes and reduce their
harmful impact because the adaptive energy is aindd out. The

exhaustion stage can be referred to as the gaterdevburnout or stress
overload, which can lead to health problems ifregsblved immediately.

All in all, the General Adaptation Syndrome modglHans Selye presents
a clear biological explanation of how the body wegps and adapts to
stress.

Physiological Stress Response

The process of physiological stress response dtams the moment the
body realizes the presence of the stressor, foliolwe the sending of
signals to the brain, and to the specific sympatlaatd hormonal responses
to eliminate, reduce or cope with the stress.
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The Nervous System

When your body senses that a particular stresspreisent, signals about
that stimulus are sent to your brain. The mastendl called the

hypothalamus is then alerted to arouse the AutoodW@rvous System

(ANS). The ANS is the system which controls mosth& major organs of
your body: the heart, lungs, stomach, glands armh ¢lie blood vessels.
With these organs, you'll readily notice that th®\is responsible for the
unconscious regulation of the heart beat and bireath

The ANS is further divided into two subsystems: 8ynpathetic Nervous
System (SNS), and the Parasympathetic Nervous 18y&&lS). The PNS
is responsible for the conservation of energy, aff as in defending our
body by controlling gland secretions such as gasirid, tears, saliva and
mucus. It's opposite, the SNS, is the one thatareaall the action system,
because it is the system that is very active duaisgessful situation.

Sympathetic Response

The SNS surely likes things to go very quickly whegyu are faced with
stress. The neurotransmitter nor adrenaline éaseld by the nerve endings
and is sent to the SNS so that the latter can:

1. Enhance the strength of your skeletal muscleddave you heard
news about people who were able to carry heavyittum or
equipments outside their house during fire?

Well, fire is a very stressful situation, and thardlly we have our
sympathetic response to aid us during these ciranoss.

2. Increase heart rate. During stressful moments, your heart beats
faster than it usually does so that the parts air ywdy which are
needed to cope up with the stress would be supjiednough
oxygenated blood to remain functional until theessful situation
subsides.

3. Shoot up sugar and fat levelsWe all know that sugar and fat
provides our body with energy. During stressfuligitons, we need
more energy to cope up, and so the SNS assiste have more
energy.

Furthermore, the SNS also:

Enhances mental activity

Slows down blood clotting time
Decreases intestinal movements
Limits digestive secretions and tears
Dilates Pupils
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. Constricts peripheral blood vessels, especiallysehthat are not
needed to cope up with the stress at hand.

Hormonal response

Other than the nervous system, the body’s streggonse also includes the
help of the adrenal glands. Situated on top of dadhey, the adrenal

glands are also included in the physiologic stresgponse because the
adrenal medulla (the center part of the glands)neases that connect the
gland to the SNS. The SNS stimulates the adrenduli@eto start releasing

adrenaline and nor-adrenaline into the blood caboih. This action results

in the “fight or flight” response, which is manifed by the increase in

heart rate, dilation of bronchial airways and ereanent of the metabolic

rate so more of the stored energy can be used.

Stress as an environmental event

Another concept defines stress as the “thing” aefg” that initiates the
adaptive physiological and psychological responsean individual. The
event creates change in the life pattern of thevitdal, requires significant
adjustment in lifestyle, and taxes available peatoasources. The change
can be either positive, such as outstanding persanolievement, or
negative, such as being fired from a job. The ersighlaere is on change
from the existing steady state of the individudlfe pattern. Positive
coping mechanisms and strong social or familialpsupcan reduce the
intensity of the stressful life change and pron@taore adaptive response.

Stresses as a transaction between the individual dithe environment
This definition of stress expresses the relatigndigtween the individual
and the environment. Personal characteristics dmd rtature of the
environmental event are considered. This illusirapparallels the modern
concept of the etiology of disease. No longer isseéion viewed solely as
an external entity; whether or not illness occuepehds also on the
receiving organism’s susceptibility. Similarly, toredict psychological
stress as a reaction, the properties of the permomelation to the
environment must be considered.

Precipitating Event

Lazarus and Folkman (1984) define stress as aiaedduip between the
person and the environment that is appraised bypé#nson as taxing or
exceeding his or her resources and endangeringrhier well being. A
precipitating event is a stimulus arising from thgernal or external
environment and is perceived by the individual insgecific manner.
Determination that a particular person/ environnrefgtionship is stressful
depends on the individual’'s cognitive appraisath# situation. Cognitive
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appraisal is an individual's evaluation of the paia significance of the
event or occurrence. The event “precipitates” @aase on the part of the
individual, and the response is influenced by tigividual's perception of
the event. The cognitive response consists of gy appraisal and a
secondary appraisal.

3.4 Psychological Theories of Stress

The psychological theories of stress gradually waalfrom the Theory of
Emotion (James-Lange), The Emergency Theory (Caiidawd), and to the
Theory of Emotion (Schachter-Singer).

Because stress is one of the most interesting arsdlenous subjects we
have since the beginning of time, its study is anly limited to what
happens to the body during a stressful situatiom also to what occurs in
the psyche of an individual.

James-Lange Theory of Emotion

We have experiences, and as a result, our autonemious system creates
physiological events such as muscular tension, theate increases,
perspiration, dryness of the mouth, etc. This thewoposes that emotions
happen as a result of these, rather than beinggatlige of them.

Proposed by 19th century scholars William James @ad Lange, the
James-Lange Theory of Emotion presents a sequempt&irdang the cause-
and-effect relationship between emotions and plygical events.

The Theory

Event ==> Arousal ==> Interpretation ==> Emotion

The above sequence summarizes the Theory of Ematicambination of
concepts developed by William James, a psycholdgsh the United
States and Carl Lange, a physiologist from Denmadcording to the
theory, when an event stimulates a person (arqublalautonomic nervous
system (ANS) reacts by creating physiological nestdtions such as faster
heartbeat, more perspiration, increased muscutesiadie, and more. Once
these physical events occur, the brain will intetphese reactions. The
result of the brain’s interpretation is an emotibnthis sense, the theory is
likened to the “fight-or flight reaction, in whickhe bodily sensations
prepare a person to react based on the brainipmetation of the event and
the physiological events.

In his statements, Lange attempted to give a simegl@anation of his
theory by relating its concept to the concept ahown sense. He said that
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our common sense tells us that if a person encuatbear, he tends feel
afraid and then he runs. According to Lange’s theseeing a bear causes
the ANS to stimulate the muscles to get tensedtlamdheart to beat faster.
After such bodily changes, that is the time #rabtion of fear emerges. It
is as simple as saying that statement A, “My hbests faster because | am
afraid.” is more rational than statement B, “I aframl because my heart
beats faster.”Furthermore, Lange explained thatestant B would just
make the perception of the event a pure cognitoeience, and would be
“destitute of emotional warmth”.

Cannon-Bard Theory of Emotion

In the late 1920s, Walter Cannon and Philip Bardppsed their own
theory in refutation of

the James-Lange Theory of Emotion. According to @&nnon-Bard
Theory of emotion, emotions and bodily changes aloshare a cause-and-
effect relationship. Rather, they occur simultarshgu following a
stimulating event.

Origin of the Theory

During the time of Cannon, the James-Lange theayg ane of the most
prominent theories of emotion. To test the the@annon experimented on
cats by severing the afferent nerves of the ANShEathetic branch. He
believed that doing this would test whether emotexpression could

emerge without a visceral afferent feedback (thinotige afferent nerves),
as what the James-Lange theory implied. The restillss experiments in

1915 challenged the James-Lange theory by propas$iag arousal and
emotions emerge at the same time after the peoremti a stimulating

occurrence.

The Theory

Event ==> Simultaneous Arousal and Emotion

The above sequence summarizes the Cannon-Bard yrag&motion. In
essence, the theory is backed up by neurobiologsmaénce. In a
stimulating event, sensory signals are transmitigtie brain’s relay center,
the thalamus. Once the thalamus receives the sighatelays the
information to two structures: the amygdala and kinein cortex. The
amygdala is responsible for the instantaneous resspon the form of
emotions, whereas the brain cortex is for the stawsponse. At the same
time, the autonomic nervous system or ANS sendsatsgio muscles and
other parts of the body, causing them to tenseease in rate, change in
rhythm, and more. Therefore, this theory views stahon/arousal and
emotion as a combined response to a stimulatingtef#er instance, when
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a person sees a venomous snake, he feels afrallisantliscles get tensed
at the same time, preparing to run away from thegdeous animal. One
can observe the person’s emotion based on the glbgsial signals that

his body displays.

Schechter-Singer Theory of Emotion

Also known as the “Two-Factor Theory of EmotionhetSchachter and
Singer theory of emotion is a cognitive approachutmlerstanding how
emotional states are determined by cognitive factor

Origin of the Theory

From the late 1950s, the so-called cognitive renamiubecame prominent
among psychologists. Following this trend, Starflhachter and Jerome
Singer proposed that there are cognitive factoas ihfluence the varied
states of emotions, moods and feelings. They too&ount of the
physiological-based theories such as the Jameseldiggory and the
Cannon-Bard Theory, and came with a conclusion ttiatvarious visceral
or physiological patterns do not match the widaetgrof emotional states
of individuals. The theory was formally introdudeyl Schachter and Singer
in 1962.

The Theory
General autonomic arousal
Stimulus (¥
Stimulus 1| Perception/ L~
‘ ' interpretation
Context
N
Particular emotion experienced
Feedback [

Fig. 1.3 The_Schachter-Singer_Theory_of Emotion
Source: http://www.psychwiki.com/wiki/

The framework above shows the sequence from theilstiing event to the
emergence of emotions. When an individual encosraestimulating event,
perception and interpretation of the stimulus fwko After perception and
interpretation of the sensory information, the psged information is
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divided into two: stimulus and the context of theemt, which is a specific
cognitive label. The information about the stimultrgygers a general
autonomic arousal. In addition to the general amtan arousal, the
cognitive label causes a particular emotion to kpesenced. Once an
emotion is experienced, feedback occurs.

3.5 The Individual's Perception of the Event
Stress and cognitive appraisal

The model "Theory of Cognitive Appraisal" was preed by Lazarus and
Folkman in 1984 and it explained the mental proedssh influence of the
stressors.

According to Richard Lazarus, stress is a two-waycess; it involves the
production of stressors by the environment, and mbgponse of an
individual subjected to these stressors.

His conception regarding stress led to the thebpognitive appraisal.

What is cognitive appraisal?

Lazarus stated that cognitive appraisal occurs véhparson considers two
major factors that majorly contribute in his resperio stress. These two
factors include:

1. The threatening tendency of the stress torttiwidual, and
2. The assessment of resources required to miajntialerate or
eradicate the stressor and the stress it produces.

In general, cognitive appraisal is divided into ttypes or stages: primary
and secondary appraisal.

Primary appraisal

In the stage of primary appraisal, an individuald® to ask questions like,
What does this stressor and/ or situation mean?hamdcan it influence

you? According to psychologists, the three typieaswers to these
guestions are:

1. “this is not important”
2. “this is good"
3. “this is stressful”

To better understand primary appraisal, suppos@rastop heavy rain
suddenly pours at your place. You might think ttireg heavy rain is not
important, since you don’t have any plans of gaogewhere today. Or,
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you might say that the heavy rain is good, becawose you don’t have to
wake up early and go to school since classes ameaded. Or, you might
see the heavy rain as stressful because you hhedided a group outing
with your friends.

After answering these two questions, the secontdgigsrimary cognitive
appraisal is to classify whether the stressor erdituation is a threat, a
challenge or a harm-loss. When you see the stressarthreat, you view it
as something that will cause future harm, sucladésré in exams or getting
fired from job. When you look at it as a challengeu develop a positive
stress response because you expect the stredsadtgou to a higher class
ranking, or a better employment.

On the other hand, seeing the stressor as a “hessi-imeans that the
damage has already been experiences, such as wiessam underwent a
recent leg amputation, or encountered a car acciden

Secondary appraisal

Unlike in other theories where the stages usualye one after another,
the secondary appraisal actually happens simulteheavith the primary
appraisal. In fact, there are times that secondgyraisal becomes the
cause of a primary appraisal.

Secondary appraisals involve those feelings relatedealing with the
stressor or the stress it produces. Uttering sex¢srlike, “I can do it if |

do my best’, “I will try whether my chances of sass are high or not”,
and “If this way fails, | can always try anotherthhed” indicates positive
secondary appraisal. In contrast to these, statsniiée, “I can’t do it; |

know | will fail”, “I will not do it because no onéelieves | can” and, “I
won't try because my chances are low” indicate tegasecondary

appraisal.

Although primary and secondary appraisals are oftemesult of an
encounter with a stressor, stress doesn’'t alwaygpédra with cognitive
appraisal. One example is when a person gets iagldiva sudden disaster,
such as an earthquake, and he doesn’'t have mozedithink about it, yet
he still feels stressful about the situation.
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Predisposing factors

A variety of elements influence how an individuargeives and responds
to a stressful event. These predisposing factoosigly influence whether

the response is adaptive or maladaptive. Typesredigposing factors

include genetic influences, past experiences, agtireg conditions.

Genetic influencesare those circumstances of an individual's lifettare
acquired through heredity. Examples include farhistory of physical and
psychological conditions (strengths and weaknesses) temperament
behavioral characteristics present at birth thatw/with development).

Past experiencesare occurrences that result in learned patteras dhn
influence an individual's adaptation response. Theglude previous
exposure to the stressor or other stressors, l@aroping responses, and
degree of adaptation to previous stressors.

Existing conditions incorporate vulnerabilities that influence the quigcy
of the individual's physical, psychological, ancted resources for dealing
with adaptive demands. Examples include currenitthetatus, motivation,
developmental maturity, severity and duration & sttressor, financial and
educational resources, age, existing coping siegegnd a support system
of caring others.

Individual differences - Stress Response

There have been many studies conducted that foouth® individual
differences in the stress response. According tedkRran & Rosenman,
every individual belongs to either of the two tymdpersonalty: Type A or
Type B. On the other hand, Suzanne Kobasa reldtasdihess" and
personality to stress response. Dr. Albert Bandbhmwever, introduced
"selfefficacy” as an important related factor teess response.

We all know that each of us is a unigque person,thatlour personalities
are so vast that more mysteries of the mind afetstibe studied by
psychologists. Everyone has his own life experisneéiich can never be
exactly the same as that of another person’s. Wikelexperience is one of
the major factors that affect stress responsendividual’s personality, as
well as hardiness and self-efficacy levels greatljuence’s his or her
methods on responding to stress.

Type A & Type B Personality

Famous researchers Friedman & Rosenman believégébale belong to
either two basic types of behaviour or personalitype A and Type B.
According to the researchers, a person with a THp@ersonality is
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competitive, desires to be recognized, longs fowvettpment and
advancement, wants to achieve goals and theregfmds to rush in order
for him to finish the tasks assigned to him. Heymcally active and alert
both mentally and physically.

The person with a Type B personality is the congptgiposite of the Type
A person. Why? It's because the Type B personaltiudes the apparent
lack of motivation, drive, urgency, competitive $fpiand even ambition or
desire. The person with a Type B personality i<desd as calm, relaxed
and non-competitive. A third type, Type C, is désed as a personality
which involves passion for work and desire to aehigoals (typical of
Type A), but when faced with stress, the persomimes apathetic (typical
of Type B)..

Hardiness

Another researcher, Suzanne Kobasa, initiated dystd hardiness, in
which the *“hardy personality” possesses the thres: Control,
Commitment, and Challenge. According to Kobasagyhaeople reflect on
themselves as the managers of their environmentnahdhe other way
around. Also, she argued that hardy individuals @enmitted to face
problems and won’t stop until they find resolutidiesthese. In addition,
hardy people view change not as a threat, butchsiléenge.

In her study, Kobasa found out that hardy peoplelyaxperience being ill

compared to non-hardy individuals, which means tiiah person is

classified as a hardy individual, he can responstriess in a more positive
way in that his health is maintained rather thamalged.

Self Efficacy

Coined by Dr. Albert Bandura, self-efficacy reféesshe sum of the internal
beliefs of an individual on their capacity to irgloce that have an effect on
his life. In relation to stress, self-efficacy nefeto how you perceive
yourself in terms of dealing with stressful sitoas.

According to psychologists, high self-efficacy lesvdend to decrease
negative stress feelings due to the increase ipé¢hnson's sense of control
of the stressful situation. On the other hand, &eif-efficacy levels may

result to stronger negative feelings towards thiessful experience, and
ultimately to inability to cope with the stressapositive manner.

Social Support and Stress

A network which involves an individual's familyjénds and peers who are
able to support the person psychologically and emally is called a
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social support network. Psychologists say that rangt social support
network leads to a better coping experience witsst

Have you ever had a very stressful moment, andesugdelt bold enough
to face the stress all because someone tappednytheshoulder and said
the magical words, “You can do it!"?

Having a strong social support network can prowad&t of benefits to
anyone, because all of us are bombarded by stresan daily lives.
Knowing what a social support network really is dmiv to cultivate your
very own network of supportive people can do woaderyour life as you
combat stress.

Defining Social Support Network

Basically, a social support network is a networkamhily, friends and peers
who provide support in times you are faced witlesgtful situations. This is
not like a support group that is organized by a talemealth professional,
though; it's more like your group of social supgestwho are present on a
regular basis, and whom you can relate to even wlenare not under
significant stress.

Unlike a support group, your social support netwsrkt formalized. You

don’t have to call your friends or family membes#, on a circle and talk
about the stressful moments you are enduring. Algiugour quick talk

with your parents, siblings or children, your lundireak with an

officemate, or your counselling with a church leadee ways wherein you
breathe out your stress experience with your satigport network, and
strengthen your relationship with them at the séime.

Advantages of Social Support Network

Stress can be better managed when your social Bupgtavork is as strong
as it can be.

Here are the reasons why you should strive harmdetrengthening your
relationship with each identified member of youciabsupport network:

Sense of Security

Your social support network has it all — informatiabout your stressful
situation, advice on how to manage stress, and dkensilence and
listening ear you need when you experience burnden you have them
close by, you know you are secure even when stes®s to consume you.
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Source of Strength

When you feel like giving up because of too mucress, your social
support network is there to remind you of the &bsi you possess to cope
up with the stressful situation. They can persgniaéllp you with solving
problems you can’t handle yourself.

Feeling of Belongingness

In times of stressful moments, you may feel alond ao one is there to
help you. Calling a friend, your parents, your wuodte or your church

mate and talking about your feelings, emotions thiedights will make you

feel a lot better and will remind you that theralways someone to comfort
and support you.

