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CHAPTER –I 

 I�TRODUCTIO� 
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BRIEF OUTLINE OF THE CHAPTER 

   

In this chapter we shall study following heads in detail  

 

• Historical background in brief for the present study 

• Research problem 

• Objective of the study 

• Hypotheses of the study 

• Definitions of each disorders included in the research 

 work 

• Key title key of the problem 

• Operational definition of key terms 

• The variables of the research study 

• Importance of the study 

• Delimitation of the study 

• Limitation of study 

• Organisation of study 
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INTRODUCTION 

 
 This section brings out the major historical view point in Psychology, 

the turning point in the history of psychology wherein the treatment modalities 

have changed from inhumane treatment to more human concept of 

treatments.  This section also brings out topics in detail such as Research 

Problem, Objective of the Study, Hypothesis of the Study, Definitions of each 

disorders included in the research work, Key title key of the problem, 

Operational definition of key terms, The variables of the research study, 

Importance of the study, Delimitation of study, Limitation of study and 

Organisation of study.   

 
1.1  HISTORICAL BACKGROUND IN BRIEF FOR THE PRESENT 

 STUDY 

 
 With the development of modern research methods, psychotherapeutic 

drugs, techniques of psychotherapy, and community mental health, 

psychological concepts and facilities, we have come a long way from the 

superstitious and often cruel treatment of persons with mental disorders of 

earlier times 

 
 Not only do many popular misconceptions about mental disorders have 

roots in the dim historical past, even many of our modern scientific concepts 

are the result of a long developmental process.  For example, modern brain 

surgery, had its early precursor many thousands of years ago, and 

electroshock treatment for severe depression is attended by flogging, 

immersing a person in cold water, and other crude “shock” treatments.  Even 

the method of “free association” a cornerstone of psychoanalytic therapy, 

designed to allow repressed conflicts and emotions to enter conscious 

awareness as described by the Greek playwright Aristophanes in his play 

“The Clouds”.   

  
 In the foregoing, we shall understand the evolution of views on 

psychopathology from ancient times to the turn of the present century, from 

the generally ignorant ideas and often inhumane treatment given to those who 
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suffered from mental disorders, to the development of the organic view point 

and the medical model, with its emphasis on the biological aspects of “mental 

illness”.  For it has been only recently, that mental disorders have been 

generally recognised as having natural causes.  The great advances that have 

come about during the twentieth century in the understanding and treatment 

of abnormal behaviour became all the more remarkable when viewed against 

the long background of ignorance, superstitions and fear.   

 
 The historical past dating from the ancient times to present day context, 

has been brought with an endeavour that, the treatment procedures for the 

mental illness which have been in practice and which are being practised will 

be understood in a more explicit manner. 

 
Demonology among the ancients 

 
 The earliest treatment of mental disorders of which we have any 

knowledge was that which was practiced by Stone Age cave dwellers, some 

half million years ago.  For certain forms of mental disorders, probably those 

in which the individual complained of severe headaches and developed 

convulsive attacks, the early shaman, or medicine man treated the disorder by 

the means of an operation now called trephining. This operation was 

performed with crude stone instruments and consisted of chipping away one 

area of the skull in the form of a circle until the skull was cut through.  This 

opening, called a trephine, presumably permitted the evil spirit that 

supposedly was causing all the trouble to escape and incidentally may have 

relieved a certain amount of pressure on the brain.  In some cases trephined 

skulls of primitive people show healing around the opening, indicating that the 

patient survived the operation and lived for many years after wards (Selling 

1943) 

  
 Mental disorders in the early writings of the Chinese, Egyptians, 

Hebrews, and Greeks, show that, they generally attributed such disorders to 

demons that had taken possession of the individual.   The decision as to 

whether the “possession” involves good spirits or evil spirits usually depended 

on the individual’s symptoms. If speech or behaviour appeared to have a 
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religious or mystical significance it was unusually thought that the person was 

possessed by a good sprit or God.  Such individuals were often treated with 

considerable awe and respect, for it was thought that they had supernatural 

powers  In the Bible David took advantage of this popular belief when he 

simulated “madness” in order to escape from Achishs, the king of Gath (1 

Samuel 21:12-14) 

 
 Most possessions however were considered to be the work of evil 

spirits, particularly when the individual became excited and over active and 

engaged in behaviours contrary to religious teachings.  Among the ancient 

Hebrews such possessions were thought to represent the wrath and 

punishment of god.  Moses is quoted to in the Bible as saying “the Lord shall 

smite them with madness”.  Christ reportedly cured a man with an “unclean 

spirit” by transferring the devils that plagued him to a herd of swine who in turn 

became possessed and “ran violently down a steep lace into the sea” (Mark 

5:1-13) 

 
 The primary type of treatment for demonical possession was exorcism, 

which included various techniques for casting the evil spirit out of the body of 

the affected one. These varied considerably but typically included prayer, 

incantation, noisemaking and the use of various horrible tasting concoctions, 

such as purgatives made from sheep’s dung and wine.  In extreme cases 

flogging, starving and other more sever measures were often used in an 

attempt to make the body of the possessed person such an unpleasant place 

that the evil spirit would be driven out.  

 
 Such treatment was originally in the hands of Shamans but was 

eventually taken over in Greece and Egypt by the priests who were apparently 

a curious mixture of priest, physician, psychologist and magician.  Although, 

these priests were dominated in the main by beliefs in demonology and 

established exorcist practices, they did make a beginning in the more humane 

and scientific treatment of mental disturbances.   
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Philosophical and medical concepts 

 
 During the Golden Age of Greece considerable progress was made in 

the understanding and treatment of mental disorders.  Originally, membership 

in the medical priesthood of the Greek temples of healing was hereditary, but 

gradually outsiders were admitted and various “schools” began to form.  It was 

in one of these groups that Hippocrates received his early training. 

 

Hippocrates:  The Greek physician Hippocrates (460-377BC) has been 

called the “father of modern medicine”.  He denied the intervention of deities 

and demons in the development of disease, and insisted that, mental 

disorders had natural causes and required treatment like other diseases.    

“For my own art, “I do not believe that the human body is ever befouled by a 

God” (Lewis, 1941, p37).  Hippocrates emphasised that the brain was the 

central organ of intellectual activity and that mental disorders were due to 

brain pathology.  Hippocrates also emphasised the importance of heredity and 

predisposition and pointed out that injuries to the head could cause sensory 

and motor disorders. 

 
 Hippocrates classified all the varieties of mental disorder into three 

general categories – mania, melancholia, and phrenitis and gave detailed 

clinical descriptions to the specific disorders included in each category, such 

as alcoholic delirium and epilepsy.  Hippocrates relied heavily on clinical 

observation, and his descriptions, which were based on daily clinical records 

of his patients.  It is interesting to note that, Hippocrates realised the clinical 

importance of dreams for understanding other personality of the patient.   

  
 The methods of treatment advocated by Hippocrates were far in 

advance of exorcist practices, which were then prevalent for e.g. the treatment 

of melancholia, he prescribed a regular and tranquil life, sobriety and 

abstinence from all excesses, a vegetable diet, continence, exercise short of 

fatigue, and bleeding if indicated.  But for hysteria which was thought to be 

restricted to women and caused by the wandering of the uterus to various 

parts of the body because of its pining for children, Hippocrates recommended 

marriage as the best remedy.  He also believed the importance of 
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environment, and not infrequently removed his patients from their families.  

Hippocrates emphasis on natural causes, clinical observations, and brain 

pathology in relation to mental disorders was truly revolutionary.   

 
Plato and Aristotle: The problem of dealing with mentally disturbed 

individuals who committed criminal acts was studied by the great philosopher 

Plato (429-347 BC).  He made it clear that such persons were obviously not 

responsible for their acts and should not receive punishment in the same way 

as normal persons.  “Some one may commit an act when mad or afflicted with 

disease.” if so let him pay simply for the damage; and let him be exempted 

from other punishments.  In addition to this, emphasis on more humane 

treatment of the mentally disturbed, Plato contributed to a better 

understanding of human behaviour by pointing out that all forms of life, were 

motivated by psychological needs or natural appetites”.  In his “Republic”, 

Plato emphasised the importance of individual differences in intellectual and 

other abilities, and pointed out the role of socio-cultural influences in shaping 

the thinking and behaviour of the individuals.  Despite these modern ideas, 

however, Plato shared the belief of his time that mental disorders were partly 

organic, partly moral and partly divine. 

 
 The question of whether mental disorders could be caused by 

psychological factors like frustration and conflict was discussed and rejected 

by the celebrated systematist Aristotle (384-322 BC), who was a pupil but not 

a follower of Plato.  In his extensive writings on mental disorders, Aristotle 

generally followed the Hippocratic theory of disturbances in the bile which 

caused the disturbances.  

 
Greek and Roman thought: 

 
 Research along the lines established by Hippocrates was carried out 

by few Greek and Roman physicians particularly in Alexandria, Egypt. Medical 

practices developed to a high level, and the temples dedicated to Saturn were 

first-rate sanatoriums.  Pleasant surroundings were considered to be of great 

therapeutic value for the mental patients.  They were provided with constant 

activities including parties, dances, walks in the temple gardens, rowing along 
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the Nile, and musical concerts.  The later Greek and Roman physicians also 

employed a wide range of other kinds of therapeutic measures, including 

dieting, massages, hydrotherapy, gymnastics, hypnotism, and education, as 

well as certain less desirable measures, such as bleeding and  purging. (RW 

Menninger 1944). 

 
 Among the Greek and Roman physicians who continued in the 

Hippocratic tradition were Asclepiads, Aretaeus, and Galen.  Asclepiads (Born 

124 BC) was the first to note the difference between acute and chronic mental 

disorders, and to distinguish between illusions, delusions, and hallucinations.  

In addition, he invented various ingenious devises designed to make patients 

more comfortable. One of this was a “suspended hammock” like bed whose 

swaying was considered very beneficial for disturbed patients.  Asclepiads 

progressive approach to mental disorders was also evidenced by his 

opposition to bleeding, mechanical restraints and dungeons. 

 
 The first hint that curtailed mental disorders to an extension of normal 

psychological process was put forth by Arataeus near the end of the first 

century AD.  People who were irritable, violent, and easily given to joy and 

pleasurable pursuits were thought to be prone to the development of manic 

excitement, while those who tended to be serious were thought to be more apt 

to develop melancholia.  Aretaeus was the first to describe the various phases 

of mania and melancholia and to consider these two pathological states as 

expansions of the same illness.  His insight into the importance of the 

emotional factors and of the pre-psychotic personality of the patient was quite 

an achievement for his day. 

 
 Galen (AD 13-200 ) did not contribute much to the therapy or clinical 

description of mental disorders, although he did make many original 

contributions concerning the anatomy of the nervous system and maintained a 

scientific approach to mental disorders, performing a major service in 

compiling and integrating the existing material in this field ( Guthrie, 1946).  In 

the latter connection, he divided the cause of mental disorder into physical 

and mental.  Among the causes, he named were injuries to the head, 
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alcoholic excess, shock, fear, adolescence, menstrual changes, economic 

reverses, and disappointment in love. 

 
 The contributions of Hippocrates and the later Greeks and Roman 

physicians were shortly lost in the welter of popular superstition, and most of 

the physicians of later Rome returned to some sort of demonology.  One 

notable exception to this trend, however, was Alexander Trallianus (AD 525 to 

605), who followed the works of Galen rather closely but placed a great deal 

of emphasis on constitutional factors-stating, for example that people with 

dark hair and a slim build were more likely to be affected by melancholia than 

persons with light hair and a heavy build.   

 
Greek thought in Arabia 

 
 During medieval times it was only in Arabia that the more scientific 

aspects of Greek medicine survived.  The first mental hospital was 

established in Baghdad in AD 792; it was soon followed by others in 

Damascus and Aleppo (Polvan 1969).  In these hospitals the mentally 

disturbed received much more humane treatment than they did in Christian 

hands.   

 
 The outstanding figure in Arabian medicine was Avicenna ( A. D.  980-

1037), called the “Prince of Physicians” (Campbell, 1962).  In his writings, 

Avicenna frequently referred to hysteria, epilepsy, maniac reactions, and 

melancholia.   

 
Demonology amongst the middle ages 

 
 The last half of the Middle Age saw a peculiar trend in abnormal 

behaviour, involving the widespread occurrence of group mental disorders 

that were apparently mainly cases of hysteria.  Whole groups of people were 

affected simultaneously.   

 
 Dance manias, taking the form of epidemics of raving, jumping, 

dancing and convulsions, were reported as early in the then century.    

Actually, the behaviour was very similar to the ancient orgiastic rites by which 
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people had worshipped the Greek gods.  These had been banned with the 

advent of Christianity, but were deeply embedded in the culture and were 

apparently kept alive by secret gatherings.  Probably, considerable guilt and 

conflict were engendered; then, with time, the meaning of the dances 

changed, and old rites appeared as symptoms of disease.  The participants 

were no longer sinners but the poor victims of the tarantula (Gloyne, 1950). 

 
 Known as tarantism in Italy, the dancing mania later spread to 

Germany and the rest of Europe, where it was knows as St. Vitus’s dance.  

Other peculiar manifestations also appeared.  In the fifteenth century, a 

member of a German convent overcame with a desire to bite her fellow nuns.  

The practice was taken up by her companions, and the mania spread to other 

convents in Germany, Holland and Italy (AD White, 1896). 

 
 Isolated rural areas were also afflicted with outbreaks of “lycanthropy” a 

form of mental disorder in which the patient imagined himself a wolf and 

imitated its actions.  In 1541 a case was reported in which the lycanthrope told 

his captors, in confidence, that he was really a wolf but that his skin was 

smooth on the surface because all the hairs were on the inside (Stone 1937).  

To cure him of his delusions, his extremities were amputated, following which 

he died, still unconvinced. 

 
Exorcism during Medieval times 

 
 In the middle Ages treatment of the mentally disturbed was left largely 

to the clergy, Monasteries served as refuges and places of confinement.  

During the early part of the medieval period, the mentally disturbed were 

treated with considerable kindliness.  Much store was set by prayer. Holy 

water, sanctified ointments, the breath or spittle of the priests, the touching of 

relics, visits to holy places, and mild forms of exorcism.  In some monasteries 

and shrines exorcism was performed by gently “laying on hands”.  Such 

methods were often intermixed with vague ideas of medical treatment derived 

mainly from Galen 
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 As theological beliefs concerning abnormal behaviour became more 

fully developed and were endorsed by the secular world, treatment of the 

mentally disturbed became harsher.  It was generally believed that cruelty to 

people afflicted with “madness” was punishment of the devil residing within 

them. The authorities fled justified in driving out the demons by more 

unpleasant methods.  Flogging, starving, chains, immersing in hot water, and 

other torturous methods were devised, in order to make the body such an 

unpleasant place of residence that no self-respecting devil would remain in it.  

Undoubtedly many men and women who might have been restored to health 

by more gentle and humane measures were driven into hopeless 

derangement by such brutal treatment. 

 
Witchcraft 

 
 During the latter part of the fifteenth century, it became the accepted 

theological belief that demonical possessions were of two general types (a) 

Possessions in which the victim was unwillingly seized by the devil as a 

punishment by God for his / her past sins, and (b) Possessions in which the 

individual was actually in league with the devil.  The later persons were 

supposed to have made a pact with the devil, consummated by signing in 

blood in a book presented to them by Satan which gave them certain super 

natural powers.  They could cause pestilence, storms, floods, sexual 

impotence, and injuries to their enemies and ruination of crops, and could rise 

through the air, cause milk to sour, and turn themselves into animals.  In short 

they were witches. 

 
 Those that were judged to have been unwillingly seized by the devil as 

punishment by God were treated initially in accordance with the established 

exorcist practices of that time.  As time went on, however, the distinction 

between the two types of possessions became somewhat obscured, and by 

the close of the fifteenth century, the mentally ill were generally considered 

heretics and witches. 

 
 More and more concern was expressed in official quarters over the 

number of witches roaming around and the great damage they were doing by 
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pestilences, storms, sexual parity, and other heinous crimes.  Consequently, 

on December 7, 1484, Pope Innocent VIII sent forth his bill “summis 

Desiderantes Affectibus”, in which he exhorted the clergy of Europe, 

especially Germany, to leave no means untried in the detection of witches. To 

assist in this great work, a manual, “Malleu maleficarum(The Withces’ 

Hammer)”, was prepared by two Domincian monks, Johann Sprenger and 

Heinrich Kraemer, both Inquisitors appointed by the pope to act in northern 

Germany and territories along the Rhine.   

 
 In accordance with the precepts laid down in the Malleus, the accepted 

ways to gain sure proof of witchcraft was to torture the person until a 

confession was obtained.  This method was eminently effective.  The victims 

of these inhuman tortures writhing in agony and viewed with horror by those 

they loved confessed to anything and everything.  Frequently, they were 

forced to give the names of alleged accomplices in their evil doing; and these 

unfortunate people were in turn tortured until they too confessed. 

 
Humanitarian Approaches 

 
 During the early part of the sixteenth century, we find the beginnings 

again of more scientific intellectual activity.  The concepts of demonology and 

witchcraft, which had long acted to retard the understanding and treatment of 

mental disorders, began to be challenged and attacked by men greater than 

their time men from the fields of religion, physics, medicine and philosophy. 

 
Scientific questioning in Europe 

 
 In the early part of the sixteenth century Paracelsus (1490-1541) 

insisted that the “dancing mania” was not a possession but a form of disease, 

and that it should be treated as such (Zilboorg and Henry, 1941).  He also 

postulated a conflict between the instinctual and spiritual nature of human 

beings, formulated the idea of psychic causes for mental illness and 

advocated treatment by “bodily magnetism” later recognised as hypnosis 

(Mora, 1967).  Although Paracelsus thus rejected demonology, his view of 

abnormal behaviour was coloured by belief in astral influences (lunatic is 
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derived form the Latin word “Luna” or moon); he was convinced that the moon 

exercised an upper natural influence over the brain. Nevertheless, Paracelsus 

stood clearly in defiance of both medical and theological tradition, and he was 

hounded and persecuted until his death.   

 
 Johann Wyeer (1515-1588), a physician and man of letters who wrote 

under the Latin name of Joannus WIerus, was so deeply impressed by the 

scenes of imprisonment, torture, and burning of persons accused of witchcraft 

that he made a careful study of the entire problem of witchcraft and about 

1563 published a book on the subject.  Weyer’s work received the approval of 

a few outstanding physicians and theologians of his time, the main; however, 

it met with vehement protest and condemnation. Weyer was the first 

physicians to specialize in mental disorders, and his wide experience ad 

progressive views justify his being  regarded as the true founder of modern 

psychopathology.  Unfortunately, however, he was too far ahead of his time.  

His works were banned by the Church and remained so unit the twentieth 

century.   

 
 King James I of England, however, came to the rescue of demonology, 

personally refuted Scot’s thesis, and ordered his book seized and burned.  But 

churchmen also were beginning to question the practices of the time.  The 

wise and far seeing St. Vincent de Paul (1576-1660) surrounded by every 

opposing influence and that the risk of his life, declared: “Mental disease is no 

different to bodily disease and Christianity demands of the humane and 

powerful to protect, and the skilful to relive the one as well as the other”. 

 
 In the face of such attack, which continued thought in the next two 

centuries, demonology was forced to give ground, and gradually paved for the 

triumph of observation and reason, culminating in the development of modern 

experiments science and psychopathology. 

 
 From the sixteenth century, monasteries and prisons gradually 

relinquished the care of persons suffering from mental disorders to special 

institutions that were being established in increasing numbers.  The care 

received by patients, however, left much to be desired. 
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Early asylums 

 
 In 1547 the monastery of St Mary of Bethlehem at London was officially 

made into a mental hospital by Henry VIII.  Its name soon became contracted 

to “Bedlam” and it became widely known for its deplorable conditions and 

practices that prevailed. The more violent patients were exhibited to the public 

for one penny a look, and the more harmless inmates were forced to seek 

charity on the streets of London in the manner described by Shakespeare: 

 
 “Bedlam beggars, who, with roaring voices I sometimes with lunatic 

 bans,  sometime with prayers enforce their charity (King Lear Act II 

 Scene iii)”. 

 
 Such hospitals, or “asylums” as they were called, were gradually 

established in other countries (Lewis, 1941).  The San Hipolito, established in 

Mexico in 156 by the philanthropist Bernardino Alvares, was the first hospital 

for the care and study of mental disorders to be established in the Americas.  

The first mental hospital in France, La Maison de Charenton was founded in 

1641 in the suburbs of Paris.  A mental hospital was established in Moscow in 

1764, and the notorious Lunatics’ Tower in Vienna was constructed in 1784.  

This was a showplace in Old Vienna, and the description of the structure and 

its practices makes interesting reading. It was ornately decorated round 

towers within which were square rooms.  The doctors and “keeper” lived in the 

square rooms while the patients were confined in the spaces between the 

walls of the square rooms and the outside of the tower.  The patients were put 

on exhibit to the public for a small fee, and were, in general, treated like 

animals and criminals. 

 
 The Pennsylvania Hospital at Philadelphia, completed under the 

guidance of Benjamin Franklin in 1756, provided some cells or wards for the 

mental patients, but the first hospital in the United States devoted exclusively 

to mental patients was constructed in Williamsburg, Virginia in 1773. These 

early asylums or hospitals were primarily modifications of penal institutions, 

and the inmates were treated more like beasts than like human beings.  
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 Even as late as 1830, new patients had their heads shaved, were 

dressed in straitjackets put on a low diet, compelled to swallow some active 

purgative, and placed in a dark cell. If these measure did not serve to quiet 

unruly or excited patient, more severe measure, such a starvation, solitary 

confinement, cold baths and other torture like methods, were used (Bennet 

1947). 

 
Gheel shrine:  Out of the more humane Christian tradition of prayer, the 

laying on of hands, or holy touch, and visits to shrines for cure of illness, there 

arose several great shrines where treatment by kindness and love stood out in 

marked contrast to generally prevailing conditions.  The one at Gheel in 

Belgium visited since the thirteenth century is probably most famous. 

 
Humanitarian reform 

 
 Although scientific skepticisim has undermined the belief that mental 

disturbance was the devil’s work, most early asylums were no better than 

concentration camps.  The unfortunate inmates lived and died amid conditions 

of incredible filth and cruelty.  Humanisation reform of mental hospitals 

received its first great impetus from the work of Philippe Pinel (1745-1826) in 

France. 

 
Pinel’s Experiment: In 1792, shortly after the first phase of the French 

Revolution came to a close, Pinel was placed in charge of La Bicetre.  In this 

capacity he received the grudging permission of the Revolutionary a 

commune to remove the chains form some of the inmates as an experiment to 

trust his views that mental patients should be treated with kindness and 

consideration as sick people and not as vicious beasts or criminals.  Had his 

experiment proved a failure, Pinel might have well lost his head, but, 

fortunately for all, it proved to be a great success. Chains were removed, 

sunny rooms were provided instead of dungeons, patients were permitted to 

exercise on the hospital grounds, and kindliness was extended to these poor 

creatures, some of whom had been chained in dungeons for thirty years or 

more.  The effect was almost miraculous.  The previous noise, filth and abuse 

were replaced by order and peace.  
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Tuke’s work:   At about the same time, that, Pinel was reforming the Bicetre 

Hospital, an English Quaker, named William Tuke, established the “York 

Retreat” a pleasant country house where mental patients lived, worked, and 

rested in a kindly religious atmosphere.  

 
Rush and Dix:  The success of Pinel’s and Tuke’s experiments in more 

humanitarian methods revolutionised the treatment of mental patients 

throughout the civilised world.  In the United States, this was reflected in the 

work of Benjamin Rush (1745-1813), the founder of American psychiatry.  

Becoming associated with the Pennsylvania Hospital in 1783, Rush 

encouraged more humane treatment of the mentally ill, wrote the first 

systematic treatise on psychiatry in America “Medical Inquires and 

Observations upon the Diseases of the Mind” (1812), and was the first 

American to organise course in psychiatry.  But even he did not escape from 

the established beliefs of his time.  His medical theory was tainted with 

astrology, and his principal remedies were bloodletting and purgatives.  In 

addition, he invented and used “the tranquillizer”. Despite these limitations, 

however, we may consider Rush an important transitional figure between the 

old era and the new. 

 
 The early work of Benjamin Rush was followed through by an energetic 

New England schoolteacher, Dorothea Dix (1802-1887).  Dix was retired early 

from her teaching because of recurring attacks of tuberculosis, and in 1841 

she began to teach in a Sunday school for female prisoners.  Through, this 

contact, she soon became acquainted with the deplorable conditions 

prevalent in jails.  In a “Memorial” submitted to the congress of the United 

States in 1848, she stated that she had seen “more than 9000 idiots, 

epileptics and insane in the United States destitute of appropriate care and 

protection  bound with galling chains, bowed beneath fetters and heavy iron 

balls attached to drag chains, lacerated with ropes, scourged with rods and 

terrified beneath storm of execration and cruel blows; now subject to jibes and 

scorn and torturing tricks; now abandoned to the most outrageous violations” 

(ZIlboorg and Hengry 1941 pp 583-584). 
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 As a result of her findings, Dix carried on a zealous campaign between 

1841 and 1881 which aroused the people and the legislatures to an 

awareness of the inhumane treatment to the mentally ill.  Through her efforts 

many millions of dollars were raised to build suitable hospitals, and some 

twenty states responded directly to her appeals. Not only was she 

instrumental in improving conditions in the United States, but she directed the 

opening of two large institution in Canada, in Scotland and several other 

counties.  She is credited with the establishment of some thirty two modern 

mental hospitals, an astonishing record considering the ignorance and 

superstition that still prevailed in the field of mental health. She rounded out 

her amazing career by organising the nursing forces of the Northern armies 

during the Civil War.  A resolution presented by the United States Congress in 

1901 characterised her as “among the noblest examples of humanity in all 

history”. 

 
Moral therapy:  During the early part of this period of humanitarian reform, 

the use of moral therapy in mental hospitals was relatively widespread.  This 

approach stemmed largely from the work of Pinel and Tuke and was based on 

the view that most of the people labelled as insane were essentially normal 

people who could profit from a factorable environment and help with their 

personal problems. 

 
Mental health movement 

 
 In the last half of the nineteenth century the mental hospital or asylum, 

“the big house on the hill” with its high turrets and fortress like appearance, 

became a familiar landmark in America.  Mental patients lived under semi 

adequate conditions of comfort and freedom from abuse.  To the general 

public, however, the asylum was an eerie place, and its occupants a strange 

and frightening lot.  In America, the pioneering work of Dorothea Dix in 

dedicating the public about mental disorders was followed up by that of 

Clifford Beers, whose now famous book, “A mind that Found Itself”, was 

published in 1908.  Beers, a Yale graduate, described his own mental 

collapse and told of the bad treatment he received in typical institutions of the 

day, and of his eventual recovery in the home of a friendly attendant.   
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Although chains and other torture devices had long since been given up, the 

straitjacket was still widely used as a means of “quoting” excited patients.   

 
 Thus through the combined efforts of many dedicated people, our 

contemporary mental health movement had its start.  And with the 

development of modern scientific views of psychopathology, it was to receive 

great impetus contributing greatly to the better public understanding of mental 

disorders, to the development of community mental health programs and 

facilities and to the concept of comprehensive health. 

 
Organic View Point and the Medical Model. 

 
 With the emergence of modern experimental science in the early part 

of the eighteenth century, knowledge of anatomy, physiology, neurology, 

chemistry and general medicine increased rapidly. These advances led to the 

gradual identification of the organic pathology underlying many physical 

ailments, and it was only another step for these early workers to look upon 

mental disorder as in illness based on organic brain pathology. 

 
 As early as 1757, Albrecht von Haller (1708-1777) in his “Elements of 

Physiology” emphasized the importance of the brain in psychic functions and 

advocated studying the brains of the insane by post-mortem dissection.  The 

first systematic presentation of the organic view point, however, was made by 

the German Psychiatrist William Griesinger (1817-1868).  In his textbook “The 

Pathology and therapy of Psychic Disorders”, published in 1845, Griesinger 

insisted that psychiatry should proceed on a physiological and clinical basis 

and emphasised his belief that all mental disorders could be explained in 

terms of brain pathology. 

 
Systematic classification of mental disorders 

 
 Although the work of Griesinger received considerable attention, it was 

his follower, Emil Kraepelin (1856-1926) who played the dominant role in the 

early development of the organic view point.  Kraeplin, whose text book 

“Lehrbuch der Psychiatrie” was published in 1883 not only emphasized the 

importance of brain pathology in mental disorders but also made several 
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related contributions that helped establish his view point.  The most important 

of these was his system of classification. Kraepelin noted that certain 

symptom occurred with sufficient regularity to be regarded as specific types of 

mental disease each with a predictable course in such the same way that we 

think of measles, small pox  and other physical ailments.  He then proceeded 

to describe and clarify these types of mental disorders, working out the 

scheme of classification that is the basis of our present categories.  The 

integration of the clinical material underlying this classification was Herculean 

task and represented a major contribution to the field of psychopathology. 

 
 Kraepelin looked upon each type of mental disorder as separate and 

distinct form the others, and thought that its course was predetermined and 

predictable as the course of measles.  Such conclusions led to spread interest 

in the accurate description and classification of mental disorders, and, for by 

this means the outcome of a given type of disorder could presumably be 

predicted even if it could not yet be controlled.  The subsequent period in 

psychopathology, during which description and classification were so 

heavingly emphasised has been referred to as the “descriptive era”. 

 
Brain pathology as a causal factor 

 
 During this “descriptive” period, tremendous stories were being made in 

the study of the nervous system by such now famous scientists such as Golgi, 

Ramony Cajal  Broca, Jackson and Head, and the brain pathology underlying 

many mental disorders were gradually being uncovered. Similarly, the brain 

pathology in cerebral arteriosclerosis and in the senile psychoses was 

established by Alzheimer and other investigators.  One success was followed 

by another, and eventually the organic pathology underlying the toxic 

psychoses certain types of mental retardation, and other “organically” caused 

mental disorders was discovered. 

 
 Repeated clinical examinations and research studies failed to reveal 

any organic pathology in most patients with mental disorders.  True, a given 

patient might show some minor deviation in bodily chemistry, but then, so did 

a great many patients with the same symptoms of mental disorder did not 
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show the same organic deviation. To some scientists these discrepancies 

were a challenge to intensify research, for they felt certain that, organic 

pathology must be there, and that, the refinement of their laboratory 

techniques would make it clear.  But there was also a new school of thought 

emerging that questioned the dominant belief that brain pathology was the 

sole cause of mental disorders.  This was the “revolutionary” view that certain 

types of mental disorders might be caused by psychological rather than 

organic factors. 

 
 Although one might assume that the role of psychological factors in 

mental disorders would have been recognised long before 1900, such was not 

the case.  Psychology as a science was still in its infancy in 1900, its inception 

dating back only twenty one years to the establishment of the first 

experimental psychology laboratory at the University of Leipzig in 1879 by 

Wilhelm Wundt. In addition, early psychology was rather naïve in its approach 

to understanding human behaviour, consisting primarily of experimental 

studies of sense perception.  True, in 1890 William James had published his 

monumental work, Principles of Psychology, in which he attempted to explain 

emotion, memory, reasoning, habits consciousness of self, hysteria, and other 

aspects of human behaviour.  However, he was handicapped, because little 

experimental work had been done in these areas, and his brief allusions to 

abnormal behaviour were mainly descriptive and speculative. 

  
 After understanding the treatment of mental illness and its development 

from ancient times to the modern view, it is felt essential to understand the 

development of contemporary psychological thought and in order to 

understand it, we shall examine five systematic models of human nature and 

behaviour – the psychoanalytic, behaviouristic, humanistic, existential, and 

interpersonal in brief.   

 
The Psychoanalytic model 

 
 The fist systematic steps toward understanding psychological factors in 

mental disorders came about through the astounding contributions of one man 

Sigmund Freud (1856-1939).  Freud developed his psychoanalytic model over 
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a period of five decades of observation and writing.  The major principles of 

this model were based on the clinical study of individual patients mostly 

neurotic who were undergoing treatment under him for their problems. 

 
 In reviewing the psychoanalytic model, it is useful to divide our 

discussion into an examination of (a) the roots of psychoanalysis, (b) Freud 

and the beginnings of psychoanalysis, (c) the basic principles of the model, 

including its concept of psychopathology, and (d) the impact of the 

psychoanalytic model on our views of human nature and human behaviour. 

 
Roots of psychoanalytic thought:  The early roots of the psychological 

viewpoint and of psychoanalysis are in a somewhat unexpected place in the 

study of hypnosis, especially in its relation to hysteria.   

 
Mesmerism:  Our story starts with one of the most notorious figures in 

psychiatry.  Anton Mesmer (1734-1815), who further developed ‘Paracelsus’ 

notion of the influence of the planets on the human body.  Their influence was 

believed to be caused by a universal magnetic fluid, and it was presumably 

the distribution of this fluid in the body that determined health or disease.  In 

attempting to find a cure for mental disorders, Mesmer came to the conclusion 

that persons posses magnetic forces that can be used to influence in other 

persons, thus affecting cures. 

 
 Mesmer attempted to put his views into practice in Vienna, and in 

various other towns, but it was not until he came to Paris in 1778 that he 

achieved success.  Here he opened a clinic in which he treated all kinds of 

diseases by “animal magnetism”.  The patients were seated around a tub (a 

baquet) containing various chemicals and from which protruded iron rods that 

were applied to the affected portions of the body; the room was darkened, 

appropriate music was played, and Mesmer appeared in a lilac robe, passing 

from one patient to another and touching each one with his hands or by his 

wand.  By this means, Mesmer was apparently able to remove hysterical 

anaesthesias and paralyses. 
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 Emergence of Hypnotism and Hypnosis 

 In the year 1841, British physician and surgeon James Braid became 

interested in the phenomenon known as mesmerism, when he personally 

observed demonstrations given by the travelling French mesmerist Charles 

Lafontaine (1803-1892). In particular, he examined the physical condition of 

Lafontaine's mesmerized subjects and concluded that they were, indeed, in 

quite a different physical state. Upon reflection, he became convinced that he 

had discovered the natural psycho physiological mechanism underlying these 

quite genuine phenomena, and he immediately delivered a series of five 

public lectures in Manchester that commenced on 27 November 1841. 

Following his observation of Lafontaine, in November 1841, Braid immediately 

began experimenting with his own method, and wrote a report entitled 

"Practical Essay on the Curative Agency of Neuro-Hypnotism" which he 

applied to have read before the British Association.  

  Braid coined the English term "hypnotism" as an abbreviation for 

"neuro-hypnotism" or nervous sleep (that is, sleep of the nerves), in his 

lectures of 1841, and it is from his work that the word "hypnosis" ultimately 

derives. Braid is regarded by many authorities as being the first genuine 

"hypnotherapist" and the "Father of Modern Hypnotism." Milton H. Erickson, 

one of the most influential hypnotists of the 20th century, wrote, 

 “It was due to the researches of Braid that hypnosis was placed 

on a scientific basis, and his coining and application of the terms 

hypnotism and hypnosis to the phenomenon instead of the misnomer 

of Mesmerism facilitated its acceptance by the medical profession. In 

the course of his investigations Braid reached the conclusion that 

hypnotism was wholly a matter of suggestion, which constituted the first 

attempt at a scientific and psychological explanation. He made a 

detailed study of the technique of hypnosis and the various phenomena 

obtained in trances. He was a prolific writer and left extensive treatises 

which are surprisingly modern in their conceptions”.  
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In 1997 Braid’s part in developing hypnosis for therapeutic purposes was 

recognized and commemorated by the creation of the James Braid Society, a 

discussion group for those “involved or concerned in the ethical uses of 

hypnosis.” The society meets once a month in central London, usually for a 

presentation on some aspect of hypnotherapy. 

 Nancy School 

 
 One of the physicians who used hypnosis successfully in his practice 

was the Frenchman Liebeault (1823-1904), who practiced at Nancy.  Also in 

Nancy at this time was a professor of medicine, Bernheim (1840-1919), who 

became interested in the relationship between hysteria and hypnosis primarily 

as a result of Liebeault’s success in curing by hypnosis a patient whom 

Bernheim had been treating unsuccessfully by more conventional methods for 

some four years (Selling, 1943).  Bernheim and Liebeault worked together on 

the problem and developed the concept that, hypnotism and hysteria were 

related and that both were due to suggestion (Brown and Menninger, 1940). 

Their view was based on two lines of evidence (a) phenomena observed in 

hysteria, such as paralysis of an arm, inability to hear, or anaesthetic areas in 

which the individual could be stuck with a pin without feeling pain all of which 

occurred when there was apparently nothing organically wrong, the same 

effect could be produced in normal subjects by means of hypnosis; and (b) 

symptoms such as these in hysterical subjects could be removed by means of 

hypnosis so that the patient could use the formerly paralyzed arm, or hear, or 

feel, in the previously anesthetized areas.  Thus it seemed likely that hysteria 

was a sort of self-hypnosis.  The physicians who accepted this view were 

known as “the Nancy school”. 

 
 Meanwhile, Jean Charcot (1825-1893), who was head of the 

Salpetriere Hospital in Paris and the leading neurologist of his time, had been 

experimentally investigating some of the phenomena described by the old 

mesmerists.  As a result of his research, Charcot disagreed with the findings 

of Bernheim and Liebeault and insisted that there were degenerative brain 

changes in hysteria. In this, Charcot proved to be wrong, but his work on the 

problem did much to awaken medical and scientific interest in hysteria. 
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 In one of the major medical debates of history, in which many harsh 

words were spoken on both sides, the adherents of the Nancy school finally 

triumphed.  The recognition of one psychologically caused mental disorder 

spurred research, and it soon became apparent that psychological factors 

were involved in morbid anxiety, phobias, and other psychopathology.  

Eventually, Charcot himself, a man of great scientific honesty, was won over 

to the new point of view and he did much to promote an interest in the study of 

psychological factors in development of various mental disorders. 

 
 At the end of the nineteenth century, then, it was clear to many that 

there were mental disorders with a psychological basis as well as those with 

an organic basis.  But one major question remained yet to be answered: How 

do these psychologically caused mental disorders actually come about? 

 
 The first systematic attempt to answer this question was made by 

Sigmund Freud.  Freud was a brilliant young Viennese physician who at first 

specialized in neurology and received an appointment as lecturer on nervous 

diseases at the University of Vienna.  On one occasion, however, he 

introduced to his audience a neurotic patient suffering from a persistent 

headache, and mistakenly diagnosed the case as chronic localized meningitis. 

As a result of this error in diagnosis, he lost his job. Freud went to Paris in 

1885 to study under Charcot and later became acquainted with the work of 

Liebeault and Bernheim at Nancy.  He was impressed by their use of hypnosis 

on hysterical patients and, came away convinced that powerful mental 

process may remain hidden from consciousness. 

 
 On his return to Vienna, Freud worked in collaboration with an older 

physician, Joseph Breuer, who had introduced an interesting innovation in the 

use of hypnosis on his neurotic patients, chiefly women.  He let the patient 

under hypnosis talk about her problems and about what bothered her. Under 

these circumstances, the patient usually spoke rather freely, displayed 

considerable emotion, and on awakening from hypnotic state felt considerably 

relieved.  Because of the emotional release involved, this method was called 

the “cathartic method”. This simple innovation in the use of hypnosis proved to 

be of great significance, for not only did it help the patient discharge her 
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emotional tensions by discussions of her problems, but it revealed the nature 

of her difficulties that had brought about her neurotic symptoms.  The patient 

saw no relationship between her problems and her hysterical symptoms, but 

the therapist could usually see it quite readily. 

 
 Thus was made the discovery of the “unconscious” the realisation 

process in the determination of behaviours.  In 1893 Freud and Breuer 

published their joint paper “On the Psychical Mechanisms of Hysterical 

Phenomena”, which constituted one of the great milestones of 

psychodynamics. 

  
 Freud soon discovered that, he could dispense with the hypnotic state 

entirely.  By encouraging the patient to say freely whatever came into her 

mind without regard to logic or decency, Freud found that, she would 

eventually overcame her inner obstacles of remembering and would discuss 

her problem freely.  The new method was called “free association”, and the 

term “psychoanalysis” was given to the principles involved in analysing and 

interpreting what the patient said and did, and in helping her  gain insight and 

achieve a more adequate adjustment. 

 
Basic Principles of psychoanalytic model 

 

 The psychoanalytic model is both highly systematized and complex 

and we shall not attempt to deal with it in detail.  Its general principles, 

however, may be sketched as follows: 

 

 Id, ego and superego.  Basically the individual’s behaviour is assumed 

to result from the interaction of three key subsystems within the personality: 

i.e. the id, ego, and superego. 

 
 The id is the source of instinctual drives which are considered to be of 

two types (a) constructive drives, primarily of a sexual nature, which constitute 

the libido, or basic energy of life, and (b) destructive drives which tend toward 

aggression, destruction, and eventual death. Thus life, or constructive, 

instincts are opposed by death, or destructive instincts.  It may be noted that 
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Freud used the term sex in broader sense to refer to almost anything 

pleasurable, from eating to creativity.  The id is completely selfish, concerned 

only with the immediate gratification of instinctual needs without reference to 

reality or moral considerations. Hence, it is said to operate in terms of 

“pleasure principle”.  While the id can generate mental images and wish-

fulfilling fantasies, referred to as the “primary process”, it cannot however, 

undertake the action needed to meet instinctual demands. 

 
 Consequently, a second key subsystem develops the ego which 

mediates between the demands of the id and the realities of the external 

world.  The basic purpose of the go is to meet id demands, but in such a way 

as to ensure the well-being and survival of the individual.  This requires the 

use of reason and other intellectual resources in dealing with the external 

world, as well to exercise control over id demands.  Such adaptive measure of 

the ego is referred to as the “secondary process”, and the ego is said to 

operate in terms of “reality principle”.  Freud viewed id demands, especially 

sexual and aggressive strivings, as inherently in conflict with rules and 

prohibitions imposed by society. 

 
 Since the id-ego relationship is merely one of expediency, Freud 

introduced a third key subsystem – the “superego”- which is the outgrowth of 

learning the taboos and moral values of society. The superego is essentially 

what we refer to as “conscience”, and is concerned with right and wrong.  As 

the superego develops, we find an additional inner control system coming into 

operation to cope with the uninhibited desires of the id. However, the 

superego also operates through the ego system and strives to compel the ego 

to inhibit desires that are considered wrong or immoral. 

 
 The interplay between these intrapsychic subsystems of id, ego, and 

superego is of crucial significance in determining the behaviour.  Often inner 

conflicts arise because each subsystem is striving for somewhat different 

goals.  Neuroses and other mental disorders result when the individual is 

unable to resolve these conflicts. 
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 Anxiety, defence mechanisms, and the unconscious.  The concept of 

anxiety is prominent in the psychoanalytic model.  Freud distinguished among 

three types of anxiety, or “psychic pain”, that people can suffer: (a) reality 

anxiety, arising from dangers or threats in the external world; (b) neurotic 

anxiety, caused by the id’s impulses threatening to break through ego 

controls, resulting in behaviour that will be punished in some way; and (c) 

moral anxiety, arising from a real or contemplated action in conflict with the 

individual’s superego or moral values, and arousing feelings of guilt. 

  
 Anxiety is a warning of impending danger as well as painful experience, 

so it forces the individual to undertake corrective action.  Often the ego can 

cope with the anxiety by rational measures; if these do not suffice, however, 

the ego resorts to irrational protective measures – such as rationalization or 

repression- which are referred to as ego defence mechanisms.  These 

defense mechanisms alleviate the painful anxiety, but they do so by distorting 

the reality instead of dealing directly with the problem.  This creates an 

undesirable schism between actual reality and the way the individual sees 

reality. 

 
 Another important concept in the psychoanalytic model is that of the 

unconscious. Freud thought that the conscious represents a relatively small 

area of the mind while the unconscious part, like the submerged part of an 

ice-berg, is the much larger portion.  In the depths of the unconscious are the 

hurtful memories, forbidden desires, and other experiences that have been 

pushed out of the conscious.  Although the individual is unaware of such 

unconscious material, it continues to seek expression and may be reflected in 

fantasies and dreams when ego controls are temporarily lowered.  Until such 

unconscious material is brought to awareness and integrated into the ego 

structure – for example, via psychoanalysis – it presumably leads to irrational 

and maladaptive behaviour. 

 
 Psychosexual development. Freud viewed personality development as 

a succession of stages, each characterized by a dominant mode of achieving 

libidinal (sexual) pleasure.  The five stages as he outlined them are. 
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� Oral stage. During the first two years of life the mouth is the 

 principal erogenous zone; the infant’s greatest source of 

 gratification is assumed to be sucking. 

 

� Anal stage. From age 2 to 3, the membranes of anal region 

 presumably  provide the major source of pleasurable 

stimulation. 

 

� Phallic stage.  From age 3 to 5 or 6, self-manipulation of the 

 genitals provides the major source of pleasurable sensation. 

 

� Latency stage. In the years from 6 to 12, sexual motivations 

 presumably recede in importance as the child becomes 

preoccupied  with  developing skills and other activities. 

 

� Genital stage.  After puberty the deepest feelings of pleasure 

 presumably come from heterosexual relations. 

 
 Freud believed that gratification during each stage is important, if the 

individual is not to be fixated at that level. For example, an individual who 

does not receive adequate oral gratification during infancy may be prone to 

excessive eating or drinking in adult life. 

 
 In general, each stage of development places demands on the 

individual that must be met, and arouses conflicts that must be resolved.  One 

of the most important conflicts occurs during the phallic stage, when the 

pleasures of masturbation and accompanying fantasies pave the way for the 

Oedipus complex.  Oedipus, according to Greek mythology, unknowingly 

killed his father and married his mother.  Each young boy, Freud thought, 

symbolically relives the Oedipus drama.  He has incestuous cravings for his 

mother and views his father as a hated rival; however, he also dreads the 

wrath of his dominant male parent and fears especially that his father may 

harm him by removing his penis. This castration anxiety forces the boy to 

repress his sexual desires for his mother as well as his hostility towards his 
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father. Eventually, if all goes well, the boy identifies with his father and comes 

to have only harmless tender affection for his mother. 

 
 The females Oedipus (Electra) complex is more intricate, but it is based 

essentially on the view that the girl wants to possess her father and replace 

her mother. For either sex, resolution of the oedipal conflict is considered 

essential if the young adult is to develop satisfactory heterosexual 

relationships. 

 
The behaviouristic model 

 
 While psychoanalysis largely dominated psychological thought about 

abnormal behaviour in the early part of this century, a new school – 

behaviourism- was emerging to challenge its supremacy.  Behaviouristic 

psychologists felt that the study of subjective experience via the techniques of 

free association and dream analysis did not prove acceptable scientific data, 

since such observations were not open to verification by other investigators.  