Gender, Culture and Stress Response

Differences in gender and culture are found to feageificant influences in
how humans respond to stressors and stressfutisitsaThese differences
require a deeper understanding in order for a petsolearn how he
responds to stress, and whether his stress resgostdeéhealthy or not.
Personality and life experiences are truly affegtine way we respond to
stress, but do you know that other factors likedgenand culture can
contribute to our different responses to stressors?

Gender and Stress

The ways in which stress is physically and psycticlily experienced
may vary because of sex difference, according tgchpdogists who
focused their study on the relationship betweerdgeand stress response.
In 1972, Johansson & Post conducted a study whiabived equal number
of male and female participants. They were subgetea particular non-
stressful situation, and were then transferreddtvessful circumstance.

The results of the study showed that both male fenshle participants
showed an increased in adrenaline levels, yet dinenaline levels of men
was much higher as compare to women. Becausefttta physiological
stress response of women was lower compare to men.

Johansson & Post concluded that the results mighbdrause of three
reasons.

Men and women differ biologically in terms of homas.

Men are typically more aggressive in physical teth@ women. This was
supported by Hastrup, et.al. in 1980, proving thatmonal levels truly
affect stress response in women throughout themsingal cycle.
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Men and women differ in traditional gender rolescls as women are
typically more gentle and caring than men. Howetras, assumption might
have been changed over the years because womenowreassuming
traditionally male roles.

Culture and Stress
Learning about cultural differences also playstalvile in understanding
how each person responds to stress.

It's widely known that more black Americans suffeem coronary heart
diseases than white Americans. This triggered theysof Cooper, et.al in
1999 to learn the reason behind this trend.

Together with his research team, Cooper found bat there was an
unintentional genetic selection during the transfaslack Americans to the
New World via slave ships. The ancestors of thelblamericans today
most probably survived the diarrhea outbreak dutingt time, which
means they had a better ability to retain waterctvigontributed to the
development of Chronic Heart Disease.

Looking at today'’s situation, we could see that tingher unemployment
and literacy rates of might have created a poverlgted stress, leading
more people to suffer from the consequences of tivegatress response
such as Chronic Heart Disease and other diseases.

In 1983, Weg initiated a study on the cultural elifnce between a
Georgian Tribe and other cultures like the Unitadgdlom. He found out
that the members of the Georgian tribe had a maegdr life expectancy
than people living in UK.

Weg concluded that there were many factors thahniigve contributed to
the great difference between the two cultures’ épectancy rates. These
include the stress-free lifestyle, fresh meat aedetable diet, a greater
social support system, higher levels of physicaivdag and lack of vices
such as cigarette and alcohol in the Georgian .tiibis to be studied yet
whether the genes of people living in differentterds affect the stress
response tendencies.

3.6 Stress Management
Stress Management is a wide variety of techniqueethods and

procedures to handle stress. It has been a tremajgever since different
research studies showed the correlations betweesssind the emergence,

123



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSING |

development and progression of dreadful diseasels as cardiovascular
diseases, stroke, and mental disorders.

Historical Groundwork

In order to fully understand how to manage stréisss important to
discover where the stress originates. Thus, varsbudies focused on the
sources of stress so that the stress experiendd beumanaged more
efficiently and effectively.

Hans Selye, the author of the General Adaptatiamd®&me, worked with
Walter Cannon in his attempt to provide an undempig of the scientific
study of stress. From the animal studies, the twg®archers extrapolated
their experiments to human beings in order to iflenivhether the
physiological responses of the animals to stressere also exhibited by
humans.

Following Selye's studies, human response to stmess also studied by
Richard Rahe, one of the proponents of the HolmelsRahe Stress Scale.
Together with his co-researchers, Rahe emphasimdekternal stressors
were the sources of stress of individuals. On ttieerohand, subsequent
studies showed proofs that the earlier identifité@ssors were not the
actual sources of stress. Rather, those were teenal stressors, or the
manner by which the individual perceives and ingenid react to the
stressor.

Related Models to Stress Management
A. The Transactional Model

In 1984, Richard Lazarus and Susan Folkman proptsedransactional
Model (Cognitive

Appraisal, a model that emphasizes how stress besdhe result of the
imbalance between what the situation demands andt e person
possesses in relation to those demands. Accoradirthem, stress is not
directly resulting from the source of the stresBeowise known as the
stressors; rather, it emerges because of the thdiVs inability to satisfy
demands. For these two researchers, thereforasstranagement relates to
the capacity of a person to utilize his resourcesrder to cope with the
stress.

The Transactional Model tells us that a stress gam&nt program can
only become effective if the individual's ability teliminate, reduce, or
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cope with stress is successful assessed, andhthdddtors related to such
capacity are put into consideration.

B. Health Realization Model

Also called as the Innate Health Model of Strehs, Health Realization
Model states that the presence of a probable strds®s not directly result
to the stress experience. This idea was opposeotithe Transactional
Model, because it states that the stress manageprtegtam must be
centered on the perception of the potential strasgthe individual, not on

his appraisal of stress coping abilities.

According to this model, the appraisal must be $eclion filtering one’s
mind of negativity an insecurity, so that he wountat perceived a potential
stressor as a source of stress, and would therlefadeto a more effective
elimination or reduction of stress.

Stress Management Techniques

ey wolcevaursalf oomm

Accessed Feb 77 2010

Fig.1.4 Stress Management Techniques
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More and more people have realized their need nalleastress in a more
effective way, which is why it is nearly impossiliteidentify all the stress
management techniques applied by each of us. Nwlests, here are the
mostly recognized techniques on stress management:

Exercise, Starting a New a Hobby, Meditation, Aetoig training, Artistic
Expression, Fractional relaxation, Progressive xedlan, Alternative/
natural medicine, Social activity, Cognitive theyagConflict resolution,
Deep breathing, Reading novels, Prayer, Relaxa&gohniques, Listening
to Music and Yoga,

Exercising 30
minutes a day,
either in a row
or broken up,
ts beneficial to
your health

e

- ol
health.allrefer.com Accessed: Feb 7th 2010
Fig 1.5: Exercise
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$tress Reduction Methods

~GROUP OR SOCIAL SUPPORT
—-BREATHING EXERCISES
-TIME MANAGEMENT
-SELF-HYPNOSIS ([~
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Lelaxation Response ~ N\
Quiet Environment )/)(L\
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~
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Comfortable Position
— M
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Fig. 1.6 Stress-Reduction-Methods
http://www.nursebuff.com

—

Traditional Stress Therapies

Stress can be managed through several traditibredpies that are proven
to be effective in stress relief and recovery. Agidime different traditional
stress therapies, the three identified effectiverapies include massage,
acupuncture, and acupressure.

Massage

One of the oldest ancient healing arts, massafgirgded on the principle
of relaxing the body to decrease mental anxietyias ayurvedic tradition
contains the earliest practice of massage thedayning that this kind of
therapy provides both physical and emotional rdlardor all individuals.
Eastern civilizations have utilized massage thefapgenturies, giving rise
to the famous oriental massage. For better thetepetdfects, western
people modified the eastern massage methodology.
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Prolonged or excessive stress often makes the budgles over worked,

causing stiffness, muscle spasms and soreness.l&édds to feeling of

tiredness and fatigue. In addition, lactic acidd&eto accumulate further in
the muscles, causing injury to skeletal musclescélll these and more
result to feeling of exhaustion, and later decrdhseenergy, capacity and
motivation of the person to manage the stress.

Massage is applied through the use of hands ared btdy parts to locate
areas of high tension and relax these body areasithing the right amount
of pressure.

Many clinical studies have proven the rejuvenasffgcts of massage, such
as the following:

Improved blood and fluid circulation all over thedy
Increased oxygen flow

Enhanced elimination of body wastes

Improved muscle tone

Feeling of relief, relaxation and peacefulness

There are different types of massage therapies doage stress. The
popular ones being Traditional Massage, ShiatsdleRdogy, Polarity,
Swedish massage, Sports Massage, Manual Lymph dy@jiDeep Tissue
Massage, Rolfing and Trager..

Acupuncture

Referred to as the most common Chinese therappuacture is one of the
stress therapies that relieve and control pain, omincon symptom
experienced by people who are exposed to constet#ssive stress,
especially at work.

Acupuncture rests on the principle that the bodgte kept in harmony
and balance through the facilitating of “life engrgn it, also called as
“chi”. Stress is believed to disrupt this balancel ®armony, and impedes
the normal flow of chi, so acupuncture is recomnaghidy many therapists.
Acupuncture specialists insert needles into acupah the body in their
attempt to manage the pain experienced by the pefsxording to them,
this procedure aims to facilitate the restoratibieho distribution, allowing
pain and stress relief.

To prove the effectiveness of this traditional straherapy, the World
Health Organization (WHO) conducted research andntified the
following stress-related disorders as having basrcessfully treated by
way of acupuncture:
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Headache (particularly migraine)
Post-stroke paralysis

Trigeminal neuralgia

Nocturnal enuresis or bed wetting
Meniere’s disease

Neurogenic bladder dysfunction
Sciatica

Irritable Bowel Disease
Anxiety-related problems

Acupressure

Defined as the needle-less version of acupunctacepressure is the
Chinese healing art that uses finger pressure adstef needles in
facilitating the restoration of energy flow throwgh the body. This is more
convenient than acupuncture as it can be done wergou are.
Acupressure, although not found as effective apauacture, has achieved
recognition for treating stress symptoms and mstogss-related disorders
such as:

Body pain

) Headache and migraines
. Menstrual problems

) Sleep problems

. Anxiety-related problems
. Digestive problems

40 CONCLUSION

Stress is an important factor in mental illnessabse it can worsen
symptoms and lead to relapses. If you can decrsdesss, you can decrease
symptoms.

5.0 SUMMARY

If you were to ask a dozen people to define stresgxplain what causes
stress for them, or how stress affects them, yowldvdikely get 12
different answers to each of these requests. Tdsorefor this is that there
is no definition of stress that everyone agreeswdrat is stressful for one
person may be pleasurable or have little effecothrers. We all react to
stress differently.

129



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSING |

You have learnt just acquired more information lo& ¢concept of stress and
how it variously affects our lives, it is is expedtthat after now, you
should understand better how people behave diffigremder the same
situation and circumstances.

6.0 TUTOR-MARKED ASSIGMENT

Examine a challenging situation in your academicspi, how does it
affect your growth and your productivity and retaship with others.
Discuss your experience with your friends in yocinaty group.

SELF ASSESSMENT
Explain the concept of stress as a transaction detwhe individual

and the environment and as an environmental event.
Identify and discuss the relevant psychologicabtles of stress.
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UNIT 2 COPING STRATEGIES AND DEFENSE
MECHANISMS
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1.0 INTRODUCTION

Coping mechanisms can also be described as ‘slirskils’. They are
strategies that people use in order to deal witbssés, pain, and natural
changes that we experience in life.

Coping mechanisms are learned behavioural patiesed to cope. Your
have learned about the concept of stress and wamays our bodies
respond to stressor in the last unit. This unin@ras the ways individuals
manage the stressful situations to minimize itsactn our mental health.

2.0 OBJECTIVES

At the end of this unit, you will be able to:

. distinguish between coping strategies and defemechanisms

. identify the major types of coping strategies @escribe how each
operates

. list the different types of defense mechanisms.
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3.0 MAIN CONTENT

3.1 Coping Strategies and Defense Mechanism

You will recall that we are constantly being affettby situations in our
everyday life which generate various degrees ekstrsome are minor and
others are very serious and we react to these retbasciously or
unconsciously; with or without the full knowledgévehat we are doing.

When we react in a conscious way to a stressfudtin, we are said to be
coping. In other words, we are applying a copimatsgy. On the other

hand when we react to a stressful situation ungously, we are said to be

employing defense mechanism. In other words, defanechanisms are

activities or reactions, patterns, usually uncamsgithat protects a person
from anxiety, guilt, unacceptable impulses andrmaéconflict.

SO Cuplng skills
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3.2 Types of Coping Strategies

There are three major types of coping strategies:

1. Less desirable coping activities.
2. Aimless and unproductive coping activities.
3. Desirable and helpful coping activities.

Less desirable coping activities

These are activities which are very harmful bothysablogically and
psychologically. The activities include over-eatiradcohol consumption,
smoking and indulging in drug abuse:

1. Over-eating

Too much eating is generally accomplished with tivédg. The over-
eating may then lead to hypertension, obesity, trawiveness and a host
of other psycho-physiological problems.

2. Alcohol consumption

Alcohol is classified as a systemic drug which eseeyed directly to the
bloodstream and acts on the central nervous systerth both
psychological and physiological consequences, agttirrhosis of the
liver, reduced appetite, malnutrition and impaireamal mental activities.
People consume alcohol to run away from their gaisl but the problems
remain after the effect of alcohol is gone.

3. Use of tobacco products

Some individuals when under stress resort to sngokirhich they claim
calms their nerves or stimulates their ability hank. This is a conscious
action which does not help the person in any wagtadever. No matter
how much tobacco products one uses and in whatevar it is used,
tobacco remains detrimental to human health becafuge harmful effects
of the chemicals — nicotine, tar and carbon mor®xid the body systems.

Some of the consequences include cancer (of thg, l@esophagus,
bladder, kidney, larynx and oral cancer), bronshigmphysema, stroke,
heart attack, cirrhosis of the liver, stomach anddknal ulcers and other
circulatory and heart diseases.
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4, Drug abuse

Some persons seek solace in other psychoactivéasgles when they want
to think, sleep, attend functions, be alert, keeale and to be able to
function effectively in a variety of situations. |Alrugs alter the chemical
composition of the body as well as affect in vasiaegrees the central
nervous system. So even the prescription drugsntakiéhout medical
advice can be dangerous to health. Drugs takenobdtustration and
purposes other than prescribed medication inclleggedsants, stimulants,
tranquilizers, opiates and narcotics. Some of tm®wkh hazards of
indiscriminate ingestion of these drugs includegddependency, addiction
and tolerance, mental disorders, crime, impairedttioning of the organs
physiological problems and even death.

Aimless and unproductive coping activities

These are activities which are harmless and whiely appear to reduce
tension emanating from stress. They are howeverdfeéo be unproductive.
They include such pointless activities as:

1. Floor-pacing, hand-wringing, nail-biting, teeghnding, finger-
tapping on an object, scratching the body and othenless
activities. These are called impulsive behaviour

2. Day dreaming which is a retreat from realityfantasy in which a
person’s problems do not appear to exist or appedrave been
solved. Occasional day dreaming of short duratsdmarmless, but it
becomes dangerous when the habit is for long durair becomes
chronic, thus hampering the opportunity to face tality of the
situation.

Desirable and helpful activities
Some coping activities are helpful and thereforsirdble in the reduction
of tension generated by stress:

1. Laughing, crying and swearing

These are natural activities of everyday life. @nes under stress which
may be positively or negatively induced. Both negdy and positively
induced stress often generate emotion which isesged by the shedding
of tears. Thus one cries when there is a losssgjraficant person such as a
parent, sibling or a close friend. Generally, tleatd of a person whether
well-known or mere acquaintance, may also eli@rdeof sympathy. Also,
a happy occasion such as seeing a relation oneédtaseen for years or
achieving an unanticipated success after a loniggherf struggle may elicit
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a cry of joy. In other words, both sad and joyogsasions could create
such tension that they are expressed in cryingwimeariably lets out the
tension.

In view of the value of crying, people should netdnduly restrained from
crying when an immediate solution calls for it, esiplly under the
circumstances described above. It is better toitcgut when one is in
distress such as when one is grieving for the tdss significant person,
rather than bottle the emotion up.

Swearing helps to relieve tension, whether or hetdbject, is aware of the
swearing or not. Swearing here does not imply e af the name of God
or whatever the swearer believes in. It means ssprg one’s displeasure
with the visible cause of stress or tension. Sucla@ion generates some
stress on the patient law-abiding driver who magnthexpresses his
displeasure by saying “Look at that foolish mant’“dook at that mad
man!” or “Look at that selfish man who thinks | leamo need to hurry!”
and so on.

Laughing also helps in the reduction of stressianduld be used for both
joyous and sad occasions. More importantly when lgaun to laugh at
yourself and at your actions in an attempt to sglear problems, rather
than brooding over them, you are exhibiting sighgand mental health.

2. Talking out a problem

Talking out your problem with a close person sushyaur spouse, close
friend, classmate, the teacher you can trust on gweer religious leader or
an elderly person in your family can make a lotdifference in the
reduction of a problematic tension. Your listenestymot have a ready
solution to your problem, but you would have redlugeur burden because
someone now shares some of it. From talking out yoablem, you may
start having an insight to its solution.

Talking out a problem also includes seeking prodesd assistance such as
a psychologist or a psychiatrist. A problem whidthers your mind is like
a disease which affects your body. There shoulddoghame in seeking for
help when you believe you have a tension which aggp® linger on, and
with no apparent solution.

3. Thinking through a situation

When you have been through an unpleasant exper@mtave been badly
hurt emotionally, it is always good to give youfsal few moments of
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unemotional thinking to help you put things in betperspective and to
reconstruct the situation. The few moments here mmpjy a few hours,
days or weeks. You are then in a better positidar akconstructing the
events to decide on an appropriate action. Raslsides may satisfy the
spur of the moment, which may in the final analysigher complicate
your problem rather than solving it. For good merealth, you must
cultivate the habit of thinking over a situatiomtbughly before acting. It is
better not to act on the spur of the moment thaegeet later.

Louis E. Kopolow’s Plain talk about Handling Stresso his twelve Tips
on how to cope with Stress as:

1.

10.
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Try physical activity

Vigorous exercise of any kind relieves uptight ileg$ and ushers in
relaxation.

Talk out your worries

Don’t hide your worries. Ask for help when you nedé@r really
serious problems seek professional help.

Know your limits

Learn to accept what you cannot change. Don’t fegkituation, if it
is beyond you.

Don’t mask your problems with hard drugs analadd

Although drugs and alcohol relieve stress templyrathey do
nothing to alleviate stress conditions that caubedstress in the first
place.

Take care of your health

Eat well and get enough rest every day. You willdss able to deal
with stressful situations if you neglect your daeid loose sleep.
Make time for fun

Play is just as important to your well-being as kvdt is essential to
allow time for amusement and recreation.

Get involved with others

When you are bored, sad and lonely, get out andvigere it's all
happening. Offer service to neighborhood and velent
organizations. Help yourself by helping others.