In their view, only the study of directly observable behaviour and the stimulus 

and reinforcing conditions that “control” it, could serve as a basis for 

formulating scientific principles of human behaviour. 

 
 The behaviouristic model is organized around one central theme: the 

role of learning in human behaviour.  Although this model was initially 

developed through research in the laboratory rather than through clinical 

practice with disturbed individuals, its implications for explaining and treating 

maladaptive behaviour soon became evident. 

 
 The origins of the behaviouristic model can be traced to the work of the 

Russian physiologist Ivan Pavlov (1849 – 1936), but he credit for its 

elaboration belongs largely to three distinguished American psychologists: B 

Watson (1878 – 1958), EL Thorndike (1874 – 1949), and BF Skinner (1904 ).   

 
Basic principles of the behaviouristic model 

 
 As we have noted, learning provides the central theme of the 

behaviouristic model.  Since most human behaviour is learned, the 
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behaviourists have addressed themselves to the question of how learning 

comes about.  In trying to answer his question, they have focussed on the 

effects of environmental conditions (stimuli) on the acquisition, modification, 

and elimination of given response patterns both adaptive and maladaptive 

ones. 

 
 Respondent (classical) and operant conditioning.  Even prior to 

learning, a specific stimulus may elicit a specific response.  For example, food 

elicits salivation.  Food is thus referred to as an unconditioned stimulus, and 

the salivation is called an unconditioned response. Through conditioning, the 

same response may come to be elicited by a wider range of other stimuli in 

the manner demonstrated by Pavlov.  This form of conditioning is called 

“classical or respondent conditioning”. 

 
 The classic demonstration of respondent conditioning is the experiment 

cited previously in which little Albert was conditioned to fear a white rat, a fear 

that generalized to other fury objects.  Much of our learning particularly during 

infancy and childhood is based on this kind of conditioning.  It can be 

adaptive, as when we learn to fear and avoid aversive or hurtful stimuli, or it 

can be maladaptive, as when we learn irrational fears or phobias. 

 
 In “operant conditioning”, the individual makes a response in an 

attempt to achieve a desired goal. The individual “operates” on or modifies the 

environment; hence the term operant.  The goal in question may be to obtain 

something that is rewarding or to avoid something that is aversive.  As we 

grow up, operant learning becomes an important mechanism for 

discriminating between the desirable and the undesirable between what will 

prove rewarding and what will prove unrewarding or aversive and for acquiring 

the competencies essential for achieving our goals and coping with outer 

world. Unfortunately, however, there is no guarantee that, what we learn will 

be accurate or effective.  Thus, we may learn to value thighs that will hurt us: 

we may fail to learn needed competencies for coping, or we may learn coping 

patterns such as helplessness, bullying, or other irresponsible behaviour that 

is maladaptive rather than adaptive. 
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 Reinforcement. Essential to both respondent and operant 

conditioning is reinforcement the strengthening of a new response by its 

repeated association with some stimulus. Such a stimulus is called “reinforcer” 

and may be either positive (pleasant) or negative (aversive).  In the 

experiment with little Albert, the reinforcement was the loud noise; successive 

repetitions of the noise in association with the presentation of the rat 

strengthened and reinforced Albert’s conditioned fear. 

 
 In operant learning, the response may be strengthened because it is 

repeatedly associated with a reward or with avoiding some aversive condition.  

For example, a child may learn some response either to receive rewards such 

as candy or to avoid a punishment, such as spanking.  In both “positive” and 

“negative” reinforcement, the learner is rewarded for making an appropriate 

response. 

 
 Initially, a high rate of reinforcement may be necessary to establish a 

response, but lesser rates are usually sufficient to maintain it.  In fact, 

learning, appears to be especially persistent when reinforcement is 

intermittent when the reinforcing stimulus does not invariably follow the 

response as demonstrated in compulsive gambling when occasional wins 

seem to keep the response going. However, when reinforcement is 

consistently withheld over time, the conditioned response whether classical or 

operant eventually “extinguishes”.  The subject stops making the response. 

 
 There is a special problem in extinguishing a learned response in 

“avoidance learning”, in which the subject has been conditioned to anticipate 

an aversive event and to respond in such a way as to avoid it.  For example, a 

boy who has been bitten by a vicious dog may develop a conditioned 

avoidance response in which he consistently turns away from and avoids all 

dogs.  When he sees a dog, he feels anxious; avoiding contact lessens his 

anxiety and is thus reinforcing.  As a result, his avoidance response is highly 

resistant to extinction.  In addition, it prevents him from having experiences 

with friendly dogs that could bring about reconditioning.   
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 Generalization and discrimination.  The experiment conducted by 

Watson and Raynor that little Albert’s fear generalized from white rats to other 

fury animals.  This tendency for a response that has been conditioned to one 

stimulus to become associated with other similar stimuli is referred to as 

generalization.  The greater the similarity of stimuli, the greater the likelihood 

of generalisation.  

 
 A process complementary to generalization is discrimination, which 

occurs when the individual learns to distinguish between similar stimuli and to 

respond differently to each.  The ability to discriminate may be brought about 

through selective reinforcement.  For example, since red strawberries taste 

good and green ones do not, a conditioned discrimination will occur if the 

individual has experience with both.  According to the behaviouristic model, 

complex processes like attending, perceiving, forming concepts, and solving 

problems are all based on an elaboration of this basic discriminative process. 

 
 The concepts of generalization and discrimination have many 

implications for the development of maladaptive behaviour.  While 

generalisation enables us to profit from past experience in sizing up new 

situations, there is always the possibility of making inappropriate 

generalizations as when a woman who has been deceived and emotionally 

hurt by a man concludes that men are not to be trusted. Similarly, faulty 

discriminations may lead to trouble, as when a delinquent youth fails to 

develop discriminations between “responsible” and “irresponsible” behaviour, 

or a schizophrenic makes bizarre discriminations that other people would not.  

In some instances, a discrimination that is needed may be beyond the 

individual’s capability as we noted in the case of Pavlov’s production of 

experimental neuroses in dogs and may lead to psychological disorganization 

and inefficient coping behaviour. 

 
 Modeling, shaping, and learned drives. The behavioristic model has 

been extended by the concepts of modelling, shaping, and primary and 

secondary drives. Modeling involves precisely what the term implies the 

demonstration of desired response patterns by parents or others and the 

systematic reinforcement of the subject’s imitation of such responses.  If the 
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individual is capable of imitating the act modelled and is motivated to do so, 

new performances can be acquired very rapidly.  Often, of course, a child 

spontaneously imitates parental behaviour; hence parents are viewed as 

important models in a child’s early development.  Unfortunately, a child may 

imitate maladaptive as well as adaptive parental behaviour or the behaviour of 

undesirable models seen on television or in movies. 

 
 Often, an appropriate response is not available in a person’s behaviour 

repertoire, a matter that presents problems for the behaviour therapist, who 

cannot reinforce a response until it occurs.  In such cases it is often possible 

to shape the response by reinforcing successive approximations of the 

desired behaviour.  Here, behaviour that is in the right direction even though it 

does not represent the final performance to be achieved is reinforced while 

other responses are not reinforced and hence extinguish. For example, in 

getting a mute chronic schizophrenic to speak, slight movement of the lips 

may be reinforced first; later, when the individual starts to make sounds, they 

are reinforced.  Thus behaviour is gradually shaped until the final goal of 

coherent speech is achieved. 

 
 Behaviourists view motivation, as being based on a limited number of 

primary biological drives, such as hunger and thirst that are directly related to 

meeting bodily needs.  The many different motives in everyday life are seen 

as learned extensions of these primary drives.  For example, an infant son 

learns that parental approval leads to the gratification of bodily needs and 

thus learns to seek parental approval.  With time this seeking may generalize 

or come to be associated with academic achievement and other behaviour 

valued by the parents.  Thus motives for approval, achievement, and so on, 

regarded as “secondary drives”, are seen as merely extensions of our more 

basic biological drives.  And, as in other learned behaviour, motives which 

lead to maladaptive as well as adaptive behaviour may be learned and 

reinforced, 
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The humanistic model 
 

 The humanistic perspective has been influenced by both the 

psychoanalytic and behaviouristic models, but in significant disagreement with 

both. The behaviouristic model, with its focus on the stimulus situation and 

observable behaviour, is seen as an over simplification which neglects the 

psychological make up, inner experiencing, and potential for self direction of 

the individual.  At the same time, humanistic psychologists disagree with the 

negative and pessimistic picture of human nature portrayed by the 

psychoanalytic model.  Humanistic model views our basic nature as “god”, 

and places strong emphasis on our inherent capacity for responsible self 

direction. The humanistic model has been heavily influenced by such 

outstanding psychologists as William James, Gordon, Allport, Abraham 

Maslow, Carl Rogers, and Fritz Perls.  

 
Basic principles of the humanistic model.  

 

  The humanistic model is characterized as much or more by its general 

orientation toward human beings and their potentialities as by any coherent 

set of principles of personality development and functioning.  There are, 

however, certain underlying themes and principles that humanistic 

psychologists hold in common. 

 
 Set as a unifying theme.  William James included consciousness of self 

in his early text written before the turn of the century, but this concept was 

later dropped by the behaviourists because the self could not be observed by 

an outsider.  Eventually, however, the need for some kind of unifying principle 

of personality and some way of accounting for an individual’s subjective 

experiences led to the reintroduction of the self concept in the humanistic 

model. 

 
 It may be noted that, the concept of the self is analogous to the 

psychoanalytic concept of the ego in that both represent inferred subsystems 

concerned with evaluating, problem solving, decision making, and coping.  

The humanistic viewpoint, however, extends the self concept to include the 
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individual’s sense of identity and relation to the world and tendencies toward 

self evaluation and self fulfilment. 

 
 Among contemporary humanistic psychologists, Carl Rogers has 

developed the most systematic formulation of the self-concept, based largely 

on his pioneering research into the nature of the psychotherapeutic process.  

Rogers has stated his views in a series of propositions that may be 

summarized as follows: 

 
� Each individual exists in a private world of experience of which 

 the, I, me, or myself is the centre. 

 
� The most basic striving of the individual is toward the 

 maintenance, enhancement, and actualization of the self. 

� The individual reacts to situations in terms of the way he 

 perceives them, in ways consistent with his self-concept and the 

 view of world. 

� Perceived threat to the self is followed by defense including the 

 narrowing and rigid perception and behaviour and the 

 introduction  of self-defense mechanisms. 

• The individual’s inner tendencies are toward health and 

 wholeness;  under normal conditions he behaves in rational 

 and constructive ways and chooses pathways toward  personal 

 growth and self – actualization. 

 In using the concept of self as a unifying theme, humanistic 

psychologists emphasize the importance of individuality. Because of our great 

potential for learning and the great diversity in our genetic endowments and 

backgrounds of experience, each one of us is unique.  In studying “human 

nature” psychologists are thus faced with the dual task of describing both the 

uniqueness of each individual and the characteristics that all members of the 

human race have in common. 
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 This does not mean, however, that humanistic psychologists discount 

the importance of interpersonal relations and the general life situation and 

socio-cultural setting in which the individual functions; rather, these are 

recognized as factors that do influence development and behaviour and bear 

significantly on the satisfactions and meaning one finds in living. 

 Focus on values and personal grown.  Humanistic psychologists place 

strong emphasis on values and the process of value choices for guiding our 

behaviour and achieving a meaningful and fulfilling way of life. At the same 

time, they consider it crucially important that each one of us develop values 

based on our own experience and evaluation rather than blindly accept values 

held by others; otherwise we deny our own experiences of value and become 

increasingly out of touch with our own real feelings.   

 To evaluate and choose requires a clear sense of our own self identity 

the discovery of who we are, of what sort of person we want o become, and 

why.  Only in this way can we achieve the actualisation of our potentialities 

and self-direction. 

 It maybe emphasized that, the humanistic models stresses the problem 

of values and fulfilment, not only as they apply to the individual, but to society 

as well.  As Maslow (1969) has pointed out, it is essential that we develop a 

“good society” as well as “good person”, because the actualization of human 

potentialities on a mass basis is possible only under favourable conditions. 

 Positive view of human nature and potential.  The psychoanalytic 

model takes an essentially negative view of human nature, while the 

behaviouristic model takes the more neutral view that our nature may be good 

or evil, rational or irrational, depending on our conditioning history.  According 

to both models, however, our behaviour is seen as determined by forces 

beyond our control. 

 In contrast to the psychoanalytic and behaviouristic models, the 

humanistic model takes a much more positive view of human nature and 

potential.  Despite the myriad instances of violence, war, and cruelty that have 

existed from ancient times, humanistically oriented psychologists conclude 
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that under favourable circumstances, human propensities are in the direction 

of friendly, cooperative, and constructive behaviour. They regard selfishness, 

aggression, and cruelty as pathological behaviour resulting from the denial, 

frustration, or distortion of our basic nature. Similarly, they suggest that, 

although we can be misled by inaccurate information, handicapped by social 

and economic deprivation, and overwhelmed by the number and complexity of 

issues we are expected to act upon, we still tend to be rational creatures.  We 

try to find sense and meaning in our experience, to act and think in consistent 

ways, and to follow standards and principles we believe are good.  According 

to this view, we are not passive automatons but, active participants in life with 

some measures of freedom for shaping both our personal destiny and that of 

our social group. 

 In fact, not only are we not automatons, but, in the view of humanistic 

psychologists, we actually have a natural inclination, an inner propensity 

toward personal growth and the actualization of our potentialities. The 

realization of this propensity is considered especially important in a world of 

flux and change in which increasing emphasis is placed on inner processes of 

self regulation and self direction if we are to find our way. 

   
The existential model 

 

 The existential model emphasizes our uniqueness as individuals, our 

quest for values and meaning, and our freedom for self direction and self-

fulfilment.  In these ways, it is highly similar to the humanistic model, and, in 

fact, many humanistic psychologists are also refereed to as “existentialists”. 

However, the existential model represents a somewhat less optimistic view on 

human beings and places more emphasis on the irrational tendencies in self-

fulfilment particularly in our bureaucratic and dehumanizing mass society.  

And the existentialists place considerably less faith in modern science and 

more in the inner experience of the individual in their attempts to understand 

and deal with the deepest human problems. 

 
Central themes and concepts:  The existential model, like the humanistic 

model, it not a highly systematized school of thought, but it is unified by a 
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central concern with the ultimate challenge of human existence to find sound 

values, to grow as a person, and to build a meaningful and socially 

constructive life.  Its basic concepts stem mainly from the writings of such 

European philosophers as Heidegger, Jaspers, Kierkegaard, and Sartre.  

Especially, influential in the development of existential thought in the United 

States have been the theologian, Paul Tillich and the psychologist Rollo May. 

 
Existence and essence:  A basic theme of existentialism is that, our 

existence is given, but what we make of it is up to us.  The adolescent girl who 

defiantly blurts out, “Well I didn’t ask to be born” is stating a profound truth; but 

in existential terms, it is completely irrelevant.  For, whether she asked to be 

born or not, here she is in the world and answerable for herself for one human 

life.  What she makes of her essence is up to her.  It is her responsibility to 

shape the kind of person she is to become and to live a meaningful and 

constructive life. 

 
 However, this is not an easy task in an age of profound social change 

in which, many traditional values and beliefs are being questioned.  For, this is 

an age which tends to engender inner confusion and deep emotional and 

spiritual strain concerning the kind of person we should be and become, and 

the way of life we should try to build for ourselves. 

 
 Essentially, we can resolve the dilemma in one of the two ways: (a) by 

giving up the quest and finding some satisfaction in blind conformity and 

submergence in the group; or (b) by striving for increased self definition in the 

reality of our own existence.  The existentialists viewed the first alternative as 

being unauthentic and the pathway to anxiety and despair. 

 
Choice, freedom and courage: Our essence is created by our “choices”, for 

our choices reflect the values on which we base and order our lives.  As 

Sartre put it “I am my choices”. 

 
 In choosing what sort of person to become, we are seen as having 

absolute “freedom”.  Thus the locus of valuing is within each individual.  We 



 - 38 - 
 

are inescapably the architects of our own lives.  Morris (1966) has stated the 

situation in the form of three prepositions: 

 

 “1.  I am choosing agent, unable to avoid choosing my way through 

 life. 

2. I am a free agent, absolutely free to set the goals of my own life. 

3. I am a responsible agent, personally accountable for my free 

choices as they are revealed in “How I live my life”. ( p. 135) 

 
 The problems of choice and responsibility often become an agonizing 

burden, for finding satisfying values is a lonely and difficult matter.  It requires 

the courage to break away from old patterns and if needed to stand on one’s 

own.  In a very real sense, the freedom to shape one’ essence is “both our 

agony and our glory”. 

 
Meaning, value, and obligation: A central theme in the existential model is 

the “will to meaning”.  This is considered a basic human characteristic and is 

primarily a matter of finding satisfying values and guiding one’s life by them.  

As it is noted, this is a difficult and highly individual matter, for the values that 

give one life meaning may be quite different from those that provide meaning 

for another. Each one of us must find his or her own pattern of values. 

 
 This emphasis on individual value patterns, however, is not to be 

construed as moral nihilism.  For there is a basic unity to humankind, and all 

people are faced with the task of learning to live constructively with 

themselves and others.  Hence, there will be an underlying continuity in the 

value patterns chosen by different individuals who are trying to live 

authentically. 

 
 Existentialism places strong emphasis on “obligations” to each other. 

The most important consideration is not what we can get out of life but what 

we can contribute to it.  Our lives can be fulfilling only if they involve socially 

constructive values and choices. 
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Existential anxiety and the encounter with nothingness:  A final existential 

theme that adds an urgent and painful note to the human situation is that of 

“nonbeing or nothingness”. In ultimate form it is death; which is the 

inescapable fate of all human beings. This encounter with nothingness is 

unique to human beings; we are only the creatures who live with the constant 

awareness of the possibility of nonbeing.  At each moment, we make our way 

along the sharp edge of possible annihilation; never can we escape the fact 

that death will come sometime, somewhere.  This awareness is essential for a 

full grasp of what it means to be, but it adds a crucial dimension to our 

existence and immediate experiencing.  It is this awareness of our inevitable 

death and its implications for our living that lead to existential anxiety to deep 

concern over whether we are living a meaningful and fulfilling life. 

 
The interpersonal model 

 
 We are social beings, and much of our behaviour grows out of our 

attempts to establish meaningful and fulfilling relationships with other people.  

As yet, however, there is no systematic model of human nature and behaviour 

based entirely on interpersonal relationships or the social context in which 

human beings function. Perhaps, the closest approximation is the 

interpersonal viewpoint developed by the psychiatrist Harry Stack Sullivan 

(1953) and elaborated on many later psychiatrists, psychologists, and 

sociologists. 

 
Basic principles of Interpersonal view:  While the interpersonal model is 

not highly systematized, there are certain principles and concepts that are 

heavily emphasized.  Among the most important of these are the following: 

 
Interpersonal relationships and personality development: According to 

Sullivan, one’s personality development proceeds through various stages 

involving different patterns of interpersonal relationships.  At first, for example, 

interactions are mainly with parents, who begin the socialization of the child.  

Later, with adolescence and a gradual emancipation from parents peer 

relationships become increasingly important; and in young adulthood, intimate 

relationships are established, culminating typically in a marital setting.  Failure 
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to progress satisfactorily, through the various stages of development paves 

the way for later maladaptive behaviour. 

 

 In this developmental context, Sullivan was intensely concerned with 

the anxiety arousing aspects of interpersonal relationships during early 

development.  Since, the infant is completely dependent on “significant others” 

for meeting all physical and psychological needs, lack of love and care lead to 

an insecure and anxious human being.  Sullivan emphasized the role of early 

childhood relationships in shaping the self concept, which he saw as 

constructed largely out of the reflected appraisals of significant others.  For 

example, if a little boy perceives others as rejecting him or treating him as 

being of little or no worth, he is likely to view himself in a similar light and to 

develop a negative self image that almost inevitably leads to maladjustment. 

 
 The pressures of the socialization process and the continual appraisal 

by others leads a child to label some personal tendencies as the “good-me” 

and others as the “bad-me”.  It is the bad-me that is associated with anxiety.  

With time, the individual develops a “self-system” that serves to protect him or 

her from mechanisms.  Often, if an anxiety arousing tendency is too severe, 

the individual perceives it as the “not-me”, totally screening it out of 

consciousness or even attributing it to someone else.  However, such actions 

lead to an incongruity between the individual’s perceptions and the world as it 

really is, and may therefore result in maladaptive behaviour.  Here, we can 

readily see a similarity between Sullivan’s views and those of both Freud and 

Rogers. 

 
Social exchange, roles, and games:  Three ways of viewing our 

relationships with other people are helpful in understanding both satisfying 

and hurtful interactions. 

 
 The social-exchange view, largely developed by Thibault and Kelly 

(1959) and Homans (1961), is based on the premise that we form 

relationships with each other for the purpose of satisfying our needs.  Each 

person in the relationship wants something form the other, and the exchange 

that results is essentially a trading or bargaining one.  For example, when a 
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person feels that he has entered into a bad bargain that the rewards are not 

worth the costs he may attempt to work out some compromise or simply 

terminate the relationship. 

 

 A second way of viewing interpersonal relationships is in terms of 

social roles.  Society prescribes role behaviour for teachers, generals, and 

others occupying given positions designed to facilitate the functioning of the 

group.  While, each individual lends a personal interpretation to the role, there 

usually are limits to the “script” beyond which the person is not expected to 

go.  Similarly, in intimate personal relationships, each person holds certain 

role expectations in terms of obligations, right, duties, and so on that the other 

person in the relationship is expected to meet.  If one spouse fails to live up to 

the other’s role of expectations or finds them uncomfortable, or if husband and 

wife have different conceptions of what a “wife” or a “husband” should be, 

serious complications in the relationship are likely to occur. 

 
 Another view of interpersonal relationships focuses on the “games 

people play” Eric Berne (1964, 1972) has pointed out that such games are not 

consciously planned but rather involve a sort of role playing of which the 

persons are either entirely or partially unaware.  For example, a woman who 

lacks self confidence may marry a man who is very domineering and then 

complain that she could do all sorts of outstanding things “if it weren’t for 

you”., 

 
 Such games, presumably serve two useful functions: (a) as substitutes 

or defenses against true intimacy in daily life, intimacy for which many people 

are unprepared; and (b) as stabilizers to help maintain a relationship.  Such 

games, however, are likely to prove a poor substitute for an authentic 

relationship.  Though called “games” in the sense of being ploys, they are 

often deadly serious. 

 
Interpersonal accommodation: Interpersonal accommodation is the process 

whereby two persons evolve patterns of communication and interaction that 

enable them to attain common goals, meet mutual needs, and build a 

satisfying relationship. 
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 People communicate in many verbal and nonverbal ways, and the 

individuals in a relationship use many cues in their attempts to interpret what 

is really being said to them.  Sullivan, believed that faulty communication is far 

more common than most people realize, especially in family interactions on an 

emotional level. Kolster (1954) has underscored the unique nature of 

communication difficulties among family members. 

 
 If individuals in a close relationship have a tangle of unresolved 

misunderstandings and conflicts, they will likely have trouble communicating 

clearly and openly with each other.  In fact, the final phase of ailing marriage 

is often marked by almost complete inability of the couple to communicate, or 

the closing of communication channels altogether. 

  
 In addition to establishing and maintaining effective communication, 

interpersonal accommodation involves meeting a number of other adjustive 

demands.  Among these are role relationships, methods of resolving 

disagreements and conflicts and meeting situational demands which may 

markedly influence the relationship for better or for worse.  Sullivan, thought 

that interpersonal accommodation is facilitated when the motives of the 

persons in the relationship are complementary, as when both persons are 

strongly motivated to give and receive affection.  When interpersonal 

accommodation fails and the relationship does not meet the needs of one or 

both partners, it is likely to be characterized by conflict and dissension and 

eventually be ended. In fact, it has been shown that certain interpersonal 

patterns can literally drive another person “crazy”; conversely, some 

interpersonal patters are “disorder reducing” or therapeutic in their effects. 

 
Neuro-scientific foundations  

 
 After understanding the history in the development of psychology, it is 

also necessary that we understand the neuro-scientific foundations of human 

behaviour.   It would be appreciated that neurology, a branch which in itself is 

so large and wide that all the attributes of the neuroscience require a separate 

study and have not been brought down under this head.  However, an attempt 

to describe the basic features of neuron, the neruotransmitters, 
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Catecholamines, Neuropeptides, Colocalization, receptors and ligand binding  

have been made. 

 
 A Neuron can be divided into four distinct components: the Cell body 

(perikaryon), the dendrites, the axon and the presynaptic terminal and an 

effort to understand these have been brought down under. 

 
Cell Body (Perikaryon): The synthesis of proteins and other structural 

components of neurons generally occur in the perikaryon, although there is 

growing evidence of specialized protein synthesis in dendrites. Situated within 

the perikaryon of the neuron is the nucleus, which contains the genetic 

material in the form of deoxyribonucleic acid (DNA).  The information for 

protein synthesis is encoded by genes contained within the DNA; this genetic 

information is read out by a process called transcription, in which DNA serves 

as a template for the synthesis of ribonucleic acid (RNA).  The resulting 

primary RNA transcripts are then processed to yield mature messenger RNA 

(mRNA) that is exported out of the nucleus into the cytoplasm of the 

perikaryon.  The mRNA is translated into proteins on organelles called 

ribosomes.  The rich concentration of RNA protein synthetic machinery 

surrounding the nucleus in the perikaryon accounts for the Nissl substance 

observed with certain classical stains of neurons in brain tissue.  

 
Dendrites: Dendrites are multiple fine tubular extensions from the neuronal 

cell body that serve as the primary structure for the reception of synaptic 

contacts from other neurons.  Neurons are generally involved in the 

integration of multiple synaptic inputs.  Neurons such as the Purkinje cells in 

the cerebellum and components of the reticular core of the brain stem, which 

have marked integrative functions, possess very extensive dendritic tress that 

receive synaptic input from thousands of neurons 

 
Axon:  The axon is a fine tubular extension from the neuronal cell body down 

which electrical impulses are conducted to the nerve terminals.  Neurons 

generally send out only a single axon, the length of which varies from less 

than a milli-meter for inner neurons to over a meter for motor neurons 

innervating the extremities.  The axon, as it approaches its terminal field of 
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innervation, branches to varying degrees depending on the number of 

neurons with which it makes synaptic contact. 

 

Presynaptic terminal: The synapse is a specialized structure involved in the 

transmission of information from one neuron to another; transmission is 

generally accomplished by chemical messengers called neurotransmitters, but 

in some cases it may be electrical.  Structurally, the synapse consists of an 

outpounching of the terminal portion of the axon of the presynaptic neuron 

called as bouton, which is firmly attached to the dendritic membrane of the 

adjacent postsynaptic neuron by specialized contacts.  The presynaptic 

terminal consists a number of cellular structures that allow it to remain 

metabolically and functionally somewhat independent of the neuronal cell 

body.  The terminal contains mitochondria the power packs of the cell that 

generate adenosine triphosphate (ATP) from the aerobic metabolism of 

glucose enzymes involved in the synthesis and degradation of 

neurotransmitters, and the storage vesicles that maintain substantial 

concentrations of the neurotransmitter in a protected state, awaiting release.   

 
Neurotransmitters: Neurotransmitters are those substances who transfer the 

information from one neuron to another by chemical process.   The criteria for 

a substance to be a neurotransmitter is 

 

• The neuron contains the substance 

• The neuron synthesizes the substance 

• The neuron releases the substance upon depolarization 

• The substance is physiologically active on neurons 

• The postsynaptic physiological response to the substance is 

 identical to that of the neurotransmitter released by the neuron. 

 

 It is often the term putative neurotransmitter is used, to refer to the fact 

that it is exceedingly difficult to satisfy all the criteria that unequivocally 

establish a substance as a neurotransmitter in the brain.  The number of 

putative neurotransmitters has increased nearly 10 fold in the last decade.  

Furthermore, it has become increasingly clear that most neurons release 
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more than one neurotransmitter, often a small molecule neurotransmitter and 

one or more peptides. The list of classical and selected neuropeptide 

neurotransmitters are brought down under: 

 

Classical neurotransmitters 

 

• Acetylcholine 

• Histamine 

• Serotonin 

• Dopamine 

• Norepinephrine 

• Epinephrine 

• Aspartic acid 

• Gamma Aminobutyric acid (GABA) 

• Glutamic acid 

• Glycine 

• Homocysteine and 

• Taurine 

 

Selected Neuropeptide neurotransmitters 

 

• Adrenocorticotropic hormone (ACTH) 

• Angiotensin II 

• Atriopeptin 

• Beta Endorphin 

• Bombesin 

• Bradykinin 

• Calcitonin-gene-related peptide (GGRP) 

• Carnosine 

• Cholecystokinin 

• Cortcotropin-releasing factor 

• Dynorphin 

• Galanin 
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• Gastrin 

• Glucagon 

• Insulin 

• Leu-enkephalin 

• Luteinizing hormone- releasing factor 

• Met-enkephalin 

• N-acetylaspartylglutamate 

• Neurotensin 

• Neuropeptide Y 

• Somatostatin 

• Substance P 

• Thyrotropin releasing hormone (TRH) 

• Vasoactive intestinal peptide (VIP) 

• Vasopressin 

 
Catecholamines:  The best-characterized neurotransmitter system form the 

perspective of synthesis, storage, release, and metabolism is the 

catecholaminergic system.  The principles established for catecholaminergic 

neurotransmission in the periphery and in the brain have general applicability 

to the other classical neurotransmitter systems.  The catecholamine 

neurotransmitters include dopamine, norepinerphrine, and epinephrine.  

Although, each acts as a neurotransmitter in its own right, they are products of 

sequential steps in a single biosynthetic pathway.   

 
Neuropeptides:  The fact that small proteins (i.e. peptides) are used in the 

body as signals has long been unknown based on their role as hormones in 

the pituitary and other endocrine organs.  The potential role of peptides as 

neurotransmitters came from the discovery that the releasing factors that 

control the secretion of several pituitary hormones were, in fact peptides, 

synthesized by neurons in the arcuate nucleus of the hypothalamus.  

However, the critical finding that provoked broad interest in peptides as 

neurotransmitters came from the discovery of the endorphins, endogenous 

opioid peptides that were found to have a widespread distribution in the 

central nervous system (CNS) (Hughes et al 1975). 
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Colocalization:  It was believed that neurons used only one neurotransmitter.  

However, it was found that in most cases neurons may release more than one 

neurotransmitter. This concept is called as colocalization.  Most cases that 

have been investigated have demonstrated colocalization of a classical 

neurotransmitter and one or more neuropeptides, but there are now even 

instances in which two classical neurotransmitters such as serotonin and 

GABA coexist in the same neuron. 

 
Receptors:  Neurotransmitters receptors are proteins that span the neuronal 

membrane.  These proteins have ligand binding regions that are accessible to 

extracellular messengers and other regions involved in transducing the 

binding interaction into an intercellular effect.  The reversible binding of the 

neurotransmitter to the receptor cause a conformational change that triggers 

the transmembrane signalling event. The known neurotransmitter receptors 

can transducer neurotransmitter binding into one of two different general 

classes of effects: they can directly control or gate the opening of an ion 

channel that is an intrinsic part of the receptor molecule itself, or they can act 

by regulating the function of a signal-transducing G-protein that is associated 

with the inner surface of the membrane. Receptors that gate an intrinsic ion 

channel are called ligand-gated channels; receptors that act via G-proteins 

are called G-protein linked receptors. 

 
Ligand Binding:  Receptors binding their specific ligand in an avid, specific, 

reversible and saturable fashion is called ligand binding.   

 
Genetics  

 
 It would be appreciated that the genetics of psychiatry and psychology 

which in itself is so large that the entire topic of the same require separate 

study.  However, an attempt is made in understanding the basic aims and 

methods of genetics in the understanding of the disorders. 

 
 The core of psychiatric genetics has been in the investigation of the 

genetic contribution to the psychiatric disorders.  The aims and methods of 

genetic investigation are brought down in the succeeding lines. 
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Aims: The goals of genetic investigation are as follows: 

 

• To establish and specify the genetic component of the Etiology 

 of psychiatric syndromes and thus determine  

 

• to what extent a psychiatric disorder is genetically caused 

• The DNA rearrangement of the genetic contribution 

• The bio psychosocial abnormalities associated with the 

 gene or genes involved and 

• The process by which genetic abnormalities lead to 

 symptoms. 

  

• To establish and specify the non genetic component of the 

 Etiology of psychiatric syndromes and thus identify 

 environmental  factors that, acting independently of or 

 interacting with vulnerable  genotypes, produce or increase the 

 likelihood of a disorder. 

 

• To validate the boundaries of diagnostic entities and subtypes 

 within  entities by determining 

 

• The genetic associations between disorders, or between 

subtypes of a disorder, to establish groupings of genetically 

related disorders, or to split disorders established on clinical 

phenomenology and 

 

• The characteristics of a disorder that increase its 

heritability, thereby helping to identify diagnostic boundaries that 

more closely correspond to biological boundaries 

 

• To specify the genetic contribution to traits and psychological 

 symptoms, independent of their role as components of defined 

 psychiatric syndromes. 
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• To develop methods of preventing or treating psychiatric 

 disorders based on knowledge of genetic and environmental 

 factors in their Etiology. These methods include genetic 

 counselling, alteration of the necessary permissive 

 environment for persons at risk and gene therapy. 

 

Methods: Genetic investigation of a psychiatric disorder attempts to 

answer a sequence of questions brought down under: 

 

• Is the illness familial? 

• Is this familiarity caused by genetic factors? 

• What are the various clinical expressions of the abnormal 

 genes? 

• What are the earliest manifestations of this predisposition to 

 illness? 

• What environmental variables increase or decrease the chances 

 of predisposed individuals developing the disorder? 

• What is the mode of transmission? 

• Where is the abnormal gene? 

What is the biological, physiological, and psychological outcome  of the 
genetic abnormality? 
 
 
1.2 RESEARCH PROBLEM 
 

 Clinical concepts and treatment on the disorders have contributed to a 

large extent in treatment of the mental disorders.  Studies reveal that, the 

brain pathology is studied under a clinical observation and the person affected 

by it is undertaken for extensive and almost expensive treatment under 

controlled conditions.  However, the impacts of the treatment given to the 

person affected by various disorders are not cured permanently; they are 

subjected to be reviewed often.  It can also be noted that the treatment of the 

disorders involves a great deal of inhumane treatment conditions such as 

electroconvulsive therapy where a patient is treated by electrodes attached to 
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his head and an electric current of 70 to 130 volts is administered for a 

fraction of second. 

 
 This kind of treatment also suffers from various side effects such as 

bone fractures and impaired cardiovascular functioning.  Some therapists 

have even suggested that electroconvulsive therapy is so noxious that it acts 

as a negative rein-forcer to crazy or depressed behaviour so that individual 

changes in his behaviour in order to avoid more punishment (James C 

Coleman P-67) and would try to behave normal and soon will be in a normal 

state.  

 
 There are other methods of treating in the clinical perspective they are 

brought down under 

  

• Electro sleep therapy which controls chronic anxiety, depressive 

 state and associated insomnia 

 

• Implantation or micro circuitry:- Electrical stimulation of the brain 

 (ESB) for e.g. electric stimulation of the hypothalamus can 

 produce a  whole  gamut of emotional responses from 

 euphoria to terror (James C Coleman Page- 678). 

 
 The methods elucidated above require a patient to undergo treatment 

which could eventually be expensive and hazardous one.  The concept of 

treating the disorders requires a change; everything needs a change and 

henceforth, the study of the research topic is essential to bring out the uses of 

hypnotherapy in the treatment of the disorders included in the research topic.  

Further, it was essential that, an effective method of treatment for the 

disorders by psychotherapy in the form of hypnotherapy is understood by the 

mass and the misconceptions of hypnotherapy are addressed by and large, 

thereby bringing the importance of hypnotherapy and its therapeutic value.   

 It has been evolved that, hypnosis is a particular state of mind during 

which time we become very focused on our innermost self and can ignore 

things going on outside of us. The conscious reasoning part of our mind 
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becomes less active allowing us to experience new thoughts and feelings we 

usually feel very relaxed and often have a sense of floating. Many people 

describe the experience as like being absorbed in a good book and becoming 

really involved in the story-line. During a hypnotic session one will fully be 

aware of what is being said by the hypnotist and will be able to respond by 

gesture or speaking. As each one of us is unique, each person's experience 

of hypnosis is slightly different. The mind and body function as one. Both are 

so intimately connected that it is not possible to have a disturbance of mind or 

body alone. For example a bodily pain may cause us to feel depressed. In 

turn mental anguish may cause nausea; feeling sick with worry. This is often 

referred to as the mind-body connection. In fact there are several connections 

between the mind and the body. There is the connection of nerve fibres we 

call the sympathetic and parasympathetic nervous systems. And there is the 

chemical connection through hormones and other substances carried in the 

blood. We can learn to influence these connections and in doing so to improve 

our health and well-being. One good way of doing this is by using hypnosis. 

 Hence, the below mentioned title has been undertaken as the research 

problem. 

 
 “A STUDY OF HYPNOTHERAPY AS A SPECIAL TREATMENT OF 

“DISSOCIATIVE,  ADJUSTMENT PROBLEMS, PERSONALITY AND 

PSYCHOSOMATIC DISORDERS” 

 

 

1.3 OBJECTIVE OF THE STUDY 

 The objective of the study is to comprehend the process of hypnosis, 

its therapeutic value and its uses in the treatment of “Dissociative, Adjustment 

Problems, and Personality and Psychosomatic disorders”.    
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1.4 HYPOTHESES OF THE STUDY 

 
 The following hypotheses have been formulated for the topic 

undertaken:- 

 

• Bio-Psycho-Social factors have a great impact in causation of 

 the disorders included in the research. 

 

• Hypnotherapy as one of the technique which can be used in the 

 treatment of the following disorders to a certain extent. 

• Dissociative Disorders  

• Adjustment Problems 

• Personality disorders 

• Psychosomatic disorders. 

 

• As hypnotherapy is not the only available treatment Null 

 Hypothesis is formulated, the null hypothesis is formulated as 

 under:- 

 
 Null Hypothesis 

   

• Hypnotherapy as not one of the technique which can be used in 

 the treatment of the following disorders to a certain extent. 

 

• Dissociative Disorders  

• Adjustment Problems 

• Personality disorders 

• Psychosomatic disorders  

 

• In order to refute the null hypothesis there should be an 

 alternative hypothesis and in this case the alternative hypothesis 

 would  be:- 
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 Alternative Hypothesis 

 

• Hypnotherapy as one of the technique which can be used in the 

 treatment of the following disorders to a certain extent. 

 

• Dissociative Disorders  

• Adjustment Problems 

• Personality disorders 

• Psychosomatic disorders. 

 

 

1.5 DEFINITIONS OF EACH DISORDERS INCLUDED IN THE 
 RESEARCH 
  
Dissociative Disorders 

  
 Dissociative Disorders are defined as conditions that involve 

disruptions or breakdowns of memory, awareness, identity and or perception. 

The hypothesis is that symptoms can result, to the extent of interfering with a 

person’s general functioning, when one or more of these functions are 

disrupted.  

(Wikipedia encyclopedia http://en.wikipedia.org/wiki/Dissociative_disorders) 

 
 The essential feature of the Dissociative Disorder is a disruption in the 

usually integrated functions of consciousness, memory, identity, or perception.  

The disturbance may be sudden or gradual, transient or chronic.  (DSM –IV 

page 519) 

 
 The dissociative disorders involve a disturbance in the integrated 

organization of identity, memory, perception, or consciousness (David Spiegel 

M.D. and Jose R. Maldonado M.D.)   

  
 Dissociative disorders are defined as disturbance in the normally 

integrated functions of consciousness, identity, memory and  or perception of 

the environment (Niraj Ahuja and Sudhir Hebbar). 
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 The following disorders viz., Dissociative Amnesia, Dissociative Fugue 

and Dissociative Identity Disorder have been included in the research; their 

related definitions have been brought under various heads explicitly. 

 

Dissociative Amnesia 

 
 Dissociative amnesia is the inability to recall information already stored 

in the patient’s memory.  The forgotten information is usually about a stressful 

or traumatic event in the person’s life.  The inability to remember the 

information cannot be explained by ordinary forgetfulness, and there is no 

evidence of an underlying brain disorder. The capacity to learn new 

information is retained. (Saddock and Kaplan). 

 
 Dissociative Amnesia is characterized by an inability to recall important 

personal information, usually of a traumatic or stressful nature, that is too 

extensive to be explained by ordinary forgetfulness (DSM-IV page 519). 

 
 Dissociative amnesia is characterized by a sudden amnesia (either 

partial or complete) for recent events, particularly concerning stressful or 

traumatic life events.  The amnesia cannot be explained by everyday 

forgetfulness and there is no evidence of an underlying medical illness. (Niraj 

Ahuja and Sudhir Hebbar) 

 
 Dissociative amnesia is the classical functional disorder of memory and 

involves difficulty in retrieving discrete components of episodic memory.  It 

does not, however, involve a difficulty in memory storage, as in Wernicke –

Korsakoff syndrome. Because the amnesia involves primarily difficulties in 

retrieval rather than encoding or storage, the memory deficits exhibited area 

usually reversible.  Once the amnesia has cleared, normal memory function is 

resumed (Schacter et al 1982). 

 
 Psychogenic amnesia, also known as functional or dissociative 

amnesia, is a disorder characterized by abnormal memory functioning in the 

absence of structural brain damage or a known neurobiological cause; severe 

cases are very rare. It is defined by the presence of retrograde amnesia or the 
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inability to retrieve stored memories and events leading up to the onset of 

amnesia and an absence of anterograde amnesia or the inability to form new 

long term memories. 

 (Wikipedia encyclopedia http://en.wikipedia.org/wiki/Dissociative_disorders) 

 
Dissociative Fugue 

 
 The behaviour of the patients with dissociative fugue is more 

purposefully integrated with their amnesia than is that of patients with 

dissociative amnesia.  Patients with dissociative fugue have physically 

travelled away from their customary home or work situations and fail to 

remember important aspects to their previous identities. (Kaplan and 

Saddock) 

 
 Dissociative Fugue is characterized by sudden, unexpected travel 

away from home or one’s customary place of work, accompanied by an 

inability to recall one’s past and confusion about personal identity or the 

assumption of a new identity. (DSM IV Page 519). 

 
 Dissociative Fugue involves one or more episodes of sudden, 

unexpected, purposeful travel away from home, coupled with an inability to 

recall portions or all of one’s past, and a loss of identity or the assumption of a 

new identity. 

  (Wikipedia encyclopedia http://en.wikipedia.org/wiki/Dissociative_disorders) 

 The Merck Manual defines Dissociative Fugue as: One or more 

episodes of amnesia in which the inability to recall some or all of one's past 

and either the loss of one's identity or the formation of a new identity occur 

with sudden, unexpected, purposeful travel away from home.  

 In support of this definition, the Merck Manual further defines 

Dissociative Amnesia as: An inability to recall important personal information, 

usually of a traumatic or stressful nature, that is too extensive to be explained 

by normal forgetfulness.  
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Dissociative Identity disorder 

 
 In Dissociative Identity disorder, the person is dominated by two or 

more distinct personalities, of which only one is being manifest at one time.  

These personalities are usually different, at times even opposing.  Each 

personality has a full range of higher mental functions, and performs complex 

behaviour patterns.  Usually one personality is not aware of the existence of 

the others (s), i.e. there are amnesic barriers between the personalities 

(Saddock and Kaplan)  

 
 Dissociative Identity Disorder is characterised by the presence of two 

or more distinct identities or personality states that recurrently take control of 

the individual’s behaviour accompanied by an inability to recall important 

information that is too extensive to be explained by ordinary forgetfulness.  It 

is a disorder characterised by identity fragmentation rather than a proliferation 

of separate personalities. (DSM IV Page 519). 

 
 Dissociative identity disorder is characterized by the presence of two or 

more distinct or split identities or personality states that continually have 

power over the person's behavior.  

(Wikipedia encyclopedia http://en.wikipedia.org/wiki/Dissociative_disorders) 

 

 Persons with dissociative identity disorder have two or more distinct 

personalities, each of which determines behavior and attitudes during any 

period when it is the dominant personality (Niraj Ahuja and Sudhir Hebbar) 

 

Adjustment Disorders 

 Adjustment disorder is a short term maladaptive reaction to what a 

layperson may call a personal misfortune or to what a psychiatrist calls a 

psychosocial stressor.  Adjustment disorder is expected to remit soon after the 

stressor ceases or, if the stressor persists, a new level of adaptation is 

achieved.  The response is maladaptive because of impairment in social or 

occupational functioning or because of symptoms or behaviors’ that are 
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beyond the normal, usual, or expected response to such a stressor (Saddock 

and Kaplan) 

 Adjustment disorder is a stress-related phenomenon in which the 

stressor has resulted in mal-adaptation and symptoms that are time limited 

until the stressor is removed or a new state of adaptation has occurred 

(James J Strain MD et all)   

 Wise (1988) has summarized the history of adjustment disorder as  

Historically, the concept included the notion of a transient situational 

disturbance, initially codified by developmental epochs and then evolved to 

embody a disorder of adjustment characterized by mood, behavior, or work 

(or academic) inhibition.   

 The essential feature of an Adjustment Disorder is a psychological 

response to an identifiable stressor or stressors that results in the 

development of clinically significant emotional or behavioral symptoms. The 

symptoms must develop within 3 months after the onset of the stressor(s) 

(DSM-IV Page 679) 

 The following disorders included in the research, their related 

definitions have been brought under various heads explicitly. 

Adjustment Disorder with Anxiety 

 The predominant manifestations are symptoms such as nervousness, 

worry, or jitteriness, or, in children, fears of separation from major attachment 

figures (DSM IV page 680) 

Adjustment Disorder with Depressed Mood 

 The predominant manifestations are depressed mood, tearfulness, or 

feelings of hopelessness (DSM IV page 679). 

Adjustment Disorder with Anxiety and Depressed Mood 

 The predominant manifestation is a combination of depression and 

anxiety (DSM IV page 680) 
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Adjustment Disorder with Disturbance of conduct 

 The predominant manifestation is a disturbance in conduct in which 

there is violation of the rights of others or of major age appropriate societal 

norms and rules (e.g. truancy, vandalism, reckless driving, fighting, defaulting 

on legal responsibilities) (DSM IV page 680) 

Adjustment Disorder with Mixed Disturbance of Emotions and Conduct 

 The predominant manifestations are both emotional symptoms (e.g. 

depression, anxiety) and a disturbance of conduct. (DSM IV page 680) 

Personality Disorders 

 Personality Disorders can be defined as the totality of emotional and 

behavioral traits that characterize the person in day to day living under 

ordinary conditions; it is relatively stable and predictable (Saddock and 

Kaplan).   

 Personality (Theodore Millon) consists of ingrained, pervasive, 

enduring and habitual ways of psychological functioning that characterize 

one’s style.  It is a tightly interrelated organization of attitudes, perceptions, 

habits, emotions and behaviors that characterize a person’s distinctive way of 

relating to others and to himself (Sumant Khanna, Balaji W)   

 A Personality disorder is enduring patterns of perceiving; relating and 

thinking about the environment and oneself that are exhibited in a wide range 

or important social and personal contexts (DSM-IV Page 685) 

 James Pritchard, father of personality disorders, defined ‘moral 

insanity’ (personality disorders) as “a morbid perversion of natural feelings, 

afflictions, inclinations, temper, habits, moral disposition and natural impulses 

without any remarkable disorder or defect of the intellect or knowing and 

reasoning faculties and particularly without any insane illusion or hallucination. 

 Personality disorder is an enduring pattern of inner experience and 

behavior that deviates markedly from the expectations of the individual’s 

culture, is pervasive and inflexible, has an onset in adolescence or early 
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adulthood, is stable over time, and leads to distress or impairment (DSM-IV 

Page 685)   

 Personality disorders, according to DSM-IV (American Psychiatric 

Association 1994), are patterns of inflexible and maladaptive personality traits 

that cause subjective distress, significant impairment in social or occupational 

functioning or both. 

 The following disorders have been included in the research and their 

definitions have been brought out explicitly. 

Paranoid Personality Disorder 

 Paranoid Personality Disorder is characterized by long standing 

suspiciousness and mistrust of people in general (Saddock and Kaplan).   

 Paranoid Personality Disorder is a pattern of pervasive distrust and 

suspiciousness such that others’ motives are interpreted as malevolent (DSM-

IV Page 690) 

 Paranoid personality disorder is a pattern of pervasive and 

unwarranted mistrust of others (Bernstein et al 1993) 

Schizoid Personality Disorder 

 Schizoid Personality Disorder is a pattern of detachment from social 

relationships and a restricted range of emotional expression in interpersonal 

settings (DSM-IV Page 694).  

 Schizoid personality disorder is a pattern of lifelong social withdrawal, 

discomfort with human interaction, introversion, bland and constricted 

(Saddock and Kaplan).   

  Schizoid personality disorders is characterized by a profound defect in 

the ability to relate to others in a meaningful way, have little or no desire for 

relationships with others and, as a result, are extremely socially isolated 

(Katharine A Phillips MD and John G Gunderson MD) 
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Schizotypal Personality Disorder 

 Schizotypal Personality Disorder is a pattern of acute discomfort in 

close relationships, cognitive or perceptual distortions, and eccentricities of 

behavior (DSM-IV Page 679) 

 Magical thinking, peculiar ides, ideas of reference, illusions, and de-

realization are part of the schizotypal person’s everyday world (Saddock and 

Kaplan) 

 Schizotypal personality disorder is a pattern of perceptual distortions, 

eccentric behavior, socially inept, and anxious.  Their cognitive and perceptual 

distortions include ideas of reference, bodily illusions, and unusual telepathic 

and clairvoyant experiences. (Katharine A Phillips MD and John G Gunderson 

MD) 

Antisocial Personality Disorder 

 Antisocial Personality Disorder is a pattern of disregard for, and 

violation of, the rights of others that begins in childhood or early adolescence 

and continues into adulthood (DSM-IV Page 701). 

 Antisocial personality disorder is characterized by continual antisocial 

or criminal acts, but is not synonymous with criminality.  It is an inability to 

conform to social norms that involves many aspects of the patient’s 

adolescent and adult development. (Saddock and Kaplan)  

 The characteristic of an antisocial personality disorder is a long 

standing pattern of socially irresponsible behaviors that reflects a disregard for 

the rights of others. . (Katharine A Phillips MD and John G Gunderson MD) 

Borderline Personality Disorder 

 Borderline Personality Disorder is a pattern of instability in 

interpersonal relationships, self-image, and affects, and marked impulsivity 

that begins by early adulthood and is present in a variety of contexts. (DSM-IV 

Page 706) 
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 Borderline personality disorder stands on the border between neurosis 

and psychosis and is characterized by extraordinary unstable affect, mood, 

behavior, object relations, and self image. (Helen Deutsch).  

 Borderline personality disorder is a pattern of impaired capacity for 

attachment and predictably maladaptive behavior related to separation 

(Gunderson 1984).  

Histrionic Personality Disorder 

 Histrionic Personality Disorder is a pattern of excessive emotionality 

and attention seeking behavior (DSM-IV Page 711). 

 Histrionic Personality Disorder is characterized by colorful, dramatic, 

extroverted behavior in excitable, emotional persons. (Saddock and Kaplan) 

 Histrionic Personality disorder is an over concern with attention and 

appearance, spend excessive amount of time seeking attention and making 

themselves attractive. The desire to be found attractive may lead to 

inappropriately seductive or provocative dress and flirtatious behavior, and the 

desire for attention may lead to flamboyant acts or self-dramatizing behavior. 

(Katharine A Phillips MD and John G Gunderson MD) 

Avoidant Personality Disorder 

 Avoidant Personality Disorder is a pattern of social inhibition, feelings 

of inadequacy, and hypersensitivity to negative evaluation that begins by early 

adult hood and is present in a variety of contexts. (DSM-IV Page 718) 

 Avoidant personality disorder show an extreme sensitivity to rejection, 

which may lead to socially withdrawn life.  They are not asocial and show a 

great desire for companionship but are shy; they need unusually strong 

guarantees of uncritical acceptance (Saddock and Kaplan) 

 Avoidant personality disorder experience excessive and pervasive 

anxiety and discomfort in social situations and in intimate relationships 

(Katharine A Phillips MD and John G Gunderson MD) 
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Dependent Personality Disorder 

 Dependent Personality Disorder is a pattern of submissive and clinging 

behavior related to an excessive need to be taken care of that leads to 

submissive and clinging behavior and fears of separation (DSM-IV Page 721) 

 Dependent personality disorder subordinate their own needs to those 

of others, get others to assume responsibility for major areas in their lives, 

lack self-confidence, and may experience intense discomfort when alone for 

more than a brief period  (Saddock and Kaplan)  

Obsessive Compulsive Personality Disorder 

 Obsessive Compulsive Personality Disorder is a pattern of 

preoccupation with orderliness, perfectionism, and mental and interpersonal 

control, at the expense of flexibility, openness, and efficiency. (DSM-IV Page 

725) 

  Obsessive Compulsive personality disorder is characterized by 

emotional constriction, orderliness, perseverance, stubbornness, and 

indecisiveness (Saddock and Kaplan) 

 Sigmund Freud often cited that persons with obsessive-compulsive 

personality disorders were characterized by the three peculiarities of 

orderliness (which included cleanliness and conscientiousness), 

parsimoniousness and obstinacy.  

 Passive Aggressive Personality Disorder 

 Passive Aggressive Personality Disorder is characterized by covert 

obstructionism, procrastination, stubbornness, and inefficiency (Saddock and 

Kaplan) 

 Passive-aggressive behavior refers to passive, sometimes 

obstructionist resistance to following authoritative instructions in interpersonal 

or occupational situations.  It can manifest itself as resentment, stubbornness, 

procrastination, sullenness, or repeated failure to accomplish requested tasks 

for which one is assumed, often explicitly, to be responsible.  It is a defense 

mechanism and, more often than not, only partly conscious.  For example, 

people who are passive-aggressive might take so long to get ready for a party 
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they do not wish to attend, that he party is nearly over by the time they arrive.  

Alternatively, leaving notes to avoid face-to-face discussion/confrontation is 

another form of passive-aggressive behavior. 

Depressive Personality Disorder 

 Depressive personality Disorder is characterized by lifelong traits that 

fall along the depressive spectrum. They are pessimistic, an hedonic, duty-

bound, self doubting and chronically unhappy (Saddock and Kaplan) 

Sadomasochistic Personality Disorder 

 Sadomasochistic personality disorder characterized by elements of 

sadism or masochism or a combination of both (Saddock and Kaplan)  

Sadistic Personality Disorder 

 Sadistic Personality Disorder shows a pervasive pattern of cruel, 

demeaning and aggressive behavior, beginning in early adulthood that is 

directed towards others (Saddock and Kaplan)   

Psychosomatic Disorders 

 All illnesses can be considered to be psychosomatic. That is, they 

inevitably involve the mind's reaction (psyche) to a physical (soma) illness. 

However, in some illnesses, psychological factors seem to play a particularly 

important part. They can influence not only the cause of the illness, but can 

also worsen the symptoms and affect the course of the disorder. It is these 

illnesses that are termed psychosomatic disorders. Because psychological 

factors are important in every illness, there is lack of agreement as to what 

should be considered as a psychosomatic disorder. Many doctors believe that 

illnesses such as duodenal ulcers, irritable bowel syndrome, bronchial 

asthma, eczema, psoriasis, high blood pressure and heart attacks are strongly 

influenced by psychological factors. Sometimes psychological factors can 

cause ill health without actually causing a disease. As a result of unhappiness, 

anxiety or stress due to personal problems, physical symptoms may develop. 

We are all familiar with the headache that develops as a result of stress. 

Similarly, other physical symptoms can develop. These include nausea, 
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abdominal pain and chest pain, breathlessness, diarrhoea and giddiness and 

muscle pains. 

 The following disorders have been included in the research and their 

related definitions have been brought under explicitly. 

 
Essential Hypertension 

 

 Hypertension is a disease characterized by a blood pressure of 160/95 

mm Hg or higher. 

 

 The definition of hypertension is not universal because normal BP 

varies.  However, diastolic pressure below 85 mm Hg is considered normal, 

between 86 and 89 mm Hg high normal, between 90 and 104 mm Hg mild 

hypertension, between 105 and 114 mm Hg moderate hypertension and 

above 115 mg Hg severe hypertension 

 

Bronchial Asthma 

 

 Bronchial Asthma is a chronic recurrent obstructive disease of the 

bronchial airways, which tend to respond to various stimuli by bronchial 

constriction, edema, and excessive secretion.  

 
Obesity 

 
 Obesity is a condition characterized by the excessive accumulation of 

fat, when the body weight exceeds by 20 percent the standard weight listed in 

the usual height weight tables. 

 

Anorexia Nervosa 

 
 Anorexia nervosa is characterized by behaviour directed toward losing 

weight, peculiar patterns of handling food, weight loss, intense fear of gaining 

weight, disturbance of body image. 
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Rheumatoid Arthritis 

 
 Rheumatoid arthritis is a disease characterized by chronic 

musculoskeletal pain caused by inflammatory disease of the joints. 

 
Migraine (Vascular) Headaches 

 
 Migraine (vascular headaches are a paroxysmal disorder characterized 

by recurrent headaches, with or without related visual and gastrointestinal 

disturbances. 

 
Tension (Muscle Contraction) headaches 

 
 Tension (Muscle Contraction) headache is characterized by emotional 

stress is often associated with prolonged contraction of head and neck 

muscles, which over several hours may constrict the blood vessels and result 

in ischemia. 

  
Diabetes Mellitus 

 
 Diabetes Mellitus is a disorder of metabolism and the vascular system 

manifested by a disturbance of the body’s handling of glucose, lipid and 

protein. 

  
Premenstrual Disorder 

 
 Premenstrual disorder is characterized by cyclical subjective changes 

in mood and the general sense of physical and psychological well-being 

correlated with the menstrual cycle. 

   

Menopausal distress 

 
 Menopausal disorder is characterized by withholding the natural 

physiological event of involution of the ovaries. 
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Idiopathic amenorrhea 

 
 The cessation of normal menstrual cycles in non-pregnant, 

premenopausal women with no demonstrable structural abnormalities in the 

brain, the pituitary, or the ovaries is termed idiopathic amenorrhea. 

 
Chronic Pain 

 
 Chronic pain is characterized by persistent pain affected by a myriad of 

subjective, un-measurable factors including level of attention, emotional state, 

personality and past experiences. 

 

Immune Disorders 

 
 Immune Disorders is characterized by a decrease in lymphatic activity 

parallels a decrease in immunity and an increase incidence of infections and 

malignancy. 

 

 

1.6 KEY TITLE KEY OF THE RESEARCH PROBLEM 

 
 The research problem undertaken envisages the therapeutic 

importance of hypnosis in the treatment of the disorders (included in the 

research topic).  It has been known that the disorders viz., Dissociative, 

Adjustment, Personality and Psychosomatic disorders are a cause of concern 

in both the fields of psychology and psychiatry for their complex nature in 

understanding, diagnosing and as well as in the treatment procedures.  

 
 These disorders which are complex in their nature are so perplexed 

that their treatment only by pharmacotherapy will not be of great use. Hence, 

treatment of these disorders by psychotherapy, which has been introduced 

recently, has been of a great importance. It can be evaluated from the 

literature available, and, also through practical clinical settings undertaken 

that, the treatment procedures co-ordinated with psychotherapy and 

pharmacotherapy, have brought in good prognosis for the disorders.   
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 The sub topics in each of the disorders included are selected 

exclusively from various heads of the disorders, in order to cover the entire 

topic in a broader aspect, and also to bring out their diagnostic procedures, 

clinical features, course and prognosis, and treatment methodologies.   

   
 The word hypnosis and hypnotherapy has been in and around the 

gravity of psychology and its value in psychotherapy has always been 

accounted for. The same procedure as psychotherapy has been used through 

practical settings, in a therapeutic setup, by the researcher, and it was found 

that, hypnotherapy in the treatment of these disorders has been significant 

and proved a good prognosis for the disorders.  

 

 

1.7 OPERATIONAL DEFINITION OF KEY TERMS 

 
 The following definitions of the terms have been brought out: 

 
Abnormal behaviour -   A behaviour which is not socially accepted. 

 

Asylum   -  Mental hospitals 

 

Co morbidity  -  association of one more disorder with the 

     primary one 

 

Course    -  the entire period of treatment for the illness 

 

Dependent Variable  -  Variables which are observable and which 

     have relation to the independent variable.  

 

Diagnosis   -  to evaluate the illness scientifically 

 

Differential Diagnosis  -  differentiating the illness with other illness 

 
Disorders   - Diseases or illness. 
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DSM-IV   -  Diagnostic and Statistical manual of Mental 

     Disorders (IV) 

 
Epidemiology  -  the outbreak of the illness 

 
Epilepsy   -  an attack which involves muscle contraction 

     and an inability to function. A total lapse of 

     motor functions is seen 

 
Etiology   -  The causes of the illness 

 
Free association  -  technique used by Sigmund Freud to bring 

     out the inner feelings during hypnosis 

Hypnosis    -  An induced state of trance. 
 
Hypnotherapist   -  A person trained to present therapeutic  

     suggestions to another willing person in  

     whom a state of trance has been induced. 

 

Hypnotherapy   -  Using a state of trance in conjunction with 

     suggestion to effect a modification or  

     change in attitude and/or actions in a willing 

     person. 

 

ICD-10   -  International Classification of Disorders-10 

 

Independent Variable -  Variables which are measured and which 

     determine the value of dependent variable 

 
NLP    - Neuro Linguistic Programming 

 

Pathology   - the clinical findings of an illness 

 

Personality   -  The ability to reason and act appropriately 

     in a given situation 
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Pharmacology  -  The medicinal treatment of an illness 

 

Post-Hypnotic  

Suggestion    -  A suggestion given during a state of trance 

     that it is intended to be carried out upon  

     awakening from that trance 

 

Problem   - any health care condition that requires  

     diagnostic, therapeutic, or educational  

     action.  

 

Prognosis   - To foresee the extent to which the illness 

     can be cured. 

 
Psychoanalysis  - Term given to the principles involved in  

     analysing and interpreting what the patient 

     said and did, and in helping gain insight and 

     achieve a more adequate adjustment to  

     changes—from a less adaptive state to a 

     more adaptive state—in the client’s  

     thoughts, feelings, and behaviour. 

 

Psychotherapy  -  An interaction between a psychotherapist 

     and a client that leads to the treatment of 

     the ailments in a therapeutic method.  

 
Self-Hypnosis   -  A self-induced state of trance. 

 

States of Awareness  -  Beta, Alpha, Theta, Delta. The "Beta" state 

     being the most aware and the Delta being 

     the least. i.e. Beta = wide awake. Alpha = 

     light trance. Theta = deep trance/light sleep. 

     Delta = deep sleep. 
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Trance    -  An altered state of awareness (between  

     waking and sleeping) 

 
Witchcraft   -  Possessions in which the individual was  

     found to have made a pact with the devil. 

 

Semantics 

 
 The word he may refer to human beings of either sex, while she may 

be used if the investigator has thought that a statement applies more to 

women than to men; sometimes he may also be used for grammatical 

simplicity to distinguish investigator form the client. The case histories have 

been drawn from the own experience of the investigator.  These case histories 

have been not masked and have been brought into the light with the 

permission of the clients participated in the research process.  The word 

Adjustment problems refers to a set of problems and the diagnosis of these 

problems in scientific manner is termed as Adjustment Disorders; the word 

adjustment problem has been used to bring in simplicity in the semantics.   

 

 

1.8 THE VARIABLES OF THE RESEARCH STUDY 

 Independent variables are those, whose values are controlled or 

selected by the person experimenting (experimenter) to determine its 

relationship to an observed phenomenon (the dependent variable). An 

attempt is made to find evidence that the values of the independent variable 

determine the values of the dependent variable (that which is being 

measured). The independent variable can be changed as required, and its 

values do not represent a problem requiring explanation in an analysis, but 

are taken simply as given. The dependent variable on the other hand, usually 

cannot be directly controlled. 

 The following independent variables are used in the research. 

 

• Age 
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• Sex 

• Education 

• Marital Status   

• Income   

• Hypnotherapy as Manipulative Independent Variable 

  

 The following dependent variables are used in the research. 

• Genetic 

• Social 

• Environmental 

• Scores of disorders 

  

 Hypnotherapy acts as a manipulative independent variable as it 

measures the scores of the respondents who have undergone the therapy into 

three categories such as positive effect, negative effect and neutral effect with 

regard to the independent variables; hence, hypnotherapy has been used as 

a manipulative independent variable. 

 

 It can be noted that the dependent variables “Genetic”, “Social” and 

“Environmental” undertaken here have a measurable quality and also 

observable quality.  Further, the disorders which have an observable 

phenomenon, do directly act on the dependent variables undertaken in the 

research.  Hence, it can be said that the dependent variables “Genetic”, 

“Social” and “Environmental” undertaken in the research are not fully 

dependent variable but they are partially dependent variables.    

   
 
1.9 IMPORTANCE OF THE STUDY 

  
 The term “Hypnosis” has been evolving since the beginning of the 

psychology.  It has been the root cause for the emergence of psychoanalytic 

thought, which was brought forward by the most notorious figures in 

psychiatry “Anton Mesmer” (1713-1815), who had later described it as “animal 

magnetism”.  He developed Paracelsus’ notion of the influence of the planets 
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on the human body which was believed to be caused by a universal fluid, and 

it was presumably the distribution of this fluid in the body that determined 

health or disease.  Sigmund Freud, the father of psychoanalysis, also started 

his concept of psychoanalysis in treating the patients suffering from hysteria 

with hypnosis.  Initially, this method was called as “cathartic method” as it 

released the emotions of a person involved in the hypnotic process.  Later, 

Sigmund Freud, termed it as “free association” where in he asked the patients 

to communicate freely, their inner grudges and feelings.  In his findings, he 

revealed that he could cure the hysterical problems with the use of hypnosis.  

Thus was made the discovery of the “unconscious” the realisation process in 

the determination of behaviours.  In 1893 Freud and Breuer published their 

joint paper On the Psychical Mechanisms of Hysterical Phenomena, which 

constituted one of the great milestones of psychodynamics.  The new method 

was called free association, and the term psychoanalysis was given to the 

principles involved in analysing and interpreting what the patient said and did, 

and in helping gain insight and achieve a more adequate adjustment. 

 
 However, hypnosis did not gain importance in the later part of 

development of psychology and psychiatry.  Though, therapeutic 

considerations were initially found to be positive, the concept was brought 

down due to various reforms and further development of various models in 

psychology.  The whole process of hypnosis was considered to be awe and 

misleading.  In view of its therapeutic importance, an approach towards the 

development of the long buried concept was unearthed and brought into the 

light in a new refined manner with a new awakening. 

 
How this study is helpful? 
 
 This study is helpful in:- 

  

� Bringing the very importance of hypnosis and its therapeutic 

 considerations into the field of psychology and psychiatry, its 

 varied attributable uses in the treatment of the mental illness in a 

 refined form  of psychotherapy.   
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� Making understand the mass in general the uses of 

 hypnotherapy and also to eradicate the misconception involved 

 in the  process of hypnosis and hypnotherapy. 

 
� Bringing social awareness in accepting treatment by 

 hypnotherapy for their sufferings and ailments. 

 

 

1.10 DELIMITATION OF STUDY 

 

 The investigator through the entire process of the research work has 

observed that:-  

 

• The message of hypnosis and hypnotherapy brings awe in the 

general category of the public, this certainly bring down the 

therapeutic value of hypnotherapy. However, after counselling and 

bringing the importance of the hypnotherapy, the persons affected 

with the disorders reported for the therapy. 

 

• It can also be noted from the statistical data that the mass is in 

the fear of getting labelled with mental illness. This stigma has 

reduced the individuals form coming out of their problems.      

 

• The study has been delimited to Personality Disorders and 

Dissociative disorders, however, an effort to bring out the information 

from the inventories filled in by the respondents was made and it can 

been observed that out of 200 respondents in each category only 7 

and 43 from Dissociative and Personality disorders respectively, were 

able to come up with their problems.   

 

• The investigator is of the opinion through personal observation 

and interactions during the collection of data that a large number of 

personnel are afflicted with the personality disorders, however, they 

are not ready to accept their stance again due to the fear of labelling. 

 



 - 74 - 
 

• The study conducted by the investigator was restricted to 

Saurashtra region considering the nature of job of the investigator 

and also due to various bureaucracy implications.  The investigator 

had approached various institutions for conducting the study viz., 

NIMHANS, Bangalore, Institute of Mental Health, Chepauk, Chennai, 

GGH Hospital, Jamnagar, Station Medicare Centre, AF Station, 

Jamnagar. However, the top officials at all these places refused to co-

operate with the investigator for one or odd reasons and there by 

restricting the study only in Saurashtra region, and also only to 

Private hospitals of the Saurashtra region and personal 

acquaintances of the investigator. 

 

• It was also noted, that, as this study is completely in medical 

nature, clinical observations, clinical settings, clinical diagnosis, 

prognosis, course and outcome of the treatment are of great value.  

The investigator had put whole hearted efforts in understanding and 

applying these attributes in the practical sessions of the therapy.  

  

 

1.11 LIMITATION OF STUDY 

 

 The limitations of the study are brought down under:- 

 

• In the clinical consideration of hypnotherapy the therapist must 

 be aware of the clinical conditions of the patient/ client and his 

 present medical category/status which in turn would result in 

 unavoidable circumstances 

 

• The client has to be induced with sedatives in order to achieve 

 the hypnotic stage for certain paranoid disorders where the 

 patient is unable to be controlled.  

 

• The client should be willing to undergo the treatment with full 

 faith on the therapist. 
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• It is also observed that suggestible candidates are highly  co-

 operative with the therapy than the non-suggestible category. 

 

• The therapist should have control over his emotions and should 

 build  up relations with the client.  There is a possibility that 

 persons with Personality  disorder and mood disturbances 

 have a high  regard for the therapist and may  involve 

 themselves in personal relations.  The therapist must be 

 aware of this  and should control  himself with these situations. 

 

• The therapist must be a counsellor, a guide, a philosopher, a 

 friend and at times a boss.  Many roles are required to be played 

 by the therapist while interacting with the clients.  

 

• Moral and ethical values are to be understood by the therapist 

 before giving the therapy. 

 

• It is the duty of the therapist that he should bring in awareness 

 amongst the mass the uses of the hypnotherapy thereby 

 judicious use of this technique is warranted. 

 

• The research title has been annotated as “Adjustment 

 Problems” and not “Adjustment Disorder” for, whenever a mental 

 health provider talks about adjustment problems they are usually 

 referring to a problem that causes enough stress and other 

 emotional problems, they are required to be classified as an 

 “Adjustment Disorder”. Hence, the study for Adjustment 

 Disorder has been conducted; however the topic which reflects 

 the same meaning has not been altered to maintain its simplicity 

 in semantics. 

 

• The inventories for the research are developed by the 

 investigator as per the norms of testing procedures. Even 

 though, the inventories are not tested and standardised from a 
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 large scale sample, the inventories only contained concurrent 

 validity and is a reliable instrument. 

 

 

1.12 ORGANISATION OF STUDY 

 

 This section brings out the various organisations in which the study 

was undertaken and under which guidance the study was authorised. 

 

 Saurashtra University, Dept of Psychology, Rajkot authenticated the 

research work and under the guidance of Prof and Head of Dept Dr. DJ Bhatt, 

the research was organised. 

 

 The clinical practice was undertaken with the help of Dr Bhavesh M 

Lakdawala MD (Psychiatry), Assistant Prof Civil Hospital, Ahmedabad, whilst 

he was working with Samvedna Hospital, Jamnagar. 

 

 American Psychiatric association, with their website www.apa.org, 

www.PubMed.org and www.en.wikipedia.org, Psychcentral.com and 

www.google.com contributed in the collection of the literature from their 

websites. 

 
 Population of general category from the Saurashtra region and also 

population of various organisations working in this region have been 

considered for the study.  The group was randomly selected by administering 

the testing inventories. 

 
 The library of Saurashtra University, Govt Library, Chennai, Madras 

Medical College Library, University of Madras Library, have largely benefited 

in collection of the historical evidences of Psychology. 

  
 Govt Mental Hospital of Jamnagar, Govt Hospital, Porbander, Govt 

Hospital, Rajkot and its associates have largely contributed in the collection of 

the data for the research work. 
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 Now after having known the organisations in which the study was 

conducted, it is essential to understand as to how the study was conducted an 

overview of the same is brought under: 

 

 This study has been intended to bring out the clinical importance of 

hypnotherapy and its treatment values as an adjunct to psychotherapy in the 

treatment of Dissociative, Adjustment Problems, and Personality and 

Psychosomatic disorders.  In order to understand the nature of the disorders 

included in the research topic, it was felt essential that a brief historical back 

ground of psychology, psychiatry, neurology and genetics is required to be 

understood.  Moreover, to have a good command in understanding the 

disorders their epidemiology, etiology, diagnosis, diagnostic criteria under 

DSM-IV, clinical features, differential diagnosis, course and prognosis and 

treatment procedures adopted in the present medical condition are felt 

essential to be brought down and the same have been illustrated in the 

introductory chapter.  Further, this study which is a pioneer in both the fields of 

psychology and psychiatry, a pilot study for the same was warranted and a 

pre-investigation before undergoing doctoral work for the same was 

conducted.  The results and suggestions of the pilot study were accepted and 

utilized in the research process.  The present study has its roots from the 

early development of psychology i.e. from the yesteryears of psychology to 

the modern days and the literature for the same has been reviewed from 

various sources viz libraries, websites, medical journals etc.  After 

understanding the disorders and after gaining the insight through proper 

training under the guidance of a psychiatrist, it was felt essential to 

experimentally evaluate the public affected with the disorders undertaken for 

the research.  Hence, as suggested by the pilot study questionnaires in 

accordance with the DSM-IV criteria questionnaires were constructed and 

utilized for the randomly selected population of Jamnagar, Rajkot and 

Porbander area of Saurashtra region.  Also, case histories were recorded for 

the respondents who reported to the researcher.  Statistical inferences 

obtained and the outcome of the investigation, its importance, de-limitations, 

limitations of the study, suggestions for further study were recorded upon 
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subsequently.   The entire study is divided into five chapters and brief 

description of each chapter is brought down here under: 

 

CHAPTER I : INTRODUCTION     

 

 The first chapter is of the introductory nature dealing with the need of 

this type of research work and its relevance in the present day context tracing 

to the historical background of psychology.  Statement of the research 

problem and the objectives clarified; null hypothesistated, definitions for 

dissociative, adjustment, personality and psychosomatic disorders, key title 

key of the problem, discussed.  Operational definition of key terms, the 

variables of the research study, importance of the study delimitation, limitation 

quoted.  Organisation of the chapters mentioned. 

  
CHAPTER II: REVIEW OF LITERATURE  

 

 In this chapter various literatures on the disorders and hypnosis and 

hypnotherapy have been discussed.  Further, in this chapter the disorders 

viz., dissociative, adjustment problems, personality and psychosomatic 

disorders have been discussed well mannered in detail.  The evidences of 

hypnosis, Meta analysis of success rates, hypnotism as a profession, 

hypnotism in pop culture, application of hypnosis, before undergoing 

hypnosis, process of hypnosis, and types of hypnosis, common questions and 

myths of hypnosis are discussed in detail. Pilot study of the investigation and 

its out come has been discussed in detail. 

  
CHAPTER III: RESEARCH DESIGN OF THE STUDY, PROCEDURES AND 
METHODS OF ANALYSIS  
 

 The third chapter deals with the research design.  It also states how the 

sample was selected from the population, which sampling method was used 

and its detailed narration has been discussed.  Collection of data, research 

tools, measurement of independent variables discussed in detail. 
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CHAPTER: IV: ANALYSIS OF THE RESULTS, INTERPRETAIONS AND 
DISCUSSIONS 
 

 This chapter deals with the analysis of the disorders in terms of 

statistics and the interpretation from the inferences obtained through the 

statistics. Further, case histories, suggestions for improvement and 

recommendations are discussed in detail. 

 

CHAPTER: V: RESEARCH REPORT 

 

 This chapter deals with the summary of the research, conclusions 

based on statistical technique, conclusions regarding all the disorders, 

recommendations, suggestions for further research are discussed. 

 

 Detailed references are given at the end of the thesis and research 

tools, list of doctors, list of hospitals to whom the investigator had approached, 

has been placed as appendix to this thesis.  



 XVII 
 

 

 

 

 

 

 

 

CHAPTER – II 

REVIEW OF LITERATURE 
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BRIEF OUTLINE OF THE CHAPTER 

 

The following heads have been brought explicitly in this chapter 

  

• Introduction 

• Dissociative Disorders previous studies 

• Adjustment Problems previous studies 

• Personality disorders previous studies 

• Psychosomatic disorders previous studies 

• Hypnotherapy previous studies 

• Theoretical orientation of the study 

• Disorders included in the research discussed well 
 mannered in detail 

• Dissociative disorders 

• Adjustment disorders 

• Personality disorders 

• Psychosomatic disorders 

• Theoretical orientation of hypnotherapy 
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2.1 INTRODUCTION 

 

This section chiefly brings out the literature materials which were used as 

guidelines for the study.  Further, this section brings out the topics such as 

Dissociative Disorders previous studies, Adjustment Problems previous 

studies, Personality disorders previous  studies, Psychosomatic disorders 

previous studies, Hypnotherapy previous studies, Theoretical orientation of 

the study, Disorders included in the research discussed well mannered in 

detail, Theoretical orientation of hypnotherapy and Pilot study of the 

investigation. Now, let us examine each topic under their heads explicitly.  

 
 
2.2 DISSOCIATIVE DISORDER PREVIOUS STUDIES 

  
 Brna T.G. Jr, Wilson CC 1990 in his Psychogenic Amnesia revealed 

that: Amnesia is the most common dissociative symptoms, since it occurs in 

almost all the dissociative disorders.  Dissociative amnesia is thought to occur 

more often in women than in men and more often in young adults than in older 

adults; its incidence probably increases during times of war and natural 

disasters and also due to traumatic events.  

 
 Nandi et al 1985 revealed in his Contagious hysteria in a West Bengal 

Village revealed that: In the various reports from psychiatric clinics from India 

and elsewhere hysteria constitutes 6-15% of all the OPD diagnoses and about 

14-20% of all neurotic patients.  Females usually outnumber males, but in 

children the percentage may be similar.  The onset usually occurs after 5 

years of age and the average age of onset is 10-25 years.  The majority of 

Indian patients are married and have a lower educational level  

 
 Kapur N 1991, in his Amnesia in relation to Fugue states distinguishing 

a neurological from a psychogenic basis revealed that:  The differentiations 

between short-term memory and long-term memory, the central role of the 

hippocampus, and the involvement of neurotransmitter systems have been 

clarified today.  The newly appreciated complexity of the formation and the 
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retrieval of memories may make dissociative amnesia intuitively 

understandable because of the many potential areas for dysfunction.   

 

   Rowan AJ and Soenbaum DH 1991 in their Ictal Amnesia and Fugue 

state has brought out that: The theory of state-dependent learning applies to 

dissociative amnesia in that the memory of a traumatic event is laid down 

during the event, and the emotional state may be so out of the ordinary for the 

affected person that it is hard for the person to remember information learned 

during the state.   

 
  Rowan AJ, Seonbaum DH 1991 in their Ictal Amnesia and Fugue state 

has brought out that: Amnesia may have a primary gain or secondary gain.  

The woman who is amnestic for the birth of a dead baby achieves primary 

gain by protecting herself from painful emotions.  An example of secondary 

gain is a soldier who has sudden amnesia and is removed form combat as a 

result.  

 
 Maldonaldo JR, Butler LD, Spiegel D 1997 in their Treatment of 

Dissociative Disorders, in treatments that work has brought out that: 

Intermediate and short-acting barbiturates, such as thiopental (Pentothal) and 

sodium amobarbital given intravenously, and benzodiazepines may be used 

to help patients recover their forgotten memories.  Hypnosis can be used 

primarily as a means of relaxing the patient enough to recall what has been 

forgotten  

  
 James 1890 and 1950 in his Principles of Psychology has revealed 

that:  A variety of stressors and personal factors predispose a person to the 

development of dissociative fugue.  Other associated predisposing features 

include depression, suicide attempts, organic disorders (especially epilepsy), 

and a history of substance abuse. A history of head trauma also predisposes 

a person to dissociative fugue. 

  
 Kapur N 1991, in his Amnesia in relation to Fugue states distinguishing 

a neurological from a psychogenic basis revealed that:  Patients with 

dissociative fugue do not seem to others to be behaving in extraordinary 
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ways, nor do they give evidence of acting out any specific memory of a 

traumatic event.  On the contrary, dissociative fugue patents lead quiet, 

prosaic, reclusive existences; work at simple occupations; live modestly; and 

in general, do nothing to draw attention to themselves.  

 
 Boon S, Drajier N 1993 in his Multiple Personality Disorder in the 

Netherlands: A clinical investigation of 71 patients has brought out that: The 

disorder is most common in late adolescence and young adult life, with a 

mean age of diagnosis of 30 years, although patients have usually had 

symptoms for 5 to 10 years before the diagnosis.  Several studies have found 

that the disorder is more common in the first degree biological relatives of 

people with the disorder than in the general population. Dissociative disorders 

frequently coexists with other mental disorders, including anxiety disorders, 

mood disorders, somatoform disorders, sexual dysfunctions, substance – 

related disorders, eating disorders, sleeping disorders, and post traumatic 

stress disorder.  

   
 Varma et al 1981 in his Multiple Personality in India: comparison with 

hysterical possession state has brought out that: higher prevalence of MPD in 

the West may be related to social approval of role playing, while a higher 

prevalence of possession disorders in India may be related to religious beliefs 

in polytheism and reincarnation.  

 
 Adityanjee et al 1989 in his Current status of Multiple Personality 

Disorder in India has brought out that: the possibility of the majority of cases 

of multiple personality disorder in India having been diagnosed as possession 

syndrome.  

  
 Fahy TA 1988 in his The diagnosis of Multiple Personality disorder a 

critical review has brought out that: The first appearance of the secondary 

personality or personalities may be spontaneous or may emerge in relation to 

what seems to be a precipitant (including hypnosis or a drug assisted 

interview).  The personalities may be of both sexes, of various races and 

ages, and from families different from the patient’s family of origin.   Often, 

only with prolonged interviews or many contacts with a patient with 
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dissociative identity disorder it is able to detect the presence of multiple 

personalities. Sometimes even by asking a patient to keep a diary, the 

clinician finds the multiple personalities revealed in the diary entries.  

 
 Diagnostic and Statistical Manual of Mental Disorders IV ed has 

brought out that: Dissociative Identity Disorder must be distinguished form 

Malingering in situations in which there may be financial or forensic gain and 

from Factious Disorder in which there may be a pattern of help-seeking 

behaviour.  

 
 Putnam FW et al 1986 in his The clinical phenomenology of Multiple 

Personality Disorder: review of hundred recent cases has brought out that: 

One or more of the personalities may function relatively well, while others 

function marginally.  The level of impairment ranges from moderate to severe, 

the determining variables being the number, the type, and the chronicity of the 

various personalities.  

 
 Spiegel H and Spiegel D 1978 in their Trance and Treatment: Clinical 

Uses of Hypnosis has brought out that: The most efficacious approaches to 

dissociative identity disorder involve insight oriented psychotherapy, often in 

association with hypnotherapy or drug-assisted interviewing techniques.  

Hypnotherapy or drug assisted interviewing can be useful in obtaining 

additional history, identifying previously unrecognized personalities, and 

fostering abreaction.   

 
 It has been revealed   by R.J.Lowenstein, A. Tasman, and 

S.M.Goldfinger in their comprehensive review of psychiatry, that: In 

dissociative amnesia the inability to recall information is already stored in the 

patient’s memory.  The forgotten information is usually about a stressful or 

traumatic event in the person’s life for example, a natural disaster in which 

patients witnessed severe injuries or feared for their lives.  A fantasized or 

actual expression of an impulse (sexual or aggressive) with which the patient 

is unable to deal may also act as the precipitant. The inability to remember the 

information cannot be explained by ordinary forgetfulness and there is no 

evidence of an underlying brain disorder.  The capacity to learn new 
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information is retained in an amnesic disorder patient. (Psychogenic amnesia 

and psychogenic fugue: a comprehensive review. Vol 10, by R.J.Lowenstein, 

and American Psychiatric Press, Washington, 1991, p 189; in review of 

psychiatry by editors, A Tasman., and S.M.Goldfinger,) 

 
 It has been revealed by R.J.Lowenstein, in comprehensive review of 

psychiatry, that: The behaviour of patients with dissociative fugue is more 

purposefully integrated with their amnesia than is that of patients with 

dissociative amnesia.  Patients with dissociative fugue have physically 

travelled away from their customary homes or work situations and fail to 

remember important aspects of their previous identities (name, family, 

occupation).  Such a patient often, but not necessarily takes on an entirely 

new identity and occupation, although the new identity is usually less 

complete than are the alternate personalities seen in dissociative identity 

disorder.  Also, in dissociative fugue the old and the new identities do not 

alternate, as they do in dissociative identity disorder (Diagnostic and 

Statistical Manual of Mental Disorders ed-4 American Psychiatric Association 

1994). 

 
 JL Cummings in his Clinical Neuropsychiatry, editor P 122 Grune and 

Stratton, Orlando 1985, C.A. Ross SD Miller, P Reagor, L Bjomson, GA 

Fraser, G Anderson has brought out, that : Dissociative identity disorder is the 

DSM-IV name for what has been commonly known as multiple personality 

disorder.  Dissociative identity disorder is a chronic dissociative disorder, and 

its cause almost invariably involves a traumatic event, usually childhood 

physical or sexual abuse.  The concept of personality conveys the sense of an 

integration of the way a person thinks, feels and behaves and the appreciation 

of himself or herself as a single being.  Persons with dissociative identity 

disorder have two or more distinct personalities, each of which determines 

behaviour and attitudes during any period when it is the dominant personality.  

Dissociate identity disorder is usually considered the most serious of the 

dissociative disorders 
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2.3 ADJUSTMENT PROBLEMS PREVIOUS STUDIES 

 
 Andreasen and Wasek (1980) in their Adjustment Disorders in 

Adolescents and Adults have reported that: 5% of an inpatient and outpatient 

sample was labelled as having adjustment disorder.   

 
 Fabrega et al. 1987 Adjustment Disorders as a Marginal or Transitional 

Illness category in DSM-III has observed that: 2.3% of a sample of patients at 

a walk in clinic met criteria for adjustment disorder, with no other diagnoses on 

Axis I or Axis II; 20% had the diagnosis of adjustment disorder when patients 

with other Axis I diagnoses also were included.   

 
 Popkin et al 1990 in his Adjustment Disorders in Medically ill patients 

referred for consultation in a University Hospital has brought out that: In 

general hospital psychiatric consultation populations, adjustment disorder 

were diagnoses as 21.5 %.   

 
 Cohen 1981 in his Stress and bodily illness has brought out that: 

Stressors may be single, such as a divorce or the loss of a job, or multiple, 

such as a death of an important person occurring at the same time as one’s 

own physical illness and loss of a job.  Stressors may be recurrent, such as 

seasonal business difficulties, or continuous, such as chronic illness as living 

in poverty. A discordant interfamilial relationship may produce adjustment 

disorder that affects the whole family system.  Or the disorder may be limited 

to the patient, as when the patient is the victim of a crime or has a physical 

illness.   

 
 Brezinka et al 1994 in his Denial of  pregnancy: obstetrical aspects has  

brought out that:  Specific developmental stages such as beginning school, 

leaving home, getting married, becoming a parent, failing to achieve 

occupational goals, having one’s last child leave home, and retiring are often 

associated with adjustment disorder   

 
 Andreasen and Wasek (1980) in their Adjustment Disorders in 

Adolescents and Adults have brought out that: The overall prognosis of 

adjustment disorder is generally favourable with appropriate treatment.  Most 
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patients return to heir previous level of functioning within three months.  

Adolescents usually require a longer time to recover than do adults. Some 

persons (particularly adolescents) who receive a diagnosis of adjustment 

disorder later have mood disorders or substance related disorders  

  
 Uhlenhuth et al 1995 in his International Study of Expert Judgement on 

therapeutic use of benzodiazepines and other psychotherapeutic medications, 

III: Clinical features affecting experts therapeutic recommendations in anxiety 

disorders has revealed that: Psychotherapy can help the person adapt to the 

stressor if it is not reversible or time limited and can serve as a preventive 

intervention if the stressor does not remit. The judicious use of medications 

can help patients with adjustment disorder, but they should be prescribed for 

brief periods.  A patient may respond to an anti anxiety agent or to an 

antidepressant, depending on the type of adjustment disorder.  Patients with 

sever anxiety bordering on panic or decompensation can benefit from small 

dosages of antipsychotic medications. 

  
 Andreasen N Hoenk P in his Predictive value of adjustment disorders A 

follow up study has brought out that: Adjustment disorder follows a stressor; 

the symptoms do not necessarily begin immediately.  According to DSM-IV, 

up to three months may elapse between the stressor and the development of 

symptoms.  Symptoms do not always subside as soon as the stressor ceases.  

If the stressor continues, the disorder may be chronic.  The disorder may 

occur at any age.  Its symptoms vary considerably, with depressive, anxious 

and mixed features the most common in adults. 

 
 Popkin MK Adjustment disorders in Comprehensive Text Book of 

Psychiatry ed 5 Kaplan and Sadock editors 1989 have brought out that: 

Symptoms of anxiety such as palpitations, jitteriness, and agitation are 

present in the adjustment disorder with anxiety. 

 
 Bronisch T in his Adjustment reactions A long-term prospective and 

retrospective follow up of former patients in a crisis intervention ward has 

brought out that: In adjustment disorder with depressed mood, the 
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predominant manifestations are depressed mood, tearfulness, and 

hopelessness.  

 
 Garmezy N Rutter M in his Stress Coping and Development in Children 

Mc Graw Hill New York 1993 has brought out that: In adjustment disorder with 

disturbance of conduct, the predominant manifestation involves conduct in 

which the rights of others are violated or age appropriate societal norms and 

rules are disregarded.  Examples of behaviour in this category are truancy, 

vandalism, reckless driving, and fighting. The combination of disturbances of 

emotion and conduct sometimes occurs.  Clinicians are encouraged to try to 

make one or the other diagnosis in the interest of parsimony. 

   
 Elliot C Eisdorfer C in his Stress and Human Health Springer, New 

York 1982 Fard F Hudgens RW Welnet A has brought out that: In adjustment 

disorder with mixed anxiety and depressed mood, patients exhibit features of 

both anxiety and depression that do not meet the criteria for an already 

established anxiety disorder or depressive disorder. 

 
 
2.4 PERSONALITY DISORDER PREVIOUS STUDIES 

  
 Fabrega H Ulrich R Pilkonis P Mezzich J in his Personality disorders 

diagnosed has brought out that: Persons with paranoid personality disorder 

are characterized by long standing suspiciousness and mistrust of people in 

general.  They refuse responsibility for their own feelings and assign 

responsibility to others.  The bigot, the injustice collector, the pathologically 

jealous spouse, and the litigious crank often have paranoid personality 

disorder. 

  
 Bernstein et al 1993 in his Journal Paranoid Personality Disorder: A 

review of its current status has brought out that: The prevalence of paranoid 

personality disorder is 0.5 to 2.5 percent in the general population, 10-30% 

among those in inpatient psychiatric settings and 2-10% among those in 

outpatient mental health clinics.   
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 Vaillant 1994 in his Ego mechanisms of defence and personality 

psychopathology has brought out that: Early psychoanalytic speculation on 

paranoids personality type derived from reaction formation against and 

projection onto others of homosexual impulses, a theory that is no longer 

widely accepted.   

 
 Kendler and Gruenberg 1982 in their Genetic relationship between 

paranoid personality disorder and the “schizophrenic spectrum” have brought 

out that: The existence of an association between these two disorders has 

received some support form family history studies that found a greater morbid 

risk of paranoid personality disorder in the first-degree relatives of delusional 

disorder probands than in the relatives of probands with schizophrenia or 

medical illness. 

 
 Lion JR, Editor 1981 in his Personality Disorder: Diagnosis and 

Management ed has brought out that: Patients with paranoid personality 

disorder may appear to be formal and baffled at having been required to seek 

psychiatric help.  Muscular tension, an inability to relax, and a need to scan 

the environment for clues may be evident.  The patient’s affect is often 

humourless and serious.  Although some of the premises of their arguments 

may be false, their speech is goal directed and logical.  Their thought content 

shows evidence of projection, prejudice, and occasional ideas of reference. 

 
 Gabbard GO 1994 in his Psychodynamic psychiatry in clinical practice: 

The DSM-IV ed has brought out that: The essential feature of paranoid 

personality disorder is a pervasive and unwarranted tendency beginning by 

early adulthood and present in a variety of contexts to interpret other people’s 

actions as deliberately demeaning or threatening.  Almost invariably, persons 

with the disorder expect to be exploited or harmed by others in some way.  