Organise your time

Don’t try to do everything at once. Rank your tasksorder of
importance and concentrate on the essential orsgs fi

Give in once in a while

You don’t always have to be right. Don't let otheople upset you
because they do not do things your way.

Realise that it is all right to cry
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11.

12.

3.3

Relieve your anxiety with a good cry. It may pretveradache and
other physical symptoms.

Create your own peace and quiet

You cannot get away from your problems; try imaggia quiet

country scene or a deserted beach. Escape infoathes of a good
book or play some music you enjoy. Any one of thastvities can

induce a sense of peace and tranquility.

Learn how to relax

The next time you feel tight and tense, take deeaths. It works

wonders in reducing tension. The relaxation teammidtled The

Relaxation Response developed by Benson in 197 5eti@wve most

symptoms of stress and can be used anywhere anytime

I. Sit quietly in a comfortable position.

il. Close your eyes.

iii. Deeply relax your muscles, beginning at your featl a
progressing up to your face. Keep them relaxed.

iv. Breathe through your nose. Become aware of youathirey.
As you breathe out, say the word “ONE” silentlyytwurself.
For example, breathe IN ... OUT, “ONE”, etc. Brea#fasily
and naturally.

V. Continue for 10 to 20 minutes. You may open yougseto
check the time, but do not use an alarm. When yasif, sit
quietly for several minutes, at first with your syglosed and
later with your eyes opened. Do not stand up fofew
minutes.

Vi. Do not worry whether you are successful in achig\ardeep
level of relaxation. Maintain a passive attituded grermit
relaxation to occur at its own pace. When distracthoughts
occur, try to ignore them by not dwelling upon themd
return to repeating on “ONE”. Practice the techeigunce or
twice daily, but not within two hours after any rheace the
digestive processes seem to interfere with elioitabf the
Relaxation Response.

Defense Mechanism

Defense mechanisms are sometimes referred to asnsdebriented
reaction. Stressful situations are part of everydiéy and everyone
develops methods of handling them. The less stressfuations are
handled consciously as already discussed undengatrategies. But the
use of ego-mechanisms helps an individual to asosdnscious feeling of
the presence of stress.
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There are no disagreements that defense mechadisnegist, but there
appear to be disagreement on how many of these #drerand to which
mechanisms a particular pattern of behaviour shdeldattributed. It is
generally known that defense mechanisms are cailtedplay whenever a
situation or impulse or feeling comes up whichigonflict with a person’s
self-concept. These defense mechanisms should eotebgarded as
abnormal, for we all make use of them and we atinoa be said to be
abnormal.

Defense mechanisms are necessary and valuable alnglewith the
stressful situations we all face through life.sltmost doubtful that anyone
can successfully go through life without making n§some of them at one
time or the other. However, reliance on them obilits to acknowledge or
accept them can be a sign of low ego strength. hames even more
difficult when we realize that most defense mecéasi are unconsciously
motivated; that is, we do not know why we do therd avhen we do them.
It requires an intelligent outsider to understandatvis happening. In
examining a few of the widely accepted defense m@eisims, no attempt is
made to classify them as good or bad. In most cabesvalue of a
particular device depends on the extent to whicks itsed. A defense
mechanism might be of great value if used in maa®raand in proper
situations. Yet, the same mechanism used in excess inappropriate
situations may be very harmful. By and large, dedemechanisms are
automatic responses that help one to alleviatevordastress rather than
solving the problem which has generated it. Thio¥ahg are some of the
more commonly used defense mechanisms found ilitenature:

1. Avoidance

This is the simplest and most common method ofrdef@against anxiety. It
operates by avoiding situations that produce apxkevery one of us uses
this defense to some extent. If you are afraidpeed, you will always
prefer to travel with a slow vehicle. In the samaywif you feel very
uncomfortable speaking in the public or in frontgsbups, you will try to
avoid situations in which you will be required t@ke public speeches. A
young man who feels uneasy in a personal relatipngtth girls will avoid
this anxiety by not asking them for dates. But thesy not debar him from
speaking of his exploits with them. In the norman rof things the above
examples of avoidance could neither be consideladranal nor unusual.
However avoidance according to Jones, ShainbergBamed (1974) could
become so intense if a person becomes so feadtihthrefuses to venture
out of his house for any reason. Thus, it can lz the same defense
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mechanism can be normal and harmless or serious#iplthg depending
on the degree to which it is utilized.

2. Compensation

The defense mechanism by which a person countanbes failure in one
area by excelling in another. This mechanism isanstant use and even
more so by the disabled person. For instance, iheaNy impaired often
develop a high sense of hearing and rememberiragsoi

3. Denial of reality

This is a defence reaction in which a person ptstéds ego from a
stressful situation by refusing to perceive it athdrawing from it. An
example is a situation in which a motorcyclist d@gards safety rules by
riding without a crash helmet or a child ignores thother’s call to come
home simply because he wants to play in the frierftbuse. Another
variation is the denial of the inward feelings adhe case of a youth who
might deny his feelings or desire for a girl if kmows he has no chance of
winning her. The proverbial “the grapes are sosraigood example; we
also often use the same defense mechanism agdjestsoand material
things that we believe is out of our reach. We galheavoid anxiety by
restricting our most cherished desire to that winschttainable or nearly so
(Jones, Shainberg and Byer, 1974).

4. Displacement

This is transference of an emotion from the siarathat caused it to a less
stressful or threatening situation.

5. Dissociation

This defense mechanism involves divorcing ideasnftbe feelings that
would naturally be associated with them by satmfyicontradictory

motives. For instance, the person who leads a ridifean the midst of

chaotic world conditions.

6. Fantasy

This is an escape into a dream world to avoid tyedln fantasy, a person

imagines he is someone else he is obviously nat) as a movie star, an
intellectual giant or a successful business exeeuti
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7. Fixation

In a fixation, a person remains emotionally immataither in all phases of
his personality or in only certain aspects of ihisTtype of person may
never gain emotional maturity or he may gain i dater than average age.
It is closely related to regression except thateasgn may never have
advanced beyond the childish age.

8. Projection

This is a defense mechanism in which a persorbatés his own motives
to others or blames someone else for his own pmudld-or instance, a
person tells lies and cheats because he beliewsetieryone does the
same, or a person accuses others of doing whaidseat would like to do.

9. Rationalisation

This is a behaviour in which a person convincesskifrthat his reasons for
doing something are different from what they reahe; an individual
explains his behaviour in such a way as to assigoaally acceptable
motive to it and disguise the unacceptable motigebehaviour actually
portrays. Rationalization is a commonly used defemgechanism. A good
example is a student who fails a quiz but blameséacher rather than his
inadequate efforts or preparation for the quiz.

10. Regression

A return to a former somewhat primitive and ratlodrildish type of
reaction. An example is an undergraduate who ledvesuniversity and
returns home because life is tough in the formet @asier in the latter.
Regression is closely related to fixation in tewhshildish type of reaction
except that a person who exhibits fixated reactlaasnever grown beyond
his immature stage of development.

11. Repression

This is the unconscious forgetfulness of aspectpast events that may
cause pain or discomfort. Example is the case sdldier who has seen
many horrible sights of deaths on the battlefietdl aefuses to let the
events pass through his thoughts. While repredsasnits positive aspects,
it is damaging when it protects a person from pFoid he should face
realistically.
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12.  Sympathism

Avoidance of a problem by seeking attention andresgion of concern
over difficulties. Example is the case of a studehb fails a course and
then seeks sympathy of others; explaining the fails not his fault, but
the lecturer's for setting difficult questions. $himechanism is closely
related to rationalization.

13. Transference

This can be either a positive or negative shiftofgfeelings from one

person to another because one identifies withwioe Example is the case
of a person to whom another is introduced to resiemta friend. The

person tends to be attracted immediately to the person.

14. Sublimation

Sublimation which was originally used to indicate fprocess of satisfying
frustrated sexual desires in no-sexual substitcti®ites is now used more
commonly to include any substitution, actions ahdughts which are

considered undesirable or unacceptable. For exangieression of

aggressive impulses towards others in the formesfrdctive behaviours or
acts that are not socially acceptable can be esgdes socially acceptable
forms of competition such as in sports, politicd dasiness.

Defense mechanisms/reactions used infrequentip@iraltogether harmful

to the individual's personality. Whether they heitp coping or lead to

maladjustment behaviour depends upon the speggie of mechanism and
its effect on you or others and upon the extenwkich you and others
learn to depend on one or more of them. Therefdeéense mechanisms
leads to maladjustment when they interfere witreotiye self-analysis and
when they prevent a direct attack on a problem bgcealing its true

nature.

40 CONCLUSION

Coping mechanisms can also be described as ‘slirskils’. They are
strategies that people use in order to deal witbssés, pain, and natural
changes that we experience in life.

5.0 SUMMARY

As we have seen in this unit, coping devices ar¢hous of making
necessary adaptation to stress experienced inroaroament. Coping is
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generally a conscious reaction to stress. The gopgtnategies help to
reduce stress by achieving an indirect satisfacbbra need. Defense
mechanisms are also a kind of adaptation or cofihgy are also learned
behaviour but often used unconsciously, they amancon practice in
everyday life.

6.0 TUTOR-MARKED ASSIGNMENT

Identify any five of the defense mechanisms youehgust learned and
explain how they work in the management of strdsstfmuli. Submit this
to your precept of at your study centre for assessm

SELF-ASSESSMENT EXERCISE

I. What is the major difference between SympathismSuralimation?

Defene mechanisms and coping strategies are closédyed. In
what ways are they similar and dissimilar?

List 10 types of defense mechanisms and brieflycras five of
them.

7.0 REFERENCES/FURTHER READING

Herbert-Benson, M. D. & Khpper, M. Z. (1973he Relaxation Response.
New York: William Morrow and Company.

Udoh, C. O. (2006 Mental and Social Health. Ibadan: Distance Learning.

142



NSC 314 MODULE 4
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1.0 INTRODUCTION

Personality is who we are. Our personalities deaternmow we act and
react, as well as how we interact with and responthe world. Despite
much research, the origins of personality are atithystery, though there
are many theories that attempt to explain them. e&msearchers propose
that children learn personality from their paremtiers believe personality
is fixed from birth. Some theories address how &mment, genetics, and
culture influence the development of personality.

What does it mean to have “personality”? Someorth personality could
be funny, passionate, daring, extroverted, aggressegotistical, hot-
tempered, or insecure. He or she might be altoyiktimble, mellow, shy,
or wary. He or she might even be all or any of ¢h#sngs at different
times and in different places, depending on theatidn. Researchers have
developed many ways of assessing personality, \en  we do gain an
understanding of how we are, the question of whyenhat way remains.
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You will learn more on personality, personalityitsaand the theories of
personality in this unit.

Make no mistake between my
personality and my: 7
attitude. 3
My personality is who |
am, my attitude

depends on who you
are.

Fig. 1.1 Personality
www.barlowmccarthy.com

In some ways we are all the same. We all haveaheduman nature. We
share a common humanity. We all have human bodidshaman minds,
we all have human thoughts and human feelings.

Yet in other ways we are all completely differemdaunique. No two
people are truly alike. No two people can ever htheesame experience of
life, the same perspective, the same mind.

Even identical twins are unique in this respectntmumber 1 will always
be twin number 1 and will never know what it iswsdly like to be twin
number 2, to experience life and see the worlduinonumber 2’s eyes.
Somewhere between these two — our common humandyoar unique
individuality — lies personality.

Personality is about our different ways of beingnam. How we are all
variations on the same themes. How the human nateall share
manifests in different styles of thinking, feeliagd acting.

As a nurse, you will be dealing with different péoplifferent from you
who are experiencing life situations different frgour own, they will need
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your help, to be able to do this successfully, yaust be equipped with the
knowledge of why and how there is a variation imiam beings.

This module will help you acquire more knowledge thie patterns of
human behaviour and the associated disorders.

2.0 OBJECTIVES

At the end of this module you will be able to:

discuss human behavior on the basis of their pahtptype.
describe the various pattern of human behaviousarders.
describe personality

list the principles of personality development

discuss various theories of personality development

3.0 MAIN CONTENT

3.1 MEANING OF PERSONALITY

Unr:nmprfé%ifsino Self- ﬁdb
% 2= _brave
5 & E 2 Reliable Strong

in =i = Talented Powerful
Flgﬁerd"g o Elegant

Outspoken

Pr: dctlcalDeter mlned

http://blog.stjohns.be
Fig. 1.2 Meaning of Personality

Personality can be defined as consistency in ap&rsvay of being — that
is, long-term consistency in their particular wayfsperceiving, thinking,
acting and reacting as a person. Organised pattérttought and feeling
and behaviour.

To some extent, people generally do tend to openatesimilar way day

after day, year after year. We’re not talking abspécific actions being
repeated again and again, like compulsive hand4wgsbhut about overall
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patterns, tendencies, inclinations. Someone whddrated to be quiet and
reserved up to now will probably still tend to beiej and reserved
tomorrow.

It is this general predictability in individualshaught patterns, behaviour
patterns and emotional patterns which defines paigp. Or to put it
another way:

“Your personality style is your organizing prinaplit propels you on your
life path. It epresents the orderly arrangementalfyour attributes,
thoughts, feelings, attitudes, behaviors, and @ppirechanisms. It is the
distinctive pattern of your psychological functingi—the way you think,
feel, and behave—that makes you definitely you.

1.2 Normal Versus Abnormal

It is impossible to know exactly what and how ameotherson thinks and
feels. What may be adaptive in Ghana may be malagap South Africa,
what is humorous in Zambia may be insulting in BeRepublic, next-door
neighbours may fanatically support opposing fodtbehm, or one may
have no interest in sport whatsoever. Thus, theem@inof “normal” must be
approached with caution.

Normal is sometimes taken to mean with no impedimératsoever. This
meaning was adopted by the World health Organizatiben it defined
health as a state of complete mental and physieltlbeing.

Normal may also mean average. Personality featabey the normal
distribution curve, with the majority of the poptitan registering in the
middle of the graph and with a few individuals hé textremes. In the
statistical sense those beyond 2 standard dewsatdrthe mean may be
regarded as abnormal with respect to the dimensiaer consideration
(warmth, perfectionism, impulsivity).
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3.3 Principle of Personality Development

Process of Personality Development

Fig. 1.3 Personality Development
www.childhealth-explanation.com

1.

2.

We all share a human nature that has been ghmgpevolution and
has helped humans adapt to their environment.

We differ from each other in dispositional tsabroad and relatively
stable dimensions of personality. Humans differthair thinking,
feeling and behavior.

We also differ in characteristic adaptationgrensituation-specific
and changeable ways in which people adapt to ttdes and
environments, including motives, goals, plans, st® self-
conceptions, stage-specific concerns, and copirgpamsms.

We differ in narrative identities, unique amtegrative “life stories”
that we construct about our pasts and futures\te gurselves an
identity and our lives meaning.

Cultural and situational influences help shap@®f these aspects of
personality
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3.4 Personality Traits

Big Five E

Personality
Traits

Fig. 1.4.Personality Trait
www.good.co

Personality is the collection of characteristic ugbts, feelings, and
behaviors that are associated with a person. Pagortraits are
characteristic behaviors and feelings that areistarg and long lasting.

Traits — or descriptors used to label personalityave their origins in the
ways we describe personality in everyday language.

In the early years of personality theory, many tis#® used the term types
to describe differences between people. Sheldord,19& example,
categorized people according to three bodies tyder@lated these physical
differences to differences in personality. Endorharpbody types are
plump and round with a tendency to be relaxed andgang. Mesomorphic
physiques are strong and muscular, and usuallygetierand assertive in
personality. Ectomorphic body types are tall anidh #nd tend to have a
fearful and restrained personality.

Not only is it unlikely that personality can be rpagd to body type, but the

idea that all people can be allocated to a smathber of categories is
challenged by modern trait theories.
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BODY TYPES

Endomorph Mesomorph Ec,iomorph

Figure 1.5 Three body types, according to Sheld954).

Modern theorists view traits as continuous rathantdiscrete entities. So,
rather than being divided into categories, people @laced on a trait
continuum representing how high or low each indiaidis on any
particular dimension. The assumption is that wepalisess each of these
traits to a greater or lesser degree, and that agsgms can be made
between people.

For example, categorizing people into separatepgai ‘sociable’ versus
‘unsociable’ is considered to be meaningless.

Instead, it is considered more useful by trait tis#® to determine the
amount of sociability each person exhibits. Perbgnéheorists regard
most traits as forming a normal distribution, sonsopeople will be very
high in sociability and others very low, but mosbple will be somewhere
in the middle.

Ancient Greek Ideas

The ancient Greeks believed that people’s perdmmldepended on the
kind of humor, or fluid, most prevalent in their bodies. The iant Greeks
identified four humors—blood, phlegm, black bileydayellow bile—and
categorized people’s personalities to corresporidliasvs:

Sanguine:Blood. Cheerful and passionate.

Phlegmatic: Phlegm. Dull and unemotional.
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Melancholic: Black bile. Unhappy and depressed.
Choleric: Yellow bile. Angry and hot-tempered.

The Greek theory of personality remained infludnteell into the
eighteenth century.

Cattell’'s Sixteen Traits

Like the ancient Greeks, modern researchers belretke existence of a
few basic personality traits. Combinations of thieasic traits, they believe,
form other traits. Psychologist Raymond Cattelldugestatistical procedure
called factor analysisto identify basic personality traits from a veong
list of English words that identified traits. Factmalysis allowed Cattell to
cluster these traits into groups according to temnilarities. He found that
personality is made up of sixteen basic dimensions.

The Big Five Traits

Other researchers have since clustered persorteditg into even fewer

categories. Today, many psychologists believe #ilapersonality traits

derive from five basic personality traits, whicle @ommonly referred to as
theBig Five:

Neuroticism
Extraversion

Openness to experience
Agreeableness
Conscientiousness

o

The Big Five traits remain quite stable over tte dpan, particularly after
the age of thirty. Although researchers identifthé Big Five traits by
using a list of English words, these traits seenbéoapplicable in many
countries.

Criticisms of the Big Five Model

Critics of the Big Five have various arguments agiaihe model:

. Some critics think that more than five traits apeded to account
for the wide personality differences among people
. Other critics argue that five traits are too maRgr example, they

point out that openness correlates positively witraversion. These
critics argue that just three traits— neuroticissriraversion, and
agreeableness—should be enough to fully descritsopality.
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. Still other critics argue that the Big Five are swvhat arbitrary
because they depend on the words used in thetis@tmsnalysis that
produced them. A different list of words may hawelded different
basic traits.