Frequently, they question, without justification, the loyalty or trustworthiness of 

friends or associates.  Often, such persons are pathologically jealous, 

questioning without justification the fidelity of their spouses or sexual partners.  
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 Kohuth, Wolf ES 1978 in their The Disorders of the self and their 

treatment: An outline have brought out that: Behaviour therapy has been used 

to improve social skills and to diminish suspiciousness through role playing. 

 
 Turkat and Maisto 1985 in their Applications of the experimental 

method to the formulation and modification of personality disorders in clinical 

handbook of psychological disorders have brought out that: The antipsychotic 

drug pimozode (Orap) has been successfully used to reduce paranoid 

ideation in some patients  

  
 The prevalence of schizoid personality disorder is not clearly 

established.  The disorder may affect 7.5 percent of the general population.  

The sex ratio of the disorder is unknown, although some studies report a 2 –

to-1 male –to-female ratio. Persons with the disorders tend to gravitate toward 

solitary jobs that involve little or no contact with others. Many prefer night work 

to day work, so that they do not have to deal with many people. Bernstein 

1990 

 
 Fairbairn 1952 in his Schizoid factors in the personality (1940), in 

psychoanalytic studies of the Personality has brought out that: schizoid 

personality disorder occurs in adults who experienced cold, neglectful, and 

ungratifying relationships in early childhood, which leads these persons to 

assume that relationships are not valuable or worth pursuing.   

 
 Kalus et al 1993 in his Schizoid Personality Disorder: A review of its 

current status has revealed that: persons with schizoid personality disorder 

appear to be self-absorbed and engaged in excessive day dreaming, they 

show no loss of capacity to recognize reality.   

 
  Liebowitz MR et al 1986 in his Treatment of Personality Disorders in 

Psychiatry Update: American Psychiatric Association Annual Review, Vol V 

has brought out that the treatment for schizoid personality disorder is 

Psychotherapy and Pharmacotherapy.   
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 Mc Guffin and Anita Thapar 1992 in their Genetics of Personality 

Disorders have brought out that: it occurs in about 3 percent of the population.  

The sex ratio is unknown.  There is a greater association of cases among the 

biological relatives of schizophrenic patients among controls and a higher 

incidence among monozygotic twins (33 percent versus 4 percent in one 

study). 

 
 Torgersen et al 1993 in his “True” schizotypal personality disorder: A 

study of co-twins and relatives of schizophrenic probands has brought out 

that:  Family history studies show an increased risk of schizophrenia related 

disorder in the relatives of schizotypal probands and, conversely, an 

increased risk for schizotypal personality disorder in the relatives of 

schizophrenia probands 

 
  Siever et al 1993 in his CSF homovanillic acid in schizotypal 

personality disorder has brought out that: at least some forms of schizotypal 

personality disorder involve biological abnormalities characteristic of 

schizophrenia, an increased ventricular-brain ratio on computed tomography 

scan; higher cerebrospinal fluid homovanillic acid concentrations impaired 

smooth pursuit eye movements; and impaired performance on test of 

executive function and other test of visual or auditory attention, such as the 

Wisconsin Card Sorting Test, the backward masking task, the continuous 

performance task and sensory gating tests, suggesting altered precortical 

functioning.  

 
 Kety et al 1968 in his The types and prevalence of mental illness in the 

biological and adoptive families of adopted schizophrenics in the transmission 

of schizophrenia has brought out that:  Like schizophrenic patients,, persons 

with schizotypal personality disorder may not know their own feelings; yet they 

are exquisitively sensitive to detecting the feelings of others, especially 

negative affects like anger.  They may be superstitious or claim clairvoyance.  

Their inner world may be filled with vivid imaginary relationships and childlike 

fears and fantasies.  They may believe that they have special powers of 

thought and insight.  Although frank thought disorder is absent, their speech 
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may often require interpretation. They may admit that hey have perceptual 

illusions or macropsia or that people appear to them as wooden and alike.   

 
 Serban and Siegel 1984 in their Response of borderline and 

Schizotypal patients to small doses of thiothixene and haloperidol have 

brought out that: Antipsychotic medication may be useful in dealing with ideas 

of reference, illusions, and other symptoms of the disorder and can be used in 

conjunction with psychotherapy.  Positive results have been reported with 

haloperidol.   

 
 Mc Guffin and Anita Thapar 1992 in their Genetics of Personality 

Disorders have brought out that: The prevalence of antisocial personality 

disorder is 3 percent in men and 1 percent in women.  It is most common in 

poor urban areas and among mobile residents of those areas.  Boys with the 

disorder come from larger families than do girls with the disorder.  The onset 

of the disorder is before the age of 15.  Girls usually have symptoms before 

puberty and boys even earlier.  In prison populations the prevalence of 

antisocial personality disorder may be as high as 39-75 percent.  A familial 

pattern is present in that it is five times more common among first degree 

relatives of males with the disorder than among controls. 

 
 Lyons et al 1995 in his Differential heritability of adult and juvenile 

antisocial traits has brought out that: Findings of twin and adoptive studies 

indicate that genetic factors predispose to the development of antisocial 

personality disorder. 

 
 Reiss et al 1995 in his   Genetic questions for environmental studies: 

Differential parenting and psychopathology in adolescence has brought out 

that: even in the absence of genetic vulnerability, the early family life of these 

persons often poses severe environmental handicaps in the form of absent, 

assaultive, or inconsistent parenting.  Many family members also have 

significant action-oriented psychopathology such as substance abuse or 

antisocial personality disorder itself.   
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 Hare et al 1991 in his Psychopathy and the DSM-IV criteria for 

antisocial personality disorder has brought out that: Once an antisocial 

personality disorder develops, it runs an unremitting course, with the height of 

antisocial behaviour usually occurring in late adolescence. The prognosis is 

variable.  Some reports indicate that symptoms decrease as patients grow 

older.  Many patients have somatisation disorder and multiple physical 

complaints.  Depressive disorders, alcohol use disorders, and other substance 

abuse are common. 

 
 Woody et al 1985 in his sociopathy and psychotherapy outcome has 

brought out that: If antisocial personality disorder patients are immobilized (for 

example, placed in hospitals), they often become amenable to psychotherapy.  

When the patients feel that hey are among peers, their lack of motivation for 

change disappears. Perhaps that is why self help groups have been more 

useful than jails in alleviating the disorder. Before treatment can begin, firm 

limits are essential. The therapist must find some way or dealing with the 

patient’s self-destructive behaviour.  And to overcome the antisocial 

personality disorder patient’s fear of intimacy, the therapist must frustrate the 

patient’s wish to run from honest human encounters.  In doing so, the 

therapist faces the challenge of separating control form punishment and of 

separating help and confrontation from social isolation and retribution.  

 
 Gunderson JG1990 in his The phenomenological and conceptual 

interface between Borderline Personality Disorder and PTSD has brought out 

that: No definitive prevalence studies are available, but borderline personality 

disorder is thought to be present in about 1 to 2 percent of the population and 

is twice as common in women as in men.   

 
 Kernberg 1975 in his Borderline Conditions and Pathological 

Narcissism and Adler 1985 in his similar studies has brought out that: 

maternal mismanagement of the 2-3 year old child’s efforts to become 

autonomous, exaggerated maternal frustration that aggravates the child’s 

anger and inattention to the child’s emotions and attitudes. 
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 Gunderson JG in his Borderline Personality Disorder has brought out 

that: Borderline personality disorder patients almost always appear to be in a 

state of crisis.  Mood swings are common.  The patients can be argumentative 

at one moment and depressed at the next and then complain of having no 

feelings at another time  

 
 Functionally, borderline personality disorder patients distort their 

present relationships by putting every person into either an all-good or an all-

bad category.  They see people as either nurturant and attachment figures or 

hateful and sadistic persons who deprive them of security needs and threaten 

them with abandonment whenever they feel dependent.  As a result of that 

splitting, the good person is idealized, and the bad person is devalued.  Shifts 

of allegiance from one person or group to another are frequent. . (Gunderson 

1984)  

 
 The disorder is fairly stable in that patients change little over time.  

Longitudinal studies do not show a progression toward schizophrenia, but the 

patients have a high incidence of major depressive disorder episodes.  The 

diagnosis is usually made before the age of 40, when the patients are 

attempting to make occupational, marital, and other choices and are unable to 

deal with the normal stages in the life cycle. (Gunderson 1984) 

 
 Pfohl B 1991 in his Journal Histrionic personality disorder: A review of 

available data and recommendations for DSM IV has brought out that: limited 

data from general population studies suggest a prevalence of histrionic 

personality disorder of about 2 to 3 percent.  Rates of about 20 to 15 percent 

have been reported in inpatient and out patient mental health setting when 

structured assessment is used.   

 
 Patients with histrionic personality disorder show a high degree of 

attention- seeking behaviour.  They tend to exaggerate their thoughts and 

feelings, making everything sound more important than it really is. ( Pfohl B 

1991)    

 



 - 95 - 
 

  Millon T 1991 in his Journal Avoidant Personality Disorder: A brief 

review of issues and data has brought out that: The prevalence of avoidant 

personality disorder is 1 to 10 percent.  No information is available on sex 

ratio or familial pattern.  Infants classified as having a timid temperament may 

be more prone to the disorder than are those high on activity – approach  

scales. 

 
 Millon T 1981 in his Disorders of Personality : DSM-III has brought out 

that: Dependent personality disorder is more common in women than in men.  

One study diagnosed 2.5 percent of all personality disorders as falling into 

that category.  It is more common in young children than in older children.  

Persons with chronic physical illness in childhood may be most prone to this 

disorder. 

 
 Dependent personality disorder is characterized by a pervasive pattern 

of dependent and submissive behaviour.  Persons with the disorder are 

unable to make decisions without an excessive amount of advice and 

reassurance from others (Millon T 1981) 

 
 Hirschfeld et al 1991 in his Journal Dependent Personality Disorder: 

perspectives for DSM-IV has brought out that:  There tends to be impaired 

occupational functioning, as the patients have an inability to act independently 

and without close supervision.  Social relationships are limited to those on 

whom the persons can depend, and many suffer physical or mental abuse 

because they cannot assert themselves.  They risk major depressive disorder 

if they sustain the loss of the person on whom they are dependent.  However, 

the prognosis with treatment is favourable. 

 
 Pfohl B Blum N 1991 in his Journal Obsessive Compulsive Personality 

Disorder: A review of available data and recommendations for DSM-IV has 

brought out that: The prevalence of obsessive-compulsive personality 

disorder is unknown.  It is more common in men than in women and is 

diagnosed most often in oldest children.  The disorder also occurs more 

frequently in first degree biological relatives of persons with the disorder than 

in the general population 
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 Persons with obsessive-compulsive personality disorder are 

preoccupied with rules, regulations, orderliness, neatness, details, and the 

achievement of perfection.  Those traits account for a general constriction of 

the entire personality. (Pfohl B Blum N 1991)    

 
  Silverman JM Sieve r LJ Horvath TB Coccaro EF in his Schizophrenia 

related and affective personality disorder trains in relatives of probands with 

schizophrenia and personality disorders has brought out that: Schizoid 

personality disorder is diagnosed in patients who display a lifelong pattern of 

social withdrawal.  Their discomfort with human interaction, their introversion, 

and their bland, constricted affect are noteworthy.  Persons with schizoid 

personality disorder are always seen by others as eccentric, isolated or lonely. 

 
 MC Glashan TH in his Schizotypal personality disorders Chestnut 

Lodge follow up study has brought out that: Persons with schizotypal 

personality disorder are strikingly odd or strange, even to laypersons.  Magical 

thinking, peculiar idea, ideas of reference, illusions and derealisation are part 

of the schizotypal person’s everyday world. 

 
 Robins LN Deviant in his Children Grown Up A sociological and 

psychiatric study of Sociopathic personality, William and Wilkins, Baltimore 

1996 Rost KM Akin RN Brown FW Smith GFR in their related study has 

brought out that: Antisocial personality disorder is characterized by continual 

antisocial or criminal acts, but it is not synonymous with criminality.  Rather, it 

is an inability to conform to social norms that involves many aspects of the 

patients’ adolescent and adult development.   

 
 Perry JC in his Depression in borderline personality disorder has 

brought out that: Borderline personality disorder patients stand on the border 

between neurosis and psychosis and are characterized by extraordinarily 

unstable affect, mood, behaviour, object relations, and self-image.  The 

disorders has also been called ambulatory schizophrenia, as it personality (a 

term coined by Helene Deutsch), pseudo neurotic schizophrenia (described 

by Paul Hoch and Phillip Politan), and psychotic character (described by John 

Frosh). 
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 Kohut H Wolff ES in his the disorders of the self and their treatment 

and outline has brought out that: Histrionic personality disorder is 

characterized by colorful, dramatic, extroverted behaviour in excitable, 

emotional persons.  Accompanying their flamboyant presentations, however, 

is often an inability to maintain deep, long-lasting attachments. 

 
 Millon T, Lion T in their Personality Disorder diagnosis and 

management has brought out that: Persons with avoidant personality disorder 

show an extreme sensitivity to rejection, which may lead to a socially 

withdrawn life.  They are not asocial and show a great desire for 

companionship but are shy; they need unusually strong guarantees of 

uncritical acceptance.  Such persons are commonly referred to as having an 

inferiority complex. 

 
 Millon T, in his Personality Disorder has brought out that: Persons with 

dependent personality disorder subordinate their own needs to those of 

others, get others to assume responsibility for major areas in their lives, lack 

self-confidence, and may experience intense discomfort when alone for more 

than a brief period.  Freud described an oral-dependent dimension to 

personality characterized by dependence, pessimism, fear of sexuality, self 

doubt, passivity, suggestibility and lack of perseverance. 

 
 Sternlicht HC in his Obsessive-compulsive personality disorder, 

Fluoxewtine and buspirone has brought out that: Obsessive-compulsive 

personality disorder is characterized by emotional constriction, orderliness, 

perseverance, stubbornness and indecisiveness.  The essential feature of the 

disorder is a pervasive pattern of perfectionism and inflexibility. 

 
 Millon T, Lion T in their Personality Disorder diagnosis and 

management has brought out that: The person with passive-aggressive 

personality disorder is characterized by covert obstructionism, procrastination, 

stubbornness and inefficiency.  Such behaviour is a manifestation of 

underlying aggression. 
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 Millon T, Lion T in their Personality Disorder diagnosis and 

management has brought out that: Persons with depressive personality 

disorder are characterized by lifelong traits that fall along the depressive 

spectrum.  They are pessimistic, an-hedonic, duty-bound, self-doubting and 

chronically unhappy.  

 
 Millon T, Lion T in their Personality Disorder diagnosis and 

management has brought out that: Some personality types are characterized 

by elements of sadism or masochism or a combination of both.  

Sadomasochistic personality disorder is a major clinical and historical interest 

in psychiatry. 

 
 Millon T, Lion T in their Personality Disorder diagnosis and 

management has brought out that: Persons with sadistic personality disorder 

show a pervasive pattern of cruel, demeaning and aggressive behaviour, 

beginning in early adulthood that is directed toward others.  Physical cruelty or 

violence is used to inflict pain on others and not to achieve some other goal, 

such as mugging someone in order to steal.  Persons with the disorder like to 

humiliate or demean people in front of others and have usually treated or 

disciplined someone unusually harshly, especially children.  In general, 

sadistic personality disorder persons are fascinated by violence, weapons, 

injury or torture. 

 
 
2.5 PSYCHOSOMATIC DISORDERS PREVIOUS STUDIES 

 
 Alexander F in his psychosomatic medicine, has brought out that: 

Hypertensive persons appear to be outwardly congenial, compliant, and 

compulsive; although their anger is not expressed openly, they have much 

inhibited rage, which they handle poorly.  There appears to be a familial 

genetic predisposition to hypertension; that is, when chronic stress occurs in a 

generically predisposed compulsive personality who has repressed and 

suppressed rage, hypertension may result. 

 Alexander F in his psychosomatic medicine, Norton has brought out 

that: Bronchial asthma is a chronic recurrent obstructive disease of the 
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bronchial airways, which tend to respond to various stimuli by bronchial 

constriction, edema and excessive secretion.  Genetic factors, allergic factors, 

infections, and acute and chronic stress all combine to produce the disease.  

Whereas the rate and depth of a healthy person’s breathing can be changed 

voluntarily to correlate with various emotional states, such changes are 

aggravated and prolonged in a person with asthma. 

 
 Miller L In his the mind and the body has brought out that: Obesity is a 

condition characterized by the excessive accumulation of fat (when the body 

weight exceeds by 20 percent the standard weight listed in the usual height 

weight tables) 

 
 Miller L In his the mind and the body has brought out that: Anorexia 

nervosa is characterized by behaviour directed toward losing weight, peculiar 

patterns of handling food, weight loss, and intense fear of gaining weight, 

disturbance of body image, and, in women, amenorrhea.  It is one of the few 

psychiatric illness that may have a cause unremitting until death. 

 
 Miller L In his the mind and the body has brought out that: Rheumatoid 

arthritis is a disease characterized by chronic musculoskeletal pain caused by 

inflammatory disease of the joints.  The disorder has significant hereditary, 

allergic, immunological, and psychological causative factors.  Psychological 

stress may predispose patients to rheumatoid arthritis and other autoimmune 

diseases by immune suppression.  The arthritic person feels restrained, tired 

down and confined. 

 
 Miller L In his the mind and the body has brought out that: Migraine 

(vascular) headache are a paroxysmal disorder characterized by recurrent 

headaches, with or without related visual and gastrointestinal disturbances.  

They are probably caused by a functional disturbance in the cranial 

circulation. 

 

 Gilbert MM in his reactive depression as a model psychosomatic 

disease has brought out that: Emotional stress is often associated with the 

prolonged contraction of head and neck muscles, which over several hours 
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constrict the blood vessels and result in ischemia.  A dull, aching pain often 

begins suborccipitally and may spread over the head, sometimes feeling like a 

tightening band.  The scalp may be tender to the touch and, in contrast to a 

migraine, the headache is usually bilateral and not associated with prodromta, 

nausea and vomiting. 

 
 Miller L In his the mind and the body has brought out that: Diabetes 

mellitus is a disorder of metabolism and the vascular system manifested by a 

disturbance of the body’s handling of glucose, lipid and protein. 

 
  Dollinar LJ in his Obstacles to the care of patients with medical 

psychiatric illness on general hospital psychiatry units has brought out that: 

Premenstrual dysphoric disorder, also known as premenstrual syndrome 

(PMS) is characterized by cyclical subjective changes in mood and the 

general sense of physical and psychological well being correlated with the 

menstrual cycle. 

 
 Dollinar LJ in his Obstacles to the care of patients with medical 

psychiatric illness on general hospital psychiatry units has brought out that: 

Menopause is a natural physiological event.  It is usually dated as having 

occurred after an absence of menstrual periods for one year.  Usually, the 

menses taper off during a two-to-five years span, most often between the 

ages of 48 and 55; Menopause also occurs immediately after the surgical 

removal of ovaries. 

  
 Dollinar LJ in his Obstacles to the care of patients with medical 

psychiatric illness on general hospital psychiatry units has brought out that: 

The cessation of normal menstrual cycles in nonpregnant, premenopausal 

women with no demonstrable structural abnormalities in the brain, the pituitary 

or the ovaries is termed idiopathic amenorrhea. 

 

 Kyle J in his Crohn’s Disease has revealed that: Persistent pain is the 

most frequent complaint of patients, yet it is one of the most difficult symptoms 

to treat because of differing causes and individual responses to the pain. 
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 Fink P in his Surgery and medical treatment in persistent somatizing 

patients has revealed that: In 1968 George Solomon suggested that 

emotional stress affects the immune system, especially through a decrease in 

T lymphocytes; he named the new filed psychoimmunology. S. Keller later 

found a decrease in lymphocytes in rats that were helpless to escape or to 

stop electric shocks.  In 1975 Robert Ader found a conditioned suppression of 

the immune response in rats and renamed the field as psychoneuro- 

immunology. 

 
 
2.6 HYPNOTHERAPY PREVIOUS STUDIES 

 

 Medical use of hypnosis’, BMJ, April, 1995 has brought out that: The 

Subcommittee is satisfied after consideration of the available evidence that 

hypnotism is of value and may be the treatment of choice in some cases of 

so-called psycho-somatic disorder and Psychoneurosis.  It may also be of 

value for revealing unrecognized motives and conflicts in such conditions.  As 

a treatment, in the opinion of the Subcommittee, it has proved its ability to 

remove symptoms and to alter morbid habits of thought and behaviour.  In 

addition to the treatment of psychiatric disabilities, there is a place for 

hypnotism in the production of anaesthesia or analgesia for surgical and 

dental    operations, and in suitable subjects it is an effective method of 

relieving pain in childbirth without altering the normal course of labor. 

  

 BMA Council Proceedings, BMJ, April 23, 1955:1019 has brought out 

that: For the past hundred years there has been an abundance of evidence 

that psychological and physiological changes could be produced by hypnotism 

which were worth study on their own account, and also that such changes 

might be of great service in the treatment of patients.  

 

 American Medical Association (AMA) commissioned a similar report 

which endorses the 1955 BMA report and concludes that: the use of hypnosis 

has a recognized place in the medical armamentarium and is a useful 
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technique in the treatment of certain illnesses which employed by qualified 

medical and dental personnel.  (‘Medical use of hypnosis’ JAMA, 1958).   

 

 The Reference Committee on Hygiene, Public Health, and Industrial 

Health approved the report and commended the Council on Mental Health for 

its work. The House of Delegates adopted the Reference Committee report 

(AMA Proceedings, JAMA, September 1958: 57) 

 

 Vickers and Zollman, ‘Clinical Review: Hypnosis and Relaxation 

Therapies’, BMJ, 1999 brought out that: ‘There is good evidence from 

randomized controlled trials that both hypnosis and relaxation techniques can 

reduce anxiety particularly that related to stressful situations such as receiving 

chemotherapy.  ‘They are also effective for panic disorders and insomnia, 

particularly when integrated into a package of cognitive therapy (including, for 

example, sleep hygiene).  

 

 A systematic review has found that hypnosis enhances the effects of 

cognitive behavioural therapy for conditions such as phobia, obesity, and 

anxiety. ‘Randomized controlled trials support the use of various relaxation 

techniques for treating both acute and chronic pain, ‘Randomized trials have 

shown hypnosis to be of value in asthma and in irritable bowel syndrome 

‘Relaxation and hypnosis are often used in cancer patients. There is strong 

evidence from randomized trials of the effectiveness of hypnosis and 

relaxation for cancer related anxiety, pain, nausea, and vomiting, particularly 

in children (BMJ, 1999) 

 
 BPS, ‘The Nature of Hypnos’, 2001’ brought out that: There is evidence 

from several studies that hypnosis inclusion in a weight reduction programme 

may significantly enhance outcome’. 

 

 Flammer and Bongartz, 'On the efficacy of hypnosis: a meta-analytic 

study', Contemporary Hypnosis have brought out that: analysis of treatment 

designs concluded that expansion of the meta-analysis to include non-

randomized trials for this data base would also produce reliable results. When 
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all 133 studies deemed suitable in light of this consideration were re-analyzed, 

providing data for over 6,000 patients, the findings suggest an average 

improvement in 27% of untreated patients over the term of the studies 

compared with a 74% success rate among those receiving hypnotherapy. This 

is a high success rate given the fact that many of the studies measured 

included the treatment of addictions and medical conditions. The outcome 

rates for anxiety disorders alone, traditionally hypnotherapy's strongest 

application, were higher still.  

 
 Weitzenhoffer, The Practice of Hypnotism (2000) has brought out that: 

Richard Bandler and John Grinder have on the other hand, offered a much 

adulterated, and at times fanciful, version of what they perceived Erickson as 

saying or doing guided by their own personal theorizing. 

 

 

2.7 THEORETICAL ORIENTATION OF THE STUDY 

 This section brings out the theoretical orientation of the study in a 

detailed manner.  Let us examine them in the foregoing. 

  

 

2.7.1 DISORDERS INCLUDED IN THE RESEARCH DISCUSSED WELL 

 MANNERED IN DETAIL 

 

 The definitions for the disorders brought out in chapter I do explain the 

characteristics of each disorder unambiguously; however, a detailed study of 

each disorder will perpetually explain them in a more significant manner.  The 

following lines do describe the disorders included in the research in a 

systematic method, such that, it explains the epidemiology, etiology, 

diagnosis, diagnostic criteria under DSM-IV, clinical features, differential 

diagnosis, course and prognosis and treatment of each disorder in an explicit 

way. 
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2.7.1.1 DISSOCIATIVE DISORDRES 

 

Dissociative Amnesia 

 

Brief description of the disorder  

 
 It can be noted from the definitions given above, that Dissociative 

Amnesia is an inability to recall information already stored in the patients 

memory.  The forgotten memory is usually of a traumatic or stressful event in 

the person’s life.  However, the capacity to learn new information is retained 

i.e. except for their amnesia; patients with dissociative amnesia appear 

completely intact and function coherently.  

 
Epidemiology 

  
 Amnesia is the most common dissociative symptoms, since it occurs in 

almost all the dissociative disorders.  Epidemiological data is limited and 

uncertain.  However, dissociative amnesia is thought to occur more often in 

women than in men and more often in young adults than in older adults; its 

incidence probably increases during times of war and natural disasters and 

also due to traumatic events such as bomb blasts occurring very frequently in 

our country (Brna T.G. Jr, Wilson CC 1990).  

  
 In the various reports from psychiatric clinics from India and elsewhere 

hysteria constitutes 6-15% of all the OPD diagnoses and about 14-20% of all 

neurotic patients. Females usually outnumber males, but in children the 

percentage may be similar.  The onset usually occurs after 5 years of age and 

the average age of onset is 10-25 years.  The majority of Indian patients are 

married and have a lower educational level (Nandi et al 1985).  

 
Etiology 

 
 The neuroanatomical, neurophysiological, and neurochemical 

processes of memory storage and retrieval are much better understood today 

than they were a decade ago.  The differentiations between short-term 

memory and long-term memory, the central role of the hippocampus, and the 
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involvement of neurotransmitter systems have been clarified.  The newly 

appreciated complexity of the formation and the retrieval of memories may 

make dissociative amnesia intuitively understandable because of the many 

potential areas for dysfunction.  However, vast majority of patients with 

dissociative are unable to retrieve painful memories of stressful and traumatic 

events. Thus the emotional content of the memory is clearly related to the 

pathophysiology and the cause of the disorder.  The theory of state-

dependent learning applies to dissociative amnesia in that the memory of a 

traumatic event is laid down during the event, and the emotional state may be 

so out of the ordinary for the affected person that it is hard for the person to 

remember information learned during the state.  The psychoanalytic approach 

to dissociative amnesia is to consider the amnesia primarily as a defense 

mechanism, in which the person alters consciousness as a way of dealing 

with an emotional conflict or an external stressor.  Secondary defenses 

involved in dissociative amnesia include repression (disturbing impulses are 

blocked from consciousness) and denial (some aspect of external reality is 

ignored by the conscious mind).(Kapur N 1991, Rowan AJ, Seonbaum DH 

1991) 

 
 Fisher and Josephs (1949), Luparello (1970) and Rapaport (1957) later 

modified the Freudian model to consider amnesia as a result of patient’s 

regression to an altered state of consciousness as a compromise formation to 

solve a painful internal psychic conflict. 

 
Diagnosis 

 
 Dissociative Amnesia can be diagnosed only if the symptoms are not 

limited to amnesia that occurs in the course of dissociative identity disorder 

and are not the result of a general medical condition (for example, head 

trauma) or the ingestion of a substance. 
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Diagnostic Criteria for 300.12 Dissociative Amnesia in accordance with 
DSM-IV (excerpts from DSM-IV) 
 

• The predominant disturbance is one or more episodes of 

 inability to recall important personal information, usually of a 

 traumatic or  stressful nature, that is to extensive to be 

 explained by  ordinary forgetfulness. 

 

• The disturbance does not occur exclusively during the course of 

 Dissociative Identity Disorder, Dissociative Fugue, Posttraumatic 

 Stress Disorder, Acute Stress Disorder, or Somatization 

 Disorder and is not due to  the direct physiological effects of a 

 substance (e.g., a drug of abuse, a medication) or a neurological 

 or other general medical condition (e.g., Amnestic Disorder Due 

 to Head Trauma). 

 

• The symptoms cause clinically significant distress or impairment 

 in social, occupational, or other important areas of functioning. 

 
Clinical Features 

 
 It has been noted that rare episodes of dissociative amnesia occur 

spontaneously, the history of the patient usually reveals some precipitating 

emotional trauma charged with painful emotions and psychological conflict. A 

fantasized or actual expression of an impulse (sexual or aggressive) with 

which the patient is unable to deal may also act as the precipitant.  Amnesia 

may follow an extramarital affair that the patient finds morally reprehensible.  

Although not necessary for diagnosis, the onset is often abrupt, and the 

patients are usually aware that they have lost their memories.  Some patients 

are upset about the memory loss, but others appear to be unconcerned or 

indifferent.   

 
 The amnesia of dissociative amnesia may take one of several forms: 

(1) localised amnesia, the most common type, is the loss of memory for the 

events of a short period of time (a few hours to a few days); (2) generalized 
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amnesia, is the loss of a memory for a whole lifetime of experience; (3) 

selective (also known as systematized) amnesia is the failure to recall some 

but not all events during a short period of time.   

  
 Amnesia may have a primary gain or secondary gain.  The woman who 

is amnestic for the birth of a dead baby achieves primary gain by protecting 

herself from painful emotions.  An example of secondary gain is a soldier who 

has sudden amnesia and is removed form combat as a result. Kapur N 1991, 

Rowan AJ, Seonbaum DH 1991) 

 
Differential Diagnosis 

 
 Dissociative Amnesia must be distinguished from Amnestic Disorder 

Due to a General Medical Condition, in which the amnesia is judged to be the 

direct physiological consequence of a specific neurological or other general 

medical condition (e.g., head trauma, epilepsy).   

 
 Memory loss associated with the use of substance or medications must 

be distinguished from Dissociative Amnesia.   

 
 Substance-Induced Persisting Amnesic Disorders should be diagnosed 

if it is judged that there is a persistent loss of memory that is related to the 

direct physiological effects of a substance (e.g., a drug of abuse or a 

medication).   

 
 Memory loss associated with Substance Intoxication (e.g., black outs) 

can be distinguished from Dissociative Amnesia by the association of the 

memory loss with heavy substance use and the fact that the amnesia usually 

cannot be reversed. 

 
 The dissociative symptom of amnesia is a characteristic feature of both 

Dissociative Fugue and Dissociative Identity Disorder. Therefore, if the 

dissociative amnesia occurs exclusively during the course of Dissociative 

Fugue or Dissociative Identity Disorder, a separate diagnosis of Dissociative 

Amnesia is not made.  Because depersonalization is an associated feature of 
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Dissociative Amnesia, depersonalization that occurs only during Dissociative 

Amnesia should not be diagnosed separately as Depersonalization Disorder. 

 
 In Posttraumatic Stress Disorder and Acute Stress Disorder, there can 

be amnesia for the traumatic event.  Similarly, dissociative symptoms such as 

amnesia are included in the criteria set for Somatization Disorder. Dissociative 

Amnesia is not diagnosed if it occurs exclusively during the course of these 

disorders. 

 Malingered amnesia is most common in individuals presenting with 

acute, florid symptoms in a context in which potential secondary gain is 

evident for example, financial or legal problems or the desire to avoid combat, 

although true amnesia may also be associated with such stressors.  

Furthermore, individuals with true Dissociative Amnesia usually score high on 

standard measures hypnotisability and dissociative capacity. 

 
 Dissociative Amnesia must also be differentiated from memory loss 

related to Age Related Cognitive Decline and non-pathological forms of 

amnesia including everyday memory loss, posthypnotic amnesia, infantile and 

childhood amnesia, and amnesia for sleep and dreaming.  Dissociative 

Amnesia can be distinguished from normal gaps in memory by the extensive 

and involuntary nature of the inability to recall the content of the lost memory 

(i.e., memories of a traumatic nature) and by the presence of significant 

distress or impairment. (Coons PM, Milstein V 1992, American Psychiatric 

Association. Diagnostic and Statistical Manual of Mental Disorders IV ed. 

1994)  

 
Course and Prognosis 

 
 The symptoms of dissociative amnesia usually terminate abruptly, and 

recovery is generally complete with few recurrences.  In some cases, 

especially if there is secondary gain, the condition may last a long time. 

Patients memories should be tried to restored to consciousness as soon as 

possible; otherwise, the repressed memory may form a nucleus in the 

unconscious mind around which future amnestic episodes may develop.   
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Treatment 

 
 Intermediate and short-acting barbiturates, such as thiopental 

(Pentothal) and sodium amobarbital given intravenously, and 

benzodiazepines may be used to help patients recover their forgotten 

memories.  Hypnosis can be used primarily as a means of relaxing the patient 

enough to recall what has been forgotten (Maldonaldo JR, Butler LD, Spiegel 

D 1997). 

Dissociate Fugue 

 

Brief description of the disorder  

 
 The definitions given above clearly bring out that dissociative fugue is a 

characteristic where a person has physically travelled away from their 

customary homes or work situations and failed to remember important 

aspects of their previous identities like name, family, occupation etc. They 

often but not necessarily, take on new identity and new profession though the 

new identity is less complete. 

  
Epidemiology 

 
 Dissociative fugue is rare and, like dissociative amnesia occurs most 

often during war time, after natural disasters, and as a result of personal crisis 

with intense internal conflicts. 

 
 A prevalence rate of 0.2% for Dissociative Fugue has been reported in 

the general population.  The prevalence may increase during times of 

extremely stressful events such as wartime or natural disaster (American 

Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders 

IV ed) 

 
Etiology 

 
 Although heavy alcohol abuse may predispose a person to dissociative 

fugue, the cause of the disorder is thought to be basically psychological.  The 

essential motivating factor appears to be a desire to withdraw from 
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emotionally painful experiences.  Patients with mood disorders and certain 

personality disorders (for example borderline, histrionic and schizoid 

personality disorders) are predisposed to the development of dissociative 

fugue. 

 
 A variety of stressors and personal factors predispose a person to the 

development of dissociative fugue.  Other associated predisposing features 

include depression, suicide attempts, organic disorders (especially epilepsy), 

and a history of substance abuse. A history of head trauma also predisposes 

a person to dissociative fugue.(James 1890 and 1950) 

  
Diagnosis 

 
 Dissociative Fugue is diagnosed when a person either be confused 

about his or her identity or assumes a new identity.  Unlike dissociative 

amnesia, the diagnosis of dissociative fugue requires that the onset of the 

symptoms be sudden. 

 
 In addition to changing the name of the disorder form the DSM-III R 

name of psychogenic fugue to a dissociative fugue, DSM-IV makes one of the 

diagnostic criteria less restrictive than in DSM-II R.  

 
Diagnostic Criteria for 300.13 Dissociative Amnesia in accordance with 
DSM-IV (excerpts from DSM-IV) 
 

• The predominant disturbance is sudden, unexpected travel 

 away from  home or one’s customary place of work, with 

 inability to recall one’s past. 

 

• Confusion about personal identity or assumption of a new 

 identity (partial or complete). 

 

• The disturbance does not occur exclusively during the course of 

 Dissociative Identity Disorder and is not due to the direct 

 physiological effects of a substance (e.g.., a drug of  abuse, a 
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 medication) or a general medical condition (e.g., temporal lobe 

 epilepsy). 

 

• The symptoms cause clinically significant distress or impairment 

 in social, occupational, or other important areas of functioning. 

 

Clinical Features 

 
 Dissociative fugue has several typical features.  Patients wander in a 

purposeful way, usually far from home and often for days at a time. During 

that period they have complete amnesia for their past lives and associations, 

but, unlike patients with dissociative amnesia, they are generally unaware that 

they have forgotten anything.  Only when they suddenly return to their former 

selves do they recall the time antedating the onset of fugue, but then they 

remain amnestic for the period of the fugue itself.  Patients with dissociative 

fugue do not seem to others to be behaving in extraordinary ways, nor do they 

give evidence of acting out any specific memory of a traumatic event.  On the 

contrary, dissociative fugue patients lead quiet, prosaic, reclusive existences; 

work at simple occupations; live modestly; and in general, do nothing to draw 

attention to themselves (Kapur N 1991, Rowan AJ, Seonbaum DH 1991) 

 
Differential Diagnosis 

 
 Dissociative Fugue must be distinguished form symptoms that are 

judged to be the direct physiological consequence of a specific general 

medical condition (e.g., head injury). 

 
 Individuals with complex partial seizures have been noted to exhibit 

wandering or semi purposeful behaviour during seizures or during post ictal 

states for which there is subsequent amnesia. 

 
 Dissociative Fugue must also be distinguished from symptoms caused 

by the direct physiological effects of a substance. 

 
 If the fugue symptoms only occur during the course of Dissociative 

Identity Disorder, Dissociative Fugue should not be diagnosed separately.  
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Dissociative Amnesia and Depersonalization Disorder should not be 

diagnosed separately if the amnesia or depersonalization symptoms occur 

only during the course of a Dissociative Fugue. 

 
 Wandering and purposeful travel that occurs during a Manic Episode 

must be distinguished from Dissociative Fugue. 

 
 Peripatetic behaviour may also occur in Schizophrenia.  Memory for 

events during wandering episodes in individuals with Schizophrenia may be 

difficult to ascertain due to the individual’s disorganized speech.  However, 

individuals with Dissociative Fugue generally do not demonstrate any of the 

psychopathology associated with Schizophrenia (e.g., delusions, negative 

symptoms). (American Psychiatric Association. Diagnostic and Statistical 

Manual of Mental Disorders IV ed) 

 
Course and Prognosis 

 
 The fugue is usually brief hours to days.  Less commonly, a fugue lasts 

many months and involves extensive travel covering thousands of miles.  

Generally, recovery is spontaneous and rapid, and recurrences are rare. 

 
Treatment 

 
 Treatment of dissociative fugue is similar to the treatment of 

dissociative amnesia. (Spiegal D et al 1978 and 1987)  

      

Dissociative Identity Disorder (Multiple Personality Disorder) 

 
Brief description of the disorder  

 
 The definitions elucidated above bring out that the persons with 

dissociative identity disorder have two or more distinct personalities, each of 

which determines behaviour and attitudes during any period when it is the 

dominant personality.  Further the person is amnestic for the entire period 

when he or she assumes another personality.   
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Epidemiology 

 
 Anecdotal and research reports about dissociative identity disorder 

have varied in their estimates of prevalence of the disorder.  On one extreme, 

some investigators believe that dissociative identity disorder is extremely rare; 

on the other extreme, some investigators believe that dissociative identity 

disorder is vastly under recognised.  Well controlled studies have reported 

that from 0.5 to 2 percent of general psychiatric hospital admission meet the 

diagnostic criteria for dissociative identity disorder, as do perhaps as many as 

5 percent of all psychiatric patients.  Patients who receive the diagnosis of 

dissociative identity disorder are overwhelmingly women 90 to 100 percent of 

most samples reported. However, many clinicians and researches believe that 

men are underreported in clinical samples because, they believe most men 

with the disorder enter the criminal justice system, rather than the mental 

health system. 

 
 The disorder is most common in late adolescence and young adult life, 

with a mean age of diagnosis of 30 years, although patients have usually had 

symptoms for 5 to 10 years before the diagnosis.  Several studies have found 

that the disorder is more common in the first degree biological relatives of 

people with the disorder than in the general population. Dissociative disorders 

frequently coexists with other mental disorders, including anxiety disorders, 

mood disorders, somatoform disorders, sexual dysfunctions, substance – 

related disorders, eating disorders, sleeping disorders, and post traumatic 

stress disorder. (Boon S, Drajier N 1993) 

 
 Varma et al (1981) speculated that the higher prevalence of MPD in the 

West may be related to social approval of role playing, while a higher 

prevalence of possession disorders in India may be related to religious beliefs 

in polytheism and reincarnation. On the other hand, Adityanjee et al (1989) 

discussed regarding the possibility of the majority of cases of multiple 

personality disorder in India having been diagnosed as possession syndrome.  
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Etiology 
 
 The cause of dissociative identity disorder is unknown, although the 

histories of the patients invariably (approaching 100 percent) involve a 

traumatic event, most often in childhood.  In general, four types of causative 

factors have been identified (1) a traumatic life event, (2) a tendency for the 

disorder to develop, (3) formulative environmental factors, and (4) the 

absence of external support.  The formulative environmental factors involved 

in the pathogenesis of dissociative identity disorder are nonspecific and are 

likely to involve such factors as role models and the availability of other 

mechanisms with which to deal with stress.  In many cases of dissociative 

identity disorder, a factor in the development of the disorder seems to have 

been the absence of support from significant others for example, parents, 

siblings, other relatives, and non related people, such as teachers. 

 
Diagnosis 

 
 The diagnosis of dissociative identity disorder requires the presence of 

at least two distinct personality states. The diagnosis of dissociative 

personality disorder is excluded if the symptoms are the result of a substance 

(for example, alcohol) or a general medical condition (for example, complex 

partial seizures). 

 
Diagnostic Criteria for 300.14 Dissociative Fugue in accordance with 
DSM-IV (excerpts from DSM-IV) 
 

• The presence of two or more distinct identities or 

 personality  states  (each with its own relatively enduring 

 pattern of perceiving , relating to, and thinking about the 

 environment and self) 

 

• At least two of these identities or personality states 

 recurrently take control of the person’s behaviour. 

 

• Inability to recall important personal information that is too 

 extensive to be explained by ordinary forgetfulness. 
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• The disturbance is not due to the direct physiological effects of a 

 substance (e.g., blackouts or chaotic behaviour during Alcohol 

 Intoxication) or a general medical condition (e.g., complex partial 

 seizures). Note: In children, the symptoms are not attributable to 

 imaginary playmates or other fantasy play. 

 

Clinical Features 

  
 Patients with dissociative identity disorder are often thought to have a 

personality disorder (commonly borderline personality disorder), 

schizophrenia, or a rapid cycling bipolar disorder.  Often only two or three of 

the personalities are evident at diagnosis; the others are recognized during 

the course of treatment. 

  
 The transition from one personality to another is often sudden and 

dramatic.  The patient generally has amnesia during each personality state for 

the existence of the others and for the events that took place when another 

personality was dominant. Sometimes, however, one personality state is not 

bound by such amnesia and retains complete awareness of the existence, 

qualities, and activities of the other personalities.  At other times, the 

personalities are aware of all or some of the others to varying degrees and 

may experience the other as friends, companions, or adversaries.  Each 

personality has a fully integrated, highly complex sort of associated memories 

and characteristic attitudes, personal relationships, and behaviour patterns.   

Most often, the personalities have proper names; occasionally, one or more is 

given the name of its function for example, the protector.  Although some 

clinicians have emphasized that one of the personalities tends to be the 

dominant personality that is not always the case.  In fact, sometimes one 

personality masquerades as one of the others.  However, usually a host 

personality is the one who presents for treatment and carries the patient’s 

legal name.  The host personality is likely to be depressed or anxious, may 

have masochistic personality traits, and may seem overly moral.   
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 The first appearance of the secondary personality or personalities may 

be spontaneous or may emerge in relation to what seems to be a precipitant 

(including hypnosis or a drug assisted interview).  The personalities may be of 

both sexes, of various races and ages, and from families different from the 

patient’s family of origin.  The most common subordinate personality is 

childlike.  Often, the personalities are disparate and may even be opposites.  

In the same person, one of the personalities may be extroverted, even 

sexually promiscuous, and other may be introverted, withdrawn, and sexually 

inhibited.  On examination, patients often show nothing unusual in their mental 

status, other than a possible amnesia for periods of varying durations.  Often, 

only with prolonged interviews or many contacts with a patient with 

dissociative identity disorder it is able to detect the presence of multiple 

personalities. Sometimes even by asking a patient to keep a diary, the 

clinician finds the multiple personalities revealed in the diary entries.(Fahy TA 

1988) 

 
Differential Diagnosis 

 
 Dissociative Identity Disorder must be distinguished from symptoms 

that are caused by the direct physiological effects of a general medical 

condition (e.g., seizure disorder). 

 
 Dissociative Identity Disorder should be distinguished from dissociative 

symptoms due to complex partial seizures, although the two disorders may 

co-occur.  Seizures episodes are generally brief (30 seconds to 5 minutes) 

and do not involve the complex and enduring structures of identity and 

behaviour typically found in Dissociative Identity Disorder. 

 
 Symptoms caused by the direct physiological affects of a substance 

can be distinguished form Dissociative Identity Disorder by the fact that a 

substance (e.g., a drug of abuse or a medication) is judged to be etiologically 

related to the disturbance. 

 
 The diagnosis of Dissociative Identity Disorder takes precedence over 

Dissociative Amnesia, Dissociative Fugue, and Depersonalization Disorder. 
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 The differential diagnosis between Dissociative Identity Disorder and a 

variety of other mental disorders (including Schizophrenia and other Psychotic 

Disorders, Bipolar Disorder, With Rapid Cycling, Anxiety Disorders, 

Somatization Disorders, and Personality Disorders) is complicated by the 

apparently overlapping symptom presentations. For example, the presence of 

more than one dissociated personality state may be mistaken for a delusion or 

the communication from one identity to another may be mistaken for a 

hallucination, leading to confusion with the Psychotic Disorders, and shifts 

between identity states maybe confused with cyclical mood fluctuations 

leading to confusion with Bipolar Disorder). Factors that may support a 

diagnosis of Dissociative Identity Disorder are the presence of clear cut 

dissociative identity specific demeanours and behaviours over time, reversible 

amnesia, evidence of dissociative behaviour that predates the clinical or 

forensic presentation. 

 
 Dissociative Identity Disorder must be distinguished form Malingering in 

situations in which there may be financial or forensic gain and from Factious 

Disorder in which there may be a pattern of help-seeking behaviour. 

(American Psychiatric Association. Diagnostic and Statistical Manual of 

Mental Disorders IV ed) 

 
Course and Prognosis 

  
 Dissociative identity disorder can develop in children as young as 3 

years of age.  In children the symptoms may appear trancelike and may be 

accompanied by changes in abilities, depressive disorder symptoms, 

amnestic periods, hallucinatory voices, disavowal of behaviours, and suicidal 

or self-injurious behaviours.  In spite of the female predominance in the 

disorder, affected children are more likely to be boys than girls.  In 

adolescence the female predominance develops.  Two symptom patterns in 

affected female adolescents have been observed: One symptom pattern is of 

a chaotic life with promiscuity, drug use, somatic symptoms, and suicide 

attempts.  Such patients may be classified as having an impulse control 

disorder, schizophrenia, rapid-cycling bipolar I disorder, a histrionic or 
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borderline personality disorder.  A second pattern is characterized by 

withdrawal and child like behaviours. Sometimes those patients are 

misclassified as having a mood disorder, a somatoform disorder, or 

generalized anxiety disorder. In male adolescents with dissociative identity 

disorder, the symptoms may get them into trouble with the law or school 

officials, and they may eventually end up in prison.   