. Some psychologists have questioned the researgboding the
stability of the Big Five traits across culturedey argue that the
research could be biased because the use of Wdsttenis more
likely to uncover cultural similarities than diffarces.

3.5 Theories of Personality
Psychodynamic Theories

Many psychologists have proposed theories thabtexplain the origins of
personality. One highly influential set of theorems from the work of
Austrian neurologistSigmund Freud, who first proposed the theory of
psychoanalysis.  Collectively, these theories are owkn as
psychodynamictheories Although many different psychodynamic theories
exist, they all emphasize unconscious motives axsirels, as well as the
importance of childhood experiences in shapingqretty.

Sigmund Freud’s Theory of Psychoanalysis

In the late 1800s and early 1900s, Freud devel@éechnique that he
called psychoanalysis and used it to treat mensalrders. He formed his
theory of psychoanalysis by observing his patiem&cording to
psychoanalytic theory, personalities arise becafsattempts to resolve
conflicts between unconscious sexual and aggressipelses and societal
demands to restrain these impulses.

The Conscious, the Preconscious, and the Unconscou
Freud believed that most mental processes are soiows. He proposed
that people have three levels of awareness:

) The consciouscontains all the information that a person is pgyi
attention to at any given time.
Example: The words Dan is reading, the objects in his fiefd
vision, the sounds he can hear, and any thirstydwror pain he is
experiencing at the moment are all in his conscious

. The preconsciouscontains all the information outside of a person’s
attention but readily available if needed.
Example: Linda’s telephone number, the make of her car,raady
of her past experiences are in her preconscious.
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. The unconsciouscontains thoughts, feelings, desires, and memories
of which people have no awareness but that inflaenery aspect
of their day-to-day lives.
Example: Stan’s unconscious might contain angry feelingsaraw
his mother or a traumatic incident he experiendexa four.
Freud believed that information in the unconscieo®erges in slips
of the tongue, jokes, dreams, illness symptoms,th@dssociations
people make between ideas.

The Freudian Slip

Cathy calls up her mother on Mother's Day and séysu're the beast,
Mom,” when she consciously intended to say, “Youme best, Mom.”
According to psychoanalytic theory, this slip oktkongue, known as a
Freudian slip, reveals her unconscious anger towaranother.

The Id, the Ego, and the Superego
Freud proposed that personalities have three coemgsnthe id, the ego,
and the superego.

. Id: a reservoir of instinctual energy that containsldgical urges
such as impulses toward survival, sex, and aggmesdihe id is
unconscious and operates according tofleasure principle, the
drive to achieve pleasure and avoid pain. The cheracterized by
primary process thinking, which is illogical, irrational, and
motivated by a desire for the immediate gratifizatf impulses.

. Ego: the component that manages the conflict betweedtand the
constraints of the real world. Some parts of the &g unconscious,
while others are preconscious or conscious. The egerates
according to theeality principle , the awareness that gratification of
impulses has to be delayed in order to accommdtatdemands of
the real world. The ego is characterized dBcondary process
thinking, which is logical and rational. The ego’s roleasprevent
the id from gratifying its impulses in socially p@ropriate ways.

. Superego: the moral component of personality. It containstliaé
moral standards learned from parents and socigig Juperego
forces the ego to conform not only to reality bilsbao its ideals of
morality. Hence, the superego causes people tagteky when they
go against society’s rules. Like the ego, the segeoperates at all
three levels of awareness.
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Conflict

Freud believed that the id, the ego, and the sgpese in constant
conflict. He focused mainly on conflicts concernisgxual and aggressive
urges because these urges are most likely to gistatietal rules.

Anxiety

Internal conflicts can make a person feel anxibmg=reud’s view, anxiety
arises when the ego cannot adequately balanceetmardls of the id and
the superego. The id demands gratification of mgulses, and the
superego demands maintenance of its moral standards

Defense Mechanisms

To manage these internal conflicts, people use ndefemechanisms.
Defense mechanismare behaviors that protect people from anxieter&h
are many different kinds of defense mechanisms, ymanwhich are
automatic and unconscious:

Repression: keeping unpleasant thoughts, memories, and feeling
shut up in the unconscious.

Example: Nate witnessed his mother being beaten by a mugger
when he was seven years old. As an adult, he diagmember this
incident.

Reaction formation: behaving in a way that is opposite to behavior,
feelings, or thoughts that are considered unacbépta

Example: Lisa feels sexually attracted to her roommate’sfioeryd

but does not admit this to herself. Instead, simstemtly makes very
disparaging comments about the boyfriend and fisfsusted by the
way he acts.

Projection: attributing one’s own unacceptable thoughts olirfge

to someone else.

Example: Mario feels angry toward his father but is not aavaf it.
Instead, he complains that he cannot be arounftmier because his
father is such an angry man.

Rationalization: using incorrect but self-serving explanations to
justify unacceptable behavior, thoughts, or feeding

Example: Sylvia runs a red light while driving. She justgi¢his by
teling herself she was already in the intersectidmen the light
changed to red.

Displacement: transferring feelings about a person or event onto
someone or something else.

Example: Seth is angry at his professor for giving him a geate.

He leaves class and shouts angrily at a passerioyasbidentally
bumps into him.

Denial: refusing to acknowledge something that is obviousthers.
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Example: Kate’'s use of alcohol starts to affect her academic
performance, her job, and her relationships. Howeslee insists that
she drinks only to relieve stress and that she dudshave an
alcohol problem.

. Regression: reverting to a more immature state of psycholdgica
development.
Example: When six-year-old Jameel gets less attention frasn h
parents because of a new baby brother, he suddtrtg to wet his
bed at night.

. Sublimation: channeling unacceptable thoughts and feelings into
socially acceptable behavior.

Example: Priya deals with her angry feelings toward her fary writing

science-fiction stories about battles betweenizafions.

Psychosexual Stages of Development

Freud believed that personality solidifies duririgldhood, largely before

age five. He proposed five stages of psychosexeatldpment: the oral
stage, the anal stage, the phallic stage, thechtstage, and the genital
stage. He believed that at each stage of develdpmieitdren gain sexual
gratification, or sensual pleasure, from a paréicypart of their bodies.
Each stage has special conflicts, and children’gswa managing these
conflicts influence their personalities.

If a child’s needs in a particular stage are gediftoo much or frustrated
too much, the child can become fixated at thatestafj development.

Fixation is an inability to progress normally from one &tagto another.

When the child becomes an adult, the fixation shawsas a tendency to
focus on the needs that were over-gratified or-&nestrated.

Freud’'s Psychosexual Stages of Development

Stage Age Sources of pleasur Result of fixation
Oral stage Birth to roughly Activities involving Excessive smoking
twelve months the mouth, such as overeating, or
sucking, biting, and | dependence on otherg
chewing
Anal stage Age two, when thi Bowel movemen An overly controlling
child is being toilet (anal-retentive)
trained personality or an
easily angered (anal-
expulsive) personality
Phallic stage¢ Age three to fiv The genital Guilt or anxiety abou
sex
Age five to pubert Sexuality is latent, o | No fixations at this
Latency Stage dormant, during this | stage
period
Genital stage Begins at puber The genitals; sexui No fixations at this
urges return stage
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Oedipus Complex

Freud believed that the crucially importa@edipus complex also
developed during the phallic stage. The Oedipusptexnrefers to a male
child’s sexual desire for his mother and hostitdyvard his father, whom
he considers to be a rival for his mother’s loveeud thought that a male
child who sees a naked girl for the first time bedis that her penis has
been cut off. The child fears that his own fathdl do the same to him for
desiring his mother—a fear calledstration anxiety. Because of this fear,
the child represses his longing for his mother laegins to identify with his
father. The child’s acceptance of his father’'s auit results in the
emergence of the superego.

During his lifetime, Freud had many followers whiaiged his theory, but
his ideas, particularly his emphasis on childresé&xuality, also drew
criticism. Some of Freud’s followers broke awaynfrchim because of
theoretical disagreements and proposed their oeorigs. These theorists
are called neo-Freudians. Some important neo-Faesdwere Carl Jung,
Alfred Adler, and object-relations theorists.

Penis Envy and Womb Envy

Freud believed that the successful resolution @& @edipus complex
played a crucial role in the formation of the sigmer and the personality.
However, he did not have a plausible account of tioie/ developmental
phase applied to girls. Freud believed that becgirtsedo not have a penis,
they don’'t have the same motivation to developrengt superego. Instead,
they developpenis envy or a sense of discontent and resentment resulting
from their wish for a penis. This gender-biasedaideas raised strong
criticism from many psychologists, including theygisoanalyst Karen
Horney. Horney proposed that it was more likelyttheen havewomb
envy because of their inability to bear children.

Carl Jung’s Analytical Psychology

Until the 1910s,Carl Jung was a follower and close friend of Freud’s.
Like Freud, Jung believed that unconscious cosfliate important in
shaping personality. However, he believed the uscions has two layers:
the personal unconscious which resembled Freud's idea, and the
collective unconsciouswhich contains universal memories of the common
human past.

Jung called these common memories archetyjrehetypes are images or
thoughts that have the same meaning for all huneamgb. Jung said that
archetypes exist in dreams as well as in artdlitee, and religion across
cultures.
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Example: The archetype of the “powerful father’ can be seenthe
Christian conception of God, the Zeus of Greek migihy, and popular
movies such as The Godfather.

Alfred Adler’s Individual Psychology

Alfred Adler , another follower of Freud and a member of hismeircle,
eventually broke away from Freud and developed dvis;i school of
thought, which he callethdividual psychology. Adler believed that the
main motivations for human behavior are not sepuaggressive urges but
strivings for superiority. He pointed out that ciién naturally feel weak
and inadequate in comparison to adults. This nofgeling of inferiority
drives them to adapt, develop skills, and mastafi@hges. Adler used the
term compensationto refer to the attempt to shed normal feelings of
inferiority.

However, some people suffer from an exaggeratedesehinferiority, or
an inferiority complex, which can be due either to being spoiled or
neglected by parents. Such peoplercompensate which means that
rather than try to master challenges, they try dgec up their sense of
inferiority by focusing on outward signs of supeityp such as status,
wealth, and power.

Object-Relations Theories

The object-relations school of psychoanalysis eettiig the 1950s, led by
a group of psychoanalysts that included D. W. Wiotti and Melanie
Klein. The ternobject relations refers to the relationships that people have
with others, who are represented mentally as abjetth certain attributes.
Object-relations theorists believe that people aretivated most by
attachments to others rather than by sexual andesgge impulses.
According to these theorists, the conflict betwaetonomy and the need
for other people plays a key role in shaping peabtn

Criticisms of Psychodynamic Theories

Freud’s original ideas have little popularity todé@yt many psychologists
do adhere to neo-Freudian ideas. However, othechodygists criticize
psychodynamic theories for various reasons:

. Some critics argue that psychodynamic theoriesnatefalsifiable
and therefore unscientific. In response to thifiaisin, proponents
of psychodynamic theories point out that empirieasidence does
support some psychodynamic concepts. For exampigirieal
research shows that there are unconscious merdaégses, that
people have mental representations of other peapk that people
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use unconscious defense mechanisms to protect e¢heyasfrom
unpleasant emotions such as anxiety.

. Other critics argue that psychodynamic theories axade by
generalizing from a small number of patients to Wiele human
population. Relying only on case studies can lead faulty
conclusions.

. Still others argue that most psychodynamic thearesnot based on
studies that fol low people from childhood to aHaolid. Instead,
psychodynamic theorists listen to descriptionsam fadult patient’s
past and draw conclusions about the relevance dafihchod
experiences.

Behaviorist Theories

The school of behaviorism emerged in the 1910sbhiedohn B. Watson
Unlike psychodynamic theorists, behaviorists studgly observable
behavior. Their explanations of personality focus learning. Skinner,
Bandura, and Walter Mischel all proposed importseitaviorist theories.

B. F. Skinner’s Ideas

Learning and Conditioning d. F. Skinner is well known for describing
the principles of operant conditioning. Skinner i®etd that the
environment determines behavior. According to hiswy people have
consistent behavior patterns because they havieydartkinds ofresponse
tendencies This means that over time, people learn to belrayarticular
ways. Behaviors that have positive consequences tenncrease, while
behaviors that have negative consequences teretteake.

Skinner didn’t think that childhood played an esal important role in

shaping personality. Instead, he thought that pedgy develops over the
whole life span. People’s responses change as #mpunter new
situations.

Example: When Jeff was young, he lived in the suburbs. Heeligped a

liking for fast driving because his friends enjoyeding with him and he

never got speeding tickets. After he left colletimugh, he moved to the
city. Whenever he drove fast, he got a speedinkgeticAlso, his new

friends were much more cautious about driving ist faars. Now Jeff
doesn't like to drive fast and considers himselbéoa cautious person.

Albert Bandura’s ldeas

Albert Bandura pointed out that people learn to respond in paeicways
by watching other people, who are called modelh@lgh Bandura agrees
that personality arises through learning, he bebethat conditioning is not
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an automatic, mechanical process. He and otherrigtedoelieve that
cognitive processes like thinking and reasoningiamgortant in learning.
The kind of behaviorism they advocate is calledadamgnitive learning.

Whom Do We Imitate?

Research has shown that people are more likelynitate some models
than others. People tend to imitate models they dik admire and models
they consider attractive and powerful. People &e more likely to imitate

models who seem similar to themselves. Furthermbpeople see models
being rewarded for their behavior, they will be mdkely to imitate those

models. Advertisers often use these research sestien they design ads.
For example, ads that try to persuade young adml{surchase a certain
brand of soft drink often show young, attractivedels who are being
rewarded with good times for their soda-drinkingpéeor.

Walter Mischel’s Ideas

Walter Mischel, like Bandura, is a social-cognitive theorist. bhisl's
research showed that situations have a strongteffe@eople’s behavior
and that people’s responses to situations deperldeanthoughts about the
likely consequences of their behavior. Mischel'sseach caused
considerable debate because it cast doubt on #aeafistable personality
traits. Mischel himself did not want to abandon tliea of stable
personality traits. He believed that researcheosilshpay attention to both
situational and personal characteristics that erfae behavior.

Today, most psychologists acknowledge that boteragm’s characteristics
and the specific situation at hand influence hopeeson behaves. Personal
characteristics include innate temperaments, |eldnabits, and beliefs. The
environment includes opportunities, rewards, pumeshts, and chance
occurrences. Personality results from a two-wayradtion between a
person’s characteristics and the environment. phasess of interaction is
calledreciprocal determinism. People’s characteristics influence the kind
of environment in which they find themselves. Thesgironments, in turn,
influence and modify people’s personal charactesst
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Criticisms of Behavioral Approaches

Critics of the behavioral approach to personaligintain three arguments:

. Behaviorist researchers often do animal studidsebfvior and then
generalize their results to human beings. Genamngliesults in this
way can be misleading, since humans have complexgtit
processes that affect behavior.

. Behaviorists often underestimate the importance badlogical
factors.
. By emphasizing the situational influences on peatibn some

social-cognitive theorists underestimate the inguoe of
personality traits.

Humanistic Theories

Some psychologists at the time disliked psychodyoaand behaviorist
explanations of personality. They felt that the&eoties ignored the
qualities that make humans unique among animads, as striving for self-

determination and self-realization. In the 1950yme of these

psychologists began a school of psychology calleddnism.

Humanistic psychologists try to see people’s liassthose people would
see them. They tend to have an optimistic persgeacn human nature.
They focus on the ability of human beings to thioénsciously and
rationally, to control their biological urges, arid achieve their full

potential. In the humanistic view, people are resgae for their lives and
actions and have the freedom and will to changer thtitudes and

behavior. Two psychologists, Abraham Maslow andl ®agers, became
well known for their humanistic theories.

Abraham Maslow’s Theory

The highest rung oAbraham Maslow's ladder of human motives is the
need forself-actualization Maslow said that human beings strive for self-
actualization, or realization of their full potealtionce they have satisfied
their more basic needs.

Maslow also provided his own account of the healthynan personality.
Psychodynamic theories tend to be based on cliteak studies and
therefore lack accounts of healthy personalities. cbme up with his
account, Maslow studied exceptional historical fegy such as Abraham
Lincoln and Eleanor Roosevelt, as well as someiobivn contemporaries
whom he thought had exceptionally good mental healt

Maslow described several characteristics thatassdlializing people share:

. Awareness and acceptance of themselves
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. Openness and spontaneity

. The ability to enjoy work and see work as a missofulfill

. The ability to develop close friendships withoutinge overly
dependent on other people

. A good sense of humor

. The tendency to have peak experiences that aratugfiir or
emotionally satisfying

Carl Rogers’s Person-Centered Theory

Carl Rogers, another humanistic psychologist, proposed a thealted the
person-centered theory Like Freud, Rogers drew on clinical case studies
to come up with his theory. He also drew from ttleas of Maslow and
others. In Rogers’s view, theelf-conceptis the most important feature of
personality, and it includes all the thoughts, ifegd, and beliefs people
have about themselves. Rogers believed that peoplaware of their self-
concepts.

Congruence and Incongruence

Rogers said that people’s self-concepts often dceeractly match reality.
For example, a person may consider himself to Ipg ivenest but often lies
to his boss about why he is late to work. Rogeredushe term
incongruence to refer to the discrepancy between the self-coinemd
reality. Congruence on the other hand, is a fairly accurate matchvéen
the self-concept and reality.

According to Rogers, parents promote incongruericthay give their

children conditional love. If a parent accepts ddcbnly when the child

behaves a particular way, the child is likely todi out experiences that
are considered unacceptable. On the other handtheif parent shows
unconditional love, the child can develop congrgenédults whose

parents provided conditional love would continueastulthood to distort

their experiences in order to feel accepted.

Results of Incongruence

Rogers thought that people experience anxiety whein self-concepts are
threatened. To protect themselves from anxiety,plgedistort their
experiences so that they can hold on to theirs®itept. People who have
a high degree of incongruence are likely to feelyvanxious because
reality continually threatens their self-concepts.

Example: Erin believes she is a very generous person, athsbe is often
stingy with her money and usually leaves small tgs no tips at
restaurants. When a dining companion comments otigpng behavior,
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she insists that the tips she leaves are propaitionthe service she gets.
By attributing her tipping behavior to bad servisbge can avoid anxiety
and maintain her self-concept of being generous.

Criticisms of Humanistic Theories

Humanistic theories have had a significant inflleenoa psychology as well
as pop culture. Many psychologists now acceptdea that when it comes
to personality, people’s subjective experiencesehaore weight than
objective reality. Humanistic psychologists’ foaus healthy people, rather
than troubled people, has also been a particulesdyul contribution.

However, critics of humanistic theories maintaimesal arguments:

. Humanistic theories are too naively optimistic dad to provide
insight into the evil side of human nature.

. Humanistic theories, like psychodynamic theories)ymot be easily
tested.

. Many concepts in humanistic psychology, like théttloe self-
actualized person, are vague and subjective. Soites @argue that
this concept may reflect Maslow’s own values arehld.

. Humanistic psychology is biased toward individuadisalues.
Biological Approaches
Psychologists agree that environmental factorgactewith genetic
factors to form personality. Some psychologists ehgroposed
theories that emphasize these genetic influenceemonality.

Hans Eysenck’s Theory

Psychologist Hans Eysenck believes that genetics are the primary
determinate of personality, although he thinks doming also plays a
role. According to Eysenck, personality traits arerarchical, with a few
basic traits giving rise to a large array of marpesficial traits. Genetically
determined differences in physiological functionintpke some people
more vulnerable to behavioral conditioning. Eysensudggests that
introverted people have higher levels of physiatagiarousal, which
allows them to be conditioned by environmental atinmore easily.
Because of this, such people develop more inhiistiavhich make them
more shy and uneasy in social situations.

Empirical evidence for genetic contributions toqmerality comes mainly
from two kinds of studies: studies of children’smferaments and
heritability studies.

Studies of Temperament
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Temperamentrefers to innate personality features or disposst Babies
show particular temperaments soon after birth. Tempents that
researchers have studied include reactivity, whiefers to a baby’s
excitability or responsiveness, and soothabilithjcl refers to the ease or
difficulty of calming an upset baby.

Researchers have studied children from infancydtwescence and found
that temperaments remain fairly stable over timeweler, temperaments
can also be modified over time by environmentaldes

Heritability Studies

Heritability studies also provide evidence for g@mecontributions to
personality. Heritability is a mathematical estimate that indicates how
much of a trait’s variation in a population candigibuted to genes.

Twin studies help researchers to determine helitiabfEvolution and
Genes.” Researchers have shown that identical tvdised together are
more similar than fraternal twins raised togethetraits such as positive
emotionality, negative emotionality, and constraidtentical twins
separated early in life and raised apart are miondas in these traits than
are fraternal twins raised together. Both of theesearch findings suggest
the existence of a genetic component to personality

Behavioral geneticists have shown, after doingistigh many different
countries that the heritability of personality tsais around .5, which means
that 50 percent of the variation in personalitytéran a group of people can
be attributed to genetic differences among thosglpe

The Influence of Family Environment

Surprisingly, research shows that sharing a fapmlyironment doesn’t lead
to many similarities in personality. There is nolitite correlation between
the personality traits of adopted children and rthedoptive parents.
Researchers think this is because parents donthacséame way with all
their children. Children’s temperaments influeneavha parent behaves
toward them, and a child’s gender and place inrth loirder can also affect
how that child is treated.

162



NSC 314 MODULE 4

Environmental Influences

The environment also has important influences omsgality. These

include peer relationships and the kinds of siaretia child encounters.
The interactions between innate characteristics eandronmental factors
are two-way. Children’s temperaments are likelyirtbuence their peer

relationships and the situations they encountemil&ily, peers and

situations can modify children’s personality chaeaistics.

Evolutionary Approaches

Evolutionary theorists explain personality in terwfsits adaptive value.

Theorists such as David Buss have argued that iheFBe personality

traits are universally important because thesésti@ve given humans a
reproductive advantage.

Culture and Personality

Cultural psychologists have noted that some asp#ctersonality differ
across cultural groups. For example, Americans Asidns have slightly
different conceptions of self. American culture ipges a view of the self
as independent. American children tend to desdhbenselves in terms of
personal attributes, values, and achievements lagyl l[earn to be self-
reliant, to compete with others, and to value theigueness.

Many Asian cultures, such as those of Japan andaCpromote a view of
the self as interdependent. Children from theséumd tend to describe
themselves in terms of which groups they belondteey learn to rely on
others, to be modest about achievements, anditadigroups.
Researchers believe that culture influences agges=sss in males. In
places where there are plentiful resources ancernous threats to survival,
such as Tahiti or Sudest Island near New Guinegéesrare not socialized
to be aggressive. Culture also influences altruiRmsearch shows that
children tend to offer support or unselfish suggpest more frequently in
cultures where they are expected to help with chamach as food
preparation and caring for younger siblings.

Challenges for Cultural Psychology

Cultural psychologists face the difficult challengg studying and

describing differences among cultures without sigy@ng any particular
culture. Ideally, cultural psychologists acknowledyat all members of a
culture don’t behave similarly. Variation existstiwn every culture, in

terms of both individuals and subcultures. Cultyraychologists also try
not to exaggerate differences among cultures.

4.0 CONCLUSION
Personality is who we are. Our personalities ddaternmow we act and
react, as well as how we interact with and responthe world. Despite
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much research, the origins of personality are atithystery, though there
are many theories that attempt to explain them. e&Smsearchers propose
that children learn personality from their paremwtiers believe personality
is fixed from birth. Some theories address how &mment, genetics, and
culture influence the development of personality.

5.0 SUMMARY

When you characterize yourself as thoughtful, iigieht, and ambitious,
you are describing features of your personalitiesthis unit you have
learned more about the meaning, theories and waifgersonality which
will help your better in understanding the natur@wman behavior.

6.0 TUTOR-MARKED ASSIGNMENT

Based on what you have just learned in this urescdbe two of your
friends with their personality traits, and sharg¢hwour colleagues in your
discussion forum.

SELF-ASSESSMENT EXERCISE

I. What are the Big Five traits?

il. What are psychodynamic theories?
ili. In Freud’s view, what causes anxiety?
V. Describe Maslow's self-actualizing personality.
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1.0 INTRODUCTION

Personality disorder depends on indefinite conadpssues. The following
pages attempt a practical approach. In most tektbad psychiatry the
personality disorders appear just before the indéey are shoved to the
back, and many students assume the personalityddisolack importance.

On the contrary, personality disorders are impattam the perspective of
both prevalence and consequence. People with Eityordisorder
constitute up to 20% of the general populatiorieast 15% of psychiatric
outpatients, and at least 10% of psychiatric irgudsi.

Students encounter people with personality disordere frequently than
these prevalence figures might suggest. People pathonality disorders
are frequent attendees at public hospital Emergddegartments, as a
result of social crises, injuries from fights, diob or drug intoxication or
with self-injuries. People with personality disorsle@re often encountered
as inpatients following over-doses and becausehey thave difficulty
managing any other chronic disorder which they sw#fer.

Co-morbid personality disorder makes the managewifesiher psychiatric
disorders such as schizophrenia and bipolar disomtgre problematic.
Thus, while only 10% of the inpatients of publicshdal psychiatric units
have personality disorder as their primary disgrdeny other psychiatric
patients will be co-morbid for personality disorder
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This unit will increase your knowledge on types gquadtern of personality
disorders which are the basis of mental disorders.

2.0 OBJECTIVES

At the end of this unit, you will be able to:

. identify personality trait disturbances
. explain the personality pattern disturbances
. discuss the management of personality distudsnc

3.0 MAIN CONTENT

3.1 Personality Disorder
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Fig. 2.1 Personality Disorder
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“A Personality disorder is an enduring pattern ohear experience and
behaviour that deviates markedly from the expemtatiof the individual's

culture, is pervasive and inflexible, has an oneeadolescence or early
adulthood, is stable over time and leads to disteesl impairment” (DSM-

IV-TR).

Exactly how the “distress and impairment” is to mfi@st is not clear.

People with “neurotic disorders” (an old fashionedm, an example is
anxiety disorder) have “autoplastic defences” megrihey react to stress
by changing their internal psychological procesad gerceive their

disorder as “ego-dystonic” meaning they find tissimptoms unacceptable,
objectionable and needing to be changed. Peoptepeitsonality disorders,
in contrast, have “alloplastic defences” meaningytheact to stress by
attempting to change the external environment érathan themselves),
and perceive their symptoms (personality defici&és) “ego-syntonic”

meaning they find these aspect of themselves to abeeptable,

unobjectionable and not in need of change.

As people with personality disorder believe the la/ashould change to
accommodate them (rather than they adjust to thedjvand view their
own features as being acceptable and not in neeahahge, they
experience less distress as a direct result of rersonality disorder than
might be expected. However, the world does not gban suit them, and
they experience much indirect distress as a resultheir personality
disorder; that is, their maladaptive responses keathiled relationships
(with lovers, family and employers), losses andpjmintments. These are
the cause of great distress.

Some authorities have observed that the individwéh personality
disorder (particularly, antisocial personality dder) generate distress in
others, irrespective of whether they experiencérelis themselves. This
feature is not included in the DSM-IV definition.h@ failure of the
relationships and conflicts experienced by peopth personality disorder
inevitably involve others, and naturally generasgrdss in others.

The DSM-IV definition of personality disorder makése point that the
behaviour of the individual is “inflexible”. It deenot make the important
point that the individual with a personality haslimited repertoire, or
number of ways of responding. Faced with oppositiea normal/average
individual has a range of responses: to think afeav approach, work
harder and try again when better prepared, to wseobr, to be more
assertive, to reassess whether the goal is wortleiueffort or not, etc. The
individual with a personality disorder has a limiteumber of ways of
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responding (for example, may be largely limited $eduction or
aggression). These are applied in all situations] &ecause of the
inflexibility of the individual, they are appliecepeatedly, even when they
have already proved unsuccessful. In these ciramoses loss and
disappointment, and direct and indirect distressavitable.

Cloninger et al, in 1993, described his Temperamamd Character

Inventory (TCI) — an important contribution to tistudy of personality.

Self-determination and co- operativeness are hefa TCI factors. High

scores indicate a strong sense of responsibiligjf-getermination) and

agreeableness (co-operativeness). They claimedotiegcores indicate the
propensity to blame others (low self- determinatiand self-centeredness
(low co-operativeness), and personality disorder.

3.2 Dimensional Model and Assessment Method

The view that we all share the same personalitycgire and that our
personality features (traits) can be registeredvanous continua is the
theoretical basis of the dimensional models of @wasty/personality
disorder.

The main problem has been to identify and desdhbedimensions which
define personality and to establish whether th@semsions are universal.

The Eysenck Personality Inventory (EPI) measureso teeparate
dimensions: extraversion-introversion (which measureserved versus
outgoing attitude) and neuroticism (which measuzesotional lability).
The Cattell 16 Personality factor Test (16PF) me=sul6 different
dimensions, and the Minnesota Multiphasic Perspnalventory (MMPI)
(probably the most widely used test of personali@asures 10 different
dimensions.

Zuckerman et al in 1964, described a sensationksgakale (SSS), aspects
of which were incorporated into subsequent compreive personality
tests.

McCrae & John in 1992, developed a five-factor mo@eFM) of
personality which has been widely accepted. It eygplthe personality
dimensions of, openness, conscientiousness, exsiame agreeableness,
and neuroticism, known by the acronym OCEAN.

Cloninger et al, attempted to overcome the divisibatween the
dimensional and the categorical models. They desdri four
temperamental dimensions (novelty- seeking, harroidance, reward
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dependence, and persistence), which are presentdnoh and are stable,
and three character dimensions (self-directionoperation, and self-
transcendency) which are variable and modified Bpedence. They
consider that while the temperamental dimensionsngly influence

behaviour, it is the character dimensions whictedwrine the presence or
absence of personality disorder. In particular,n@iger et al, find that low
scores on self-direction and co-operation are gtyomssociated with
personality disorder.

Opponents of the questionnaire approach to pern$prassessment claim
these instruments have no ability to objectivelgess the individual's
capacity for effort, stress tolerance, physical lamce, enduring
relationships, or the individual's “likableness”.

Categorical model and assessment method
The categorical model is used in the DSM-IV and {0D It considers the
personality categories to be discontinuous.

Many theories recommended dimensional approach,tl@adremains the
focus of students of normal personality. However,dlinical purposes and
the diagnosis of personality disorder, the categbriliagnostic system is
the dominant method, and is likely to remain sthanforeseeable future.

Given the existing categorical diagnostic systend @ne limitations of the

dimensional models, the clinical interview with tpatient and those who
know the patient well is currently the most usefidgnostic method. As
personality determines the adjustment to the enment, a detailed life
history provides extensive information regardingspeality and likely

future responses. The clinical interview is alstest situation, providing
practical, real-time examples of the patient’s neanof self-presentation
and response. The skilled interviewer will also makservations regarding
the interviewer’'s own response to the patient, whsclikely to be similar

to the responses of others.

3.3 Personality Disorder as a Mental Disorder

There has been a view (not now widely held) thatglrsonality disorders
are not like the other mental disorders, and etteat, they should not be
considered to be mental disorders at all. The yndeing of this view
included that personality features can be locatec @ontinuum with no
clear demarcation between normal and abnormal. oyed were drawn
with skin colour and height. Also, psychiatric dders such as
Alzheimer’'s disease and to a lesser extent, schieopa and bipolar
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disorder were associated with brain pathology (akely a group basis),
but this had not been shown for personality disorde

Related confusion arose when the DSM placed dissrdrich as
Alzheimer’s disease, schizophrenia and bipolar rdessoon Axis |, and
personality disorders on Axis II.

A full exploration of this topic calls for discussi of the concepts of
disease, sickness, illness, disorder, devianceyimch disorders and
developmental problems, and the role and legitimasponsibilities of
doctors (and other health professionals). Instledidis be satisfied with the
pragmatism of the DSM-IV.

Mental disorder.

The DSM-IV admits that “no definition adequatelyespies precise
boundaries of the concept of mental disorder”. Heevedue to imperative
for a definition, the following statement was acleid, “In DSM-IV, each
of the mental disorders is conceptualized as aicelily significant
behavioural or psychological syndrome or patterat tbccurs in an
individual and that is associated with presentreést or disability or with a
significantly increased risk of suffering death,irpadisability, or an
important loss of freedom”. Acceptance of such mdgfins has been
universal, and accordingly, personality disordexs be considered mental
disorders and the legitimate target of doctors@thér health professionals.

The explanation of why the mental disorders appeadSM-IV on two
separate axes is also pragmatic. It is statedhigarrangement is to ensure
that personality disorders are no overlooked. Toieadled Axis | disorders
are “usually more florid” and may obscure importaspects of personality.
The DSM-IV continues, “The coding of PersonalitysBiders on Axis I
should not be taken to imply that their pathogenesirange of appropriate
treatment is fundamentally different from that tbe disorders coded on
Axis I".

3.4  Diagnostic Criteria

Table 2.1 Clusters of personality disorder, adapiedn DSM-IV-TR
(American Psychiatric Association, 2000)

Cluste! Subtypt Discriminating feature
A | Odd/eccentri Paranoic Suspiciou
Schizoid Socially indifferen
Schizotypa Eccentric
B | Erratic/impulsive | Antisocial Disagreeabl
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Borderline Unstable
Histrionic Attention seekin
Narcissistic Seli-cantere

C | Anxious/fearfu Avoidant Inhibited
Dependen Submissiv
Obsessiv¢ Perfectionisti

DSM-IV groups the personality disorders into thigasters, based on
descriptive similarities (Table)

The student should at first identify the approgri&luster. The precise
diagnosis is less important. DSM-IV criteria are ®ich personality
disorder listed below.

Students will have greatest exposure to people @itlster B personality
disorder, as they are far more likely than thoseClaster A and C to
present at Emergency Departments and to be adnutieablic hospitals.

Cluster A — Individuals appear odd or eccentric

Paranoid

Pervasive distrust and suspiciousness of othells $at their motives are
interpreted as malevolent, beginning by early ddwt and present in a
variety of contexts.

There must be at least 4 of the following:

. Suspects, without sufficient basis, that othen® exploiting,
harming, or deceiving

. Preoccupied with unjustified doubts about theyalty or
trustworthiness of friends or associates

. Reluctance to confide in others

. Reads hidden demeaning or threatening meanings lbenign
remarks

. Persistently bears grudges (unforgiving of itssal slights)

. Perceives attacks on his/her character or répatavhich are not
perceived by others

. Recurrent unjustified suspicions regarding fiyelof spouse or
partners

Prevalence rate in the general population is 0.8%60 Prevalence rate in
psychiatric inpatient units is 10-30%. Increaseevplence in the families
of people with schizophrenia and delusional disorde
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Schizoid

There is a pervasive pattern of detachment fronmboelationships and a
restricted range of expression of emotions in peesonal settings,
beginning by early adulthood and present in a #yanécontexts.

There must be at least four of the following:

. Indifference to praise or criticism

. Preference for solitary activities and fantasy

. Lack of interest in sexual interactions

. Lack of desire or pleasure in close relationship

. Emotional coldness, detachment, or flatteneelcaiffity

. No close friends or confidants other than famigmbers
. Pleasure experienced in few, if any, activities

Prevalence estimates in the general population, vagy be as high as
7.5%. Increased prevalence in the families of peapih schizophrenia

Schizotypal

There is a pervasive pattern of social and inteqreal deficits marked by
acute discomfort with, and reduced capacity farselrelationships as well
as by cognitive or perceptual distortions and etmties of behaviour,

beginning by early adulthood and present in a #aré contexts. There
must be at least 5 of the following:

. ldeas of reference (not delusions)
. Odd beliefs and magical thinking (superstiticess)y beliefs in
clairvoyance, telepathy, etc)

. Unusual perceptual disturbance (illusions, senmshe presence of
nearby people etc)

. Paranoid ideation and suspiciousness

. Odd, eccentric, peculiar behaviour

. Lack of close friends, except family members

. Odd thinking and speech without incoherence eagnetaphorical
etc)

. Inappropriate or constricted affect

. Social anxiety that does not diminish with faemty and that is

associated with paranoid fears. Prevalence rateghéen general
population is 3%. Increased prevalence in the liasniof people
with schizophrenia.

Cluster B — Individuals appear erratic or impulsive
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Antisocial

There is a pervasive pattern of disregard for ainthtion of the rights of
others occurring since the age of 15 years. Thvidhehl must be at least
18 years of age and there must be evidence of comsorder before 15
years of age.

There must be at least 3 of the following:

. Failure to conform to social norms (resultingrquent arrests)

. Deceitfulness, including lying and conning othefior personal
profit/pleasure

. Recklessness, with disregard for the safetyelifas others

. Irresponsibility, failure to honour financial afptions or sustain
work

. Lack of remorse, indifference or rationalizatiof having hurt,

mistreated or stolen from others A feature of acisl personality
disorder, which is not specifically mentioned ie tASM-1V criteria,
is low impulse control, or “impulsivity”. Low impgk control can
lead to inappropriate aggression or other unacbépteehaviour .