  
 The earlier the onset of dissociative identity disorder, the worse is the 

prognosis is.   One or more of the personalities may function relatively well, 

while others function marginally.  The level of impairment ranges from 

moderate to severe, the determining variables being the number, the type, 

and the chronicity of the various personalities. The disorder is considered the 

most severe and chronic of the dissociative disorders, and recovery is 

generally incomplete. In addition, individual personalities may have their own 

separate mental disorders; mood disorders, personality disorders, and other 

dissociative disorders are the most common (American Psychiatric 

Association 1994; Putnam et al 1986 and Kluft 1985).  

 
Treatment 
  
 The most efficacious approaches to dissociative identity disorder 

involve insight oriented psychotherapy, often in association with hypnotherapy 

or drug-assisted interviewing techniques.  Hypnotherapy or drug assisted 

interviewing can be useful in obtaining additional history, identifying previously 

unrecognized personalities, and fostering abreaction.  If any of the 

personalities are inclined toward self-destructive or otherwise violent 

behaviour, the therapist should engage the patient and the appropriate 

personalities in the treatment contracts regarding those dangerous 

behaviours. Hospitalization may be necessary in some cases. (Putnam` FW, 

Lowenstein RJ 1993, Braun 1984, Kluft 1982; Maldonado et al 1997; Smith 

1993; H Spiegel and Spiegel 1978/1987).   
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2.7.1.2 ADJUSTMENT DISORDER 

 
 Adjustment Disorder is a short term maladaptive reaction to what a 

layperson may call a personal misfortune or to what a psychiatrist calls a 

psychosocial stressor. Adjustment disorder is expected to remit soon after the 

stressor ceases or, if the stressor persists, a new level of adaptation is 

achieved.  The response is maladaptive because of impairment in social or 

occupational functioning or because of symptoms or behaviours that are 

beyond the normal, usual, or unexpected response to such a stressor. 

 
Epidemiology 

 
 Adjustment disorder is one of the most common psychiatric diagnoses 

among patients hospitalized for medical and surgical problems.  In one study 

5 percent of hospital admissions over a three year period were classified as 

having adjustment disorder. The disorder is most frequently diagnosed in 

adolescents but may occur at any age. 

 
 In one survey of psychiatric patients, 10 percent of the sample 

population were found to have adjustment disorder.  The ratio of females to 

males was about 2 to 1.  Single women are generally overly represented as 

being most at risk.  Among adolescents of either sex, common types of 

precipitating stresses are school problems, parental rejection, parental 

divorce, and substance abuse.  Among adults, common precipitating stresses 

are marital problems, divorce, moving to a new environment, and financial 

problems. (Andreasen N, Wasek P 1980).  

  
 Andreasen and Wasek (1980) reported that 5% of inpatient and 

outpatient sample were labelled as having adjustment disorder.  Fabrega et 

al. (1987) observed that 2.3% of a sample of patients at a walk in clinic met 

criteria for adjustment disorder, with no other diagnoses on Axis I or Axis II; 

20% had the diagnosis of adjustment disorder when patients with other Axis I 

diagnoses  also were included.  In general hospital psychiatric consultation 

populations, adjustment disorder was diagnoses as 21.5 % (Popkin et al 

1990).  D Schafer (personal communication, April 1990) noted that up to 70% 
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of children in the psychiatric setting may be given the diagnosis of adjustment 

disorder in a variety of mental health care settings. Greenberg et al (1995) 

report more substance abuse in adults with diagnosed adjustment disorder 

compared with all those with other diagnoses.    

 
Etiology 

  
 Adjustment disorder is precipitated by one or more stressors.  The 

severity of the stressors is not always predictive of the severity of adjustment 

disorder; the stressor severity is a complex function of degree, quantity, 

duration, reversibility, environment, and personal context.  For example, the 

loss of a parent is different for a 10 year old and a 40 year old. Personality 

organization and cultural or group norms and values contribute to the 

disproportionate responses to stressors. 

 
 Stressors may be single, such as a divorce or the loss of a job, or 

multiple, such as a death of an important person occurring at the same time 

as one’s own physical illness and loss of a job.  Stressors may be recurrent, 

such as seasonal business difficulties, or continuous, such as chronic illness 

as living in poverty. A discordant interfamilial relationship may produce 

adjustment disorder that affects the whole family system.  Or the disorder may 

be limited to the patient, as when the patient is the victim of a crime or has a 

physical illness.  Sometimes adjustment disorder occurs in a group or 

community setting, and the stressor affects several people, as in a natural 

disaster or in racial, social, or religious persecution.  Specific developmental 

stages such as beginning school, leaving home, getting married, becoming a 

parent, failing to achieve occupational goals, having one’s last child leave 

home, and retiring are often associated with adjustment disorder (Cohen 

(1981), Brezinka et al 1994) 

 
Psychoanalytic Factors 
 
 Several psychoanalytic researchers have discussed the capacity of the 

same stress to produce a range of responses in various normal human 

beings.  Throughout his life Sigmund Freud remained interested in why the 

stresses of ordinary life produce illness in some and not in others, why an 
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illness takes a particular form, and why some experiences and not other 

predispose a person to psychopathology.  He gave considerable weight to 

constitutional factors and viewed them as interacting with a person’s life 

experiences to produce fixation. 

 Psychoanalytic research has emphasized the role of the mother and 

the rearing environment in a person’s later capacity to respond to stress.  

Particularly important was Donald W Winnicot’s concept of the good-enough 

mothers, a person who adapts to the infant’s needs and provides enough 

support to enable the growing child to tolerate the frustrations in life. 

 

Psychodynamic Factors 

 
 A concurrent personality disorder or organic impairment may make a 

person vulnerable to adjustment disorder. Vulnerability is also associated with 

the los of a parent during infancy.  Actual or perceived support from key 

relationships may mediate behavioural and emotional responses to stressors. 

 
 Pivotal to the understanding of adjustment disorder is an understanding 

of three factors : (1) the nature of the stressor, (2) the conscious and 

unconscious meanings of the stressor, and (3) the patient’s pre-existing 

vulnerability. The clinician must undertake a detailed exploration of the 

patient’s experience of the stressor.  Certain patients commonly place all the 

blame on a particular event when a less obvious event may have been more 

significant in terms of the psychological meaning to the patient.  Current 

events may reawaken past traumas or disappointments from childhood, so 

patients should be encouraged to think about how the current situation relates 

to similar past events. 

 
 Throughout early development, each child develops a unique set of 

defense mechanisms to deal with stressful events.  Because of greater 

amounts of trauma or greater constitutional vulnerability, some children have 

less mature defensive constellations than do other children.  That 

disadvantage may cause them as adults to react with substantial impairment 

in functioning when they are faced with a loss, a divorce, or a financial 

setback.  However, those who have developed mature defense mechanisms 
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are less vulnerable and bounce back more quickly from the stressor.  Their 

resilience is also crucially determined by the nature of the children’s early 

relationships with their parents.  Studies of trauma repeatedly indicate that 

supportive, nurturant relationships prevent traumatic incidents from causing 

permanent psychological damage.  

 
 Psychodynamic clinicians must take into account the relation between 

a stressor and the human developmental life cycle.  When adolescents leave 

home for college, for example, they are at high developmental risk for reacting 

with a temporary symptomatic picture.  Similarly, if the child who leaves home 

is the youngest in the family, the parents may be particularly vulnerable to 

reacting with adjustment disorder.  Moreover, middle-aged persons who are 

confronting their own mortality may be especially sensitive to the effects of 

loss or death.  

 
Diagnosis and Clinical features 

  
 Although by definition adjustment disorder follows a stressor, the 

symptoms do not necessarily begin immediately. According to DSM-IV, up to 

three months may elapse between the stressor and the development of 

symptoms.  Symptoms do not always subside as soon as the stressor ceases.  

If the stressor continues, the disorder may be chronic.  The disorder may 

occur at any age.  Its symptoms vary considerably, with depressive, anxious, 

and mixed features the most common in adults. 

 
 Physical symptoms are most common in children and the elderly but 

may occur in any age group.  Manifestations may also include assaultive 

behaviour and reckless driving, excessive drinking, defaulting on legal 

responsibilities, and withdrawal. (American Psychiatric Association. Diagnostic 

and Statistical Manual of Mental Disorders IV ed) 
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Diagnostic Criteria for Adjustment Disorder in accordance with DSM-IV 
(excerpts from DSM-IV) 
 

• The development of emotional or behavioural symptoms in 

 response to an identifiable stressor(s) occurring within 3 

 months of the onset of the  stressor(s) 

 

• These symptoms or behaviours are clinically significant as 

 evidenced  by either of the following: 

 

• Marked distress that is in excess of what would be 

expected  from exposure to the stressor 

 

• Significant impairment in social or occupational  

 (academic) functioning 

 

• The stress-related disturbance does not meet the criteria for 

 another specific Axis I disorder and is not merely an 

 exacerbation of a pre-existing Axis I or Axis II disorder.  

 

• The symptoms do not represent Bereavement. 

 

• Once the stressor (or its consequences) has terminated, the 

 symptoms  do not persist for more than an additional 6 

 months. 

• Specify if : 

• Acute : if the disturbance lasts less than 6 months 

• Chronic : if the disturbance lasts for 6 months or longer 

 

 Adjustment Disorders are coded based on the subtype, which is 

selected according to the predominant symptoms. The specific stressor(s) can 

be specified on Axis IV 

 

309.0  With Depressed Mood 

309.24 With Anxiety 
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309.28 With Mixed Anxiety and Depressed Mood 

309.3 With Disturbance of Conduct 

309.4 With Mixed Disturbance of Emotions and Conduct 

309.5 Unspecified 

 

Differential Diagnosis 

 

 Adjustment disorder must be differentiated from other conditions that 

may be a focus of clinical attention.  Patients with other conditions that may be 

a focus of clinical attention do not have impairment in social or occupational 

functioning or symptoms beyond the normal and expectable reaction to the 

stressor.  Because no absolute criteria aid in distinguishing between 

adjustment disorder and a condition that may be a focus of clinical attention, 

clinical judgment is necessary. 

 

 Although uncomplicated bereavement often includes temporarily 

impaired social and occupational functioning, the person’s dysfunctioning 

remains within the expectable bounds of a reaction to the loss of a loved one 

and, thus, is not considered adjustment disorder.  

 
 Other disorders from which adjustment disorder must be differentiated 

include major depressive disorder, brief psychotic disorder, generalized 

anxiety disorder, somatisation disorder, various substance-related disorders, 

conduct disorder, academic problem, occupational problem, identity problem, 

and post traumatic stress disorder. Those diagnoses should be given 

precedence in all cases that meet their criteria, even in the presence of a 

stressor or group of stressors that served as s precipitant. However, some 

patients meet the criteria for both adjustment disorder and a personality 

disorder. (American Psychiatric Association. Diagnostic and Statistical Manual 

of Mental Disorders IV ed)  

 
Course and Prognosis 

  
 The overall prognosis of adjustment disorder is generally favourable 

with appropriate treatment.  Most patients return to their previous level of 
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functioning within three months.  Adolescents usually require a longer time to 

recover than do adults. Some persons (particularly adolescents) who receive 

a diagnosis of adjustment disorder later have mood disorders or substance 

related disorders (Andreasen and Hoenk (1982), Andreasen and Wasek 

1980). 

 

Treatment 

  
 Psychotherapy: Because a stressor can be clearly delineated in 

adjustment disorder, it is often believed that psychotherapy is not indicated 

and that the disorder will remit spontaneously.  But such thinking fails to 

consider that many persons exposed to the same stressor do not experience 

similar symptoms and that the response is pathological.  Psychotherapy can 

help the person adapt to the stressor if it is not reversible or time limited and 

can serve as a preventive intervention if the stressor does not remit. 

 

 Pharmacotherapy: The judicious use of medications can help patients 

with adjustment disorder, but they should be prescribed for brief periods.  A 

patient may respond to an anti anxiety agent or to an antidepressant, 

depending on the type of adjustment disorder.  Patients with severe anxiety 

bordering on panic or decompensation can benefit from small dosages of 

antipsychotic medications.(Uhlenhuth et al 1995)  

 

 

2.7.1.3 PERSONALITY DISORDERS 

 
CLUSTER A PERSONALITY DISORDERS 

 
Paranoid Personality Disorder 

 
Brief description of the disorder  

  
 It has been brought out from the definitions given above, that paranoid 

personality disorder is characterised by long standing suspiciousness and 
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mistrust of people in genera. They refuse responsibility for their own feelings 

and assign responsibility to others. They are often hostile, irritable, and angry. 

 
Epidemiology 

  
 The prevalence of paranoid personality disorder is 0.5 to 2.5 percent in 

the general population, 10-30% among those in inpatient psychiatric settings 

and 2-10% among those in outpatient mental health clinics.  Persons with the 

disorder rarely seek treatment themselves; when referred to treatment by a 

spouse or an employer, they can pull themselves together and not appear to 

be distressed relatives of schizophrenic patients show a higher incidence of 

paranoid personality disorder than do controls.  The disorder is more common 

in men than in women, and it does not appear to have a familial pattern. The 

incidence among homosexuals is no higher than usual, as was once thought, 

but it is believed to be higher among minority groups, immigrants and the deaf 

than in the general population. (Millon 1981, Bernstein et al 1993) 

 

 Etiology 

  
 Early psychoanalytic speculation suggested that this personality type 

derived from reaction formation against and projection onto others of 

homosexual impulses, a theory that is no longer widely accepted.  However, 

the defense mechanism of projection is generally assumed to be involved in 

the expression of this disorder’s features (Vaillant 1994).  Some theories 

suggest that persons with this disorder have been the object of excessive 

parental rage, whereas other suggests that these persons have been 

humiliated by others, perhaps, in particular, by member of the same sex.  The 

existence of an association between these two disorders has received some 

support from family history studies that found a greater morbid risk of paranoid 

personality disorder in the first-degree relatives of delusional disorder 

probands than in the relatives of probands with schizophrenia or medical 

illness (Kendler and Gruenberg 1982). 
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Diagnosis 

 
 Patients with paranoid personality disorder may appear to be formal 

and baffled at having been required to seek psychiatric help.  Muscular 

tension, an inability to relax, and a need to scan the environment for clues 

may be evident.  The patient’s affect is often humourless and serious.  

Although some of the premises of their arguments may be false, their speech 

is goal directed and logical.  Their thought content shows evidence of 

projection, prejudice, and occasional ideas of reference.( Lion JR, Editor 

1981)   

Diagnostic Criteria for 301.0 Paranoid Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive distrust and suspiciousness of others such that their 

 motives are interpreted as malevolent, beginning by early 

 adulthood and present in a variety of contexts, as indicated  by 

 four (or more) of the following. 

 

• suspects, without sufficient basis, that others are  

 exploiting, harming, or deceiving him or her. 

 

• is preoccupied with unjustified doubts about the loyalty or 

 trustworthiness of friends or associates. 

 

• is reluctant to confide in others because of unwarranted 

 fear that the information will be used maliciously against 

 him or her. 

 

• reads hidden demeaning or threatening meanings into 

 benign remarks or events. 

 

• persistently bears grudges, i.e., is unforgiving of insults, 

 injuries, or slights. 

 



 - 128 - 
 

• perceives attacks on his or her character or reputation 

 that are not apparent to others and is quick to react 

 angrily or to counterattack. 

 

• has recurrent suspicions, without justification, regarding 

 fidelity of spouse or sexual partner. 

 

• Does not occur exclusively during the course of Schizophrenia, 

 a Mood Disorder With Psychotic Features, or another  

 

Note: If criteria are met prior to the onset of Schizophrenia, add “Premorbid” 

e.g., “Paranoid Personality Disorder (Premorbid)”. 

 

Clinical Features 

  
 The essential feature of paranoid personality disorder is a pervasive 

and unwarranted tendency beginning by early adulthood and present in a 

variety of contexts to interpret other people’s actions as deliberately 

demeaning or threatening.  Almost invariably, persons with the disorder 

expect to be exploited or harmed by others in some way.  Frequently, they 

question, without justification, the loyalty or trustworthiness of friends or 

associates.  Often, such persons are pathologically jealous, questioning 

without justification the fidelity of their spouses or sexual partners. (Gabbard 

GO 1994)  

 

Differential Diagnosis 

 
 Paranoid Personality Disorder can be distinguished from Delusional 

Disorder, Persecutory Type, Schizophrenia, Paranoid Type , and Mood 

Disorder with Psychotic Features because these disorders are all 

characterized by a period of persistent psychotic symptoms (e.g., delusions 

and hallucinations). 
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 Paranoid Personality Disorder, the Personality Disorder must have 

been present before the psychotic symptoms and must persist when the 

psychotic symptoms are in remission. 

 
 When an individual has a chronic Axis I Psychotic Disorder (e.g., 

Schizophrenia) that was preceded by Paranoid Personality Disorder, Paranoid 

Personality Disorder should be recorded on Axis II, followed by “Premorbid” in 

parentheses. 

 
 Paranoid Personality Disorder must be distinguished from Personality 

Change Due to a General Medical Condition, in which the traits emerge due to 

the direct effects of a general medical condition on the central nervous 

system. 

 
 It must also be distinguished form symptoms that may develop in 

association with chronic substance use (e.g., Cocaine- Related Disorder Not 

Otherwise Specified). Finally, it must also be distinguished form Paranoid 

traits associated with the development of physical handicaps (e.g., a hearing 

impairment). 

 
 Other personality disorders may be confused with Paranoid Personality 

Disorder because they have certain features in common.  It is therefore 

important to distinguish among these disorders based on differences in their 

characteristic features. (American Psychiatric Association. Diagnostic and 

Statistical Manual of Mental Disorders IV ed) 

 
Course and Prognosis 

  
 No adequate and systematic long – term studies of paranoid 

personality disorder have been conducted.  In some persons the paranoid 

personality disorder is lifelong.  In others it is a harbinger of schizophrenia.  In 

still others, as they mature or as stress diminishes, paranoid traits give way to 

reaction formation, appropriate concern with morality, and altruistic concerns.  

In general, however, patients with paranoid personality disorder have lifelong 

problems working and living with others.  Occupational and marital problems 

are common (Lion JR, Editor 1981) 
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Treatment 

 
 Psychotherapy is the treatment of choice. Therapists should be 

straightforward in all their dealings with the patient.  If a therapist is accused of 

some consistency or fault, such as lateness for an appointment, honesty and 

an apology are better than a defensive explanation.  Therapist must 

remember that trust and toleration of intimacy are troubled areas for patients 

with the disorder.  Individual psychotherapy thus require a professional and 

not overly warm style from the therapist. Paranoid patients do not do well in 

group psychotherapy, nor are the likely to tolerate the intrusiveness of 

behaviour therapy.  The clinician’s too zealous use of interpretation especially 

interpretation concerning deep feelings of dependence, sexual concerns, and 

wishes for intimacy significantly increases the patient’s mistrust. 

 
 At times behaviour of patients with paranoid personality disorder 

becomes so threatening that the therapist must control it or sets limits on it.  

Delusional accusations must be dealt with realistically but gently and without 

humiliating the patient. Paranoid patients are profoundly frightened if they feel 

that those trying to help them are weak and helpless; therefore, therapists 

should never try to take control unless they are both willing and able to do so.  

 
 Behaviour therapy has been used to improve social skills and to 

diminish suspiciousness through role playing. 

 
 Pharmacotherapy is useful in dealing with agitation and anxiety.  In 

most cases an anxiety agent such as diazepam (Valium) is sufficient.  But it 

may be necessary to use an antipsychotic, such as thioridazine (Mellaril) or 

haloperidol (Haldol), in small dosages and for brief periods to manage severe 

agitation or quasi-delusional thinking. 

 
 The antipsychotic drug pimozode (Orap) has been successfully used to 

reduce paranoid ideation in some patients. (Kohuth, Wolf ES 1978, Turkat and 

Maisto 1985) 

   

 



 - 131 - 
 

Schizoid Personality Disorder 

 
Brief description of the disorder  

  
 It has been observed from the definitions given that schizoid 

personality disorder patients display a life long pattern of social withdrawal.  

Their discomfort with human interaction, their introversion, and their bland, 

constricted affect are noteworthy.  Persons with schizoid personality disorder 

are often seen by others as eccentric, isolated, or lonely. 

 
Epidemiology 

  
 The prevalence of schizoid personality disorder is not clearly 

established.  The disorder may affect 7.5 percent of the general population.  

The sex ratio of the disorder is unknown, although some studies report a 2 –

to-1 male –to-female ratio. Persons with the disorders tend to gravitate toward 

solitary jobs that involve little or no contact with others. Many prefer night work 

to day work, so that they do not have to deal with many people. (Bernstein 

(1990) 

 
Etiology 

 
 Clinicians have noted that schizoid personality disorder occurs in adults 

who experienced cold, neglectful, and ungratifying relationships in early 

childhood, which leads these persons to assume that relationships are not 

valuable or worth pursuing.  There is reason to believe that constitutional 

factors contribute to the childhood pattern of shyness that often precedes the 

disorder.  Introversion, which characterizes schizoid (as well as avoidant and 

schizotypal) personality disorder, appears to be highly heritable.  (Hoch 1910, 

Bleuler 1922, Kraeplin 1919, Fairbairn (1940/1952, Funtrip (1971, Kalus et al 

1993) 

 

Diagnosis 

 
 On the initial psychiatric examination, patients with schizoid personality 

disorder may appear to be ill at ease.  They rarely tolerate eye contact.  The 
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interviewer may surmise that such patients are eager for the interview to end.  

Their effect may be constricted, aloof, or inappropriately serious.  But 

underneath the aloofness, the sensitive clinician may recognise fear.  The 

patients find it difficult to act light-heartedly.  Their efforts at humour may 

seem adolescent and off the mark.  The patient’s speech is goal directed, but 

they are likely to give short answers to questions and avoid spontaneous 

conversation.   

 
Diagnostic Criteria for 301.20 Schizoid Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive pattern of detachment from social relationships and 

 a restricted range of expression of emotions in interpersonal 

 settings, beginning  by early adulthood and present in a 

 variety of contexts, as indicated by four (or more) of the 

 following: 

• neither desires nor enjoys close relationships, including 

 being  part of a family. 

 

• almost always chooses solitary activities. 

 

• has little, if any, interest in having sexual experiences  

 with another person  

 

• takes pleasure in few, if any, activities. 

 

• lacks close friends or confidants other than first degree 

 relatives. 

 

• appears indifferent to the praise or criticism of others. 

 

• shows emotional coldness, detachment, or flattened  

 affectivity. 

 

• Does not occur exclusively during the course of Schizophrenia, 

 a Mood Disorder with Psychotic Features, another Psychotic 
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 Disorder, or a Pervasive Developmental Disorder and is not due 

 to the  direct physiological  effects of a general medical 

 condition. 

 

 

 
Clinical Features 

  
 Persons with schizoid personality disorder give an impression of being 

cold and aloof, and they display a remove reserve and a lack of involvement 

with everyday events and the concerns of others.  They appear quiet, distant, 

seclusive, and unsociable.  They may pursue their own lives with remarkably 

little need or longing for emotional ties with others.  They are the last to catch 

on to changes in popular fashion. 

 
 The life histories of such persons reflect solitary interests and at non-

competitive, lonely jobs that others find difficult to tolerate.  Their sexual lives 

may exist exclusively in fantasy, and they may postpone mature sexuality 

indefinitely. Men may not marry because they are unable to achieve intimacy; 

women may passively agree to marry an aggressive man who wants the 

marriage.  Usually, persons with schizoid personality disorder reveal a lifelong 

inability to express anger directly. They are able to invest enormous affective 

energy in non human interests, such as mathematics and astronomy, and 

they may be very attached to animals.  They are often engrossed in dietary 

and health fads, philosophical movements, and social improvement schemes, 

especially those that require no personal involvement. 

 
 Although persons with schizoid personality disorder appear to be self-

absorbed and engaged in excessive day dreaming, they show no loss of 

capacity to recognize reality.  Because aggressive acts are rarely included in 

their repertoire of usual responses, most threats, real or imagined, are dealt 

with fantasized omnipotence or resignation. They are often seen as aloof, yet, 

at times such persons are able to conceive, develop, and give to the world 

genuinely original, creative ideas. (Kalus et al 1993 
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Differential Diagnosis 

 
 Schizoid Personality Disorder can be distinguished from Delusional 

Disorder, Schizophrenia, and Mood Disorder with Psychotic Features because 

these disorders are all characterized by a period of persistent psychotic 

symptoms (e.g., delusions and hallucinations). 

 
 Schizoid Personality Disorder, the Personality Disorder must have 

been present before the onset of psychotic symptoms and must persist when 

the psychotic symptoms are in remission. 

 
 When an individual has a chronic Axis I Psychotic Disorder (e.g., 

Schizophrenia) that was preceded by Schizoid Personality Disorder, Schizoid 

Personality Disorder should be recorded on Axis II followed by “premorbid” in 

parentheses. 

 
 There may be great difficulty differentiation individuals with Schizoid 

Personality Disorder from those with milder forms of Autistic Disorder and 

from those with   Asperger’s Disorder. 

 
 Schizoid Personality Disorder must be distinguished form Personality 

Change Due to a General Medical Condition, in which the traits emerge due to 

the direct effects of a general medical condition on the nervous system. It 

must also be distinguished form symptoms that may develop in association 

with chronic substance use (e.g., Cocaine-Related Disorder Not Otherwise 

Specified). 

 
 Other personality disorders may be confused with Paranoid Personality 

Disorder because they have certain features in common.  It is therefore 

important to distinguish among these disorders based on differences in their 

characteristic features.  

 
 Individuals who are “loners” may display personality traits that might be 

considered Schizoid.  Only when these traits are inflexible and maladaptive 

and cause significant functional impairment or subjective distress do they 
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constitute Schizoid Personality Disorder. (American Psychiatric Association. 

Diagnostic and Statistical Manual of Mental Disorders IV ed) 

 
Course and Prognosis 

  
 The onset of schizoid personality disorder is usually in early childhood. 

Like all personality disorders, schizoid personality disorder is long-lasting but 

not necessarily life long.  The proportion of patients who go on to 

schizophrenia is unknown. (Kraepelin 1919) 

 
Treatment:  

 
 Psychotherapy and Pharmacotherapy.(Liebowitz et al 1986) 

 
 

Schizotypal Personality Disorder 

 
Brief description of the disorder  

 
 It can be evaluated from the above definitions that schizotypal 

personality disorder is strikingly odd or strange, even to lay persons.  Magical 

thinking, peculiar ideas, ideas of reference, illusions, and derealisation are 

part of the schizotypal person’s everyday world. 

 
Epidemiology 

 

 This occurs in about 3 percent of the population.  The sex ratio is 

unknown.  There is a greater association of cases among the biological 

relatives of schizophrenic patients among controls and a higher incidence 

among monozygotic twins (33 percent versus 4 percent in one study).(Mc 

Guffin and Anita Thaparn1992) 

 
 Kendler et al (1981), applying DSM-III definitions of schizophrenia and 

schizotypal personality disorder to Danish adoption data, showed that rates of 

schizophrenia and related disorders was 22% in the biological relatives of 

schizophrenics, when compared to 2% in adoptive relatives and control.   
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Etiology 

 
 Schizotypal personality disorder is a schizophrenia-spectrum disorder, 

that is, it is related to Axis I schizophrenia.  Phenomenologiacl, biological, 

genetic, treatment response, and outcome data support this link.  Family 

history studies show an increased risk of schizophrenia related disorder in the 

relatives of schizotypal probands and, conversely, an increased risk for 

schizotypal personality disorder in the relatives of schizophrenia probands 

(Kendler et al 1993, Torgersen et al 1993).  In addition, at least some forms of 

schizotypal personality disorder involve biological abnormalities characteristic 

of schizophrenia, an increased ventricular-brain ratio on computed 

tomography scan; higher cerebrospinal fluid homovanillic acid concentrations 

(Siever et al 1993) impaired smooth pursuit eye movements; and impaired 

performance on test of executive function and other test of visual or auditory 

attention, such as the Wisconsin Card Sorting Test, the backward masking 

task, the continuous performance task and sensory gating tests, suggesting 

altered precortical functioning. (Siever et al 1991 , Trestman et al 1995). 

 
Diagnosis 
 

 Schizotypal personality disorder is diagnosed on the basis of the 

patient’s peculiarities of thinking, behaviour, and appearance.  History taking 

may be difficult because of the patients’ unusual way of communicating.   

 

Diagnostic Criteria for 301.22 Schizotypal Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive pattern of social and interpersonal deficits marked 

 by acute discomfort with, and reduced capacity for, close 

 relationships as well as by cognitive or perceptual distortions 

 and eccentricities of behaviour, beginning by early adulthood 

 and  present in a variety of contexts, as indicated by five (or 

 more) of the  following: 

 

• ideas of reference (excluding delusions of reference) 
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• odd beliefs or magical thinking that influences behaviour 

 and is  inconsistent with sub cultural norms (e.g.  

 superciliousness, belief in  clairvoyance, telepathy, or  

 “sixth sense”; in children and adolescents, bizarre  

 fantasies or preoccupations) 

 

• unusual perceptual experiences, including bodily illusions 

 

• odd thinking and speech (e.g., vague, circumstantial,  

 metaphorical, over elaborate, or stereotyped). 

 

• suspiciousness or paranoid ideation 

 

• inappropriate or constricted affect 

 

• behaviour or appearance that is odd, eccentric, or 

 peculiar 

 

• lack of close friends or confidants other than first degree 

 relatives 

 

• excessive social anxiety that does not diminish with 

 familiarity and tends to be associated with paranoid 

 fears rather than negative  judgments about self. 

 

• Does not occur exclusively during the course of Schizophrenia, 

 a Mood Disorder with Psychotic Features, another Psychotic 

 Disorder, or a Pervasive Developmental Disorder. 

 

Note: If criteria are met prior to the onset of Schizophrenia, add “Premorbid,” 

e.g., “Schizotypal Personality Disorder (Premorbid”. 

 
Clinical Features 

 
 In schizotypal personality disorder, thinking and communicating are 

disturbed.  Like schizophrenic patients, persons with schizotypal personality 
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disorder may not know their own feelings; yet they are acquisitively sensitive 

to detecting the feelings of others, especially negative affects like anger.  They 

may be superstitious or claim clairvoyance.  Their inner world may be filled 

with vivid imaginary relationships and childlike fears and fantasies.  They may 

believe that they have special powers of thought and insight.  Although frank 

thought disorder is absent, their speech may often require interpretation. They 

may admit that they have perceptual illusions or macropsia or that people 

appear to them as wooden and alike.   

 
 The speech of persons with schizotypal personality disorder may be 

odd or peculiar and have meaning only to act inappropriately. As a result, they 

are isolated and have few, if any, friends. The patients may show features of 

borderline personality disorder, and, indeed, both diagnoses can be made.  

Under stress, schizotypal personality disorder patients may decompensate 

and have psychotic symptoms, but the symptoms are usually of brief duration. 

In severe cases, an-hedonia and severe depression may be present. 

(Bleuler’s 1992, Kety et al 1968).  

 

Differential Diagnosis 

 
 Schizotypal Personality Disorder can be distinguished from Delusional 

Disorder, Schizophrenia, and Mood Disorder with Psychotic Features because 

these disorders are all characterized by a period of persistent psychotic 

symptoms (e.g., delusions and hallucinations). 

 
 Schizotypal Personality Disorder, the Personality Disorder must have 

been present before the onset of psychotic symptoms and persist when the 

psychotic symptoms are in remission. 

 
 When an individual has a chronic Axis I Psychotic Disorder (e.g., 

Schizophrenia) that was preceded by Schizotypal Personality Disorder, 

Schizotypal Personality Disorder should be recorded on Axis II followed by 

“Premorbid” in parentheses. 
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 There may be great difficulty differentiating children with Schizotypal 

Personality Disorder from the heterogeneous group of solitary, odd children 

whose behaviour is characterized by marked social isolation, eccentricity, or 

peculiarities of language and whose diagnoses would probably include milder 

forms of Autistic Disorder, Asperger’s Disorder, and Expressive and Mixed 

Receptive-Expressive Language Disorders.  Communication Disorders may 

be differentiated by the primacy and severity of the disorder in language 

accompanied by compensatory efforts by the child to communicate by other 

means (e.g., gestures) and by the characteristic features of impaired language 

found in a specialized language assessment.  Milder forms of Autistic Disorder 

and Asperger’s Disorder are differentiated by the even greater lack of social 

awareness and emotional reciprocity and stereotyped behaviours and 

interests. 

 
 Schizotypal Personality Disorder must be distinguished from 

Personality Change due to a General Medical Condition, in which the traits 

emerge due to the direct effects of a general medical condition on the central 

nervous system. It must also be distinguished form symptoms that may 

develop in association with chronic substance use (e.g., Cocaine-Related 

Disorder Not Otherwise Specified). 

 
 Other personality disorders such as Paranoid, Schizoid, Avoidant, 

Narcisstic, and Borderline should be distinguished from the Schizotypal 

Personality disorders. (American Psychiatric Association. Diagnostic and 

Statistical Manual of Mental Disorders IV ed) 

 
 Course and Prognosis 

  
 A long-term study by Thomas McGlashan reported that 10 percent of 

persons with schizotypal personality disorder eventually committed suicide.  

Retrospective studies have shown that many patients thought to have been 

suffering from schizophrenia actually had schizotypal personality disorder, and 

the current clinical thinking is that the schizotype is the premorbid personality 

of the schizophrenic patient. Many patients, however, maintain a stable 
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schizotypal personality throughout their lives and marry and work in spite of 

their oddities.(Bleuler’s 1992) 

 
Treatment 
  
 Psychotherapy : The principles of treatment of schizotypal personality 

disorder should be no different from those of schizoid personality disorder.  

However, the odd and peculiar thinking of schizotypal personality disorder 

patients must be handled carefully.  Some patients are involved in cults, 

strange religious practices, and the occult.  Therapists must not ridicule such 

activities or be judgemental about those beliefs or activities.  

 
 Pharmacotherapy: Antipsychotic medication may be useful in dealing 

with ideas of reference, illusions, and other symptoms of the disorder and can 

be used in conjunction with psychotherapy.  Positive results have been 

reported with haloperidol.  Antidepressants are of use when a depressive 

component of the personality is present. (Stone 1985, Goldberg et al 1986, 

Serban and Siegel 1984, Markovitz et al 1991). 

 

CLUSTER B PERSONALITY DISORDERS 

 
Antisocial Personality Disorder 

 
Brief description of the disorder along 

 
 From the definitions elucidated above it can be brought out that 

antisocial personality disorder is characterized by continual antisocial or 

criminal acts, but it is not synonymous with criminality.  Rather, it is an inability 

to conform to social norms that involves many aspects of the patient’s 

adolescent and adult development.  In the 10th revision of the International 

Classification of Disease (ICD-10), the disorder is called dissocial personality 

disorder. 

  
Epidemiology 

  
 The prevalence of antisocial personality disorder is 3 percent in men 

and 1 percent in women.  It is most common in poor urban areas and among 
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mobile residents of those areas.  Boys with the disorder come from larger 

families than do girls with the disorder.  The onset of the disorder is before the 

age of 15.  Girls usually have symptoms before puberty, and boys even 

earlier.  In prison populations the prevalence of antisocial personality disorder 

may be as high as 39-75 percent.  A familial pattern is present in that it is five 

times more common among first degree relatives of males with the disorder 

than among controls.(McGuffin and Gottesman 1984) 

 
Etiology 

 
 Findings of twin and adoptive studies indicate that genetic factors 

predispose to the development of antisocial personality disorder (Grove et al 

1990; Lyons et al 1995).  Growing evidence indicates that the impulsive and 

aggressive behaviours may be mediated by abnormal serotonin transporter 

functioning in the brain (Coccaro et al 1996).  It is clear that even in the 

absence of genetic vulnerability, the early family life of these persons often 

poses severe environmental handicaps in the form of absent, assaultive, or 

inconsistent parenting.  Many family members also have significant action-

oriented psychopathology such as substance abuse or antisocial personality 

disorder itself.  Notably, children who have seen a sibling treated harshly may 

learn inhibitions and civility, and thus the exposure may have protective 

effects on them (Reiss et al 1995) 

 
Diagnosis 

 
 The patients may appear composed and credible in the interview.  

However, beneath the veneer (or, to use Hervey Cleckley’s term, the mask of 

sanity), there is tension, hostility, irritability, and rage.  Stress interviews, in 

which patients are vigorously confronted with inconsistencies in their histories, 

may be necessary to reveal the pathology.  Even the most experienced 

clinicians have been fooled by such patients.   
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Diagnostic Criteria for 301.7 Antisocial Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

� There is a pervasive pattern of disregard for the violation of the 

 rights  of others occurring since age 15 years, as indicated by 

 three (or more) of the following: 

 

• failure to conform to social norms with respect to lawful 

 behaviours as indicated by repeatedly performing acts 

 that are grounds for arrest. 

 

• deceitfulness, as indicated by repeated lying, use of  

 aliases, or conning others for personal profit or pleasure. 

 

• impulsivity or failure to plan ahead. 

 

• irritability and aggressiveness, as indicated by repeated 

 physical fights or assaults. 

 

• reckless disregard for safety of self or others. 

 

• consistent irresponsibility, as indicated by repeated failure 

 to sustain consistent work behaviour or honour financial  

 obligations. 

 

• lack of remorse, as indicated by being indifferent to or 

 rationalizing having hurt, mistreated, or stolen from 

 another. 

 

• The individual is at least age 18 years. 

 

• There is evidence of Conduct Disorder with the onset before age 

 15 years. 

 

• The occurrence of antisocial behaviour is not exclusively during 

 the course of Schizophrenia or a Manic Episode. 
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Clinical Features 

 
  Patients with antisocial personality disorder often present a 

normal and even a charming and ingratiating exterior.  Their histories, 

however, reveal many areas of disordered life functioning.  Lying, truancy, 

running away from home, thefts, fights, substance abuse, and illegal activities 

are typical experiences that the patients report as beginning in childhood.  

Often, antisocial personality disorder patients impress opposite-sex clinicians 

with the colourful, seductive aspects of their personalities, but same sex 

clinicians may regard them as manipulative and demanding.  Antisocial 

personality disorder patients show a lack of anxiety or depression that may 

seem grossly incongruous with their situations, and their own explanations of 

their antisocial behaviour make it seem mindless. Suicide threats and somatic 

preoccupations may be common.  Nevertheless, the patients’ mental content 

reveals the complete absence of delusions and other signs of irrational 

thinking.  In fact, they frequently have a heightened sense of reality testing.  

They often impress observers as having good verbal intelligence.   

  

 They are highly manipulative and are frequently able to talk others into 

participating in schemes that involve easy ways to make money or to achieve 

fame or notoriety, which may eventually lead the unwary to financial ruin or 

social embarrassment or both.  Antisocial personality disorder patients do not 

tell the truth and cannot be trusted to carry out any task or adhere to any 

conventional standard of morality Promiscuity, spouse abuse, child abuse, 

and drunk driving are common events in the patients’ lives.  A notable finding 

is a lack of remorse for those actions; that is, the patients appear to lack a 

conscience. (Dinwiddie et al 1992) 

 
Differential Diagnosis 

 
 The diagnosis of Antisocial Personality Disorder is not given to 

individuals under age 18 years and is given only if there is a history of some 

symptoms of Conduct Disorder before age 15 years. For individuals over 18 

years, a diagnosis of Conduct Disorder is given only if the criteria Antisocial 

Personality Disorder are not met. 
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 When antisocial behaviour in an adult is associated with a Substance 

Related Disorder, the diagnosis of Antisocial Personality Disorder is not made 

unless the signs of Antisocial Personality Disorder were also present in 

childhood and have continued into adulthood. 

 
 Antisocial behaviour that occurs exclusively during the course of 

Schizophrenia or a Manic Episode should not be diagnosed as Antisocial 

Personality Disorder. 

 
 Other personality disorders such as Narcissistic Personality Disorder, 

Histrionic Personality Disorder, Borderline Personality Disorder , Paranoid 

Personality Disorder should be distinguished. (Hare et al 1991, American 

Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders 

IV ed) 

 

Course and Prognosis 

 
 Once an antisocial personality disorder develops, it runs an unremitting 

course, with the height of antisocial behaviour usually occurring in late 

adolescence. The prognosis is variable.  Some reports indicate that symptoms 

decrease as patients grow older.  Many patients have somatisation disorder 

and multiple physical complaints.  Depressive disorders, alcohol use 

disorders, and other substance abuse are common. (Hare et al 1991) 

 
Treatment 

  
 Psychotherapy: If antisocial personality disorder patients are 

immobilized (for example, placed in hospitals), they often become amenable 

to psychotherapy.  When the patients feel that they are among peers, their 

lack of motivation for change disappears. Perhaps that is why self help groups 

have been more useful than jails in alleviating the disorder.  

  
 Before treatment can begin, firm limits are essential. The therapist must 

find some way or dealing with the patient’s self-destructive behaviour.  And to 

overcome the antisocial personality disorder patient’s fear of intimacy, the 
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therapist must frustrate the patient’s wish to run from honest human 

encounters.  In doing so, the therapist faces the challenge of separating 

control form punishment and of separating help and confrontation from social 

isolation and retribution.  

 
 Pharmacotherapy: Pharmacotherapy is used to deal with 

incapacitating symptoms such as anxiety, rage, and depression but, because 

the patients are often substance abusers, drugs must be used judiciously.  If 

the patient shows evidence of attention deficit hyperactivity disorder, psycho 

stimulants, such as methylphenidate (Ritalin), may be of use. Attempts have 

been made to alter catecholamine metabolism with drugs and to control 

impulsive behaviour with antiepileptic drugs, especially if abnormal wave 

forms are noted on an EEG. (Vaillant 1975, Woody et al 1985) 

 

Borderline Personality Disorder 

 
Brief description of the disorder  

  
 It can be noted from the definitions given above that borderline 

personality disorder patients stand on the border between neurosis and 

psychosis and are characterized by extraordinarily unstable affect, mood, 

behaviour, object relations, and self image.  The disorder has also been called 

ambulatory schizophrenia, as if personality (a term coined by Helene 

Deutsch), a pseudo neurotic schizophrenia (described by Paul Hoch and 

Phillip Politan), and psychotic character (described by John Froshc).  In ICD-

10 it is called emotionally unstable personality disorder. 

 
Epidemiology 

  
 No definitive prevalence studies are available, but borderline 

personality disorder is thought to be present in about 1 to 2 percent of the 

population and is twice as common in women as in men.  An increased 

prevalence of major depressive disorder, alcohol use disorders, and 

substance abuse is found in first degree relatives of persons with borderline 

personality disorder.  Stress related brief psychotic experiences have high 
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prevalence (30-70%) in borderline personality disorder (Gunderson and Elliot 

1985, Phillips 1991) 

 
Etiology 

 
 Reports have emphasized maternal mismanagement of the 2-3 year 

old child’s efforts to become autonomous, (Masterson 1972), exaggerated 

maternal frustration, that aggravates the child’s anger (Kernberg 1975), and 

inattention to the child’s emotions and attitudes (Adler 1985).  A considerable 

body of empirical research has embellished these theories by documenting a 

high frequency of traumatic early abandonment, physical abuse, and sexual 

abuse.  The lack of stably involved attachment during development is a 

source of the inability of borderline patients to maintain a stable sense of 

themselves or of others without ongoing contact (i.e. their defects of object 

constancy or stable introjects) (Gunderson 1996). 

 

Diagnosis 

 
 The diagnosis of borderline personality disorder can be made by early 

adulthood when the patient shows at least five of the criteria listed in DSM-IV.  

Biological studies may aid in the diagnosis, as some borderline personality 

disorder patients show shortened rapid eye movement (REM) latency and 

sleep continuity disturbances, abnormal dexamethasone suppression test 

results and abnormal thyrotropin releasing hormone test results.  But those 

changes are also seen in some cases of depressive disorders. 

 

Diagnostic Criteria for 301.83 Borderline Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive pattern of instability of interpersonal relationships, 

 self- image, and affects and marked impulsivity beginning by 

 early adulthood and present in a variety of contexts as indicated 

 by five (or more) of the following:- 

 

• frantic efforts to avoid real or imagined abandonment. 
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Note :  Do not include suicidal or self-mutilating behaviour 

covered in Criterion 5. 

 

• a pattern of unstable and intense interpersonal 

 relationships  characterized by alternating between 

 extremes of  idealization and evaluation. 

 

• identity disturbance: markedly and persistently unstable 

 self image or sense of self  

 

• impulsivity in at least two areas that re potentially self- 

 damaging (e.g., spending, sex, substance abuse, 

 reckless driving, binge eating)  

 

• recurrent suicidal behaviour, gestures, or threats, or self – 

 mutilating behaviour 

 

• affective instability due to a marked reactivity of 

 mood  (e.g.,  intense episodic dysphoria, irritability, or 

 anxiety usually lasting a few  hours and only rarely 

 more than a few days). 

 

• chronic feelings of emptiness. 

 

• inappropriate, intense anger or difficulty controlling anger 

 (e.g.,  frequent displays of temper, constant anger, 

 recurrent physical fight) 

 

• transient, stress-related paranoid ideation or severe 

 dissociative  symptoms. 

 

 
Clinical Features 

 
 Borderline personality disorder patients almost always appear to be in 

a state of crisis.  Mood swings are common.  The patients can be 
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argumentative at one moment and depressed at the next and then complain 

of having no feelings at another time.  The patients may have short lived 

psychotic episodes (so-called micro psychotic episodes), rather than full-

blown psychotic breaks, and the psychotic symptoms of borderline personality 

disorder patients are almost always circumscribed, fleeting, or in doubt.  The 

behaviour of borderline personality disorder patients is highly unpredictable; 

consequently, they rarely achieve up to the level of their abilities.  The painful 

nature of their lives is reflected in repetitive self-destructive acts.  Such 

patients may slash their wrists and perform other self-mutilations to elicit help 

from others, to express anger, or to numb themselves to overwhelming affect. 

Because they feel both dependent and hostile, borderline personality disorder 

patients have tumultuous interpersonal relationships.  They can be dependent 

on those to whom they are close, and they can express enormous anger at 

their intimate friends when frustrated.  However, borderline personality 

disorder patients cannot tolerate being alone, and they prefer a frantic search 

for companionship, no matter how unsatisfactory, to sitting by themselves. To 

assuage loneliness, if only for brief periods, they may accept a stranger as 

friend.  They often complain about chronic feelings of emptiness and boredom 

and the lack of a consistent sense of identify (identity diffusion); when 

pressed, they often complain about how depressed they feel most of the time 

in spite of the flurry of other affects. 

  
 Otto Kenberg described the defense mechanism of projective 

identification used in borderline personality disorder patients.  In that primitive 

defense mechanism, intolerable aspects of the self are projected onto another 

person.  The other person is induced to play the role of what is projected, and 

the two persons act in unison.  Therapists must be aware of the process so 

that they can act neutrally towards such patients.     

 
 Functionally, borderline personality disorder patients distort their 

present relationships by putting every person into either an all-good or an all-

bad category.  They see people as either nurturant and attachment figures or 

hateful and sadistic persons who deprive them of security needs and threaten 

them with abandonment whenever they feel dependent.  As a result of that 
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splitting, the good person is idealized, and the bad person is devalued.  Shifts 

of allegiance from one person or group to another are frequent. . (Gunderson 

1984)  

 
Differential Diagnosis 

 
 Borderline Personality Disorder often co-occurs with Mood Disorders, 

and when criteria for both are met, both may be diagnosed. 

 
 Other personality disorders such as Histrionic Personality Disorder, 

Schizotypal Personality Disorder, Paranoid Personality Disorder, Narcissistic 

Personality Disorder, Antisocial Personality Disorder and Dependent 

Personality Disorder should be distinguished. 

 
 Borderline Personality Disorder must be distinguished from Personality 

Change Due to a General Medical Condition, in which the traits emerge due to 

the direct effects of a general medical condition on the central nervous 

system. It must also be distinguished from symptoms that may develop in 

association with chronic substance use (e.g., Cocaine-Related Disorder Not 

Otherwise Specified). 

 
 Borderline Personality Disorder should be distinguished from Identity 

Problem which is reserved for identity concerns related to a developmental 

phase (e.g., adolescence) and does not quality as a mental disorder. . 

(Gunderson 1984, American Psychiatric Association. Diagnostic and 

Statistical Manual of Mental Disorders IV ed) 

 
Course and Prognosis 

  
 The disorder is fairly stable in patients that change little over time.  

Longitudinal studies do not show a progression toward schizophrenia, but the 

patients have a high incidence of major depressive disorder episodes.  The 

diagnosis is usually made before the age of 40, when the patients are 

attempting to make occupational, marital, and other choices and are unable to 

deal with the normal stages in the life cycle. (Gunderson 1984) 
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Treatment 

  
 Psychotherapy: Psychotherapy for borderline personality disorder 

patients is an area of intensive investigation and has been the treatment of 

choice.  Recently, pharmacotherapy as been added to the treatment regimen. 

 
 Psychotherapy is difficult for patient and therapist alike.  Regression 

occurs easily in borderline personality disorder patients, who act out their 

impulses and show labile or fixed negative or positive transferences, which 

are difficult to analyze.  Projective identification may also cause counter 

transference problems if the therapist is unaware that the patient is 

unconsciously trying to coerce the therapist to act out a particular type of 

behaviour.  Splitting as a defense mechanism causes the patient to alternately 

love and hate the therapist and others in the environment.  A reality oriented 

approach is more affective than in depth interpretations of the unconscious. 

 

 Behaviour therapy has been used with borderline personality disorder 

patients to control impulses and angry outbursts and to reduce sensitivity to 

criticism and rejection.  Social skills training, especially with videotape play 

back, is helpful to enable patients to see how their actions affect others and 

thereby to improve their interpersonal behaviour. Borderline personality 

disorder patients often do well in a hospital setting in which they receive 

intensive psychotherapy on both an individual basis and a group basis. They 

also interact with trained staff members from a variety of disciplines and are 

provided with occupational, recreational, and vocational therapy.  Such 

programs are especially helpful if the home environment is detrimental to the 

patient’s rehabilitation because of intra familial conflicts or other stresses, 

such as parental abuse.  The borderline personality disorder patient who is 

excessively impulsive, self-destructive, or self-mutilating can be provided with 

limits and observation within the protected environment of the hospital. Under 

ideal circumstances, patients remain in the hospital until they show marked 

improvement, which may take up to one year in some cases.  At that time, 
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patients can be discharged to special support systems, such as day hospitals, 

and half way houses. 

 
 Pharmacotherapy: Pharmacotherapy for borderline personality 

disorder is useful to deal with specific personality features that interfere with 

the patients’ overall functioning.  Antipsychotics have been used to control 

anger, hostility, and brief psychotic episodes.  Antidepressants improve the 

depressed mood that is common in the patients.  The monoamine oxidase 

inhibitors (MAOIs) have been effective in modulating impulsive behaviour in 

some patients.  Benzodiazepines, particularly alprazolam (Xanax), help 

anxiety and depression, but some patients show a disinhibition with that class 

of drugs.  Anticonvulsants, such as carbamazepine (Tegretol) may improve 

global functioning in some patients.  Serotonergic agents, such as fluoxetine, 

have been helpful in some cases. (Kernberg 1968, Masterson 1972)  

 

Histrionic Personality Disorder 

 

Brief description of the disorder  

  
 It can be understood from the definitions given above that histrionic 

personality disorder is characterized by colourful, dramatic, extroverted 

behaviour in excitable, emotional persons.  Accompanying their flamboyant 

presentations, however, is often an inability to maintain deep long-lasting 

attachments. 

 
Epidemiology 

  
 According to DSM-IV limited data from general population studies 

suggest a prevalence of histrionic personality disorder of about 2 to 3 percent.  

Rates of about 20 to 15 percent have been reported in inpatient and out 

patient mental health setting when structured assessment is used.  It is 

diagnosed more frequently in women than in men.  Some studies have found 

an association with somatisation disorder and alcohol use disorders.  

 
 



 - 152 - 
 

Diagnosis 

 
 In the interview, histrionic personality disorder patients generally 

cooperative and eager to give a detailed history.  Gestures and dramatic 

punctuation in their conversations are common.  They may make frequent 

slips of the tongue, and their language is colourful.  Affective display is 

common, but, when pressed to acknowledge certain feelings (such as anger, 

sadness, and sexual wishes), they may respond with surprise, indignation, or 

denial.  The results of the cognitive examination are usually normal, although 

a lack of perseverance may be shown on arithmetic or concentration tasks, 

and the patients’ forgetfulness of affect-laden material may be astonishing.   

 

Diagnostic Criteria for 301.50 Histrionic Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive pattern of excessive emotionality and attention 

 seeking, beginning by early adulthood and present in a variety of 

 contexts, as indicated by five (or more) of the following: 

  

• is uncomfortable in situations in which he or she is not the 

 centre of attention. 

 

• interaction with others is often characterized by 

 inappropriate sexually seductive or provocative behaviour 

 

• displays rapidly shifting and shallow expression of 

 emotions 

 

• consistently uses physical appearance to draw attention 

 to self 

 

• has a style of speech that is excessively impressionistic 

 and lacking in detail 

 

• shows self-dramatization, theatricality, and exaggerated 

 expression of emotion 
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• is suggestible i.e., easily influenced by others or 

 circumstances 

 

• considers relationships to be more intimate than they 

 actually are 

 
Clinical Features 

 
 Patients with histrionic personality disorder show a high degree of 

attention- seeking behaviour.  They tend to exaggerate their thoughts and 

feelings, making everything sound more important than it really is.  They 

display temper tantrums, tears, and accusations if they are not the centre of 

attention or not receiving praise or approval.   Seductive behaviour is common 

in both sexes.  Sexual fantasies about persons with whom the patients are 

involved are common, but the patients are inconsistent about verbalizing 

those fantasises and may be shy or flirtatious, rather than sexually 

aggressive.  In fact, histrionic patients may have a psychosexual dysfunction: 

the women may be anorgasmic, and the men may be impotent.  They may act 

on their sexual impulses to reassure themselves that they are attractive to the 

other sex.  Their need for reassurance is endless.  Their relationships tend to 

be superficial, however, and the patients can be vain, self-absorbed, and 

fickle.  Their strong dependence needs make them overly trusting and gullible.  

 
 The major defenses of histrionic personality disorder patients are 

repression and dissociation.  Accordingly, such patients are unaware of their 

true feelings and are unable to explain their motivations.   Under stress, reality 

testing easily becomes impaired.  

 
 Differential Diagnosis 

 
 Other personality disorders such as Borderline Personality Disorder, 

Antisocial Personality Disorder, Narcissistic Personality Disorder and 

Dependent Personality Disorder should be distinguished. 
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 Histrionic Personality Disorder must be distinguished from Personality 

Change Due to a General Medical Condition, in which the traits emerge due to 

the direct effects of a general medical condition on the central nervous 

system. It must also be distinguished from symptoms that may develop in 

association with chronic substance use (e.g., Cocaine-Related Disorder Not 

Otherwise Specified). 

 
 Many individuals may display histrionic personality traits. Only when 

these traits are inflexible, maladaptive, and persisting  they cause significant 

functional impairment or subjective distress do they constitute Histrionic 

Personality Disorder. 

 
Course and Prognosis 

  
 With age, patients with histrionic personality disorder tend to show 

fewer symptoms, but, because they lack the same energy they had when 

younger, that difference may be more apparent than real.  The patients are 

sensation seekers and may get in to trouble with the law, abuse substances, 

and act promiscuously.  

 
Treatment 

  
 Psychotherapy: Patients with histrionic personality disorder are 

often unaware of their own real feelings; therefore, clarification of their inner 

feelings is an important therapeutic process.  Psychoanalytically oriented 

psychotherapy, whether group or individual, is probably the treatment of 

choice for histrionic personality disorder.  

 
 Pharmacotherapy: Pharmacotherapy can be adjunctive when 

symptoms are targeted (such as the use of antidepressants for depression 

and somatic complaints, anti anxiety agents for anxiety, and antipsychotics for 

derealisation and illusions).  
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CLUSTER C PERSONALITY DISORDERS 

 
Avoidant Personality Disorder 

  
Brief description of the disorder  

  
 It can be brought out from the definitions given above that avoidant 

personality disorder patients show an extreme sensitivity to rejection, which 

may lead to a socially withdrawn life.  They are not asocial and show a great 

desire for companionship but are shy; they need unusually strong guarantees 

of uncritical acceptance.  Such persons are commonly referred to as having 

an inferiority complex.   

 
Epidemiology 

  
 The prevalence of avoidant personality disorder is 1 to 10 percent; as 

defined, it is common.  No information is available on sex ratio or familial 

pattern.  Infants classified as having a timid temperament may be more prone 

to the disorder than are those high on activity – approach scales. 

 
Diagnosis 

 

 In clinical interviews the most striking aspect is the patients’ anxiety 

about talking with the interviewer.  The patients’ nervous and tense manner 

appears to wax and wane with their perception of whether the interviewer likes 

them.  They seem vulnerable to the interviewer’s comments and suggestions 

and may regard a clarification or an interpretation as a criticism.   

 

Diagnostic Criteria for 301.82 Avoidant Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive pattern of social inhibition, feelings of inadequacy, 

 and hypersensitivity to negative evaluation, beginning by early 

 adulthood and present in a variety of context as indicated by four 

 (or more) of the following: 
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• avoids occupational activities that involve significant 

 interpersonal contact, because of fears of criticism, 

 disapproval,  or rejection. 

 

• is unwilling to get involved with people unless certain of 

 being  liked 

 

• shows restraint within intimate relationships because of 

 the fear of being shamed or ridiculed 

 

• is preoccupied with being criticized or rejected in social 

 situations 

 

• is inhibited in new interpersonal situations because of  

 feelings of inadequacy 

 

• views self as socially inept, personally unappealing, or 

 inferior to others 

 

• is unusually reluctant o take personal risks or to engage 

 in any  new activities because they may prove 

 embarrassing 

 
Clinical Features 

  
 Hypersensitivity to rejection by others is the central clinical feature of 

avoidant personality disorder.  Persons with the disorder desire the warmth 

and security of human companionship but justify their avoidance of forming 

relationships by their alleged fear of rejection. When talking with someone, 

they express uncertainty and lack of self confidence and may speak in a self-

effacing manner.  They are afraid to speak up in public or to make requests to 

others, because they are hyper vigilant about rejection.  They are apt to 

misinterpret other people’s comments as derogatory or ridiculing.  The refusal 

of any request leads them to withdraw from others and to feel hurt.  
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 In the vocational sphere, avoidant personality disorder patients often 

take jobs on the sidelines.  They rarely attain much personal advancement or 

exercise much authority.  Instead, at work they may seem simply shy and 

eager to please. 

 
 Persons with the disorder are generally unwilling to enter relationships 

unless they are given an unusually strong guarantee of uncritical acceptance.  

Consequently, they often have no close friends or confidants.  In general, their 

main personality trait is timidity. 

 
Differential Diagnosis 

 
 There appears to be a great deal of overlap between Avoidant 

Personality Disorder and Social Phobia, Generalized Type, so much so that 

they may be alternative conceptualizations of the same or similar conditions. 

Avoidance also characterizes both Avoidant Personality Disorder and Panic 

Disorder with Agoraphobia, and they often co-occur. The avoidance in Panic 

Disorder with Agoraphobia typically starts after the onset of Panic Attacks and 

may vary, based on their frequency and intensity.  In contrast, the avoidance 

in Avoidant Personality Disorder ends to have an early onset, an absence of 

clear precipitants, and a stable course. 

 
 Personality Disorders in addition to Avoidant Personality Disorder can 

be diagnosed. Both Avoidant Personality Disorder Dependent Personality 

Disorder are characterized by feelings of inadequacy, hypersensitivity to 

criticism, and a need for reassurance. 

 
 Avoidant Personality Disorder must be distinguished from Personality 

Change Due to a General Medical Condition, in which the traits emerge due to 

the direct effects of a general medical condition on the central nervous 

system. It must also be distinguished from symptoms that may develop in 

association with chronic substance use (e.g., Cocaine Related Disorder Not 

Otherwise Specified). 
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Course and Prognosis 

  
 Many avoidant personality disorder patients are able to function, 

provided they are in a protected environment.  Some marry, have children, 

and live their lives surrounded only by family members.  Should their support 

system fail, however, they are subject to depression, anxiety, and anger.  

Phobic avoidance is common, and avoidant personality disorder patients may 

give histories of social phobia or go on to social phobia during the course of 

their illness.  

 
Treatment 

  
 Psychotherapy: Psychotherapeutic treatment depends on 

solidifying an alliance with the patient. As trust develops, the therapist 

conveys an accepting attitude toward the patient’s fears, especially the fear of 

rejection.  The therapist eventually encourages the patient to move out into 

the world to take what are perceived as great risks of humiliation, rejection, 

and failure.  But the therapist should be cautious when giving assignments to 

exercise new social skills outside therapy, because failure may reinforce the 

patient’s already poor self-esteem.  Group therapy may help patients 

understand the effects that their sensitivity to rejection has won themselves 

and others.  Assertiveness training is a form of behaviour therapy that may 

teach patients to express their needs openly and to improve their self- 

esteem. 

 
 Pharmacotherapy: Pharmacotherapy has been used to manage 

anxiety and depression when present as associated features.  Some patients 

are helped by Beta blockers, such as atenolol (Tenormin), to manage 

autonomic nervous system hyperactivity, which tends to be high in patients 

with avoidant personality disorder, especially when they approach feared 

situation. 
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Dependent Personality Disorder 

 
Brief description of the disorder  

  
 It can be evaluated from the definitions given above that persons with  

dependent personality disorder subordinate their own needs to those of 

others, get others to assume responsibility for major areas in their lives, lack 

self-confidence, and may experience intense discomfort when alone for more 

than a brief period.  Freud described an oral-dependent dimension to 

personality characterized by dependence, pessimism, fear of sexuality, self-

doubt, passivity, suggestibility, and lack of perseverance, which is similar to 

the DSM-IV categorization of dependent personality disorder. 

 
 

Epidemiology 

  
 Dependent personality disorder is more common in women than in 

men.  One study diagnosed 2.5 percent of all personality disorders as falling 

into that category.  It is more common in young children than in older children.  

Persons with chronic physical illness in childhood may be most prone to this 

disorder. 

 

Diagnosis 

 

 In the interview the patients appear to be compliant.  They try to 

cooperate, welcome specific questions, and look for guidance.   

 
Diagnostic Criteria for 301.6 Dependent Personality Disorder in 
accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive and excessive need to be taken care of that leads 

 to submissive and clinging behaviour and fears of separation, 

 beginning by early  adulthood and present in a variety of 

 contexts, as  indicated by five (or more)  of the following: 
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• has difficulty making everyday decisions without an 

 excessive amount of advice and reassurance from others 

 

• needs others to assume responsibility for most major 

 areas of his or her life 

 

• has difficulty expressing disagreement with others 

 because of fear of los of support or approval.  Note : Do 

 not include realistic fears of retribution. 

 

• has difficulty initiating projects or doing things on his or 

 her own (because of a lack of self-confidence in 

 judgment or  abilities rather than a lack of motivation or 

 energy)  

 

• goes to excessive lengths to obtain nurturance and 

 support form  others, to the point of volunteering to do 

 things that are unpleasant. 

 

• feels uncomfortable or helpless when alone because of 

 exaggerated fears of being unable to care for himself or 

 herself  

Clinical Features 

 
 Dependent personality disorder is characterized by a pervasive pattern 

of dependent and submissive behaviour.  Persons with the disorder are 

unable to make decisions without an excessive amount of advice and 

reassurance from others. 

 
 Dependent personality disorder patients avoid positions of 

responsibility and become anxious if asked to assume a leadership role.  They 

prefer to be submissive.  When on their own, they find it difficult to persevere 

at tasks but may find it easy to perform those tasks for some one else.  

Persons with the disorder do not like to be alone.  They seek out others on 

whom they can depend, and their relationships are thus distorted by their 
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need to be attached to that person.  In folie a deux  (shared psychotic 

disorder), one member of the pair is usually suffering from dependent 

personality disorder and the submissive partner takes on the delusional 

system of the more aggressive, assertive partner on whom he or she is 

dependent.  

 
 Pessimism, self-doubt, passivity and fears of expressing sexual and 

aggressive feelings characterize the behaviour of the dependent personality 

disorder patient.  An abusive, unfaithful, or alcoholic spouse may be tolerated 

for long periods of time in order not to disturb the sense of attachment. 

 
Differential Diagnosis 

 
 Dependent Personality Disorder must be distinguished from 

dependency arising as a consequence of Axis I disorders (e.g., Mood 

Disorders, Panic Disorder, and Agoraphobia) and as a result of general 

medical conditions.  Dependent Personality Disorder has an early onset, 

chronic course, and a pattern of behaviour that does not occur exclusively 

during an Axis I or Axis III disorder. 

 

 Other personality disorders such as Borderline Personality Disorder, 

Histrionic Personality Disorder, Avoidant Personality Disorder should be 

distinguished. 

 
 Dependent Personality Disorder must be distinguished from Personality 

Change Due to a General Medical Condition, in which the traits emerge due to 

the direct effects of a general medical condition on the central nervous 

system.  It must also be distinguished form symptoms that may develop in 

association with chronic substance use (e.g., Cocaine-Related Disorder Not 

Otherwise Specified). 

 
 Many individuals display dependent personality traits.  Only when these 

traits are inflexible, maladaptive, and persisting and cause significant 

functional impairment or subjective distress do they constitute Dependent 

Personality Disorder. 
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Course and Prognosis 

  
 Little is known about the course of dependent personality disorder.  

There tends to be impaired occupational functioning, as the patients have an 

inability to act independently and without close supervision.  Social 

relationships are limited to those on whom the persons can depend, and many 

suffer physical or mental abuse because they cannot assert themselves.  

They risk major depressive disorder if they sustain the loss of the person on 

whom they are dependent.  However, the prognosis with treatment is 

favourable. 

 
Treatment 

  
 Psychotherapy: The treatment of dependent personality disorder 

can often be successful.  Insight-oriented therapies enable patients to 

understand the antecedents of their behaviour, and, with the support of a 

therapist, the patients can become more independent, assertive, and self-

reliant than they were before therapy. 

  

 A pitfall in the treatment may appear when the therapist encourages 

the patient to change the dynamics of a pathological relationship (for example, 

encourages a physically abused wife to seek help from the police).  At that 

point the patient may become anxious, be unable to cooperate in therapy, and 

feel torn between complying with the therapist and losing a pathological 

external relationship.  The therapist must show great respect for a dependent 

personality disorder patient’s feelings of attachment, no mater how 

pathological those feelings may seem. 

  
 Behaviour therapy, assertiveness training, family therapy, and group 

therapy have all bee used, with successful outcomes in many cases. 

 
 Pharmacotherapy: Pharmacotherapy has been used to deal with such 

specific symptoms as anxiety and depression, which are common associated 

features of dependent personality disorder. Those patients who experience 

panic attacks or who have high levels of separation anxiety may be helped by 
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imipramine (Tofranil).  Benzodiazepines and serotonergic agents have also 

been useful.. If the patients’ depression or withdrawal symptoms respond to 

psycho stimulants, they may be used. 

 
Obsessive Compulsive Personality disorder 

 
Brief description of the disorder  

 
 In the foregoing definitions given it is detrimental that obsessive 

compulsive personality disorder is characterised by emotional constriction, 

orderliness, perseverance, stubbornness, and indecisiveness.  The essential 

features of the disorder is a pervasive pattern of perfectionism and inflexibility.   

 
Epidemiology 

 
 The prevalence of obsessive-compulsive personality disorder is 

unknown.  It is more common in men than in women and is diagnosed most 

often in oldest children.  The disorder also occurs more frequently in first 

degree biological relatives of persons with the disorder than in the general 

population. Patients often have backgrounds characterized by harsh 

discipline.  Freud hypothesized that the disorder is associated with difficulties 

in the anal stage of psychosexual development, generally around the age of 

2.  However, in various studies that theory has not been validated.  

 
Diagnosis 

 
 In the interview, obsessive-compulsive personality disorder patients 

may have a stiff, formal, and rigid demeanour. Their affect is not blunted or flat 

but can be described as constricted. They lack spontaneity. Their mood is 

usually serious. Such patients may be anxious about not being in control of 

the interview.  Their answers to questions are unusually detailed. The defense 

mechanisms they use are rationalization, isolation, intellectualization, reaction 

formation, and undoing.  
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Diagnostic Criteria for 301.4 Obsessive-Compulsive Personality Disorder 
in accordance with DSM-IV (excerpts from DSM-IV) 
 

• A pervasive pattern of preoccupation with orderliness, 

 perfectionism, and mental and interpersonal control, at the 

 expense of flexibility, openness,  and efficiency, beginning by 

 early  adulthood and present in a  variety of contexts, as 

 indicated by four (or more) of the following:  

 

• is preoccupied with details, rules, lists, order, 

 organization, or schedules to the extent that the major 

 point of the activity is lost. 

 

• shows perfectionism that interferes with ask completion 

 (e.g., is unable to complete a project because his or her 

 own overly strict standard are not met) 

 

• is excessively devoted to work and productivity to the 

 exclusion of leisure activities and friendships (not 

 accounted for by obvious economic necessity) 

 

• is over conscientious, scrupulous, and inflexible 

 about  matters of morality, ethics, or values (not 

 accounted for by cultural or religious identification)  

 

• is unable to discard worn-out or worthless objects 

 even when they have no sentimental value 

 

• is reluctant o delegate tasks or to work with others unless 

 they submit to exactly his or her way of doing things 

 

• adopts a miserly spending style toward both self and 

 others; money is viewed as something to be hoarded for 

 future  catastrophes 

 

• shows rigidity and stubbornness 
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Clinical Features 

 
 Persons with obsessive-compulsive personality disorder are 

preoccupied with rules, regulations, orderliness, neatness, details, and the 

achievement of perfection.  Those traits account for a general constriction of 

the entire personality.  Such persons are formal and serious and often lack a 

sense of humour. They insist that rules be followed rigidly and are unable to 

tolerate what they perceive to be infractions.  Accordingly, they lack flexibility 

and are intolerant. They are capable of prolonged work, provided it is 

routinized and does not require changes to which they cannot adapt. 

  
 Obsessive compulsive personality disorder patients’ interpersonal skills 

are limited.  They alienate people, are unable to compromise, and insist that 

others submit to their needs.  They are, however, eager to please those whom 

they see as more powerful than themselves and carry out their wishes in an 

authoritarian manner. Because of their fear of making mistakes, they are 

indecisive and ruminate about making decisions.  Although a stable marriage 

and occupational adequacy are common, obsessive compulsive personality 

disorder patients have few friends. 

  

 Anything that threatens to upset the routine of the patients’ lives or their 

perceived stability can precipitate a great deal of anxiety that is otherwise 

bound up in the rituals that they impose on their lives and try to impose on 

others. 

 
Differential Diagnosis 

 
 Despite the similarity in names, Obsessive-Compulsive Disorder is 

usually easily distinguished from Obsessive-Compulsive Personality Disorder 

by the presence of true obsessions and compulsions. A diagnosis of 

Obsessive-Compulsions Disorder should be considered especially when 

hoarding is extreme (e.g., accumulated stacks or worthless objects present a 

fire hazard and make it difficult for others to walk through the house).  When 

criteria for both disorders are met, both diagnoses should be recorded. 
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 Other personality disorders such as Narcissistic Personality Disorder, 

Antisocial Personality Disorder, Schizoid Personality Disorder should be 

distinguished. 

 
 Obsessive-Compulsive Personality Disorder must be distinguished 

from Personality Change Due to a General Medical Condition, in which the 

traits emerge due to the direct effects of a general medical condition on the 

central nervous system.  It must also be distinguished form symptoms that 

may develop in association with chronic substance use (e.g., Cocaine-Related 

Disorder Not Otherwise Specified). 

 
 Obsessive-Compulsive personality traits in moderation may be 

especially adaptive, particularly in situations that reward high performance.  

Only when these traits are inflexible, maladaptive, and persisting and cause 

significant functional impairment on subjective distress do they constitute 

Obsessive-Compulsive Personality Disorder.  

 
Course and Prognosis 

  
 The course of obsessive compulsive personality disorder is variable 

and not predictable.  From time to time, obsessions or compulsions may 

develop in the course of the personality disorder.  Some adolescents with 

obsessive compulsive personality disorder evolve into warm, open, and loving 

adults; but others, the disorder can be either the harbinger of schizophrenia or 

decades later and exacerbated by the aging process major depressive 

disorder. 

  
 Persons with obsessive compulsive personality disorder may do well in 

positions demanding methodical, deductive, or detailed work, but they are 

vulnerable to unexpected changes, and their personal lives may remain 

barren.  Depressive disorders, especially those of late onset, are common 

 
Treatment 

  
 Psychotherapy: Unlike patients with the other personality disorders, 

obsessive compulsive personality disorder patients often know that they are 
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suffering, and they seek treatment on their own.  Free association and non 

directive therapy are highly valued by the over trained, over socialized 

obsessive compulsive personality disorder patient, However, the treatment is 

often long and complex, and counter transference problems are common.  

  
 Group therapy and behaviour therapy occasionally offer certain 

advantages.  In both contexts it is easy to interrupt the patients in the midst of 

their maladaptive interactions or explanations.  Having the completion of their 

habitual behaviour prevented raises patients’ anxiety and leaves them 

susceptible to learning new coping strategies.  Patients can also receive direct 

rewards for change in group therapy, something less often possible in 

individual psychotherapies. 

  
 Pharmacotherapy: Clonazepam (Klonopin) is a benzodiazepine with 

anticonvulsant use that has reduced symptoms in patients with severe 

obsessive compulsive disorder.  Whether it is of use in the personality 

disorder is not known.  Clomipramine (Anafranil) and such serotonergic 

agents as fluoxetine may be of use if obsessive compulsive signs and 

symptoms break through.  

 

PERSONALITY DISORDER NOT OTHERWISE SPEICIFIED 

 
Passive Aggressive Personality Disorder 

 
Brief description of the disorder  

 
 It can be brought out from the definitions above that persons with 

passive aggressive personality disorder are characterized by covert 

obstructionism, procrastination, stubbornness, and inefficiency.  Such 

behaviour is a manifestation of underlying aggression, which is expressed 

passively. In DSM-IV the disorder is also called negativistic personality 

disorder. 

 
Epidemiology 
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 No data are available about the epidemiology of the disorder.  Sex 

ratio, familial patterns, and prevalence have not been adequately studied. 

 
Diagnosis 

 
 A pervasive pattern of negativistic attitudes and passive resistance to 

demands for adequate performance can be made for persons with passive 

aggressive personality disorder  

 
Clinical Features 

 
 Passive aggressive personality disorder patients characteristically 

procrastinate, resist, demands for adequate performance, find excuses for 

delays, and find fault with those on whom they depend; yet they refuse to 

extricate themselves from the dependent relationships.  They usually lack 

assertiveness and are not direct about their own needs and wishes.  They fail 

to ask needed questions about what is expected of them and may become 

anxious when forced to succeed or when their usual defense of turning anger 

against themselves is removed. 

  
 In interpersonal relationships, passive-aggressive personality disorder 

patients attempt to manipulate themselves into a position of dependence, but 

their passive, self-detrimental behaviour is often experienced by others as 

punitive and manipulative.  Others must do their errands and carry out their 

routine responsibilities.  Friends and clinicians may become enmeshed in 

trying to assuage the patients’ many claims of unjust treatment. The close 

relationships of passive aggressive personality disorder patients are rarely 

tranquil or happy.  Because the patients are bound to their resentment more 

closely than tot their satisfaction, they may never even formulate what they 

want for themselves in regard to enjoyment.  People with the disorder lack 

self-confidence and are typically pessimistic about the future.  

 
Differential Diagnosis 

  
 Passive aggressive personality disorder needs to be differentiated from 

histrionic and borderline personality disorders; however, the passive 
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aggressive personality disorder patient is less flamboyant, dramatic, affective, 

and openly aggressive than are the histrionic and borderline personality 

disorder patients. 

 
Course and Prognosis 

  
 In a follow up study averaging 11 years of 100 passive aggressive 

personality disorder was the primary diagnosis in 54 of them, 18 were also 

alcohol abusers, and 30 could be clinically labelled as depressed.. Of the 73 

former patients locate, 58 (79 percent) had persistent psychiatric difficulties, 

and 9 (12 percent) were considered symptom free.  Most seemed irritable, 

anxious, and depressed; somatic complains were numerous.  Only 32 (44 

percent) were employed full time as workers or home makers.  Although 

neglect of responsibility and suicide attempts were common, only 1 patient 

had committed suicide in the interim. Although 28 (38 percent) were 

readmitted to a hospital, only 3 patients were called schizophrenic.  

 

Treatment 

 
 Psychotherapy: Passive aggressive personality disorder patients 

who receive supportive psychotherapy have good outcomes.  However, 

psychotherapy for patients with passive aggressive personality disorder has 

many pitfalls; to fulfil their demands is often to support their pathology, but to 

refuse their demands is to reject them.  The therapy session can thus become 

a battleground in which the patient expresses feelings of resentment against a 

therapist on whom the patient wishes to become dependent. With passive 

aggressive personality disorder patients, the clinician must treat suicide 

gestures as one would any covert expression of anger and not as one would 

treat object loss in major depressive disorder.  The therapist must point out 

the probable consequences of passive aggressive behaviours as they occur.  

Such confrontations may be more helpful in changing the patient’s behaviour 

than is a correct interpretation.  

  
 Pharmacotherapy: Antidepressants should be prescribed only when 

clinical indications of depression and the possibility of suicide exist.  Some 
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patients have responded to benzodiazepines and psycho stimulants, 

depending on the clinical features. 

 
Depressive Personality Disorder 

   
Brief description of the disorder  

  
 It is clear from the definitions stated above that persons with 

depressive personality disorder are characterized by life long traits that fall 

along the depressive spectrum.  They are pessimistic, anhedonic, duty-bound, 

self-doubting, and chronically unhappy.  The disorder is newly classified in 

DSM-IV, but melancholic personality was described by early 20th century 

European psychiatrist, such as Ernst Kretschmer. 

 
Epidemiology 

  
 Because depressive personality disorder is a new category, no 

epidemiological figures are available.  However, on the basis of the 

prevalence of depressive disorders in the overall population, depressive 

personality disorder seems to be common, to occur equally in men and 

women, and to occur in families in which depressive disorders are found. 

 
Etiology 

  
 The cause of depressive personality disorder is unknown, but the 

factors that are involved in dysthymic disorder and major depressive disorder 

may be at work.  Psychological theories involve early loss, poor parenting, 

punitive superegos, and extreme feelings of guilt.  Biological theories involve 

the hypothalamic pituitary adrenal thyroid axis, including the noradrenergic 

and serotonergic amine systems. Genetic predisposition, as indicated by 

Stella Chess’s studies of temperament, may also playa role.  

 
Diagnosis  

  
 A classic description of the depressive personality was provided in 

1963 by Arthur Noyes and Laurence Kolb:  They feel but little of the normal 

joy of living and are inclined to be lonely and solemn, to be gloomy, 
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submissive, pessimistic and self- depreciatory.  They are prone to express 

regrets and feelings of inadequacy and hopelessness.. They are often 

meticulous, perfectionistic, over conscientious, preoccupied with work, feel 

responsibility keenly, and are easily discouraged under new conditions.  They 

are fearful of disapproval, tend to suffer in silence and perhaps to cry easily, 

although usually not in the presence of others.  A tendency to hesitation, 

indecision, and caution betrays inherent feelings of insecurity. More recently, 

H Akiskal described 7 groups of depressive traits (1) quiet, introverted, 

passive, and non assertive; (2) gloomy, pessimistic, serious, and incapable of 

fun; (3) self-critical, self-reproaching, and self-derogatory; (4) sceptical, critical 

of others, and hard to please; (5) conscientious, responsible, and self 

disciplined; (6) brooding and given to worry; (7) preoccupied with negative 

events, feelings of inadequacy and personal shortcomings.  

 
Clinical Features 
 
 Patients with depressive personality disorder complain of chronic 

feelings of unhappiness. They admit to feelings of low self-esteem and find it 

difficult to find anything in their lives about which they are joyful, hopeful, or 

optimistic.  They are likely to denigrate their work, themselves, and their 

relationships with others; and they are self-critical and derogatory.  Their 

physiognomy often reflects their mood poor posture, depressed faces, hoarse 

voice, and psychomotor retardation. 

 
Differential Diagnosis 

  
 Dysthmic disorder is a mood disorder characterized by greater 

fluctuation in mood than that found in depressive personality disorder.  The 

personality disorder is chronic and lifelong, whereas dysthymic disorder is 

episodic, can occur at any time, and usually has a precipitating stressor.  The 

depressive personality can be conceptualized as part of a spectrum of 

affective conditions in which dysthymic disorder and major depressive 

disorder are more sever variants.  
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Course and Prognosis 

  
 Persons with depressive personality disorder may be at risk for 

dysthymic disorder and major depressive disorder. In a recent study by 

Donald Klein and Gregory Mills subjects with depressive personality exhibited 

significantly higher rates of current mood disorder, lifetime mood disorder, 

major depression and dysthymia than subjects without depressive personality. 

 
Treatment 

  
 Psychotherapy is the treatment of choice for depressive personality 

disorder. Patients respond to insight oriented psychotherapy, and, because 

their reality testing is good, they are able to gain insight into the 

psychodynamics of their illness and to appreciate its effects on their 

interpersonal relationships.  Treatment is likely to be long-term.  Cognitive 

therapy helps the patients understand the cognitive manifestations of their low 

self esteem and pessimism.  Other types of psychotherapy that are useful 

include group psychotherapy and interpersonal therapy.  Some persons 

respond to self help measures. 

  
 Psychopharmacological approaches include the use of antidepressant 

medications, especially such serotoneric agents as sertraline (Zoloft) 50 mg a 

day.  Some patients respond to small dosages of psycho stimulants, such as 

amphetamine, 5 to 15 mg a day.  In all cases, psychopharmacological agents 

should be combined with psychotherapy to achieve maximum effects. 

 

Sadomasochistic Personality Disorder 

 
Brief description of the disorder  

 
 It is well understood from the definition above that the patients with 

Sadomasochistic personality disorder which is characterized by the 

achievement of sexual gratification by inflicting pain on the self.  Generally the 

so called moral masochist seeks humiliation and failure, rather than physical 

pain.   
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Epidemiology 

  
 No data is currently available on this and no sex ratio is also available.  

However, it has been noted that patients with Sadism or Anxiety disorder have 

been inflicted with this disorder. 

 
Etiology 

  
 The cause of the disorder can be traced from the childhood 

experiences such as excessive unconscious guilt which come to recognize 

their repressed aggressive impulses.  Freud believed that sadists ward off 

castration anxiety and are able to achieve sexual pleasure only when they are 

ale to do to others what they fear will be done to them. 

 
Diagnosis 
  
 This disorder is not listed in the DSM-IV category but brought into the 

light here because of its major clinical and historical interest in psychiatry. It is 

not an official diagnostic category in DSM-IV or its appendix, but it can be 

diagnosed as personality disorder not otherwise classified.    

 
Diagnostic criteria under DSM-IV 

  
 As the disorder is not listed in the DSM-IV and neither in the appendix, 

the diagnostic criteria are not available presently. 

 
Clinical Features 

 Clinical observations indicate that elements of both sadistic and 

masochistic behaviour are usually present in the same person. 

 
Differential Diagnosis 

  
 The prevalence of Sadistic personality disorder and anxiety disorder 

required to be ruled out for a complete diagnosis of Sadomasochistic 

Personality disorder 
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Course and Prognosis 

  

 The course of the disorder is chronic and alleviating when prone to the 

guilt and not many of them have come out of this disorder. 

 
Treatment 

  
 Treatment with insight oriented psychotherapy, including 

psychoanalysis, has been effective in some cases.  As a result of therapy, the 

patients become aware of the need for self punishment secondary to 

excessive unconscious guilt and also come to recognize their repressed 

aggressive impulses, which originate in early childhood. 

  

Sadistic Personality Disorder 

 
Brief description of the disorder  

 
 It is imperative to note from the definitions given above that sadistic 

personality disorder patients are characterised by pervasive pattern of cruel, 

demeaning, and aggressive behaviour.   

 
Epidemiology 

 
 No data is currently available on this and no sex ratio is also available.  

However, it has been noted that patients with Sadomasochistic or Anxiety 

disorder have been inflicted with this disorder 

 
Clinical Features 

  
 Physical cruelty or violence is use to inflict pain on others and not to 

achieve some other goal, such as mugging someone in order to steal. 

Persons with the disorder like to humiliate or demean people in front of others 

and have usually treated or disciplined someone usually harshly, especially 

children.  They are generally fascinated by violence, weapons, injury, or 

torture.   
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Treatment 

 
 Treatment with insight oriented psychotherapy, including 

psychoanalysis, has been effective in some cases.  As a result of therapy, the 

patients become aware of the need for self punishment secondary to 

excessive unconscious guilt and also come to recognize their repressed 

aggressive impulses, which originate in early childhood. 

 

 

2.7.1.4 PSYCHOSOMATIC DISORDERS 

  

 The following lines do describe the psychosomatic disorders included 

in the research with brief description of the disorder and its treatment 

procedures.  Their epidemiology, etiology, clinical features, diagnosis and 

differential diagnosis require a separate study, however, an effort to 

understand the disorders have been brought down under these heads.  

 

Essential Hypertension 

 
Brief description of the disorder  

 
 Hypertension is a disease characterized by a blood pressure of 160/95 

mm Hg or higher.  

 
Treatment 

 
 Supportive psychotherapy and behavioural techniques (for example, 

biofeedback, mediation, and relaxation therapy) have been reported to be 

useful in treating hypertension.  Medically, the patient must comply with the 

antihypertensive medication regimen.  
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Bronchial Asthma 

 
Brief description of the disorder  

 
 Bronchial Asthma is a chronic recurrent obstructive disease of the 

bronchial airways, which tend to respond to various stimuli by bronchial 

constriction, edema, and excessive secretion.  Genetic factors, allergic 

factors, infections, and acute and chronic stress all combine to produce the 

disease.  Whereas the rate and the depth of a healthy person’s breathing can 

be changed voluntarily to correlate with various emotional states, such 

changes are aggravated and prolonged in a person with asthma.  

 
Treatment 

  
 Some asthmatic children improve by being separated form the mother 

(so called parentectomy).  All standard psychotherapies are used: individual, 

group behavioural (systematic desensitization), and hypnotic.  Asthmatic 

patients should be treated jointly by internists, allergists, and psychiatrists. 

 
 

Obesity 
 
Brief description of the disorder  

 
 Obesity is a condition characterized by the excessive accumulation of 

fat (when the body weight exceeds by 20 percent the standard weight in the 

usual height weight tables). 

  
Treatment 

 

 Obesity must be controlled through dietary limitation and the reduction 

of calorie intake.  Emotional sport and behaviour modification are helpful for 

the anxiety and the depression associated with overeating and dieting.  

Gastric reduction surgery and similar techniques are of limited value. 
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Anorexia Nervosa 

 
Brief description of the disorder  

 
 Anorexia nervosa is characterized by behaviour directed towards losing 

weight, peculiar patterns of handling food, weight loss intense fear of gaining 

weight, disturbance of body image, and, in women, amenorrhea. It is one of 

the few psychiatric illnesses that may have a course unremitting until death.  

 
Treatment 

 
 Emotional sport and behaviour modification are helpful for the anxiety 

and the depression associated with dieting. Gastric reduction surgery and 

similar techniques are of limited value. 

     
  

Rheumatoid Arthritis 

 
Brief description of the disorder  

 
 Rheumatoid arthritis is a disease characterised by chronic 

musculoskeletal pain caused by inflammatory disease of the joints.  The 

disorder has significant hereditary, allergic, immunological, and psychological 

causative factors.  Psychological stress may predispose patients to 

rheumatoid arthritis and other auto immune diseases by immune suppression.  

The arthritic persons feel restrained, tied down, and confined.  Because many 

arthritic persons have a history of physical activity (for example, dancers), 

they often have repressed rage about the inhibition of their muscle function, 

which aggravates their stiffness and immobility. 

 
Treatment 

 
 Treatment should include psychotherapy, which is usually supportive 

during chronic (sharp) attacks and interpretive between acute attacks.  Rest 

and exercise should be structured, and patients should be encouraged not to 

become bed bound and to return to their former activities.  The rest and 
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exercise program should be coordinated with the medical treatment of the 

pain and the inflammation of the joints. 

    
  

Migraine (Vascular) Headaches 

 
Brief description of the disorder  

 
 Migraine (Vascular) headaches are a paroxysmal disorder 

characterized by recurrent headaches, with or without related visual and 

gastrointestinal disturbances.  They are probably caused by a functional 

disturbance in the cranial circulation. 

 
Treatment 

 
 Migraines are best treated during the prodromal period with ergotamine 

tartrate (Cafergot) and analgesics.  The prophylactic administration of 

propranolol or phenytoin (Dilantin) is useful if the headaches are frequent.  

Psychotherapy to diminish the effects of conflict and stress and certain 

behavioural techniques (for example, biofeedback) have been reported to be 

useful.   

 

Tension (Muscle Contraction) headaches 

 

Brief description of the disorder  

 
 Emotional stress is often associated with the prolonged contraction of 

head and neck muscles, which over several hours may constrict blood vessels 

and result in ischemia.  A dull, aching pain often begins suboccipitally and 

may spread over head, sometimes feeling like a tightening band.  The scalp 

may be tender to the touch, and, in contrast to a migraine, the headache is 

usually bilateral and not associated with prodromata, nausea, and vomiting.  

The onset is often toward the end of the workday or in the early evening, 

possibly after the person has been removed from stressful job pressures, has 

tried to relax, and has focussed on somatic sensations.  But if family or 
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personal pressures are equal to or greater than those at work, the headaches 

may be worse later in the evening, on weekends, or during vacations. 

 
 Tension headaches may occur to some degree in about 80 percent of 

the population during periods of emotional stress. Anxiety and depression are 

frequently associated with the headaches.  Tense, high-strung, competitive, 

type A personalities are especially prone to the disorder. 

 
Treatment 

 
 Treatment in the initial stage with anti anxiety agents, muscle relaxants, 

and massage or heat application to the head and the neck if an underlying 

depression is present, antidepressants may be prescribed.  However, 

psychotherapy is usually the treatment of choice for patients chronically 

afflicted by tension headaches.  Learning to avoid or better cope with tension 

is the most effective long-term management approach.  Electromyogram 

(EMG) feedback from the frontal or temporal muscles may help some tension-

headache patients.  Relaxation associated with practice periods, mediation, or 

changes in a pressured life-style may provide symptomatic relief for some 

patients.  

 

Diabetes Mellitus 

 
Brief description of the disorder  

 
 Diabetes Mellitus is a disorder of metabolism and the vascular system 

manifested by a disturbance of the body’s handling of glucose, lipid and 

protein. 

 
 Heredity and family history are important in the onset of diabetes. A 

sudden onset is often associated with emotional stress, which disturbs the 

homeostatic balance in a predisposed patient.  Psychological factors that 

seem significant are those provoking feelings of frustration, loneliness, and 

dejection.  Diabetic patients must usually maintain some sort of dietary control 

of their diabetes.  When they are depressed and dejected, they often overeat 

or over drink self destructively, causing their diabetes to get out of control. 
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Those reactions are especially common in juvenile diabetic patients. In 

addition, terms such as oral, dependent, seeking maternal attention and 

excessive passivity have been applied to diabetic patients. 

 
Treatment 

 
 Supportive psychotherapy is necessary to achieve cooperation in the 

medical management of the complex disease.  Therapy should encourage 

diabetic patients to lead as normal lie as possible, with the recognition that 

they have a chronic but manageable disease. 

   
 

Premenstrual Disorder 

 
Brief description of the disorder  

 
 Premenstrual dsyphoric disorder, also known as premenstrual 

syndrome (PMS), is characterized by cyclical subjective changes in mood and 

the general sense of physical and psychological well-being correlated with the 

menstrual cycle.  The symptoms usually begin soon after ovulation, increase 

gradually, and reach a maximum of intensity about five days before the 

menstrual period begins.  Psychological, social and biological factors have 

been implicated in the disorder’s pathogenesis.  In particular, changes in 

estrogen, progesterone, androgen, and prolactin levels have been 

hypothesized to be important to the cause.  Excessive exposure to and 

subsequent abrupt withdrawal from endogenous opiates, peptides, which 

fluctuate under the influence of gonada steroids, may contribute to 

premenstrual dysphoric disorder. An increase in prostaglandins secreted by 

the uterine musculature has been implicated in the pain associated with the 

disorder. Premenstrual dysphoric disorder also occurs in women past 

menopause and after hysterectomy, provided the ovaries remain intact.  

Seventy to 90 percent of all women of child bearing age report at least some 

symptoms.  

 
 

 



 - 181 - 
 

Menopausal distress 

 
Brief description of the disorder  

 
 Menopause is a natural physiological event.  It is usually dated as 

having occurred after an absence of menstrual periods for one year.  Usually, 

the menses taper off during a two to five year span, most often between the 

ages of 48 and 55; the median age is 51.4 years.  Menopause also occurs 

immediately after the surgical removal of the ovaries.  The term “involutional 

period” refers to advancing age, and “climacteric” refers to involution of the 

ovaries. 