Prevalence rate in the general population is 3%mfen and 1% for women.
Increased prevalence in the families of people \aittisocial personality
disorder.

In the past, the terms antisocial personality asgclpopath/psychopathic
personality disorder were used interchangeably. Wuslern approach,
however, makes a distinction. The antisocial irdlral is one who
demonstrates antisocial behaviour of the type distebove. The
psychopathic individual demonstrates antisocialavebur, but in addition,
demonstrates emotional impairment such as lackitt @nly 1/3 of those
with antisocial behaviour meet the criteria for @sypathy (Hart & Hare,
1996). It is argued that the emotional impairmehtiraividuals with
psychopathy interferes with socialization such ttregty do not learn to
avoid antisocial behaviour.

Borderline

A pervasive pattern of instability of interpersonalationships, self-image,
and affects, and marked impulsivity beginning bylheadulthood and
present in a variety of contexts. There must Heast 5 of the following:
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Frantic efforts to avoid real or imagined abamuhent

A pattern of unstable and intense interpersorghtionships
characterized by alternating between extremes edlizhtion and
devaluation

Identity disturbance: markedly and persistenthstable self-image
or sense of self

Impulsivity in al least 2 areas that are potaiyti self-demanding
(eg, spending, sex, substance abuse, recklesagirhinge eating)
Recurrent suicidal behaviour, gestures or threatself-mutilation
behaviour

Affective instability due to a marked reactivity mood (eg, intense
episodic dysphoria, irritability, or anxiety usyalésting a few hours
and only rarely more than a few days) ¢ Chronidirigeof emptiness
Inappropriate, intense anger or difficulty catitng anger (eg,
frequent displays of temper, constant anger, reatrphysical
fights)

Transient, stress-related paranoid ideation everse dissociative
symptoms.

Prevalence rates are 2% in the general populadioth,20% in psychiatric
inpatient populations. Childhood abuse is freqyergported. There is an
increased prevalence in the families of people wiihderline personality
disorder.

Histrionic
A pervasive pattern of excessive emotionality ariterdion seeking,
beginning by early adulthood and present in a #yanécontexts.

There must be at least 5 of the following:

174

Is uncomfortable in situations in which he/skenot the centre of
attention

Inappropriate sexually seductive or provocabedaviour

Displays rapidly shifting and shallow expressiai emotions
Consistently uses physical appearance to dreamtain to self

Has a style of speech that is excessively ingpoasstic and lacking
in detalil

Shows self-dramatization, theatricality, exagded expressions of
emotion

Is suggestible, ie, easily influenced by othersimumstances
Considers relationships to be more intimate they actually are
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Prevalence rates are 2-3% in the general populatma 10-15% in
psychiatric inpatient populations. Tends to rurfamilies. A genetic link
between histrionic and antisocial personality disorand alcoholism has
been suggested.

Narcissistic

A pervasive pattern of grandiosity (in fantasy ahaviour), need for
admiration, and lack of empathy, beginning by eadylthood and present
in a variety of contexts. There must be at leadtthe following:

. Has a grandiose sense of self-importance (eegaggerates
achievements and talents, expects to be recograzeduperior
without achievements)

. Is preoccupied with fantasies of unlimited sss;g@ower, brilliance,
beauty, or ideal love

. Believes he/she is “special” and unique and maly be understood
by, or should associate with, other special or {siglius people (or
institutions)

. Requires excessive admiration

. Has a sense of entitlement, ie, unreasonablesctxiions of
especially favourable treatment or automatic coamme with his/her
expectations

* Isinterpersonally exploitative, ie, takes advgstaf others

. Lacks empathy

. Is often envious of others or believes that thare envious of
him/her

. Arrogant, haughty behaviours or attitudes

Prevalence rates are 1% in the general populadind,2-16% in clinical
population.

Cluster C —Individuals appear anxious or fearful

Avoidant

A pervasive pattern of social inhibition, feeling$ imadequacy, and
hypersensitivity to negative evaluation, beginnmgearly adulthood and
present in a variety of contexts. There must Heast 4 of the following:

. Avoids occupational activities that involve siggant interpersonal
contact, because of fears of criticism, disapprawatejection

. Is unwilling to get involved with people unlessrain of being liked

. Shows restraint within intimate relationshipséese of the fear of

being shamed or ridiculed
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. Is preoccupied with being criticized or rejectedocial situations

. Is inhibited in new interpersonal situations dese of feelings of
inadequacy

. Views self as socially inept, personally unapipgga or inferior to
others

. Is unusually reluctant to take personal risk$ooengage in any new

activities because they may prove embarrassing

Prevalence rates are 0.5-1% in the general popolatand 10% in
psychiatric outpatients.

Dependent

A pervasive and excessive need to be taken catmbleads to submissive
and clinging behaviour and fears of separation,ifmgg by early
adulthood and present in a variety of contexts.r@must be at least 5 of
the following:

. Has difficulty making everyday decisions withoah excessive
amount of advice and reassurance from others

. Needs others to assume responsibility for m@gonmareas of his/her
life

. Has difficulty expressing disagreement with ethbecause of fear
of loss of support or approval

. Lack of initiative

. Goes to excessive lengths to obtain nurturamze support from
others

. Feels uncomfortable or helpless when alone Is=caf exaggerated
fears of being unable to care for him/her self

. Urgently seeks another relationship as a soafaare and support
when a close relationship ends

. Unrealistically preoccupied with fears of beiledt to take care of

him/herself may be the most common personalgpdier. There is
no known familial pattern.

Obsessive-compulsive

A pervasive pattern of preoccupation with ordedmeperfectionism, and
mental and interpersonal control, at the expenséeaibility, openness,
and efficiency, beginning by early adulthood andsent in a variety of
contexts.

There must be at least 4 of the following:
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. Preoccupation with details, rules, lists, orderganization or
schedules to the extent that the major point obittevity is lost

. Perfectionism that interferes with task completi

. Over conscientiousness, scrupulousness, arexiblé about matters
of morality, ethics, or values.

. Unable to discard worn-out or worthless obj@&stsn if they have no
sentimental value

. Reluctant to delegate tasks or to work with cthenless they submit
to exactly his/her way of doing things

. Adopts a miserly spending style toward both aelfi others; money
is viewed as something to be hoarded for futurastedphes

. Shows rigidity and stubbornness

Prevalence rates are 1% in the general populaimh 3-10% in psychiatric
outpatients.

There is an increased risk of major depressive rdesoand anxiety
disorder, but for evidence for increased risk of DD®as not been
established.

Neuroimaging in personality disorder

While the personality disorders have been arrarige8 clusters on the
basis of descriptive/clinical similarities, thegeemuch heterogeneity, even
within clusters, Neuroimaging in personality disenslis in its an early
stage of development.

Psychopathic personality

Neuroimaging in psychopathic personality disordes lbeen reviewed.
Structural studies have reported decreased prafrgrey matter, decreased
posterior hippocampal volume and increased calladatie matter, but to

this point, these studies have not been confirmf@ghctional studies

suggest reduced perfusion and metabolism in thetdtcand temporal

lobes.

Two recent studies are of interest. Magnetic Rasomémaging (MRI) has
reported increased activity in the frontotemporattex when criminal

psychopaths were dealing with emotional materiabri®). This was

interpreted as evidence that psychopaths requirexkert additional effort
to deal with emotional material. The same studyg aported that criminals
failed to show a difference in activation of thght anterior temporal gyrus
when processing abstract and concrete words. Tassoensistent with the
researchers’ proposition that psychopathy is aagatiwith dysfunction of
the right hemisphere during the processing of abstmaterial. They
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speculated that complex social emotions such aes, lemnpathy and guilt
may call for abstract functioning, and that abdtpaocessing deficits based
in the right temporal lobe, may be a fundamentahoammality in
psychopathy. These studies have not been replicated

It has however,been argued that the neural basigpsgthopathy is
malfunction of the amygdala and connections tootthétofrontal cortex.

Researchers compared the frontal lobes of threaipgrol) liars, 2)
psychopaths (selected to exclude marked lying bhebhgvand 3) normal
controls. They found liars showed a 22-26% incraasprefrontal white
matter and a 36-42% reduction in prefrontal greyevhatios, compared to
the psychopaths and normal controls. This studynbabeen replicated.

Borderline personality disorder

Imaging studies demonstrate biological differenbesween people with
BPD and healthy controls. MRI studies demonstratatdyal reduced
volume of the frontal lobes, hippocampus and amlgdand increased
volume of the putamen. There are also reports omabalities of the
cingulated cortex. Magnetic Resonance Imaging (MRleals N-acetyl-
aspartate (NAA) concentrations are reduced in thesalateral prefrontal
cortex, suggesting a lower density of neurons aisduidbed neuronal
metabolism. These anatomical studies are consisstit functional

imaging finding. Positron emission (PET) studiesiagally demonstrate
low metabolism in regions of the frontal cortexsakhganglia, thalamus,
hippocampus and posterior cingulate. Some studiese hshown
hypermetabolism in the anterior cingulated gyrusd ather structures.
These data are consistent with the theory thatithas of the brain which
regulate and control emotions are underactive,enthié limbic structures
may become overactive. If substantiated, theseradsens may help to
explain the failure of rational thought to conteshotions and behaviour.

Others Schizotypal personality disorder attracseaech attention because
of the clinical similarites and genetic links witlschizophrenia.
Observations have included 1) significantly redutetiand right caudate
volumes, 2) altered frontotemporal connectivityté@nporal lobe and basal
striatal-thalamic dysfunction, and 4) reduced sigpetemporal gyrus
volume in those with thought disorder but not imsé without thought
disorder. Consensus has not been reached.

Genetics

As the personality disorders are a heterogenousation, the genetics of
each will probably be different. This field is déwging. Antisocial
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personality disorder has perhaps received the ratishtion. Rhee and
Waldmann in 2002, conducted a meta- analysis ofwsh and adoption
studies and found additive genetic influences ().B8n-additive genetic
influences (0.09), shared environmental influen@@46) and non-shared
environmental influences (0.43). Thus, both genetnt environmental
factors are important.

Neuroticism, a long established fundamental pelggrteait, is mentioned
above under the heading of ‘Dimensional model as@ssment method'. It
relates to an enduring tendency to experience ivegamotional states (a
tendency, for example, toward anxiety, guilt antappiness). Neuroticism
is strongly influenced by genetic factors. Impulyivand aggressiveness
are both influenced by genetics.

There appears to be a genetic basis for co-moybafithovelty-seeking,
antisocial behaviour and susceptibility to substathependence.

Allelic variations of monoamine oxidase A (MAOA) taaty appear to
contribute modestly to the balance of hyperactivep(lsive-aggressive)
and hypoactive (anxious-depressive) traits. Thesniincreased prevalence
of schizotypal personality disorder in the familied people with
schizophrenia. This appears to be based on gdaetmrs. While temporal
volume reductions have been reported in both pew@ptlk schizotypal
personality disorder and people with schizophrertiaere may be
preservation of frontal lobe volume in people wstthizotypal personality
disorder.

There appears to be a strong genetic componenhédevelopment of
borderline personality disorder. There is a strgegetic influence on the
traits which underlie this disorder, such as necissh, impulsivity,
anxiousness, affective instability, and insecurgachiment Borderline
personality has been seen as a variant of psychosstraumatic stress
disorder and bipolar disorder, but a clear relatop has been
demonstrated.

Aetiology

In common with the majority of psychiatric disordethe aetiology of
personality disorders is believed to be multi-faeioand involve genetic,
intrauterine, early life experiences and precipiatand perpetuating
factors. Genetic studies have been mentioned sepasdove.

Neuroticism already mentioned under the headingsehetics’, gives an
example of the multifactorial aetiology of persatyalfeatures/traits. In
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addition to genetic factors, a contribution fromldiood trauma has been
demonstrated. The same applies to impulsivity aggtessiveness, which
are influenced both by genetics and early life expees.

Temperament refers to the body’s biases in the hatido of conditioned
behavioural responses to physical stimuli. Temperans not entirely due
to genetic factors, but can be observed in babes birth. Temperament
has a large influence on the child’'s interactiorthwothers (parents). A
mismatch between the temperament of the child laagarents makes for a
difficult relationship, and this may predispose ttte development of
behavioural and personality disorders.

Prenatal factors including hormone and alcohol eyp®, and intrauterine
nutrition, and birth complications such as hypoxtan be expected to
impact on the personality.

Early life experiences, particularly the quality dihe parent child
relationships strongly influence personality depetent. Child abuse in all
forms, particularly sexual abuse, has deleteriofiescts, and may be
associated with the development of borderline peatsty disorder.

By definition personality disorders are lifelondhus the concept of
precipitating factors may be synonymous with edifg experience.
However, personality disorder may only become agpawith the loss of
an important support, such as caring parent, ornwiie individual is
exposed to additional stress, such the respongilidr the care of a new
baby.

Perpetuating factors include the individual's ha#it manner of
responding. That is, illegal drug use, aggressivetbursts, and
inappropriate sexual provocation, for example, #kely to damage
relationships and lead to loss and distress. Ttieidual with a personality
disorder has limited ability to deal with stressamadaptive manner, thus, a
self-reinforcing maladaptive cycle emerges.

3.5 Management

Management begins with a full assessment and tloédusan of other
psychiatric disorders such as major depressionm@dsid conditions
should be managed in the standard manner.

Treatment depends on the nature of the natureeopdiisonality disorder,
patient wilingness to engage in treatment and dkailable resources
(availability of specialist psychotherapists areghtment programs).
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Personality disorder is often regarded as residtapisychiatric treatment
and limited treatment is offered. This is an undp@ssimistic attitude, as
relief and personal growth can occur. However, grgéd treatment may
be necessary and complete recovery is the excemiber than the rule.
Individuals with antisocial personality disorderyrize unable to enter into
a therapeutic relationship and are generally reghias untreatable in all
but specialized (usually forensic) units.

Psychotherapy is the primary treatment. This make tanany forms.
Dynamic psychotherapy (with roots in Freudian asiglyand cognitive
behaviour therapy (which is focused more on thigkiprocesses and
behaviour) both have much to offer. Supportive psyleerapy, in which
the therapist mainly supports, educates and engesrthe patient through
the trials of life “buys time” and fosters the glog process.
Psychotherapy may be conducted as individual omumreessions. In
specialized practice the patient may attend both.

Medication may have a place in the management efip symptoms.
Antidepressants (such as fluoxetine) have a plaaelieving anxiety and
distress, even in the absence of full major depressdisorder. The
benzodiazepines are best avoided because to tleatibtfor addiction.
Irritability may be helped by a trial of a mood stezer (such as sodium
valproate) or an antipsychotic (such as low doserplomazine).

It is important to involve the family (with the prission of the patient). A
clear explanation at an early stage, of the diagnake difficulties

experienced by the patient and the clinician, dredlikely prognosis, will

be of assistance to all involved.

The management of people with borderline persgngiesents special
challenges. These people are usually angry mudheaime and can move
from happy to unhappy in response to minor everitgy are particularly
inclined to self-mutilation (cutting) and suicidaéhaviour. Many people
with borderline personality disorder have a limigddlity to understand and
describe the way they are feeling; they are limtteéeeling good/happy or
bad/distressed/tense/angry. They have limited tgbib deal with their
bad/distressed/tense/angry state. When they athisnunwelcome state
they frequently get relief from cutting themselv@siey report feeling a
sense of great relief when blood flows out. Suchtimg can be
distinguished from attention seeking behaviouh@ligh some subsequent
attention may also be rewarding) and the intenttodie. However, suicide
may be attempted and may be successful.
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People with borderline personality (as with peopiéh other personality
disorders) are best managed in the community with help of an
experienced psychotherapist/counsellor. It is bdtethem to live in the
“real world” and learn to deal with the challengekich the “real world”
presents. However, admission to hospital for af bhnge (2-3 days) may be
indicated when they are in the grip of the badrdsded/tense/angry state.
Such admissions are for safety purposes only. Bengpspital for long
periods increases dependency and a sense of inggotend failure.
Hospital is an artificial environment with littlepportunity for the growth
of a sense of autonomy and competence. The besbroat may be
achieved where the patient, an out-patient psyehnaghst and a psychiatric
inpatient unit cooperate in formulating a plan a&gular out-patient
psychotherapy and easy admission and rapid diseh@mng inpatient
psychotherapy) at times of crisis.

3.6 Prognosis

The prognosis depends on the nature and severitthefpersonality
disorder. Cluster B disorders, characterized byaterrand impulsive
behaviour usually improve with age (after 35 yeaf$lese people (as with
the rest of us) mature over time and become ledatiley violent and
irritable. Cluster C disorders, characterized byxiams and fearful
disposition tend to become more confident and &sserCluster A
disorders, characterized by eccentricity may nange markedly.

Management as detailed above may prove helpfulci®imay occur.
Some estimates are that people with severe bardeplersonality with co-
morbid substance abuse has a 50% lifetime riskuaide. However, as
stated, maturation brings improvement and if theseple stay alive, the
risk of suicide eventually declines.

40 CONCLUSION

5.0 SUMMARY

This unit has looked into personality disorders,rspaality trait
disturbances, personality pattern disturbances, thed management of

personality disturbances as well as distinctionsveen the disorders and
the diagnostic criteria by DSM.
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6.0 TUTOR-MARKED ASSIGNMENT

Visit the nearest psychiatric unit closest to yolbiserve 5 patients with the
diagnosis of schizophrenia and note the persoraditis present in them.
Share your experience with your colleagues in gbsgussion forum.

SELF-ASSESSMENT EXERCISE

I. Classify the personality disorders accordin@pt&ivi
il. Briefly discuss the antisocial personality tdidbances.
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1.0 INTRODUCTION

Antisocial Personality Disorder

“CALLOUS MAN"

Conduct daorder bedoe age 15y,
Curment age at kast 18y
Aninocial acts; comimids acts that
are grounds for Asrest
Lies frequentty
Lacunas — Lacks 8 supsnego
Obligatans not honcded
Unitable - can'l plan abead  wy-
Safety of sedd and othees grored i

Money problems — spoute and
chidren oo nod supperted

Aggressie, Assaulive

Mot ccourning exclusively duning schizapheenia or manis

Fig 3.1 Antisocial Personality Disorder
www.pinterest.com
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The last unit introduced you to the concept of peadity, pattern and traits
of personality disorders as well as the managewiepersonality disorders.
This unit will expand your knowledge on antisogaltsonality disorders.

Antisocial personality disorder (ASPD; also refdr® as psychopathy,
sociopathy, and dissocial personality disorder)aismental disorder
characterized by a pervasive pattern of disregardand violation of the

rights of others. Signs and symptoms of ASPD beagichildhood or early

adolescence, and ASPD is diagnosed only in indalglwho have a history
of symptoms before age 15. Formal diagnosis of A&Pdelayed until age
18 or older, because personality development issidered incomplete
before age 18, and ASPD traits may not persistaatgithood. Deceit and
manipulation are central features of ASPD, andsiracommended that
information gathered during assessment of an iddali suspected of
having ASPD be confirmed by outside sources; sscfamily members or
an intimate partner.

According to the Diagnostic and Statistical Mano&lMental Disorders
(DSM-IV-TR), an individual may be diagnosed with RS if he or she
meets three of the following criteria: failure t@mnéorm to laws and
regulations by repeating acts punishable by lavgeieilness, repeated
lying, conning, or use of aliases; failure to plahead, resulting in
impulsivity; aggression, as demonstrated by repedghts or assaults;
reckless disregard for safety of self or otherssigéent irresponsibility, as
demonstrated by failure to keep a job or pay bdls lack of remorse, as
indicated by rationalization or indifference abbawing hurt, mistreated, or
stolen from another. An individual with ASPD willten minimize the
harm he or she has caused another, or may blanwictima for the crime.
The differential diagnoses include borderline peadity disorder,
histrionic personality disorder, paranoid persdgadlisorder, narcissistic
personality disorder, and personality change duea tgeneral medical
condition. Assessment for substance abuse is yspait of the diagnostic
process. If signs and symptoms occur exclusivelyinguepisodes of
schizophrenia or mania, a diagnosis of ASPD cabaahade.

Treatment includes psychotherapy to resolve ind&id interpersonal,
and/or occupational difficulties. Medications maye Iprescribed for
comorbid mood disorders (e.g., depression or ayixiet for transient
psychotic episodes. ASPD is difficult to treat hesmits characteristics are
deeply entrenched in a person’s personality, améuse individuals with
ASPD often do not take responsibility for their beior and may refuse
treatment. ASPD is commonly diagnosed and treateadividuals who are
in prison or substance abuse treatment facilities.
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2.0 OBJECTIVES

At the end of this unit you will be able to:

. Describe an individual with antisocial personatiigorder

. Explain the aetiological theories of antisocialguerality disorders

J Carry out an assessment of a client with antisopmisonality
disorder

. State he risk factors of antisocial personalitydier

3.0 MAIN CONTENT

3.1 Anti Social Personality Disorder

Prior to the DSM individuals diagnosed as havingsacial personalities
were referred to as psychopaths, sociopaths, aulsiye characters.

These terms are often used interchangeably. Théetiavioural traits of
antisocial personality are:

Being antisocial or performing crime against theiesty

Being driven by uncontrollable desires to seektexeoent

Acting highly impulsively with no stable goals

Acting aggressively and reacting to frustrationhaftiry

Feeling little guilt or remorse when committing anaoact

Having a warped capacity for love, i.e., being co#hd
compassionless

It is the total personality that constitute the ciyysme rather than a single
behavior, antisocial behavior alone e.g. drinkistgaling, fighting and
sexual assault do not constitute antisocial petdgmisorder.

Pathology in antisocial personalities is manifestederpersonally;
therefore, the diagnosis of antisocial personaisprders is made based on
the client’s history and on psychological testing.

3.2 Definition and Epidemiology

A condition in which individual exhibit a pervasivisregard for the law
and the rights of others.
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Sociopaths and psychopaths describe antisocialopaliyy disorder. It
affects men three times more and prevalent in prigopulation. Early
adolescence is a critical time for antisocial peadity disorder and it is a
chronic disorder.

Intensity of symptoms tend to peak during the tgengears and early 20s
and then may decrease overtime.

3.3 Aetiological Theories of Antisocial Personalityisorder

The DSM-IV has identified criteria for the anti smicpersonality disorder.
Research has also supported four hypotheses regatie etiology of
antisocial disorders as:

Psychodynamic issues

Family influences

Social and environmental influences
Biological influences

Note that antisocial behaviours are not a singléityenRecurrently

antisocial persons, especially those who are fretiyju@iolent, may have
multiple influences and vulnerabilities that preuise them to develop
antisocial personality disorders. The followingdhes identify numerous
influences that may cause in varying degrees anchbgwtions, an

individual to develop an antisocial personality.

Psychodynamic issues
From psychodynamic point of view, psychopathologf antisocial
personality disorder is thought to be caused byxedfdisturbance of
developmental growth.

A child who has drifted through a series of fodtemes, who has been
abandoned by his parents, or who has suffered enatdeprivation may
show antisocial traits early in life.

Lack of validation, emotional warmth, and physisaturity interfere with
normal ego development. Ego pathology in early lile further
compounded during the stage of super ego developm@ued result in
disturbances in superego formation. These distedm@are manifested by
the individual’'s failure to develop control overtlexpression of his or her
basic needs. Consequently, personality defensedesigned to gratify the
impulses and to provide pleasure and immediatefrelf tension. The
pleasures have primitive, oral quality and areteelao the physiological

188



NSC 314 MODULE 4

responses, such as those experienced after drinking, sex, or acquiring
property. People with these disorders have a lani@pacity to experience
pleasure in interpersonal relationships or for warmmd sincere
relationships. Missing is the ability to love, forrfrliendships, and
experience loyalty.

People with personality disorders, like all of usse various defense
mechanisms. When the defense mechanisms of pedgiepersonality
disorders are effective, anxiety and depressionkapt out of awareness.
The unwillingness to avow feelings of anxiety argpikssion is a major
reason people with personality disorders avoiditneat. Once defenses are
lowered, painful feelings of anxiety and depressaften surface, and
people with antisocial personalities may employdheer defenses, such as
aggression or sexual acting out. Use of alcoholllmit drugs is also
common among people with antisocial personalitpmdisrs.

Family influences

The family histories of antisocial persons seemptay an important
etiology role. Frequently, the antisocial indivilweas an unwanted child
or illegitimate.

Often, parents of antisocial individuals are diemtcor deserted their
families. As children, many antisocial individualere exposed to violent
tempers, physical abuse, cruelty and sexual abyteelr caretakers.

Violent behavior has its origin in early extraomin physical and sexual
abuse. Furthermore, in dysfunctional families, mmistent and ineffective
discipline can teach the child to be deceitful, estipial, and narcissistic.
The teaching of moral values and behaviours may la¢gslacking in these
families.

Social and environmental influences

Society and environment influence the family’s dhiaring practices.
Longitudinal survey found several indicators ofuiet antisocial behaviour
which includes; economic deprivation, family crimality, poor child-

rearing practices, school failure, hyperactivitjhpulsivity and attention
deficit.

It is almost a common consensus that, most vialente is committed by

men in their ages 18 to 24. The more males indbes group in a given
population, the higher the crime rate (Farringtt®89).
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Antisocial personality disorder can be detectedany adolescence (APA,
1994), predominant characteristics include emotiomamaturity and

impulsive need for gratification. These preadoless®r adolescents may
steal, run away, act destructively, be quarrelsoniemonstrate

guiltlessness, and act openly rebellious. This W@ is generally

directed toward parents and teachers.

Biologycal influences

Genetic and biological studies concerning the aoi# individual yield
interesting data. Conclusions based on studiestedaxial individuals have
been summarized by Kaplan and Sadock as:

1. There appears to be a genetic predispostition tiscaml behaviour
that is also associated with alcoholism

2. Adopted children of criminal fathers are more likeéb become
delinquent than adopted children of noncriminahéas

3. There is a greater correlation for criminal behawim monozygotic
than in dizogotic twins

4. Learning disabilities and mild mental retardatioa eore prevalent
in the criminal population than in general popuati

5. Electroencephalographic changes are common in oamls and
borderline patients

6. Depletion of serotonin as well as its metabolite 5-

hydroxyindoleacetic acid (5-HIAA), is seen in pemplvho are
impulsive and aggressive

7. Hormonal secretions, such as increased levels stbgterone. 17-
estradiol, and estrone, may be linked with imp@drehaviour.
Researchers have also found that psychophysiologieasures,
such as poor skn conductance conditioning and loegting heart
rate levels are significant predictors of antisbbehaviours (Reine
and Mednick, 1989). So,

3.4 Risk Factors and Causes of Antisocial Behaviour
History of child abuse, deprived environment, negleantisocial

environment in home, having an antisocial parentotelic parent,
attention deficit disorder and reading disorders.

Causes
) Idiopathic
) Hereditary/genetics
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) Environmental influence-chaotic home, punitive sdhomproper
community and work environment, family conflictack of control,
abusive alcoholic parents, drug addicts.

Difficulty in developing emotional bonds

Few healthy role models for behavior

No rewards for socially acceptable actions

Conduct problem

Abusive or neglectful childhood environment.

3.5 Manifestations

. Indifferent to the needs of others

Manipulate through deceit or intimidation, may haseible holding
down job a job

Fails to pay debts or fails to fulfill parentingwork responsibilities
Usually lonely

Aggressive, violent, involves in fight

Frequent encounters with law

Persistent lying or stealing

Tendency to violate the rights of others (propeptyysical, sexual,
emotional, legal)

A persistent agitated or depressed feeling

Inability to tolerate boredom

Disregard for hurting others

Impulsiveness

Inability to make or keep friends

Reckless behaviour

SELF-ASSESSMENT EXERCISE

Patient History

Ask about personal/family mental health history ®valuate for
predisposing factors and comorbidities; while tgkpatient history, assess
level of threat to others

Physical Findings of Particular Interest
Physical examination may identify an underlying meat cause of signs
and symptoms

Laboratory Tests That May Be Ordered
There are no laboratory tests specific to the dagnof ASPD
Toxicology screen may be ordered to assess for dmchsubstance abuse
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Testing for HIV and other sexually transmitted dses (STDs) may be
warranted, because patients with ASPD often exipibdtr impulse control
and act without regard to risk

Other Diagnostic Tests/Studies

Complete psychological assessment is necessargtéontine the validity
of an ASPD diagnosis; assess for comorbid moocmgmality disorders
Minnesota Multiphasic Personality Inventory-2 (MMB)lis usual to assess
for a range of personality and mood disorders

3.6 Management

Treatment Goals

Promote Optimum Psychiatric and Social Functioning

Assess all physiologic systems for underlying ptaisor substance-related
abnormalities and review laboratory/diagnostic tesgtults; immediately
report abnormalities and treat, as ordered.

Assess level of threat to others; follow facilityofpcols for mandatory
reporting of criminal activity, and request fagilisecurity to provide
patient surveillance, if appropriate. If possilgegvide nurse continuity for
patient care

Request referral to a mental health clinician fsessment and treatment
Individual/group/family therapy is recommended,tatarly if the patient
is young because he or she may be receptive tgehkan

Administer prescribed antidepressants (e.g., seéecerotonin reuptake
inhibitors [SSRIs], e.g., fluoxetine, venlafaxine)decrease aggressiveness
and irritability

Administer antipsychotic agents (e.g., clozapinenpapine), as ordered,
for distortions in thinking

Monitor treatment efficacy and for adverse effecasid educate the
patient/family about potential adverse effects

Promote Emotional Well-Being and Educate

Assess your patient for anxiety, depression, anehaate coping skills;
educate and encourage discussion of ASPD diagngsiential

complications, treatment risks and benefits, are ithportance of long-
term treatment regimen adherence

Request referral, if appropriate, to a social woffke identification of local

resources for support groups or programs for suobstause/abuse
rehabilitation
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Food for Thought
Signs and symptoms of ASPD may remit when the iddad reaches his or
her 40s, especially with respect to criminal bebagnd substance abuse

Accumulating evidence suggests that ASPD is calsedeurochemical
abnormalities, leading some experts to advocate tmee of
pharmacotherapy in the treatment of ASPD. Althoughthors of a
systematic review published in 2010 found insudiitievidence to evaluate
the effectiveness of pharmacological interventifmmsASPD (Khalifa et al.,
2010)

Red Flags

ASPD often involves a high rate of violence; indvals with ASPD are
more likely than others to die prematurely or benmnently disabled by
violent means (e.g., by suicide, accident, or haeic

Due to increased risk for overdose, tricyclic ampicessants and
monoamine oxidase inhibitors (MAOIs) are avoided patients with
personality disorders

What do you need to tell the patient/patient’s famy?

Emphasize the importance of continued psychiatuovesllance, strict

adherence to the medication regimen, and seekingedrate medical

attention for adverse drug effects or new/worsesiggs and symptoms of
ASPD

Nursing Management

. Observe the behaviour, set limits which are acddpta

J Provide safe and calm environment for patient foress his feelings

. Explain in low tone to the patient, his unaccepdi®haviour which
is harmful both to him and others

. Teach relaxation exercises and motivate patieptaotice it

. Encourage patient to participate in divisional\atés, where he can
express his feelings in an acceptable manner lileevidg, music
writing

. Teach self control behaviour modification technsjnd allow to
practice

. Administer the prescribed medication

o Assign some responsibilities to the patient andeoles how he is
abletodo it
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) Maintain non-stimulating environment to lessen aggive feelings,
keep away all dangerous objects within reach teeueself injury
or to others

) Teach coping strategies, provide opportunitiesracice

. If aggressive behaviour is noticed, mechanicalraggs may be
necessary

) Provide positive feedback for healthy independetigyiour

J Enhance problem solving skill, patient’s strengthd coping skills

J Involve the patient in non-competitive activitiesdatasks first, and

then allow him to progress into competitive actast
4.0 CONCLUSION
5.0 SUMMARY

Antisocial personality disorder has been explaiagag condition in which
individuals exhibit a pervasive disregard for tae land the right of others.

Sociopaths and psychopath describes antisocialopaliy disorder. It
affects men three times more than men and prevalgmison population.
Early adolescence is a critical time for antisodiabrder and it is a chronic
disorder. Intensity of symptoms tends to peak dutire teenage years and
early 20s and then may decrease over time.

This unit has further increase your knowledge awcte personality
disorder as one major common among criminals araplpewith crime
tendencies.

6.0 TUTOR-MARKED ASSIGMENT

Visit a correctional home closest to you and asae$sast five inmates for
features of antisocial personality.

Share your experience in the discussion forum watlr classmates.
SELF-ASSESSMENT EXERCISE
I. Discuss four characteristic common to all peedity disorders

il. Differentiate between the psychodynamic aetjdal theory and the
family aetiological theory of antisocial personalitisorders
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1.0 INTRODUCTION

n

Borderline individuals age the

psychological equivalent of

third-degree-burn patientss

They simply have, so te speak,

no emotional skin. Even the
slightest touch or

moveient can create iimense

suffering"

-Marsha Liidlﬂn

Fig. 4.1 Borderline Personality Disorder
furry-lover.blogspot.com
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Individuals with Borderline Personality Disordervilaintense, unstable
close relationships, which alternate between exseof idealization and
devaluation. They often make frantic efforts to idveeal or imagined

abandonment. They have marked negative emotionsy Thve frequent

and intense experiences of high levels of a widgeaf negative emotions
(e.g., anxiety, depression, guilt/shame, worry).tayonism: like many

young teenagers, adults with this disorder havélighangeable moods
and intense anger. Characteristically, these iet@msotional episodes last
only a few hours and only rarely more than a fewsdéelf harm and

repeated, impulsive suicide attempts are seereimire severely ill.

You will learn more about this important most conmmegersonality

disorder in this unit, after which you will be alite manage the individual
patient with this disorder better.

2.0 OBJECTIVES

After studying this unit, you will be able to:

) Describe borderline personality disorder

) State the manifestations of borderline persondigprder

o Enumerate other ilinesses co-occurring with bonderpersonality
disorder

) Identify the risk factors for borderline personaliisorder

) Describe how borderline personality disorder iggd@sed

) Discuss the treatment of borderline personalitpmdier

J State what to do to help a friend or relative whas tborderline

personality disorder
3.0 MAIN CONTENT

3.1 What Is Borderline Personality Disorder?

Borderline personality disorder is a serious mernitakss marked by
unstable moods, behavior, and relationships. IN0O1#& Diagnostic and
Statistical Manual for Mental Disorders, Third Eolit (DSM-III) listed
borderline personality disorder as a diagnosalmegst for the first time.
Most psychiatrists and other mental health profesds use the DSM to
diagnose mental illnesses.
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Because some people with severe borderline persodaorder have brief
psychotic episodes, experts originally thoughtha$ iliness as atypical, or
borderline, versions of other mental disorders.WImilental health experts
now generally agree that the name “borderline pedsy disorder” is
misleading, a more accurate term does not exist yet

Most people who have borderline personality disosidfer from:

. Problems with regulating emotions and thoughts
. Impulsive and reckless behavior
. Unstable relationships with other people.

People with this disorder also have high rates @bacurring disorders,
such as depression, anxiety disorders, substancseaband eating
disorders, along with self-harm, suicidal behaviarsd completed suicides.

According to data from a subsample of participamta national survey on
mental disorders, about 1.6 percent of adults @ Wmited States have
borderline personality disorder in a given year.

Borderline personality disorder is often viewed dsficult to treat.
However, recent research shows that borderlineopaliy disorder can be
treated effectively, and that many people with tiiieess improve over
time.

3.2 Symptoms of Borderline Personality Disorder

developed/distorted self-
§ image that may change a lot
bt £ oL is often associated with
" excessive self-criticism.

. Being confused about their
{5%4@ll own personal identity-Habits,

X5 values and attitudes tend to
S change depending on who the

BPD is with.

Fig.4.2 Symptoms of Borderline Personality Disorder
reducingourmentalilinesseslatatime.blogspot.com
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Borderline personality disorder usually begins dgradolescence or early
adulthood. Some studies suggest that early symptafntke illness may
occur during childhood.

Some people with borderline personality disordeipegience severe
symptoms and require intensive, often inpatiente c@thers may use some
outpatient treatments but never need hospitalizatio emergency care.
Some people who develop this disorder may improvéhowt any
treatment.