  
Treatment 

 
 Treatment programs must be individualized.  Postclimacteric women 

may manifest estrogen excess (dysfunctional uterine bleeding). 

 
 The use of estrogen replacement treatment is still controversial.  Few 

women with signs of estrogen depletion, recent studies have been 

encouraging in regard to the use of long-term combined estrogen and 

progesterone replacement therapy, both in estrogen depletion syndrome and 

to prevent osteoporesis.  Tropical estrogen cream used to treat mucosal 

atrophy is readily absorbed systematically.  The increased risk of cancer, 

particularly endomaterial cancer, has been implicated in the use of exogenous 

estrogen, but the addition of a progestational agent to the replacement 

estrogen regimen is thought to reduce that increased risk.   

 
 Exercise, diet, and symptomatic treatment are all helpful in reducing 

physical discomfort.  Psychological distress should be evaluated and treated 

primarily by appropriate psychotherapeutic and sociotherapeutic measures. 

Psychotherapy should include an exploration of the life stage and the 

meaning of aging and reproduction to the patient.  The patient should be 

encouraged to accept the menopause as a natural life event   and to develop 

new activities, interests, and gratifications.  Psychotherapy should also attend 

to family dynamics and should enlist family and other social support systems 

when necessary. 
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Idiopathic amenorrhea 

 .   
Brief description of the disorder  

 
 The cessation of normal menstrual cycles in non pregnant, 

premenopausal women with no demonstrable structural abnormalities in the 

brain, the pituitary, or the ovaries is termed idiopathic amenorrhea. 

 
 The diagnosis is made first by exclusion and then, if possible by 

identifying the primary psychogenic cause.  Amenorrhea may occur as one 

feature of complex clinical psychiatric syndromes, such as anorexia nervosa 

and pseudocyesis.  Other conditions associated with amenorrhea include 

massive obesity, diseases of the pituitary and the hypothalamus, and, in some 

cases, excessive amount of running or jogging.  Drugs such as reserpine 

(Serpasil) and chlorpromazine (Thorazine) can block ovulation and so delay 

the menses.  Drug induced amenorrhea is almost always accomplished by 

galactorrhea and elevated level of prolactin. 

 
 The patterns of hormone defect that result in psychogenic amenorrhea 

are not well understood.   Disturbed menstrual function with delayed or 

precipitate menses is a well known response by healthy women to stress.  

The stress can be as minor as going away to college or as catastrophic as 

being put into a concentration camp. 

 

Treatment 

 
 In most women the menstrual cycling returns without medical 

intervention, sometimes even in continuing stressful conditions.  

Psychotherapy should be undertaken for psychological reasons, not just in 

response to the symptom of amenorrhea and to determine its cause.  

However, if the amenorrhea has been protracted and refractory, 

psychotherapy may be helpful in restoring regular menses. 
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Chronic Pain 

 
Brief description of the disorder  

 
 Persistent pain is the most frequent complaint of patients, yet it is one 

of the most difficult symptoms to treat because of differing causes and 

individual responses to pain.  

 
 Pain is affected by a myriad of subjective, unmeasurable factors, 

including level of attention, emotional state, personality and past experiences.  

Pain may simultaneously serve as a symptom of psychological stress and as 

a defense against it.  Psychological factors may cause a person to become 

somatically preoccupied and to magnify even normal sensations to chronic 

pain.  Patients may be excessively responsive to pain for personal, social, or 

financial secondary gain.  Chronic pain may be a way of justifying failure in 

establishing relationships with others.  Cultural ethnic or religious affiliations 

may influence the degree and the manner in which persons express pain and 

the way in which their families react to these symptoms.  

 
 In treating the persistent pain the physician should realize that pain is 

not a simple stimulus response phenomenon.  Rather, the perception of a 

reaction to pain is multifactorial, combining many bio psychosocial variables. 

 
Treatment 

 
 Patients with pain disorder are often under medicated with analgesics 

because of lack of knowledge of the pharmacology of analgesics, an 

unrealistic fear of causing addiction (even in terminal patients), and the ethical 

judgement that only bad physicians prescribe large dosages of narcotics. The 

clinician must separate patients with chronic benign pain (who tend to do 

much better with psychotherapy and psychotropic drugs) from those with 

chronic pain caused by cancer or other chronic medical disorders.    The 

former often respond to the combination of an anti depressant and a 

phenothiazine.  The latter usually respond better to analgesics or nerve 

blocks.  Many cancer patients may be kept relatively active, alert, and 

comfortable with the judicious user of morphine, avoiding costly and 
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incompletely effective surgical procedures, such as peripheral nerve section, 

cordotomy, and stereotaxic thalamic ablations.     

 
 A behaviour modification, deconditioning program may also be useful.  

Analgesics should be prescribed at regular intervals, rather than only as 

needed.  Otherwise, patients must suffer before receiving relief, which only 

increases their anxiety and sensitivity to pain.  Standing orders dissociate 

experiencing pain from receiving medication.  The conditioning of needed care 

from experiencing increased pains should also extent to patients’ 

interpersonal relationships.  Patients should receive as much or more 

attention for displaying active and healthy behaviour as they receive for 

passive, dependent, pain-related behaviours.  Their spouses, bosses, friends, 

physicians, and health care or social agencies should not reinforce chronic 

pain and penalize patients (including threatening to discontinue disability 

payments) if the patients begin to relinquish the sick role.  Patients should be 

assured of regular and supportive appointments that are not contingent on 

pain.  Hospitalization should be avoided, if possible, to prevent further 

regression. 

 
 Pain clinics with a multispecialty staff evaluate and treat patients with 

complex pain disorders.  The clinics include the early involvement of 

psychiatrists, rather than only after the organic causes of pain have been 

ruled out and the patient and the physicians are frustrated.  The patients are 

managed without addictive drugs, although many patients commence 

treatment already addicted.  Exploratory or neurodestructive surgery is not 

encouraged, especially if the patient has a hysterical personality or a history of 

multiple surgical procedures.  Pain clinics also recognize that most chronic 

pain patients experience a vicious circle of biological and psychosocial 

factors, so that the most effective treatment involves a systems approach that 

addresses each bio psychosocial component relevant to the patient.  
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Immune Disorders 

 
Brief description of the disorder  

 
 Considerable evidence points to a relation among psychosocial factors, 

immune function, and health and illness. Psychosocial processes including a 

range of the person’s life experiences, stresses, and trait characteristics seem 

to influence the CNS, thereby encouraging the suppression of immune 

activity.   

 
 In 1968 George Solomon suggested that emotional stress affects the 

immune system, especially though a decrease in T lymphocytes; he named 

the new field psycho immunology.  S Keller later found a decrease in 

lymphocytes in rats that were helpless to escape or to stop electric shocks.  In 

1975 Robert Ader found a conditioned suppression of the immune response in 

rats and renamed the filed psychoneuroimmunology. 

 Transposing the stress research to humans, other investigators found a 

decrease in lymphocytic response in bereavement (both conjugal and 

anticipatory), in the caretakers of the patients with dementia of the Alzheimer’s 

type in nonpsychotic inpatients, in resident physicians, in medical graduate 

students during final examinations, in women who were separated or 

divorced, in the elderly who had a lack of social support, and in the 

unemployed.  A decreased in lymphatic activity parallels a decrease in 

immunity and an increased incidence of infections and malignancy, which is 

probably correlated with increased psychic stress.  

 
 Most studies have shown the negative affects of psychic stress on 

psycho immunity and lymphatic activity and related diseases.  A study by 

David Phillips and Daniel Smith indicates that positive psychological events 

may have been beneficial effects on certain persons in certain areas. The 

investigators found that important symbolic events have a positive significant 

short-time effect on mortality and potentially on health in general.  Symbolic 

events that they studied such as Passover for Jewish men and the Chinese 

harvest moon festival for Chinese women often prolonged the lives of patients 

dying from malignant neoplasms and cerebrovascular diseases.  That effect 
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points to an additional parameter, not previously considered, that should be 

evaluated in the psychosomatic equation. 

 
 Recent investigations have revealed that the interaction between 

neuroendocrines and the CNS is reciprocal (that is, immune responses are 

affected by the CNS and vice versa).  For example a monokine released by 

macrophages and monocytes, interleukin-1 (IL-1), activates the 

hypothalamus-pituitary-adrenal axis (HPA) at the hypothalamus and pituitary 

level and stimulates the release of the potent adrenocorticotropic hormone 

(ACTH).  Lymphocytes also synthesize peptides, such as ACTH and 

endorphins, which have numerous behavioural effects.  Regulation of the 

immune system can be learned and conditioned, further indicating the 

potential effect of the immune system in the brain. 

 
Treatment 

 
 Psychotherapy and pharmacotherapy. 

 
 
2.7.2 THEORETICAL ORIENTATION OF HYPNOTHERAPY 

 
 In regard to the classical view of hypnosis and also a prospective 

approach towards the modern view of hypnosis and hypnotherapy, the 

following literature has been brought down under towards a better 

understanding of hypnosis and hypnotherapy. 

 

 Hypnosis is a particular state of mind which we can all enter from time 

to time. It can happen when we become deeply involved in something such as 

watching a good movie or when daydreaming. Instead of letting this happen 

randomly people can be shown how to enter a state of hypnosis at will. This 

can then be used to assist with treatment of various conditions or as self-

hypnosis for relaxation. Hypnosis can be learned by people from all walks of 

life from the young to the elderly. 
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The Mind-Body Connection 

 The mind and body function as one. Both are so intimately connected 

that it is not possible to have a disturbance of mind or body alone. For 

example a bodily pain may cause us to feel depressed. In turn mental anguish 

may cause nausea; feeling sick with worry. This is often referred to as the 

mind-body connection. In fact there are several connections between the mind 

and the body. There is the connection of nerve fibres we call the sympathetic 

and parasympathetic nervous systems. And there is the chemical connection 

through hormones and other substances carried in the blood. We can learn to 

influence these connections and in doing so to improve our health and well-

being. One good way of doing this is by using hypnosis. 

What Is Hypnosis? 

 Hypnosis is a particular state of mind during which time we become 

very focused on our innermost self and can ignore things going on outside of 

us. The conscious reasoning part of our mind becomes less active allowing us 

to experience new thoughts and feelings. We usually feel very relaxed and 

often have a sense of floating. Many people describe the experience as like 

being absorbed in a good book and becoming really involved in the story-line. 

During a hypnotic session one will fully be aware of what is being said by the 

hypnotist and will be able to respond by gesture or speaking. As each one of 

us is unique, each person's experience of hypnosis is slightly different.  

 Hypnosis is a process during which an individual, usually with the aid 

of another, allows himself/herself to become more suggestible. An individual 

can experience changes in sensations, perceptions, thoughts, or behaviour. 

Hypnosis is generally established by an induction procedure. Although there 

are many different hypnotic inductions, they are based on imaginative 

involvement with focused attention and concentration.  

 Hypnosis is a naturally occurring phenomenon. We go in and out of 

hypnosis constantly, while watching an interesting program on television, 

reading a book, driving a car, or day dreaming, just to name a few. People 
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who appear to be low in hypnotizability often can improve their response to 

suggestions with training and practice. If an individual is unable to use all of 

their hypnotic ability during a testing session, it might appear that (s)he is a 

poor subject, but with improved rapport, and allayed fears, (s)he is able to 

improve his/her ability.  Most clinical uses of hypnosis have been designed for 

the average individual, and a deep state of trance is not usually needed for 

most clinical treatment. (APMHA Board of Directors, American 

Psychotherapy and Medical Hypnosis Association, January 2000) 

Hypnotherapy 

 Hypnotherapy is therapy that is undertaken with a subject in hypnosis. 

 The word “hypnosis” (from Greek hypnos, “sleep) is an abbreviation of 

James Braid’s (1843) term “neuro-hypnotism”, meaning “sleep of the nervous 

system”. 

 A person who is hypnotized displays certain unusual characteristics 

and propensities, compared with a non-hypnotized subject, most notably 

hyper-suggestibility, which some authorities have considered a sine qua non 

of hypnosis.  For example, Clark L. Hull, probably the first major empirical 

researcher in the field, wrote, 

 “if a subject after submitting to he hypnotic procedure shows no 

 genuine increase in susceptibility to any suggestions whatever, there 

 seems no point in calling him hypnotised” (Hull, Hypnotism and 

 Suggestion, 1933:392) 

 Hypnotherapy is often applied in order to modify a subject’s behaviour, 

emotional content, and attitudes, as well as a wide range of conditions 

including dysfunctional habits, anxiety, stress-related illness, pain 

management, and personal development. 
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Hypnotism versus Mesmerism 

 Hypnosis is often confused with confused with Mesmerism, its historical 

precursor.  As Hans Eyesenck writes, 

 “The terms ‘mesmerise’ and ‘hypnotise’ have become quite 

 synonymous, and most people think of Mesmer as the father of 

 hypnosis, or at least as its discoverer and first conscious exponent. 

 Oddly enough, the truth appears to be that while hypnotic phenomena 

 had been known for many thousands of years, Mesmer did not, in fact, 

 hypnotise his subjects at all.  It is something of a mystery why popular 

 belief should have firmly credited him with a discovery which in fact 

 was made by others”. Eysenck, sense and Nonsense in Psychology, 

 1957:  30-31). 

 Franz Anton Mesmer held that trance and healing were the result of the 

channelling of a mysterious “occult” force called “animal magnetism”.  In the 

mid Eighteenth Century, this became the basis of a very large and popular 

school of thought termed Mesmerism.  However, in 1843, James Braid 

proposed the theory of hypnotism as a radical alternative, in opposition to 

Mesmerism.  Braid argued that the occult qualities of Mesmerism were illusory 

and that its effects were due to a combination of “nervous fatigue” and verbal 

suggestion.  A biter war of words developed between Braid and the leading 

exponents of Mesmerism.  

 In their original committee report on hypnotherapy, the British Medical 

Association (BMA), likewise, made a point of condemning the occult theories 

of Mesmerism and sharply distinguishing them from hypnotism. 

 The Committee, having completed such investigation of hypnotism as 

time permitted, has to report that they have satisfied themselves of the 

genuineness of the hypnotic state. No phenomena which have come under 

their observation, however, lend support to the theory of ‘animal magnetism’ 

(Report on Hypnotism’ British Medical Journal 1892). 
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 Nevertheless, as Eysenck complains, the confusion of Mesmerism and 

hypnotism continued to be perpetuated by popular fiction, the media, and its 

portrayal in comedy stage hypnosis shows.  Basically, whereas Mesmerism is 

a supernatural theory, hypnotism attempted to explain the same phenomena 

in more established scientific terms, by reference to psychology and 

physiology.  As Braid puts it, it is a scientific and ‘psycho-physiological’ (mind-

body) discipline. 

 Also, in the 19th century, Sigmund Freud used hypnosis for a time until 

he came up with his psychoanalytic technique.  He did not lose his belief in 

hypnosis; rather he saw his own technique as a more developed branch of the 

practice. 

 In the 20th century, Milton Erickson became a more consensus ‘father 

of modern hypnotherapy’ than his predecessors.  His method takes into 

account the personal experiences, thought processing style, and frame of 

reference when formulating a treatment plan.  Treatment involves helping the 

subject reframe their perception of events and their evaluation of those events 

and other interactions.  His work also focuses extensively on accessing the 

subconscious thought processes, as well as observation of non-verbal 

communication patterns.  Many variations have been made on his work to 

date; however, his basic theories are still the cornerstone of modern 

hypnotherapy. 

 During the 1960s, Erickson was responsible for popularising an entirely 

new branch of hypnotherapy, which we now call Ericksonian hypnotherapy, 

characterized by, amongst other things, indirect suggestions, confusion 

techniques, and double blinds. 

 The popularity of Erickson’s techniques has since led to the 

development of neuro-linguistic programming (NLP), which has in turn found 

use in modern-day sales, advertising, and corporate training.  However, NLP 

has been criticized by many eminent hypnotists as a distortion of Erickson’s 

work.   
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2.7.2.1 EVIDENCE FOR HYPNOTHERAPY 

Evidence from Systematic Reviews 

 In 1892, the British Medical Association (BMA) commissioned a team 

of doctors to undertake an extensive evaluation of the nature and effects of 

hypnotherapy, they reported, 

 “The Committee, having completed such investigation of hypnotism as 

 time permitted, has to report that they have satisfied themselves of the 

 genuineness of the hypnotic state”. (British Medical Journal, 1892). 

 Adding, 

 “The Committee is of opinion that as therapeutic agent hypnotism is 

 frequently effecting in relieving pain, procuring sleep, and alleviating 

 many functional ailments i.e. psycho-somatic complaints and anxiety 

 disorders” (British Medical Journal, 1892) 

 This report was approved by the general council of the BMA, thereby 

forming BMA policy and rendering hypnotherapy a form of “orthodox”, as 

opposed to complementary or alternative, medicine. 

 Subsequent research on hypnotherapy has tended to highlight three 

main areas, in which its efficacy as a treatment has been demonstrated, 

• Anxiety. 

• Insomnia. 

• Pain management. 

• Psycho-somatic disorder, i.e. stress-related illness. 

 Hypnotherapy has many other applications but efficacy research has 

tended to focus upon these issues.  More mixed results have been obtained 

for its efficacy in relation to the treatment of addictions, an area where high 

relapse is common with most treatments. 
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 In 1955, the Psychological Medicine Group of the BMA commissioned 

a Subcommittee, led by Prof. T. Feguson Rodger, to deliver a second, and 

more comprehensive, report on hypnosis. The Subcommittee consulted 

several experts on hypnosis from various fields, including the eminent 

neurologist Prof. W. Russell Brain, and the psychoanalyst Wilfred Bion.  After 

two years of study and research, its final report was published in the British 

Medical Journal (BMJ), under the title ‘Medical use of Hypnotism”. The terms 

of reference were: 

 “To consider the uses of hypnotism, its relation to medical practice in 

 the present day, the advisability of giving encouragement to research 

 into its nature and application, and the lines upon which such research 

 might be organised”.  (BMA, 1955). 

 This is a much more thorough and extensive report, and constitutes 

one of the most significant documents in the history of hypnotherapy research. 

With regard to efficacy, it concludes from a systematic review of available 

research that, 

 “The Subcommittee is satisfied after consideration of the available 

 evidence that hypnotism is of value and may be the treatment of choice 

 in some cases of so-called-psycho-somatic disorder and 

 Psychoneurosis.  It may also be of value for revealing unrecognized 

 motives and conflicts in such conditions. As a treatment, in the opinion 

 of the Subcommittee it has proved its ability to remove symptoms and 

 to alter morbid habits of thought and behaviour.  In addition to the 

 treatment of psychiatric disabilities, there is a place for hypnotism in the 

 production of anaesthesia or analgesia for surgical and dental 

 operations, and in suitable subjects it is an effective method of relieving 

 pain in childbirth without altering the normal course of labor”. (Medical 

 use of hypnosis’ BMJ, April, 1955). 

 According to a statement of proceedings published elsewhere in the 

same edition of the BMJ, the report was officially ‘approved at last week’s 

Council meeting of the British Medical Association’.  IBMA Council 
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Proceedings, NMJ, April 23, 1955:1019.  In other words, it was approved as 

official BMA policy.  This statement goes on to say that, 

 “For the past hundred years there has been an abundance of evidence 

 that psychological and physiological changes could be produced by 

 hypnotism which were worth study on their own account, and also that 

 such changes might be of great service in the treatment of patients”. 

Soon afterwards, in 1958, the American Medical Association (AMA) 

commissioned a similar (though more terse) report which endorses the 1955 

BMA report and concludes, 

 “That the use of hypnosis has a recognized place in the medical 

armamentarium and is a useful technique in the treatment of certain illnesses 

when employed by qualified medical and dental personnel”.  (Medical use of 

hypnosis’, JAMA, 1958). 

 In 1955, the National Institute for Health (NIH), in the US, established a 

Technology Assessment Conference that compiled an official statement 

entitled ‘Integration of Behavioural and Relaxation Approaches into the 

Treatment of Chronic Pain and Insomnia’.  This is an extensive report that 

includes a statement on the existing research in relation to hypnotherapy for 

chronic pain.  It concludes that: 

 “The evidence supporting the effectiveness of hypnosis is alleviating 

 chronic pain associated with cancer seems strong.  In addition, the 

 panel was presented with out data suggesting the effectiveness of 

 hypnosis in other chronic pain conditions, which include irritable bowel 

 syndrome, oral mucositis (pain and swelling of the mucus membrane), 

 temporomandibular disorders (jaw pain), and tension headaches”.(NIH, 

 1955). 

 In 1999, the British Medical Journal (BMJ) published a Clinical Review 

of current medical research on hypnotherapy and relaxation therapies, it 

concludes. 
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• There is good evidence from randomized controlled trials that 

both hypnosis and relaxation techniques can reduce anxiety 

particularly that related to stressful situations such as receiving 

chemotherapy. 

• They are also effective for panic disorders and insomnia, 

particularly when integrated into a package of cognitive therapy 

(including, for example, sleep hygiene) 

• ‘A systematic review has found that hypnosis enhances the 

effects of cognitive behavioural therapy for conditions such as phobia, 

obesity, and anxiety. 

• Randomized controlled trials support the use of various 

relaxation techniques for treating both acute and chronic pain. 

• Randomized trials have shown hypnosis to be of value in 

asthma and in irritable bowel syndrome. 

• Relaxation and hypnosis are often used in cancer patients.  

There is a strong evidence from randomized trials of the effectiveness 

of hypnosis and relaxation for cancer related anxiety, pain, nausea, 

and vomiting, particularly in children (Vickers and Zollman, ‘Clinical 

Review: Hypnosis and Relaxation Therapies’, BMJ, 1999) 

 In 2001, the Professional Affairs Board of the British Psychological 

Society (BPS) commissioned a working party of expert psychologists to 

publish a report entitled “The Nature of Hypnosis”.  Its remit was ‘to provide a 

considerable statement about hypnosis and important issues concerning its 

application and practice in a range of contexts, notably for clinical purposes, 

forensic investigation, academic research, entertainment and training’.  The 

report provides a concise (20 pages) summary of the current scientific 

research on hypnosis.  It opens with the following introductory remark: 

 ‘Hypnosis is a valid subject for scientific study and research and a 

 proven therapeutic medium’ (BPS, 2001). 

With regard to the therapeutic uses of hypnosis, the BPS arrives at much 

more positive conclusions. 
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 “Enough studies have now accumulated to suggest that the inclusion of 

 hypnotic procedures may be beneficial in the management and t

 treatment of a wide range of conditions and problems encountered in t

 he practice of medicine, psychiatry and psychotherapy”. (BPS, 2001). 

 The working party then provided an overview of some of the most 

important contemporary research on the efficacy of clinical hypnotherapy, 

which is summarized as follows: 

• There is convincing evidence that hypnotic procedures are 

effective in the management and relief of both acute and chronic pain 

and in assisting in the alleviation of pain, discomfort and distress due 

to medical and dental procedures and childbirth. 

• Hypnosis and the practice of self-hypnosis may significantly 

reduce general anxiety, tension and stress in a manner similar to 

other relaxation and self-regulation procedures. 

• Likewise, hypnotic treatment may assist in insomnia in the same 

way as other relaxation methods. 

• There is encouraging evidence demonstrating the beneficial 

effects of hypnotherapeutic procedures in alleviating the symptoms of 

a range of complaints that fall under the heading ‘psychosomatic 

illness’.  These include tension headaches and migraine; asthma; 

gastro-intestinal complaints such as irritable bowel syndrome; warts; 

and possibly other skin complains such as eczema, psoriasis and 

urticaria. 

• There is evidence from several studies that its (hypnosis) 

inclusion in a weight reduction program may significantly enhance 

outcome. (BPS, “The Nature of Hypnosis, 2001). 

 

2.7.2.2 META ANALYSIS OF SUCCESS RATES 

 In 2003, perhaps the most recent meta-analysis of the efficacy of 

hypnotherapy was published by two researches form the university of 
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Konstanze in Germany (Flammer and Bongartz).  The study examined data 

on the efficacy of hypnotherapy across the board, through studies included 

mainly related to psychosomatic illness, test anxiety, smoking cessation ad 

pain control during orthodox medical treatment.  Most of the better research 

studies used traditional-style hypnosis, only a minority (19%) employed 

Ericksonian hypnosis. 

 The authors considered a total of 444 studies on hypnotherapy 

published prior to 2002.  By selecting the best quality and most suitable 

research designs for meta-analysis they narrowed their focus down to 57 

controlled trials.  These showed that on average hypnotherapy achieved at 

least 64% success compared to 73% improvement among untreated control 

groups. (Based on the figures by binomial effect size display or BESD). 

 According to the authors, however, this was meant as a deliberate 

underestimate.  Their professed aim was to discover whether, even under the 

most sceptical weighing of the evidence, hypnotherapy was still proven 

effective.  They showed conclusively that it was.  In fact, their analysis of 

treatment designs concluded that expansion of the meta-analysis to include 

non-randomized trials for this data base would also produce reliable results.  

When all 133 studies deemed suitable in light of this consideration were re-

analyzed, providing data for over 6,000 patients, the findings suggest an 

average improvement in 27% of untreated patients over the term of the 

studies compared with a 74% success rate among those receiving 

hypnotherapy.  This is a high success rate given the fact that many of the 

studies measured included the treatment of addictions and medical 

conditions. The outcome rates of anxiety disorders alone, traditionally 

hypnotherapy’s strongest application, were higher still (though a precise figure 

is not cited). (Flammer and Bongartz, ‘On the efficacy of hypnosis: a meta-

analytic study’, Contemporary Hypnosis (2003), 179-197). 
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2.7.2.3 HYPNOTHERAPY AS A PROFESSION 

 Three main categories of hypnotist can be considered: 

• Professional consultants of medical / psychological qualification 

who use hypnosis as a therapeutic approach, usually amongst other 

methods. 

• Professional hypnotherapists who specialize primarily in the use 

of hypnosis, if other techniques are used they are only to compliment 

the hypnotic approach. 

• Stage hypnotists who utilize hypnosis for the purpose of 

entertainment and may also offer limited therapeutic assistance, 

although not usually for more serious maters such as depression or 

chronic anxiety. 

Licensing Boards 

USA 

 The following licensing board in the US are brought down under 

 National Board for Certified Clinical Hypnotherapists: Organised in 

 1991, the NBCCH certifies professional in the field of hypnotherapy. 

 American council of Hypnotist Examiners: Organised in 1980, ACHE 

 certifies examiners worldwide. 

US Definition for Hypnotherapist 

 The U.S. (Department of Labor) Directory of Occupational Titles 

(D.O.T. 079.157.010) supplies the following definition: 

 Hypnotherapist – Induces hypnotic state in client to increase motivation 

or alter behaviour pattern through hypnosis.  Consults with client to determine 

the nature of problem.  Prepares client to enter hypnotic state by explaining 

how hypnosis works and what client will experience.  Tests subject to 

determine degrees of physical and emotional suggestibility.  Induces hypnotic 
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state in client using individualized methods and techniques of hypnosis based 

on interpretation of test results and analysis of client’s problem.  Many train 

client in self-hypnosis conditioning. 

United Kingdom 

UK National Occupational Standards 

 In 2002 UK Department for Education and Skills developed The 

National Occupational Standards for hypnotherapy linked to National 

Vocational Qualification based on National Qualifications Framework under 

the Qualifications and Curriculum Authority. And thus hypnotherapy was 

approved as a stand – alone therapy in UK. 

UK Confederation of Hypnotherapy Organisations (UKCHO) 

 The regulation of the Hypnotherapy profession in the UK is at present 

the main focus of UKCHO, a non-profit making umbrella body for 

hypnotherapy organisations, recognise as such by the Prince’s Foundation for 

Integrated Health which is the body tasked by the Government to cover the 

regulation of the Complimentary and Alternative Medicines (CAM’s) in the UK.  

Founded in 1898 to provide a non-political arena to discuss and implement 

changes to the profession of Hypnotherapy, UKCHO has grown to represent 

28 of the UK’s professional hypnotherapy organisations and has long 

developed standards of training for hypnotherapists, along with codes of 

conduct and practice that all UKCHO registered hypnotherapists are governed 

by.  As a step towards the regulation of the hypnotherapy profession 

UKCHO’s website now includes a National Public Register of Hypnotherapists 

who have been registered by UKCHO’s Member Organisations and are 

therefore subject to UKCHO’s professional standards. Further, steps to full 

regulation of the hypnotherapy profession will be taken in consultation with the 

Prince’s Foundation for Integrated Health. 
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Working Group for Hypnotherapy Regulation 

 Moves toward Voluntary Self Regulation in the UK hypnotherapy field 

have led to the formation of a unitary national register which is a one stop 

resource for members of the public and National Health Service. The Register 

currently holds approximately 4,100 entries and is known as the National 

Regulatory Register for Hypnotherapy.  The Working Group of Hypnotherapy 

Regulation is formed of more than 20 professional organisations that have 

chosen to work together to progress Voluntary Self Regulation in 

Hypnotherapy and to create agreed standards in al aspects of profession. 

Indian Restriction 

 The Ministry of Health and Family Welfare, Government of India, vide 

their letter No R.14015/25/96-UandH(R) (Pt.) dated 25 November 2003, has 

very categorically stated that hypnotherapy is a recognized mode of therapy in 

India to be practiced by only appropriately trained personnel. (BBC Database) 

 

2.7.2.4 HYPNOTHERAPY IN POP CULTURE 

 The progressive metal band Dream Theatre released a concept album 

in 1999 about a character named Nicholas who believes to have led a past 

life.  He starts to take hypnotherapy sessions to try to solve this intricate 

mystery. There are hypnotherapist voiceovers in various songs on the album, 

as the doctor takes a supportive role in Nicholas’ journey into the past. 

 In the X-files episode “The Field Where I Died”, there are two long 

hypnotherapy sessions in which Mulder and another character recount their 

past life as citizens of Nazi Germany and later participants in the American 

Civil War. Hypnotherapy is used in several other episodes too, when Mulder 

tries to recall the abduction of his sister, and when Scully tries to recall her 

own abduction. 
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 NBC Universal and MoPo Productions syndicated talk show Maury (TV 

series), presented motivated hypnotist Boris Cherniak helping eliminate 

extreme and irrational phobias. 

 In the recent Bollywood movie “Bhool Bhulaiya” the lead character in 

the movie named “Amni” assumes the identity of a dancer “Chandramukhi” 

and Siddharth his family friend who plays a psychiatrist gets off from her 

Multiple Personality Disorder with the help of hypnosis. 

 

2.7.2.5 APPLICATION OF HYPNOSIS 

Belief - Desire - Expectancy  

 The most important factor regarding the application of hypnosis is a 

combination of three things. Belief, Desire and Expectancy. One must Believe 

it will work, have a genuine Desire for it to work and, Expect that it will work. If 

these three factors are in place, then it can be evaluated that one is willing 

and open to suggestion.  

 It can be noted here that, we are all victims of habit. Most of us hardly 

ever recognize our positive habits, like exercise or a healthy diet, for we look 

at those as expected. We do however focus on all of our negative habits, like 

over eating and smoking. There are two things to understand, habits are a 

conditioned response in the subconscious mind. The subconscious mind does 

not know the difference between a "good" habit and a "bad" habit. The 

subconscious mind does not know the difference between reality and 

imagination.  

 There are four levels of brain wave activity, Beta, Alpha, Theta and 

Delta. The top level, Beta, is complete consciousness and the deepest level, 

Delta, is deep unconscious sleep. The middle two levels, Alpha and Theta are 

simply more relaxed states than total consciousness but above deep sleep. 

This is what is referred to as the hypnotic state of mind, simply being relaxed.  
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 Alpha is a daydream or when you drive up the highway and drift off a 

bit and Theta is when you are in a dream state, above deep sleep. The light 

relaxed state of Alpha is all that is necessary to achieve in order to make 

behaviour changes. This is why most people do not think they are 

"hypnotized" because we have all been misled as to what hypnosis really is.  

 

2.7.2.6 BEFORE UNDERGOING HYPNOSIS 

Is there anything I should do to prepare for hypnosis? 

 No preparation is necessary for hypnosis other than having a desire to 

experience the state.  

How will I feel when I am under hypnosis? 

 When you are in hypnosis, the only way you feel is extremely relaxing. 

You get so relaxed, if you allow yourself to, that you forget your body for a 

while. You may not feel anything. You have a very wonderful sense of peace, 

well-being and tranquillity, and while you are in that state the hypnosis will 

often bring you to a place that you have envisioned that is very peaceful, safe 

and powerful.  

What is "trance"? 

 Trance has a lot of connotations, and most of them are negative for the 

average person. Most people think that when they are in trance, they are 

going to be out of control, like some sort of zombie, walking around not 

knowing what they are doing. That is not the case. Trance is nothing more 

than focused concentration without distraction or disturbances. So, when you 

are having a very intense conversation with someone and you are not thinking 

about anything except the conversation, or when you are watching a very 

good movie or TV show or reading a good book, or even just sort of 

daydreaming while you are driving down the freeway or sitting in your 

backyard, you are in trance. 
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Will I hallucinate under hypnosis? 

 Hallucination while in hypnosis is a possibility. When one is in a very 

deep state of trance, the therapist may suggest and you may hear or see 

something that is not really there. Sometimes hallucination is used as a 

therapeutic tool. However, most people will not hallucinate and unless 

suggested. 

Will I experience any physical changes while I am under hypnosis? 

 When a person is in hypnosis, the physical changes that they 

experience are really related to relaxation. The physiological changes 

associated with it are that the heart slows down, the blood pressure drops, 

which is good if one is stressed. The skin temperature and body temperature 

does often drop, very much like in a deep meditative state. And the mind gets 

very still and very clear and very focused. So the physical feeling is one of 

absolute relaxation.  

What will I look like while I am under hypnosis? 

 The client is in a very comfortable recliner. They lay back, they don't 

have to worry about sitting up, and they don't have to worry about posture. 

They can just let their body relax and let their mind relax.  

How will I sound while I am under hypnosis? 

 Clients talk in order to exchange information, there may be slight 

changes in the nuances of the voice. One may tend to talk a little bit slower 

and the voice patterns might be slightly different than they would be when the 

person is fully consciously aware. 

Will I be able to communicate non-verbally while I am under hypnosis? 

 Communication with hypnotherapy is really important. It is one thing to 

give suggestions, but it is another thing to know that the suggestions are 
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being accepted. The mind-body continuum is a marvellous tool for 

communication in a nonverbal sense.  

What if I do or say something private or strange while I'm under 

hypnosis? 

 The chances of doing or saying anything strange or admitting 

something that you really don't want anybody to know while you are in 

hypnosis are zero. One cannot be made to do or think or say or feel anything 

in hypnotic trance that they do not want to.  

Can I be in a hypnotic trance and remain active? 

 When a person is in hypnosis they can be as passive or as active as 

they are when they are either asleep or awake.  

How will I feel after hypnosis? 

 The person who has undergone hypnosis will feel really relaxed and 

very mellow. 

 

2.7.2.7 THE PROCESS OF HYPNOSIS 

 The arc from full wakefulness to hypnotic trance and back again is just 

that it is an arc. We start. We're fully awake and aware. We allow our minds to 

begin focusing and our bodies to begin relaxing and through the process of 

suggestion and it is a very, very simple.  The process is brought down under:  

“Close your eyes and allow them to relax more than they have ever 

relaxed before. Gradually enter that state of total ease and relaxation 

and deepen that state through suggestion, allowing the body to grow 

very, very still and quiet, allowing the mind to grow very, very focused 

down to a state that is called somnambulism, which is a very deep 

state of hypnosis. That is when you are so relaxed you forget your body 

and you forget where you are and you are just in a little world created 
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using the imagery or whatever suggestions given. When it's time to 

come back, gradually allow the mind and body to reintegrate, to 

become very alert and at a certain point in time you open your eyes on 

suggestion and sometimes before if you are ready and you're back”. 

 In a first typical hypnotherapy session, one should practice the 

following:  

“Invite the client in and get to know her or him a little bit, establish a 

personal relationship, spend a fair amount of time meeting the client 

and understanding what it is they really want to work on. Then take the 

time to thoroughly explain how hypnosis works and why it works the 

way that it does, and what the client can or cannot expect to feel. And 

through the process do a little testing to see how they process 

language and do a little exercise to see how their mind and body works 

together and then gradually introduce them to the concept of entering 

hypnosis, just make it as easy and painless as it can be, and then start 

the therapy. Usually a typical first session will be about a ninety minute 

session”. 

What happens during a typical hypnosis session? 

 A typical hypnotherapy session is usually between thirty minutes to an 

hour. It begins with cognitive discussion. "How has your week been?  "How 

are you feeling?”; What has come up, or not?" One of the things about 

hypnotherapy is that it is a very organic process. It dictates its own pace, and 

each session dictates itself. How the client is feeling when they come in and 

the progress they have made will determine an awful lot about what we to do 

that day. But, generally it is about twenty to twenty-five minutes of cognitive 

discussion and then about twenty-five to thirty minutes of hypnosis. 

What is a "script" in hypnosis? 

 In the context of hypnotherapy, a script is simply that. It is prose 

(verbiage) that is used by a hypnotherapist to help offer suggestions to a client 
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in the pursuit of transcending an issue.  A classical view of a design of script is 

brought down under: 

 “Keep looking at the object that I have in my hand. (Keep looking at the 

spot  on the ceiling).  You will notice a very pleasant feeling of heaviness 

coming  your entire body and head.  This soothing sensation of heaviness will 

gradually put you into a deep, sound, pleasant, enjoyable sleepIII Relax  

muscle and nerve in your bodyIII Breathe slowly and deeplyIII. 

Concentrate on my voiceII Every word that I utter will put you into a deeper 

and sounder sleepI.. Relax your bodyII. Your legs are becoming very 

heavyII Your arms are becoming very heavyII Your eyes are  becoming 

very watery and heavyII They are beginning to flutterI. You can hardly 

keep your eyes openIIIYou find it very difficult to continue looking at this 

objectII..Continue to concentrate on my voiceIIAllow your mind to 

become very passiveIIIIYour head and eyes feel  pleasantly 

tiredI..You just want to close your eyes and fall fast asleepI. The moment 

that you close your eyes you will fall into a deep, sound, hypnotic sleep; 

however, you will continue to listen to my voiceI. 

  When I complete the count of three, it will be utterly impossible 

for you to keep your eyes openI. You shall close them immediately and fall 

into a deep, hypnotic sleep and when I complete the count of threeI. 

  OneI.(Pause)III.Your entire body is very heavy and 

sleepyII. 

  TwoII(Speak slowly)III.Your head is very heavy and 

tired..  Your eyelids are quiveringIIYou just want to close your eyes and fall 

into a deep, deep, sound, pleasant sleep. 

  ThreeII (Compelling voice)I.Close your eyes and fall into a 

deep,  sound, beautiful sleep II..Deep sleep, sound sleep, further and 

further away  to sleep all the timeI.. YOU ARE NOW IN A DEEP, HYPNOTIC 

SLEEP AND SHALL NOT AWAKEN UNTIL I TELL YOU TO WAKE UP” 
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  “AT THE COUNT OF THREE YOU WILL OPEN YOUR EYES 

 AND  AWAKE (TO BRING THE SUBJECT BACK FROM HYPNOTIC 

 SLEEP” 

What is the "induction" stage of hypnosis? 

 The induction stage of hypnosis is the process of transitioning from full 

conscious awareness into hypnotic trance. The prerequisites for induction are 

simple. One has to focus, concentrate, be relaxed, and allow the brain to 

ponder over. Usually, the more it is given to ponder over, the faster the 

induction.  

What happens during the "deepening" phase of a hypnosis session? 

 Once the brain has decided to go into hypnosis to let the conscious 

critical mind shut off for a little while, the subconscious mind goes into that 

state. Deepening techniques are simply very easy-to-use tools that allow the 

brain to get more and more focused, more and more relaxed and then deeper 

into trance. It has been evident that, the deeper the trance, the more profound 

the results, although that is not always the case.  

What is happening to me when I am in a hypnotic trance? 

 You are allowing your body to relax. You are allowing your mind to get 

very quiet and much focused. You are allowing your mind to go into what is 

called an adaptable or suggestible state. The subconscious mind does not 

know the difference between reality and fantasy, fact or fiction. So what is 

happening to you is you are allowing yourself to go into that state of 

consciousness whereby hypnotic suggestions will not be interrupted or edited 

by the critical part of the mind.  

What is a "posthypnotic suggestion"? 

 A posthypnotic suggestion is a suggestion that is given to a client while 

they are in hypnosis to help effect a change after they come out of hypnosis. 
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For instance, to a client who fears to speak in public the post hypnotic 

suggestions would be something like,  

"The harder you try to find that fear of public speaking, the harder that it 

becomes." In fact, you find that you cannot find that fear anymore. You 

are unable to find that fear. Instead, it is replaced by a feeling of deep 

calm, centeredness, and peace of mind. If  that posthypnotic suggestion 

is given properly and in the right context, then later on, when the person 

is standing up in front of the crowd, their mind will remember, "Oh yes, 

deep calm. I am not afraid." With reinforcement, that becomes the new 

behaviour”. 

What happens if a hypnotherapist gives me a harmful suggestion? 

 The client is going to open their eyes and say, "What are you talking 

about?" and it is important for everyone to know this, no one can be made to 

do, think, say or feel anything they do not wish to. So if a hypnotherapist were 

to give a client something that could be harmful to them, they are instantly 

going to come out of trance and wake up, and hopefully leave. 

How do I come out of a hypnotic trance? 

 Coming out of hypnotic trance is a transition just like waking up from a 

nap or a night's sleep. It is a gradual transition back to full conscious 

awareness and it is usually done over a space of thirty seconds to a minute. 

Counting numbers are a very easy way to go up or down in the scale of 

hypnotic trance.  

What if I can't be awakened from my hypnotic trance? 

 Many people are worried about the fact that they might not be able to 

be awakened during a hypnotic trance. It is impossible not to awaken after a 

hypnotic trance, just like its impossible not to wake up from a nap or a nights 

sleep.  
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2.7.2.8 TYPES OF HYPNOSIS 

 There are no different types of hypnosis however they are used as 

tools in a variety of different modalities.  Some of them are explained below: 

What is "therapeutic hypnosis"? 

 Therapeutic hypnosis is using the state of hypnosis to effect some 

therapeutic change. Now that change can be anything from an unwanted or 

unhealthy habit like smoking cigarettes, being overweight, biting nails, pulling 

hair or grinding teeth to a medical condition like chronic pain, irritable bowel, 

fibromyalgia and a variety of others. Also a whole spectrum of things in 

between: fears and phobias. Therapeutic hypnosis can be used to treat 

unwanted or unhealthy behaviours, habits and emotions and help a person 

adapt, take on and start expressing new ones.  

What is "Neuro-Linguistic Programming" or "NLP"? 

 Neuro-linguistic programming is a technology which attempts to, 

quantify and codify how and why we behave the way we do. It was developed 

in the by John Grinder and Richard Bandler. Grinder was a linguistic, and 

Bandler was a behaviourist. They basically thought, "How come people 

behave the way they do? Why are some people so successful and others not, 

even though they grew up in the same environment?" And so they looked at 

hypnotherapy, they looked at Gestalt psychology, they looked at some of the 

leading edge work in all the behaviour sciences, and they came up with a 

system, if you will, to codify behaviour. If you take the three words, for 

instance, "neuro"; is how we perceive our world through our nervous system: 

sight, sound, smell, taste, and of course feelings. Linguistic is the 

communication, the language and other non-verbal communication tools and 

strategies that we use to go about doing what we do, living and interacting 

with the world. Then programming basically refers to the programs that a 

person uses, the strategies, if you will, to get through their life and achieve the 

goals and outcomes they desire. NLP helps us understand how and why we 
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develop the behavioural strategies and in knowing that, we can use tools to 

help change those strategies if it is appropriate. 

What is "anchoring"? 

 Anchoring is a technique that we use to help a person remember 

something. Anchoring can be something as simple as squeezing two fingers 

together to remember not to think about being afraid to speak in public, or to 

take a deep breath and calm down. So anchoring is a way of utilizing the 

mind-body connection to produce a certain behavioural or emotional result, 

and it is used extensively in hypnotherapy. 

What is "submodality modification"? 

 Sub modality modification is basically saying instead of being scared, 

be calm. If you think about the way people act and interact with one another 

and with the world, sub modalities would be considered how do you feel fear? 

What is your fear response and how does it work? To modify that fear 

response, use anger or some sort of a trigger to elicit deep breathing and a 

vision of calm and that sort of thing. So it is a very big word for a very simple 

process. It is basically changing the way you think or feel.  

What is "Therapeutic Imagery"? 

 How do you think? You think in pictures. If the therapist says “think of 

your mom" whether you like her or not, you see a picture. If therapist says 

“think of your dog" you see a picture, or your house or your car. The human 

mind thinks in pictures, basically, and therapeutic imagery uses that facility the 

way the mind thinks to create feelings. Sometimes it can be something as 

simple, or actually not simple, but as complex as, something that is really 

repressed.  

What is the "Emotional Freedom Technique" or "EFT"? 

 Emotional Freedom Technique, EFT, is actually a cognitive modality. It 

is a very interesting tool and it can be extremely powerful in helping people 



 - 210 - 
 

with either a physical or emotional issue. EFT borrows from two ancient 

techniques: acupuncture and kinesiology, and basically the theory behind EFT 

is that, we are energy machines and that is not very much of a stretch. EFT 

says we have this energy flowing through us and if there is an emotional or 

physical disease, then there is a natural block in the flow of energy.  EFT does 

through a series of tapping procedures in various parts of the body to unblock 

the flow of energy. It is done in a cognitive way, in other words, the person is 

not in any sort of hypnotic trance. The person is normally awake and aware.  

What is timeline therapy? 

 Timeline is a tool that allows visualizing ones experiences in terms of 

time. One can look at negative emotional patterns like chronic anger or 

sadness or fear or guilt or a limiting belief like "I'm not good enough" in terms 

of "When did I learn that?" Since we learn almost all of our emotions, our 

beliefs, our values, our attitudes and how we act and react to the world, we 

can travel back along our timeline and look at some of those moments of 

learning and then say, "What can I learn now from that moment that allows 

me to release this?" Then go into the future and see themselves that they are 

not having the problem anymore, in fact, not being able to remember what 

that problem was.  

 

2.7.2.9 COMMON QUESTIONS ABOUT HYPNOSIS 

Can hypnosis help me quit smoking? 

 Hypnosis can help a person quit smoking.  

Can hypnosis help me lose weight? 

 Hypnosis can be a very powerful tool in helping person with weight 

control or whether or sometimes rarely gaining weight.  

Can hypnosis help me stop drinking or taking drugs? 
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 Hypnosis can be helpful in helping person overcome addictions. 

Can hypnosis help me sleep better? 