According to the DSM, Fourth Edition, Text RevisiidSM-IV-TR), to be
diagnosed with borderline personality disorder,easpn must show an
enduring pattern of behavior that includes at ldast of the following
symptoms:

o Extreme reactions—including panic, depression, rage frantic
actions—to abandonment, whether real or perceived
J A pattern of intense and stormy relationships wémily, friends,

and loved ones, often veering from extreme closeraasl love
(idealization) to extreme dislike or anger (devatug

o Distorted and unstable self-image or sense of sglich can result
in sudden changes in feelings, opinions, valueqlams and goals
for the future (such as school or career choices)

o Impulsive and often dangerous behaviors, such esdépg sprees,
unsafe sex, substance abuse, reckless drivindyiagd eating

. Recurring suicidal behaviors or threats or selfdfiag behavior,
such as cutting

. Intense and highly changeable moods, with eachodgpidasting
from a few hours to a few days

) Chronic feelings of emptiness and/or boredom

. Inappropriate, intense anger or problems contmplinger

. Having stress-related paranoid thoughts or sevassodative
symptoms

. such as feeling cut off from oneself, observingsatfefrom outside
the body, or

losing touch with reality.

Seemingly mundane events may trigger symptoms.ekample, people
with borderline personality disorder may feel anguyd distressed over
minor separations—such as vacations, business tnpsudden changes of
plans—from people to whom they feel close. Studle®swv that people with
this disorder may see anger in an emotionally aéudtaceand have a
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stronger reaction to words with negative meanimhgs tpeople who do not
have the disorder.

3.3 lllnesses Often Co-exist with Borderline Persaiity
Disorder

Borderline personality disorder often occurs withay illnesses. These co-
occurring disorders can make it harder to diagrmse treat borderline
personality disorder, especially if symptoms ofestiiinesses overlap with
the symptoms of borderline personality disorder.

Women with borderline personality disorder are mikely to have co-
occurring disorders such as major depression, gngisorders, or eating
disorders. In men, borderline personality disordanore likely to co-occur
with disorders such as substance abuse or anfigas®onality disorder.

According to the NIMH-funded National Comorbidity uiSey
Replication—the largest national study to date ehtal disorders in U.S.
adults about 85 percent of people with borderlieespnality disorder also
meet the diagnostic criteria for another mentaksis.

Other illnesses that often occur with BPD includabdtes, high blood
pressure, chronic back pain, arthritis, and fibralgy. These conditions
are associated with obesity, which is a common sdect of the
medications prescribed to treat borderline persigndisorder and other
mental disorders. For more information, see thé@®c'How is borderline
personality disorder treated?”

3.4 Risk Factors for Borderline Personality Disorde

Research on the possible causes and risk factotsofderline personality
disorder is still at a very early stage. Howeveiestists generally agree
that genetic and environmental factors are likelpe involved.

Studies on twins with borderline personality disarduggest that the
illness is strongly inherited. Another study shawat a person can inherit
his or her temperament and specific personalityitstraparticularly
impulsiveness and aggression. Scientists are stgdgenes that help
regulate emotions and impulse control for posdihlks to the disorder.

Social or cultural factors may increase the risk dorderline personality
disorder. For example, being part of a communitycolture in which

unstable family relationships are common may ing&eea person’s risk for
the disorder. Impulsiveness, poor judgment in tifieschoices, and other

consequences of BPD may lead individuals to risthations. Adults with
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borderline personality disorder are considerablyrantkely to be the
victim of violence, including rape and other crimes

3.5 Diagnosis of Borderline Personality Disorder

Unfortunately, borderline personality disorder 2o under diagnosed or
misdiagnosed.

A mental health professional experienced in diagrgoand treating mental
disorders such as a psychiatrist, psychologisticai social worker, or
psychiatric nurse—can detect borderline personaligorder based on a
thorough interview and a discussion about symptomscareful and

thorough medical exam can help rule out other pésscauses of
symptoms.

The mental health professional may ask about symptand personal and
family medical histories, including any history ofental illnesses. This
information can help the mental health professictetide on the best
treatment. In some cases, co-occurring mental séiee may have
symptoms that overlap with borderline personalitgodder, making it
difficult to distinguish borderline personality disler from other mental
illnesses. For example, a person may describentgelof depression but
may not bring other symptoms to the mental heaitiiggsional’s attention.

No single test can diagnose borderline personalisorder. Scientists
funded by NIMH are looking for ways to improve dmgis of this
disorder. One study found that adults with boraerlpersonality disorder
showed excessive emotional reactions when lookihgwards with

unpleasant meanings, compared with healthy pedtdeple with more
severe borderline personality disorder showed aemiotense emotional
response than people who had less severe bordpdisenality disorder.

3.6 How is Borderline Personality Disorder Treated?

Borderline personality disorder can be treated wsicchotherapy, or “talk”

therapy. In some cases, a mental health profedsioag also recommend
medications to treat specific symptoms. When aqueis under more than
one professional’'s care, it is essential for thefgasionals to coordinate
with one another on the treatment plan.

The treatments described below are just some obghiens that may be

available to a person with borderline personalityocer. However, the
research on treatments is still in very early stadbore studies are needed
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to determine the effectiveness of these treatmevit® may benefit the
most, and how best to deliver treatments.

Psychotherapy

Psychotherapy is usually the first treatment foogle with borderline
personality disorder. Current research suggestshpslyerapy can relieve
some symptoms, but further studies are needed tterbenderstand how
well psychotherapy works.

It is important that people in therapy get alongwend trust their therapist.
The very nature of borderline personality disord@n make it difficult for
people with this disorder to maintain this typeébohd with their therapist.

Types of psychotherapy used to treat borderlinesqrelity disorder
include the following:

1. Cognitive behavioral therapy (CBT). CBT can pheleople with
borderline personality disorder identify and changee beliefs
and/or behaviors that under-lie inaccurate peroaptof themselves
and others and problems interacting with othersT GBay help
reduce a range of mood and anxiety symptoms andceedhe
number of suicidal or self-harming behaviors.

2. Dialectical behavior therapy (DBT). This typktioerapy focuses on
the concept of mindfulness, or being aware of amehave to the
current situation. DBT teaches skills to controlemse emotions,
reduces self-destructive behaviours, and improetdionships. This
therapy differs from CBT in that it seeks a balanoetween
changing and accepting beliefs and behaviors.

3. Schema-focused therapy. This type of therapybtoes elements of
CBT with other forms of psychotherapy that focus reframing
schemas, or the ways people view themselves. Tpusoach is
based on the idea that borderline personality desostems from a
dysfunctional self-image—possibly brought on by atbg
childhood experiences—that affects how people rdacttheir
environment, interact with others, and cope witblygms or stress.

Families of people with borderline personality dder may also benefit
from therapy. The challenges of dealing with amalative on a daily basis
can be very stressful, and family members may uwkmgly act in ways
that worsen their relative’s symptoms.

Some therapies, such as DBT-family skills trainf@BTFST), include
family members in treatment sessions. These tydepragrams help
families develop skills to better understand angpsut a relative with
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borderline personality disorder. Other therapiesichs as Family
Connections, focus on the needs of family membkiste research is
needed to determine the effectiveness of familyragme in borderline
personality disorder. Studies with other mentalodisrs suggest that
including family members can help in a person’atimaent.

Other types of therapy not listed in this booklegynbe helpful for some
people with borderline personality disorder. Thésep often adapt
psychotherapy to better meet a person’s needsapists may switch from
one type of therapy to another, mix techniques febfierent therapies, or
use a combination therapy.

Some symptoms of borderline personality disordey s@me and go, but
the core symptoms of highly changeable moods, ssteanger, and
impulsiveness tend to be more persistent. Peoptseveymptoms improve
may continue to face issues related to co-occurdisprders, such as
depression or post-traumatic stress disorder. Heweencouraging
research suggests that relapse, or the recurrenftgl-blown symptoms

after remission, is rare. In one study, 6 percémeample with borderline
personality disorder had a relapse after remission.

Therapy can be provided one-on-one between thapistrand the patient
or in a group setting. Therapist-led group sessioay help teach people
with borderline personality disorder how to intéradth others and how to
express themselves effectively.

One type of group therapy, Systems Training for Eomal Predictability
and Problem Solving (STEPPS), is designed as &vaiabrief treatment
consisting of 20 two-hour sessions led by an erpead social worker.
Scientists funded by NIMH reported that STEPPS, whsed with other
types of treatment (medications or individual psytblerapy), can help
reduce symptoms and problem behaviors of bordep@rsonality disorder,
relieve symptoms of depression, and improve qualdfy life.The

effectiveness of this type of therapy has not dansively studied.

Medications

No medications have been approved by the U.S. Faond Drug

Administration to treat borderline personality dder. Only a few studies
show that medications are necessary or effectivep&ople with this

illness. However, many people with borderline pe&lity disorder are
treated with medications in addition to psychotpgraNhile medications
do not cure BPD, some medications may be helpfuhamaging specific
symptoms. For some people, medications can helpceesdymptoms such
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as anxiety, depression, or aggression. Often, peanel treated with several
medications at the same time, but there is littielence that this practice is
necessary or effective.

Medications can cause different side effects ifedeht people. People who
have borderline personality disorder should talkhwiheir prescribing
doctor about what to expect from a particular magon.

Other Treatments

Omega-3 fatty acids. One study done on 30 womeihn Wwiirderline
personality disorder showed that omega-3 fatty sacimhy help reduce
symptoms of aggression and depression. The treatesemed to be as
well tolerated as commonly prescribed mood statizand had few side
effects. Fewer women who took omega-3 fatty acidgpped out of the
study, compared to women who took a placebo (spitiar

With proper treatment, many people experience fewerless severe
symptoms. However, many factors affect the amodirinee it takes for
symptoms to improve, so it is important for peopiith borderline
personality disorder to be patient and to recep@@priate support during
treatment.

3.7 How can you Help a Friend or Relative who hasdderline
Personality Disorder?

If you know someone who has borderline personaligorder, it affects

you too. The first and most important thing you cnis help your friend

or relative get the right diagnosis and treatm¥otu may need to make an
appointment and go with your friend or relative $ee the doctor.

Encourage him or her to stay in treatment or td shH#erent treatment if

symptoms do not appear to improve with the curexatment.

To help a friend or relative you can:

. Offer emotional support, understanding, patiencend a
encouragement—change can be difficult and frigimigrnio people
with borderline personality disorder, but it is pie for them to get
better over time

. Learn about mental disorders, including borderlipersonality
disorder, so you can understand what your friendretative is
experiencing

J With permission from your friend or relative, tallith his or her
therapist to learn about therapies that may invédweily members.
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. Never ignore comments about someone’s intent on paharm
himself or herself or someone else. Report suchnoemts to the
person’s therapist or doctor. In urgent or potdigtigfe-threatening
situations, you may need to call the police.

4.0 CONCLUSION

Individuals with Borderline Personality Disordervieaintense, unstable
close relationships, which alternate between exseof idealization and
devaluation. They often make frantic efforts to idveeal or imagined
abandonment. They have marked negative emotionsy Thve frequent
and intense experiences of high levels of a widgeaf negative emotions

5.0 SUMMARY

Borderline personality disorder (BPD) is a mentaklth disorder that
generates significant emotional instability. Thesnclead to a variety of
other stressful mental and behavioral problems.

With borderline personality disorder, individual yndave a severely
distorted self-image and feel worthless and funddally flawed. Anger,
impulsiveness and frequent mood swings may puskr®thway, even
though sufferer may desire to have loving andrgstelationships.

You have learned about the features of borderlmesgnality disorder in
this unit, you are in no doubt equipped better nowelp individual with
borderline personality disorder.

6.0 TUTOR-MARKED ASSIGNMENT

Assess yourself and see how many of the charatsridiscussed above
can be found in you, identify what you can do tdphgourself if you
discover you have borderline personality problem.

SELF-ASSESSMENT EXERCISE
I. Describe borderline personality disorder

il. State the manifestations of borderline persondigprder
iii. Enumerate other illnesses co-occurring with bondernbersonality

disorder
V. Identify the risk factors for borderline personaliisorder
V. Describe how borderline personality disorder iggd@sed
Vi. Discuss the treatment of borderline personalitpmdier

205



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSNG |

7.0 REFERENCES/FURTHER READING

Gunderson JG. A BPD Brief: An Introduction to Bordee Personality
Disorder: Diagnosis, Origins, Course, and Treatméad)”(eds).
http://www.borderlinepersonalitydisorder.com/documséA%20
BPD%20BRIEF%20revised%202006%20WORD%20version%20--
%20Jun%2006.pdf. Accessed on July 30, 2007.

Lenzenweger MF, Lane MC, Loranger AW, Kessler RCSM3IV
personality disorders in the National Comorbidityuni&y
Replication. Biol Psychiatry. 2007 Sep 15;62(6):5648.

Paris J, Zweig-Frank H. A 27-year follow-up of matis with borderline
personality disorder. Compr Psychiatry. 2001 Nowe;B2(6):482—
7.

Zanarini MC, Frankenburg FR, Hennen J, Reich DI ISR. The McLean
Study of Adult Development (MSAD): overview and ileations of
the first six years of prospective follow-up. J $teral Disord. 2005
Oct;19(5):505-23.

Meyer B, Pilkonis PA, Beevers CG. What's in a (melitface? Personality
disorders, attachment styles, and the appraisahdfiguous social
cues. J Pers Disord. 2004 Aug;18(4):320-36.

Hazlett EA, Speiser LJ, Goodman M, Roy M, Carridh| Wynn JK,
Williams WC, Romero M, Minzenberg MJ, Siever LJ,iNAS.
Exaggerated affect-modulated startle during unpleastimuli in
borderline personality disorder. Biol Psychiatry00Z Aug
1;62(3):250-5.

Linehan MM, Comtois KA, Murray AM, Brown MZ, GallojrJ, Heard
HL, Korslund KE, Tutek DA, Reynolds SK, Lindenboish Two-
year randomized controlled trial and follow-up ofaldctical
behavior therapy vs therapy by experts for suicluthaviors and
borderline personality disorder. Arch Gen Psychkiat2006
Jul;63(7):757-66.

Kleindienst N, Bohus M, Ludascher P, Limberger Mieenkele K, Ebner-
Priemer UW, Chapman AL, Reicherzer M, Stieglitz FE2hmahl C.
Motives for nonsuicidal self-injury among women hwiborderline
personality disorder. J Nerv Ment Dis. 2008 Mar(3&30-6.

206



NSC 314 MODULE 4

Chanen AM, Jackson HJ, McCutcheon LK, Jovev M, aigP, Yuen
HP, Germano D, Nistico H, McDougall E, WeinsteinGarkson V,
McGorry PD. Early intervention for adolescents wiborderline
personality disorder using cognitive analytic tipgrarandomised
controlled trial. Br J Psychiatry. 2008 Dec;1934@)—84.

Zelkowitz P, Paris J, Guzder J, Feldman R. Diathemed stressors in
borderline pathology of childhood: the role of nepsychological
risk and trauma. J Am Acad Child Adolesc Psychiat?p01
Jan;40(1):100-5.

Zanarini MC, Frankenburg FR, Khera GS, BleichmaFr@atment histories
of borderline inpatients. Compr Psychiatry. 2001 rMa
Apr;42(2):144-50.

Zanarini MC. Ten-Year Course of Borderline PersitymaDisorder.
(ed)(eds). Borderline Personality Disorder: Coursdutcomes,
Interventions.
http://web4.streamhoster.com/video4nea/michigan 2%
Ten%20Year%20Course%200f%20Borderline%20PersofedifpD
isorder_files/intro.htm. Accessed on March 28, 2008

Tadic A, Wagner S, Hoch J, Baskaya O, von Cubela|e® C, Lieb K,
Dahmen N. Gender differences in axis | and axisothorbidity in
patients with borderline personality disorder. Psgathology.
2009;42(4):257-63.

Frankenburg FR, Zanarini MC. Obesity and obesilgtesl illnesses in
borderline patients. J Personal Disord. 2006 Féh)201-80.

Sansone RA, Hawkins R. Fibromyalgia, borderlinespeality, and opioid
prescription. Gen Hosp Psychiatry. 2004 Sep—Oc32415-6.

Torgersen S, Lygren S, Oien PA, Skre |, OnstaddvaKisen J, Tambs K,
Kringlen E. A twin study of personality disorders<Compr
Psychiatry. 2000 Nov-Dec;41(6):416-25.

Coolidge FL, Thede LL, Jang KL. Heritability of g@nality disorders in

childhood: a preliminary investigation. J Pers DRiso 2001
Feb;15(1):33—-40.

207



NSC 314 MENTAL HEALTH AND PSYCHIATRIC NURSNG |

Lynam DR, Widiger TA. Using the five-factor moded represent the
DSM-IV personality disorders: an expert consensppr@ach. J
Abnorm Psychol. 2001 Aug;110(3):401-12.

Lis E, Greenfield B, Henry M, Guile JM, Dougherty Beuroimaging and
genetics of borderline personality disorder: a eeviJ Psychiatry
Neurosci. 2007 May;32(3):162—73.

Ruggero CJ, Zimmerman M, Chelminski |, Young D. datine
personality disorder and the misdiagnosis of bipaé&order. J
Psychiatr Res. 2010 Apr;44(6):405-8.

Paris J. The diagnosis of borderline personalisodier: problematic but
better than the alternatives. Ann Clin Psychiat3005 Jan—
Mar;17(1):41-6.

Emotion-Regulating Circuit Weakened in Borderliner$dnality Disorder.
(ed)™(eds). http://www.nimh.nih.gov/science-new§i@@motion-
regulating-circuit-weakened-in-borderline-persatyadiisorder.
shtml. Accessed on Oct 10, 2008.

King-Casas B, Sharp C, Lomax-Bream L, Lohrenz Thagy P, Montague
PR. The rupture and repair of cooperation in bdirtepersonality
disorder. Science. 2008 Aug 8;321(5890):806-10.

Kernberg OF, Michels R. Borderline personality dosy. Am J Psychiatry.
2009 May;166(5):505-8.

Silbersweig D, Clarkin JF, Goldstein M, Kernberg,Qmriescher O, Levy
KN, Brendel G, Pan H, Beutel M, Pavony MT, Epsteln
Lenzenweger MF, Thomas KM, Posner MI, Stern E. Ufailof
frontolimbic inhibitory function in the context afegative emotion
in borderline personality disorder. Am J Psychiatr007
Dec;164(12):1832-41.

Koenigsberg HW, Siever LJ, Lee H, Pizzarello S, N&®; Goodman M,
Cheng H, Flory J, Prohovnik I. Neural correlates erhotion
processing in borderline personality disorder. Rgtcy Res. 2009
Jun 30;172(3):192-9.

Binks CA, Fenton M, McCarthy L, Lee T, Adams CE, dgan C.
Psychological therapies for people with borderlipersonality
disorder. Cochrane Database Syst Rev. 2006;(1):6681)

208



	Untitled