 Hypnosis can be a very powerful tool to help a person sleep better.  

Can hypnosis help curb bedwetting? 

 Enuresis or bedwetting is a condition that is very much treatable with 

hypnosis.  

Can hypnosis help me improve my interpersonal skills? 

 Neuro Linguistic Programming is an excellent tool for helping people 

communicate better.  

Can hypnosis help me handle pain? 

 Hypnosis is a very powerful analgesic. It is so powerful that a person 

can undergo major surgery with no chemical anaesthesia.  

Can hypnosis help me through surgery? 

 The body is not just a machine. We can interchange parts, put new 

hearts and lungs and livers and kidneys in and hips and knees and all kinds of 

joints. However, to do that requires the mind to be involved in a couple of 

ways. It is the mind that controls the perception of pain, and often controls the 

rate of healing. So hypnosis can be an adjunctive therapy for both preparing 

for surgery, helping the patient relax, and focus on wellness and focus on an 

accelerated healing process.  

How can hypnosis help me through pregnancy and childbirth? 

 Using the mind-body continuum, can be beneficial to a woman who is 

pregnant and particularly during the labor and birthing stages. It can help with 

reduction of stress; it can help to alleviate the symptoms of morning sickness, 
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promoting healthy flow of the hormones and growth of the foetus, and during 

labor and delivery.  

How do dentists typically use hypnosis? 

 Hypnosis in dentistry is very much like hypnosis in medicine. It is just 

limited to the area of the mouth. Not a lot of dentists are trained in hypnosis 

but those who are trained use it to help their patients relax, they also use it as 

an analgesic or an anaesthetic to help reduce pain, swelling, tissue damage, 

blood loss.  

 

2.7.2.10 HYPNOSIS MYTHS 

Is it true that I lose my free will when I am under hypnosis? 

 No, it is not true that one looses his or her free will when under 

hypnosis.  

Is it true that my hypnotherapist has control of me when I am under 

hypnosis? 

 The therapist cannot control you. One cannot lose control of his or her 

mind. The role of a hypnotherapist is a facilitator. A good hypnotherapist is a 

facilitator and perhaps a coach and a teacher but never a controller.  

Is it true that if I remember hearing the hypnotist, I was not really 

hypnotized? 

 No, it is not true to the fact that if one hears hypnotist, it cannot be 

assumed that one is not being really hypnotized.  Hypnosis mainly concerns 

over concentration and focussing of attention. 
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Is it true that only weak-minded people can be hypnotized? 

 Actually, the theory that only weak-minded people can be hypnotized is 

exactly the opposite of the truth. The very best subjects for hypnosis are 

people who are obviously open to experiencing the state. Brighter people and 

more creatively-minded people tend to do even better. In fact, weak-minded 

people might be the hardest subjects to hypnotize, because it is harder to get 

them to concentrate. 

Is it true that I can be put under hypnosis without my consent? 

 No one can be hypnotized without their consent. It is impossible, to 

make anybody enter any state of consciousness if they do not wish to.  

What is "dehypnosis"? 

 The process of entering into hypnosis and coming out of hypnosis back 

to full conscious awareness is called dehypnotizing.  

 

2.8 PILOT STUDY OF THE INVESTIGATION 

 

 The concept of hypnotism was not brought into the light in a scientific 

manner and it was considered as a heightened state of consciousness or an 

altered state of consciousness. An effort to bring into light the uses of 

hypnotism in the treatment of the mental disorders, in a refined form of 

psychotherapy was felt necessary.  Also, it was necessary to carry out a pre 

investigation for the research work in order to find out the treatment value of 

hypnotherapy and, also to understand the following prepositions. 

 

(a) Formulation of Hypothesis. 

(b) Determination of dependent and independent variables. 

(c) Data collection. 

(d) Population of the study.  

(e) Tools required for the study and their availability.  
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(f) Methods of statistical analysis and  

(g) To determine substantial further study on the subject is 

warranted. 

   

PROCEDURE/TECHNIQUE OF THE INVESTIGATION 

 

 Case history method was adopted for the pilot study in order to 

determine the therapeutic value of hypnotherapy. Personal acquaintances of 

the investigator were considered to determine the therapeutic value of 

hypnotherapy for their disorders.  A total of 15 case histories for ailments such 

as migraine headache, gastrointestinal disorders and anxiety disorder were 

recorded. 

OUTCOME OF THE INVESTIGATION 

 

 The result of the investigation showed that hypnotherapy had been 

useful in the treatment of the ailments. 

 

SUGGESTIONS INCLUDED IN THE PHD INVESTIGATION 

 
 The hypothesis for the research work was formulated. As the 

investigation is all about treatment methodology, henceforth the necessity of a 

hypothesis, null hypothesis and an alternative hypothesis was suggested for 

the research work.   

 
 The dependent and independent variables were determined and 

included in the research work.  Screening inventory scales for dissociative, 

adjustment, personality and psychosomatic disorders were designed to collect 

data.  Also, case histories of the respondents who were suffering from the 

disorders were suggested to be recorded. 

 
 The general population of Rajkot, Jamnagar and Porbander area of 

Saurashtra region was suggested for the research work. Tools such as 

Minnesota Multiple Personality Inventory (MMPI) for personality disorders, 

Dissociative Experience Scale (DES) for dissociative disorders were 

considered for the diagnosis of the personality, as well as, dissociative 
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disorders; however, it was observed that filling up the MMPI and DES 

questionnaire require a great deal of time and also they are not available 

locally.   

 The investigator had approached various psychometric testing centres 

and also various websites for collection of the same but found no favourable 

solutions.  Hence, it was suggested to design and develop a screening 

inventory scale in accordance with DSM-IV for assessing the personality 

disorders and dissociative disorders. Further, the tools for assessing 

Adjustment disorders and Psychosomatic disorders were not available and 

hence they were also suggested to be designed by the investigator in 

accordance with DSM-IV. Hence, the tools for the research work were 

designed by the investigator under the guidance of Dr. D.J. Bhatt Prof & Head 

Dept of Psychology, Saurashtra University, Rajkot, and utilised in the data 

collection 

 

 t-test method for statistical analysis was suggested for the research 

work.   

 
 On the outcome of the result obtained from the case histories recorded 

it was envisaged that the disorders viz., dissociative disorders, adjustment 

problems and personality disorders should be undertaken extensively for 

treatment by hypnotherapy and the same is included in the Ph D investigation.  

Further, understanding these disorders in a more explicit manner and their 

treatment by hypnotherapy was also suggested in the research work.   



 XVIII 
 

 

 

 

 

 

CHAPTER – III 

RESEARCH DESIG� OF THE 

STUDY, PROCEDURE A�D 

METHODS OF A�ALYSIS  

 



 - 216 - 
 

BRIEF OUTLINE OF THE CHAPTER 

 

The following heads have been brought explicitly in this chapter 

 

• Introduction 

• Population of the study 

• Sampling methods of the study 

• Detail Narration of sampling technique 

• Research Tools 

• Statistical frame work of study 

• Measurement of Independent variables 

• Data Collection 
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3.1 INTRODUCTION 

 

 This section brings out explicitly how the research work has been 

carried out and which population is considered for the study, what sampling 

methods were undertaken for the study, how the independent variables are 

measured and how the data is collected for the research work. 

 

  
3.2 POPULATION OF STUDY 

  
 The data was randomly collected from the general population of Rajkot, 

Jamnagar and Porbander area of Saurashtra region. General population of 

Rajkot, Jamnagar and Porbander area was considered for the study. 

According to the 2001 census a total population of 31, 57, 676 of which 16, 

35,741 were males and 15, 21, 935 were females in respect of Rajkot District. 

A total population of  19,13,685 of which 9,85,266 were males and 9,28,419 

were females in respect of Jamnagar District and a total population of 

5,36,854 of which 2,75,921 were males and 2,60,933 were females in respect 

of Porbander are reported.   

 
 
3.3 SAMPLING METHODS OF STUDY 

 
 Random sampling method for Dissociative, Adjustment Problems, 

Personality and Psychosomatic disorder is used in the research so that an 

equal chance for every person who is affected with the disorders can be taken 

into consideration.  

 
 
3.3.1 Detail Narration of Sampling technique 

 
 The inventory scales were presented to the population of Govt and 

Private hospitals of Rajkot, Jamnagar and Porbander area and also to the 

personal acquaintances of the investigator.  Every person who was available 

at the hospital was given an equal chance to fill up the questionnaire, those 

who were desirous, filled up the questionnaire and those who were not did not 
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fill up the questionnaire. During the course of presenting the inventory scales 

no age group, sex, Educational Qualification, Marital Status, Profession and 

Income group was considered thereby giving an equal chance for every age 

group, sex, Educational Qualification, Marital Status, Profession and Income 

group to participate in the study.     

 

 

3.4 RESEARCH TOOLS 

 

 The following tools were used in the research 

 

• Screening Inventory scale for Dissociative disorders 

• Screening Inventory scale for Adjustment Problems 

• Screening Inventory  scale for Personality disorders  

• Screening Inventory scale for Psychosomatic disorders and 

• Hypnotic Spiral  

 
 

3.5 STATISTICAL FRAME WORK OF STUDY 

 
 In order to analyse the data so collected and also to prove the 

hypothesis, it is mandatory that the data is distributed according to the 

response given by the respondents, after they have been administered with 

the screening inventories for Dissociative, Adjustment problems, Personality 

and Psychosomatic disorders.  Also, it is necessary to measure the frequency 

of the independent variables to identify the prevalence of data in the 

independent variables.  The number of persons affected with the disorders, 

disorder wise and their significance level is required to be tested upon in 

terms of independent and dependent variables. The level of significance so 

tested should bring out the prevalence of the disorders amongst the mass in 

terms of dependent as well as independent variables.  

 

 Further, the measurement of percentage of respondents actively 

participated in the treatment process and also the percentage of respondents 
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cured is also necessary to be brought out.  Upon getting this information, two 

groups such as experimental group and control group is required to be 

formed.  In order to compute the data in terms of its validity in testing the level 

of significance and its relationship with the independent variables t-test is to 

be computed upon using the required t-test formula. 

 

 Upon computation the results of relationship and its significant values 

along with the t-value is to be brought out and an attempt to reject the null 

hypothesis should be made and re-tested with the hypothesis.  

  
 
3.6 MEASUREMENT OF INDEPENDENT VARIABLES 

 
 The data was collected amongst the Govt and Private hospitals of 

Jamnagar, Rajkot and Porbander area. A total of 800 persons were randomly 

selected for Dissociative, Adjustment Problems, Personality and 

Psychosomatic disorders for the research. The respondents were asked to fill 

in the self screening inventory scale constructed and designed by the 

investigator.   

 
 A total of 200 respondents for Dissociative disorders, 200 for 

Adjustment Problems, 200 for Personality and 200 for Psychosomatic 

disorders were collected by administering screening inventories for 

Dissociative, Adjustment problems, Personality and Psychosomatic disorders.  

The number of persons who were diagnosed with related disorders was found 

to be 7, 31, 43 and 68 for Dissociative, Adjustment problems, Personality and 

Psychosomatic disorders respectively. It is found that, 3.5%, 15.5%, 21.5% 

and 34% of general population is affected with Dissociative, Adjustment 

problems, Personality and Psychosomatic disorders respectively. It is also 

found that 1.5 % of male population and 2% of female population were 

affected with Dissociative disorders, 6% of male population and 9.5% of 

female population were affected with Adjustment problems, 12.5% of male 

population and 9% of female population were affected with Personality 

disorders and 14.5% of male population and 19.5% of female population were 

affected with Psychosomatic disorders from the data collected. 
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STATISTICAL TECHNIQUE 

 t-test statistical technique for unequal sample size and unequal 

variance one tailed test has been used for the research work.  The formula for 

the same is appended below: 

 

 

Where 

 

 
Where s2 is the unbiased estimator of the variance of the two samples, n = 

number of participants, 1 = group one, 2 = group two. Note that in this case, 

 is not a pooled variance. For use in significance testing, the 

distribution of the test statistic is approximated as being an ordinary Student's 

t distribution with the degrees of freedom calculated using 

   

 
  
3.7 DATA COLLECTION. 

 
 The data was collected during the period from Jan 2007 to Jan 2008 

from Govt and Private hospitals of Rajkot and Porbander area of Saurashtra 

region and also through personal acquaintances.  The respondents were 

approached and were asked to fill up the inventories. On the outcome of the 

screening inventories, if found afflicted with disorders, the respondents were 

asked open ended questions to confirm the diagnosis for dissociative or 

adjustment or personality or psychosomatic disorders. The respondents were 

made aware of their disorders and were asked to undergo hypnotherapy for 

their disorders.  The respondents on their approval were treated with 

hypnotherapy. 
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  BRIEF OUTLINE OF THE CHAPTER 

 

The following heads have been brought explicitly in this chapter 

 

 

• Introduction 

• Analysis of Dissociative Disorders 
 Detail classification and t-test, graphs 
 Case Histories of Dissociative Disorders 

 

• Analysis of Adjustment Disorders 
 Detail classification and t-test, graphs 
 Case Histories of Adjustment Disorders 

 

• Analysis of Personality Disorders 
 Detail classification and t-test graphs 
 Case Histories of Personality Disorders 

 

• Analysis of Psychosomatic Disorders 
 Detail classification and t-test, graphs 
 Case Histories of Psychosomatic Disorders 

  

• The Suggestions for improvement 
 

• The Recommendations 
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4.1 INTRODUCTION 

 

 This section brings out the analysis technique used by the investigator 

and the interpretation of the results obtained. This section brings out the 

suggestion for improvement for further research work in the similar field.   

Further, this section brings out the case histories for each disorders, so as to 

have a clear picture of the disorders and as well as the problems faced by the 

respondents.  A brief overview of a good case history has been brought down 

under. 

 
CASE HISTORY A BRIEF OVERVIEW 

 
 The clients were administered with the screening inventory scale for 

the diagnosis of the disorders and differential diagnosis has been made by 

putting open ended questions to the clients.  Also, the social history, 

environment of the client and genetic problems of the clients have been asked 

by putting open ended questions to the clients.  The clients for psychosomatic 

disorders have been diagnosed for their ailments by Gen Physician; however, 

they have been administered with the screening inventories and an effort to 

diagnose their ailments along with the earlier diagnosis of the Gen Physician 

has been made by the investigator. The clients who were wiling for the 

therapy were explained the whole process of hypnotherapy and upon their 

approval and acceptance of the process they were given the therapy.  The 

case histories have been given a clinical approach for every recording, 

thereby bringing the following attributes into light: 

 

• Bio-data  

• Chief complaint  

• Origin duration and progression of the illness,  

• Past history of the illness,  

• Family history of the illness,  

• Any treatment for the same,  

• Personal history 

• Habits  
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• Occupation  

• Marital status  

 

• Treatment procedure adopted  

• Results of the treatment 

• Findings / Conclusion. 

  

4.2 Analysis of Dissociative Disorders 

  

 In order to analyse the data so collected in respect of dissociative 

disorders, the data is distributed according to the response given by the 

respondents. Further, frequency of the independent variables has been 

evaluated, significance of variance for dependent and independent variables 

has also been evaluated to bring the significance level amongst the 

independent and dependent variables and finally the level of significance of 

independent variables by t-test has been brought out in order to test the level 

of significance of hypnotherapy for the study. The case histories for 

dissociative disorders have also been brought down in detail. 

 

4.2.1 Detail classification and t-test, graphs 

  

 The analysis for dissociative disorder has been classified in the 

following tables which bring us a clear picture of distribution, frequency and 

significance level of the variables tested upon statistically. Let us examine 

each of them explicitly. 
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TABLE – 4.1 
 

DISTRIBUTION OF RESPONDENTS IN ACCORDANCE WITH THEIR 
RESPONSE TO THE SCREENING TOOL ADMINISTERED 
FOR DISSOCIATIVE DISORDER WHERE N=200 AND n=7 

 

Dissociative Disorder  

 N=200 n=7    

Disorders Scale     

 

Not a 
Characteristic 
of me 

Some what 
characteristic 
of me 

Moderately 
Characteristic 
of me 

Very 
Characteristic 
of me Total 

Dissociative 
Amnesia 112 81 0 7 200 

Dissociative 
Fugue 180 20 0 0 200 

Dissociative 
Identity 
Disorder 172 28 0 0 200 

 
 
Discussion:-  

   

 The data represented in the table 4.1 reveals that only 7 respondents 

have respondent to the scale of Very Characteristic of me while Somewhat 

Characteristic of me was 81 and Not a Characteristic of me was found to be 

112 in respect to Dissociative Amnesia.  No incidence of Moderately 

Characteristics of me was found in Dissociative Amnesia.  Further, there was 

no incidence of Very Characteristic of me, Moderately Characteristic of me 

were found in dissociative Fugue and Dissociative Identity Disorders 

respectively, however the incidence was found to be recorded as 20, 28 and 

180, 172 for Somewhat Characteristic of me and Not a characteristic of me for 

Dissociative Fugue and Dissociative Identity Disorder respectively. 
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TABLE- 4.2 
 

DISTRIBUTION OF RESPONDENTS ACCORDING TO VARIABLES OF 
FREQUENCY FOR DISSOCIATIVE DISORDER WHERE  N=200 

 

Dissociative Disorder 

Independent 
Variables   

Age   

 Frequency Percentage 

0-19 11 5.5 

20-39 106 53 

40-59 64 32 

60-80 29 14.5 

   

Sex Frequency Percentage 

Male 88 44 

Female 112 56 

   

Marital Status Frequency Percentage 

Single 36 18 

Married 135 67.5 

Widowed 16 8 

Divorcee 13 6.5 

   

Educational 
Qualification Frequency Percentage 

No education 69 34.5 

Under Matric (below 
10th) 57 28.5 

Above Matric (10th 
to 12th ) 66 33 

Graduate and 
Above 8 4 

   

Profession Frequency Percentage 

No job 9 4.5 

Salaried 12 6 

Business 58 29 

Housewives 85 42.5 

Students 36 18 

   

Income Frequency Percentage 

<5000 92 46 

5,000-10,000 60 30 

10,000-15000 31 15.5 

>15,000 17 8.5 
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Discussion:-  

 

 The data represented in the Table 4.2 reveals that half of the 

respondents belong to the age group of 20-39 years with a frequency of 53% 

and age group of 40-59 years were found second largely affected with a 

frequency of 32%.   

  

 The female sex is found to be dominant amongst the sex group with a 

frequency percentage of 56% while the male group was found to be recorded 

with only 44%. 

  

 A large percentage (67.5%) of the respondents were married while only 

18% were single, 8% were widowed and 6.5 % were divorcee. 

 

 It has been found that there was no much difference between No 

education, Under Matriculate and Above Matriculate qualification with a 

percentage of 34.5%, 28.5% and 33% respectively.  A very low incidence in 

Graduate and above (4%) has been recorded.  

 

 Large percentages (42.5) of the respondents were Housewives and 

Business profession were found second largely affected with a frequency of 

29%.  It is evident from this, that the housewives were more affected than 

other professions with an incidence of business profession at second place, 

however female domination has been found recorded. 

 

 Lower income group i.e. below Rs. 5,000 have been found largely 

affected with dissociative disorders with a frequency of 46%.  The second 

largely affected income group was found to be between Rs 5,000-10,000 with 

a frequency of 30%. 
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TABLE- 4.3 
 

Significance of Variance affected by Independent Variable ‘AGE’ in 
Dissociative Disorders where n =7 

 
 
Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- 
Dissociative Identity Disorder 
 
          

 
 

Indpendent Variable  

Age Group  

 DISAM DISFUG DISIDEND TOTAL PERC % 

0-19 0 0 0 0 0 

20-39 5 0 0 5 71.42857 

40-59 2 0 0 2 28.57143 

60-80 0 0 0 0 0 

TOTAL 7 0 0 7 100 
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GRAPH 4.1  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- Dissociative Identity Disorder 
 

Discussion:-  
 

 The data represented in the Table 4.3 and Graph 4.1 reveals that there is no incidence found in Dissociative Fugue and 

Dissociative Identity Disorders.  Whereas, the age group of 20-39 years were largely affected (71.43%) from Dissociative Amnesia 

and age group of 40-59 years were affected by 28.57%.  There is no incidence of Dissociative Amnesia in the age group of 0-19 

and 60-80 respectively. Similar findings were reported in a study by Brna TG Jr, Wilson CC 1990 in his Psychogenic Amnesia in 

that he reported that dissociative amnesia is found more often in young adults than in older adults.
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TABLE- 4,4 
 

Significance of Variance affected by Independent Variable ‘SEX’ in 
Dissociative Disorders where n =7 

 
 

Sex  

 DISAM DISFUG DISIDEND TOTAL PERC % 

Male 3 0 0 3 42.85714 

Female 4 0 0 4 57.14286 

TOTAL 7 0 0 7 100 

  
 
Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, 
DISIDEND-  Dissociative Identity Disorder 
 
 
 
 
 
 



 230 
 

GRAPH-4.2 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- Dissociative Identity Disorder 
Discussion:- 
  
 It is relevant from the above Table 4.4 and Graph 4.2 that, the female sex is more prone to the dissociative amnesia than 

males.  It is also observed that there is a very mean difference between male and female sex with a variation of 42.8% and 57.14% 

respectively. It is revealed that there has been no incidence of Dissociative Fugue and Dissociative Identity Disorders. Findings of 

similar nature have been reported by Nandi et a 1985 in his Contagious hysteria in West Bengal Village in that he reported females 

usually outnumber males and Brna T.G. Jr Wilson CC 1990 has also reported the same in his Psychogenic Amnesia. 
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TABLE- 4.5 
 

Significance of Variance affected by Independent Variable ‘MARITAL 
STATUS in Dissociative Disorders where n =7 

 

 
     
Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, 
DISIDEND- Dissociative Identity Disorder 
 

Marital Status      

 DISAM DISFUG DISIDEND TOTAL PERC% 

Single 2 0 0 2 28.57143 

Married 5 0 0 5 71.42857 

Widowed 0 0 0 0 0 

Divorcee 0 0 0 0 0 

TOTAL 7 0 0 7 100 
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GRAPH 4.3 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- Dissociative Identity Disorder 
 
Discussion:  
 
A large percentage (71.42%) were married while the rest being (28.57% ) single in Dissociative Amnesia were recorded. No 

incidence of Divorcee and Widowed was reported. (Table 4.5 and Graph 4.3 refers) .  A study conducted by Nandi et al 1985 has 

brought out that majority of Indian Patients are married. 
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TABLE- 4.6 
Significance of Variance affected by Independent Variable 

‘EDUCATIONAL QUALIFICATION’ in  Dissociative Disorders where n =7 
 

 
Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, 
DISIDEND- Dissociative Identity Disorder 

Educational Qualification      

 DISAM DISFUG DISIDEND TOTAL PERC % 

No education 3 0 0 3 42.85714 

Under Matric (below 10th) 2 0 0 2 28.57143 

Above Matric (10th to 12th) 1 0 0 1 14.28571 

Graduate and Above 1 0 0 1 14.28571 

TOTAL 7 0 0 7 100 
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GRAPH 4.4 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
   Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- Dissociative Identity   
   Disorder 

 
 Discussion: 
  
 No education qualification was found having more inclination (42.85%) towards Dissociative Amnesia.  Under Matric 

Qualification reported as 28.57% whereas above matriculate and Graduate and above were found having equal distribution. From 

the above it can be evaluated that educational qualification does not have an effect towards the disorders and any individual with 

any qualification can be affected with the disorders. (Table 4.6 and Graph 4.4 refers). Lower educational level were reported to 

have highly affected with dissociative amnesia in a study conducted by Nandi et al 1985. 
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TABLE-4.7 

Significance of Variance affected by Independent Variable 
‘PROFESSION’ in  Dissociative Disorders where n =7 

 

 
 
Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, 
DISIDEND- Dissociative Identity Disorder 

 

Profession      

 DISAM DISFUG DISIDEND TOTAL PERC % 

No Job 0 0 0 0 0 

Salaried 1 0 0 1 14.28571 

Business 2 0 0 2 28.57143 

Housewife 3 0 0 3 42.85714 

Students 1 0 0 1 14.28571 

TOTAL 7 0 0 7 100 
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GRAPH 4.5 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- Dissociative Identity Disorder 
Discussion :  
 
 It is difficult to assess the professions due to randomly selected data. However, it is noted that the housewives population is 

largely affected with dissociative amnesia with a significance of 42.85%.  The business was second largely affected with 

dissociative amnesia with a significance of 28.57%.  The other professions viz Salaried and Students were recorded to have equal 

significance. There was no significance in No Job profession.  

DISTRIBUTION OF INDEPENDENT VARIABLE " PROFESSION"  FOR 

DISSOCIATIVE DISORDERS

0

0.5

1

1.5

2

2.5

3

3.5

No Job Salaried Business Housewife Students

DISAM

DISFUG

DISIDEND



 237 
 

 

TABLE- 4.8 
 

Significance of Variance affected by Independent Variable ‘INCOME’ in 
Dissociative Disorders where n =7 

 

 
 
Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, 
DISIDEND- Dissociative Identity Disorder 

Income      

 DISAM DISFUG DISIDEND TOTAL PERC % 

<5000 6 0 0 6 85.71429 

5,000-10,000 1 0 0 1 14.28571 

10,000-15000 0 0 0 0 0 

>15,000 0 0 0 0 0 

TOTAL 7 0 0 7 100 
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GRAPH 4.6 
 
 
 
 
 
 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- Dissociative Identity Disorder 
 

Discussion:   
 Majority of the respondents who were reported to be affected with dissociative amnesia were found to be of the income 

group  less than Rs.5,000 (85.71%).  However there has been a low incidence in the income group of Rs. 5,000-10,000 (14.28%).  
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TABLE- 4.9 

Significance of Variance affected by dependent Variables in 
Dissociative Disorders where n =7 

 

 
Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, 
DISIDEND- Dissociative Identity Disorder 
 
 

Dependent Variable      

 DISAM DISFUG DISIDEND TOTAL PERC % 

Environment 4 0 0 4 57.14286 

Genetic 1 0 0 1 14.28571 

Social 2 0 0 2 28.57143 

TOTAL 7 0 0 7 100 
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GRAPH 4.7 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  Note: DISAM- Dissociative Amnesia DISFUG-Dissociative Fugue, DISIDEND- Dissociative Identity Disorder 
 
 
Discussion:  
 
 It is evident from the table above that environmental factors have major contribution (57.14%) towards development of 

dissociative disorders, further, genetic (14.28%) and social factors)28.57) do also show inclination in the development of the 

disorders. However, environmental factors play a major role in the development.  
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TABLE- 4.10 

 

DISTRIBUTION OF RESPONDENTS IN RESPECT TO THEIR RESPONSE 
TO HYPNOTHERAPY FOR DISSOCIATIVE DISORDERS 

 

Dissociative Disorder  

No of persons willing for therapy 06 

No of persons unwilling for therapy 01  

No of persons who were cured with hypnotherapy 
after a period of 
(a) One week 

 
 
00 

(b) One week and above up to two weeks 00 

(c) Over two weeks and up to one month 03 

(d) Over one month and up to 3 months 01 

No of persons who did not get cured 02 

Total No of person who were cured 04 

Percentage of persons who were  cured 66% 

 
Discussion:- 

  

 The distribution of respondents who were willing and not willing for the 

therapy and also the distribution of respondents who not cure and who were 

cured, in the time frame of one week, one week and above up to two weeks, 

over one week and up to one month and over one month and up to three 

months are brought down in Table No 4.10.  Also, the percentage of 

respondents who were cured has also been brought out.  It is evident from the 

above table that 06 out of 07 respondents were willing for the therapy, and  03 

respondents were cured between tow weeks and up to one month and 01 

respondent was cured after a period of 03 months.  It is also evident that the 

number of persons who were not cured was 04.  However, the success rate of 

hypnotherapy was found to be recorded as 66%.   
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 On determination of the respondents who were willing and not wiling for 

the therapy two groups were formed i.e. experimental and control group and 

these groups were tested for their level of significance in terms of the 

independent variables.  The mean, standard deviation, difference of variation 

and t- value was calculated using the formula mentioned above.  The results 

obtained and their level of significance for dissociative disorders are brought 

under Table No 4.11 

 

TABLE-4.11 
 
 

DISSOCIATIVE DISORDERS 
 

LEVEL OF SIGNFICANCE OF INDEPENDENT 
VARIABLES BY t-TEST 

 

Independent 
Variable 

Mean SD t  
value 

Degree 
of 
Freedom 
(DF) 

Level of 
significance 

Result 

Age 1.5 1.84 1.66 5 0.1 Significant 

Sex 3 1 6.127 5 0.01 Significant 

Marital 
Status 

2.5 1 5.517 5 0.01 Significant 

Education 2.5 1 5.517 5 0.01 Significant 

Profession 1.2 1 5.517 5 0.01 Significant 

Income 2.25 1.96 2.8125 5 0.05 Significant 

 
Discussion:   

  

 Data obtained from the table 4.11 brings out that, there is a high 

significant relationship between age, sex, marital status, education, profession 

and income. Dissociative disorder depends on all the independent variables 

mentioned above. The females with low level of education chiefly housewives 

who belong to lower income group and married were found highly significant 

in dissociative disorders. 
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4.2.2 Case Histories of Dissociative Disorders 

 

 The following case histories for dissociative amnesia have been 

brought down under.   

 
CASE NO 1 

 

NAME       : HETAL BEN 

AGE      : 32 YRS 

SEX       FEMALE   

CHIEF COMPLAINT   : The client presented with 

complaints of not remembering the birth of her dead child.  The woman had 

given birth to a child and was unable to recall the information, though she had 

memory at the time of giving but could not remember it after a period of one 

week, this had made her depressed.  

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : During the first week of the 

       delivery she completely loss 

       the memory and became  

       depressed and continued to 

       be in the same stage. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : Had undertaken treatment for 

       the same, she was relieved off 

       her pain but could not  

       completely recover and recall 

       the information. 

PERSONAL HISTORY 

 A HABITS   : NIL 

  (i.e. use of alcohol or drugs)  

 B OCCUPATION  : House Wife 
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 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  :  The client responded well, the 

client under hypnotic trance was asked to speak about the traumatic event 

and remit the memory by repeated suggestions by the investigator. The client 

in the first setting could not respond to the method of treatment completely, 

however the client felt relaxed.   The client was asked to go for the therapy for 

a period of two weeks and on the end of the two weeks the client was able to 

recollect the information which she had lost. The patient was asked to 

continue the therapy for a period of one month. On completion of one month it 

was observed that the client was able to recollect the information. 

 

FINDINGS / CONCLUSION 

 Hypnotherapy had a good effect on the respondent as she was able to 

recollect the information after a period of one month. 

 
CASE NO 2 

NAME       : KEKULBHAI 

AGE      : 38 YRS 

SEX       MALE 

CHIEF COMPLAINT   : The client presented with 

complaints of losing complete information for his motor cycle accident.  It was 

established from the client that he had not sustained any head injury and had 

not been using any drugs. The client had spoken to a person who had taken 

him to the nearest hospital.  Gradually, he lost the information completely. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One week after he met with 

       the accident still in the same 

       condition. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 
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PERSONAL HISTORY 

 A HABITS   : Smoker, Alcoholic   

       (occasionally) 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : Hypnotherapy was given to 

the client.  The client under hypnotic trance was asked to speak about the 

traumatic event and remit the memory by repeated suggestions by the 

investigator. The client in the first setting could not respond to the method of 

treatment completely, however the client felt relaxed.   The client was asked to 

go for the therapy for a period of two weeks and on the end of the two weeks 

the client was able to recollect the information which he had lost. The patient 

was asked to continue the therapy for a period of one month. . On completion 

of one month it was observed that the client was able to recollect the 

information. 

 

FINDINGS / CONCLUSION 

 Hypnotherapy was found effective for the client 

 

CASE NO 3 

 

NAME       :  PRAFULLABEN 

AGE      : 44 YRS 

SEX       FEMALE  

CHIEF COMPLAINT   : The client was unable to recall 

the information about her husband who was having an extra marital affair. The 

client on knowing the affair had a heated argument with her husband and she 

was reportedly being physically tortured by her husband.  The client is 

presently not living with her husband could not remember that he had an extra 

marital affair.  Her husband occasionally visits her and she often remains 

depressed. 

 



 - 246 - 
 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One week after she had  

       been aloof and still in the  

       same  condition 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : House Wife  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was asked to relax 

and co-operate with the investigator, as the client was reluctant and was not 

willing to undergo any treatment.  The client was counselled for the treatment 

and was asked to undergo the treatment.  The client agreed upon and was 

ready to undertake the treatment in the presence of her parents.  The client 

was asked to concentrate on the suggestions of the investigator. The client 

responded well, the client under hypnotic trance was asked to speak about 

the traumatic event and remit the memory by repeated suggestions by the 

investigator. The client in the first setting could not respond to the method of 

treatment completely, however the client felt relaxed.   The client was asked to 

go for the therapy for a period of two weeks and on the end of the two weeks 

the client was able to recollect the information which she had lost. The patient 

was asked to continue the therapy for a period of one month. . On completion 

of one month it was observed that the client was able to recollect the 

information. 

 

FINDINGS / CONCLUSION 

 The client at the initial stages was reluctant to the therapy for the word 

hypnosis and hypnotherapy brings awe in the mind of the clients. However, on 
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counselling and giving knowledge to the client about hypnotherapy, she was 

co-operative and hypnotherapy was found effective. 

 

CASE NO 4 

 

NAME      : ISMAILBHAI 

AGE      : 20 YRS 

SEX       MALE 

CHIEF COMPLAINT   : The client was unable to recall 

the information for an accident, in which he was drowned.  It was established 

the client was unconscious and suffered no head injury.  The client was taken 

to the nearest hospital, where he gained consciousness, but could not 

remember why he was in the hospital and any information about drowning. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within 3 hours of drowning, 

       after he gained   

       consciousness.  The subject is 

       not depressed but is unable 

       to concentrate.  He had not 

       been able to regain the  

       information even a month  

       later. 

 PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student  

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  
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RESULTS OF THE TREATMENT  : The client was asked to 

concentrate on the suggestions of the investigator. The client responded well, 

the client under hypnotic trance was asked to speak about the traumatic event 

and remit the memory by repeated suggestions by the investigator. The client 

in the first setting could not respond to the method of treatment completely, 

however the client felt relaxed.   The client was asked to go for the therapy for 

a period of two weeks and on the end of the two weeks it was observed that 

the client was able to recall half of the information, resulting partial treatment 

of the client. The client was further asked to continue the therapy, for a period 

of 03 months.  It was observed by the investigator, that not full memory of the 

event could be retained by the client, thereby it was concluded that the client 

was not cured by therapy.   

 

FINDINGS / CONCLUSION 

 Hypnotherapy was not found effective in the treatment of the client as 

the client was not highly suggestible. 

 

CASE NO 5 

 

NAME      : MEETABEN  

AGE      : 23 YRS 

SEX       FEMALE 

CHIEF COMPLAINT   : The client was unable to recall 

the information for an incident of sexually assaulted by her colleague in her 

company in which she was working.  The client was asked to submit a 

financial report for the month end and she and her colleague were working 

late night and she was physically assaulted by him.  The client struggled and 

screamed and even complained to the police.  Though, the person was 

arrested she began losing memory of that incident in the ensuing week. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one week of the  

       incident, she became  

       listless and depressed. 
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PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried  

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client responded well, the 

client under hypnotic trance was asked to speak about the traumatic event 

and remit the memory by repeated suggestions by the investigator. The client 

in the first setting could not respond to the method of treatment completely, 

however the client felt relaxed.   The client was asked to go for the therapy for 

a period of two weeks and on the end of the two weeks it was observed that 

the client was able to recall half of the information, resulting partial treatment 

of the client. Hence, the client was asked to continue the therapy for a period 

of 03 months keeping in view two sessions per week and so on. On 

completion of 03 months the client was completely remembering the event. 

 

FINDINGS / CONCLUSION 

 Hypnotherapy was effective in the treatment of the client. 

 

CASE NO 6 

 

NAME      : PUSHPA BEN 

AGE      : 41 YRS 

SEX       FEMALE 

CHIEF COMPLAINT   : The client, a victim of the 

earthquake massacre, happened in Gujarat where she had lost her parents.  

The lady is married but remains aloof and depressed.  On enquiry it was 

established that she had survived the earthquake incident and was reportedly 
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not having any head injury.  Initially, she was remembering all the events 

which had happened, but slowly she started to forget the incident after a 

period of one month. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one month of the  

       incident, she became  

       listless and depressed. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : House Wife  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client under hypnotic 

trance was asked to speak about the traumatic event, it was observed that the 

client was having motor functions during the hypnotic trance, but when 

exposed to the traumatic event, she was not able to bring out her emotions 

and was completely disturbed.  Hence, the investigator at the initial stages did 

not force the client to evaluate her memories.  The client was asked to 

undergo the treatment for a period of 03 months with one session per week.  

On completion of 03 months it was observed that the client had partially 

recovered and could manage to regain the memory of the traumatic event 

partially, thereby it was concluded that the therapy was not useful to the client. 

 
FINDINGS / CONCLUSION 

 Hypnotherapy had not been useful to the client as the client could not 

express herself about the traumatic event which she had gone through, 

however partial recovery was noted with the help of hypnotherapy. 
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Analysis of results and Interpretation for Dissociative Disorders 

 
 On the analysis of the distribution of the dependent variables in table 

Nos 4.9 and Graph 4.7 and also from the case histories, it is evident that, 

there is a significant relationship of genetic, environmental and social factors 

in the development of the disorders hence forth it can be concluded here that 

Bio-Psycho-Social factors have a great impact in the development of 

dissociative disorders.  Hence, the first hypothesis is thus proved for 

dissociative disorders. 

 
 Further, on the analysis of the independent variables for their level of 

significance it is found that hypnotherapy has a significance level of 0.01, 0.1, 

0.05 and 0.005.  The null hypothesis at this stage is rejected and it can be 

concluded that there were significant mean differences between the 

respondents demographic variable i.e. age, sex, marital status, education, 

profession and income and their dissociative disorders scores. 

 
4.3 Analysis of Adjustment Disorders 

 
 The data for adjustment disorder is distributed according to the 

response given by the respondents. Frequency of the independent variables 

has been evaluated, significance of variance for dependent and independent 

variables has also been evaluated to bring the significance level amongst the 

independent and dependent variables and finally the level of significance of 

independent variables by t-test has been brought out in order to test the level 

of significance of hypnotherapy for the study. The case histories for 

adjustment disorders have also been brought down in detail. 

 
4.3.1 Detail classification and t-test, graphs 

  

 The following tables and graphs do bring out the analysis for 

adjustment disorders.  Let us examine each of them explicitly. 
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TABLE-4.12 
 

DISTRIBUTION OF RESPONDENTS IN ACCORDANCE WITH THEIR 
RESPONSE TO THE SCREENING TOOL ADMINISTERED 

FOR ADJUSTMENT PROBLEMS WHERE N=200 AND n=31 
 

Adjustment Problems 

 N=200 n=31    

Disorders Scale     

 

Not a 
Characteristic 
of me 

Some what 
characteristic 
of me 

Moderately 
Characteristic 
of me 

Very 
Characteristic 
of me Total 

Adjustment 
Disorder with 
Anxiety 126 62 4 8 200 

Adjustment 
Disorder with 
Depressed 
Mood 105 78 7 10 200 

Adjustment 
Disorder with 
Anxiety and 
Depressed 
Mood 111 81 2 6 200 

Adjustment 
Disorder with 
Disturbance 
of Conduct 107 90 0 3 200 

Adjustment 
Disorder with 
Mixed 
Disturbance 
of Emotion 
and Conduct 75 120 1 4 200 

 
Discussion:  
 
 The data represented in the table 4.12 reveals that only 8 out  of 200 

respondents have respondent to the scale of Very Characteristic of me for 

Adjustment Disorder with Anxiety, only 10 out of 200 have responded for 

Adjustment Disorder with Depressed mood, 6 of 200 have responded for 

Adjustment Disorder with Anxiety and Depressed Mood, 3 of 200 have 

responded for Adjustment Disorder with Disturbance of Conduct and only 4 of 

200 respondents have responded for Adjustment Disorder with Mixed 

Disturbance of Emotion and Conduct. A total of 31 respondents out of 200 

have found to be affected with Adjustment Disorders. 
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TABLE- 4.13 
 

DISTRIBUTION OF RESPONDENTS ACCORDING TO VARIABLES OF 
FREQUENCY FOR ADJUSTMENT PROBLEMS WHERE N=200 

 

Adjustment Problems 

Independent 
Variables   

   

Age   

 Frequency Percentage 

0-19 37 18.5 

20-39 79 39.5 

40-59 60 30 

60-80 24 12 

   

Sex Frequency Percentage 

Male 74 37 

Female 126 63 

   

Marital Status Frequency Percentage 

Single 52 26 

Married 82 41 

Widowed 18 9 

Divorcee 48 24 

   

Educational 
Qualification Frequency Percentage 

No education 64 32 

Under Matric (below 
10th) 78 39 

Above Matric (10th 
to 12th ) 48 24 

Graduate and 
Above 10 5 

   

Profession Frequency Percentage 

No job 21 10.5 

Salaried 67 33.5 

Business 51 25.5 

Housewives 29 14.5 

Students 32 16 

   

Income Frequency Percentage 

<5000 87 43.5 

5,000-10,000 94 47 

10,000-15000 12 6 

>15,000 7 3.5 

 



 - 254 - 
 

 
Discussion:-  
 
 The Table 4.13 reveals high prevalence amongst the age group of 20-

39 years with a frequency of 39.5%, the age group of 40-59 years were found 

to be affected with 30% becoming the second large in the age groups.  The 

other age groups have shown incidence of 18.5% and 12 % for 0-19 years 

and 60-80 years respectively. 

  

 Female sex found to have larger prominence of adjustment disorder 

than the males with a frequency of 63% for females and 37% for males. 

  

 A large percentage (41%) of the respondents were married while only 

26% were single, 9% were widowed and 24% were divorcee. 

 

 It has been found that the educational qualification for Under 

Matriculate has more prominence with a frequency of 39% whereas No 

education has been found in closer proximity with a frequency of 32%.  The 

other educational qualifications have found to be 24% and 5% for Above 

Matriculate and Graduate and Above respectively. 

 

 Salaried professionals were found to be largely dominant with a 

frequency of 33.5% and it has been recorded that there is a very nominal 

difference between the business professions with a frequency of 25.5%.  The 

other professions such as Housewives, Students and No Job have been 

recorded with a frequency of 14.5%, 16% and 10.5% respectively, 

 

 Income group ranging between Rs. 5,000-10,000 were recorded to 

have higher prominence with a frequency of 47%, it was also found that there 

was a closer inclination of the income group of below Rs. 5,000 with a 

frequency of 43.5%.  The other income group were recorded with a frequency 

of 6% and 3.5 % for Rs. 10,000-15,000  and above Rs. 15,000 respectively.   
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TABLE- 4.14 
 

Significance of Variance affected by Independent Variable “AGE” in 
Adjustment  Problems Where n=31 

 

Indpendent 
Variable  

Age Group ADJUSTMENT PROBLEMS 

 ADA ADDM ADADM ADDC ADMDEC TOTAL  

0-19 2 2 1 0 0 5 16.12903 

20-39 3 3 3 3 2 14 45.16129 

40-59 2 3 2 0 2 9 29.03226 

60-80 1 2 0 0 0 3 9.677419 

TOTAL 8 10 6 3 4 31 100 

Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment 
Disorder with Depressed Mood ADADM: Adjustment Disorder with 
Anxiety and Depressed mood ADDC: Adjustment Disorder with 
Disturbance of Conduct ADMDEC: Adjustment Disorder with 
Disturbance of Emotion and Conduct. 
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GRAPH 4.8 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 

   Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder with Depressed Mood ADADM:  
   Adjustment Disorder with Anxiety and Depressed mood ADDC: Adjustment Disorder with Disturbance of  
   Conduct ADMDEC: Adjustment Disorder with Disturbance of Emotion and Conduct. 
 
Discussion:  

 It has been revealed from Table 4.14 and Graph 4.8 that Adjustment Disorder with Anxiety, Adjustment Disorder with 

Depressed Mood, Adjustment Disorder with Anxiety and Depressed Mood and Adjustment Disorder with Disturbance of Conduct 

have equal prominence in the age group of 20-39 years.  It has also been noticed that in Adjustment Disorder with Mixed 

Disturbance of Emotion and Conduct  the age group of 20-39 years and 40-59 years have equal prominence. 
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TABLE- 4.15 
Significance of Variance affected by Independent Variables ‘SEX’in 

Adjustment Problems Where n=31 
 

 
Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment 
Disorder with Depressed Mood ADADM: Adjustment Disorder with 
Anxiety and Depressed mood ADDC: Adjustment Disorder with 
Disturbance of Conduct ADMDEC: Adjustment Disorder with  
Disturbance of Emotion and Conduct  
 
 

Sex ADJUSTMENT PROBLEMS 

 ADA ADDM ADADM ADDC ADMDEC TOTAL PERC % 

Male 5 2 2 1 2 12 38.70968 

Female 3 8 4 2 2 19 61.29032 

TOTAL 8 10 6 3 4 31 100 
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GRAPH-4.9 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

   Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder with Depressed Mood ADADM : 
   Adjustment Disorder with Anxiety and Depressed mood ADDC: Adjustment Disorder with Disturbance of  
   Conduct ADMDEC: Adjustment Disorder with  Disturbance of Emotion and Conduct  
Discussion: 
 

  It is evident from Table 4.15 and Graph 4.9 that Female Population is largely affected in Adjustment Disorder with 

Depressed Mood, Adjustment Disorder with Anxiety and Depressed Mood and Adjustment Disorder with Disturbance of Conduct.  It 

is also revealed that  Male are highly dominated in Adjustment Disorder. It has also been noticed that in Adjustment Disorder with 

Mixed Disturbance of Emotion and Conduct  the male and female sex have equal incidence. 
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TABLE- 4.16 
Significance of Variance affected by Independent Variable “MARITAL 

STATUS ” in Adjustment  Problems Where n=31 
 
 

 
 
Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment 
Disorder with Depressed Mood ADADM: Adjustment Disorder with 
Anxiety and Depressed mood ADDC: Adjustment Disorder with 
Disturbance of Conduct ADMDEC: Adjustment Disorder with 
Disturbance of Emotion and Conduct 

Marital Status ADJUSTMENT PROBLEMS 

 ADA ADDM ADADM ADDC ADMDEC TOTAL PERC% 

Single 1 4 2 1 2 10 32.25806 

Married 5 3 3 0 1 12 38.70968 

Widowed 1 1 1 1 1 5 16.12903 

Divorcee 1 2 0 1 0 4 12.90323 

TOTAL 8 10 6 3 4 31 100 
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GRAPH 4.10 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

  Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder with Depressed Mood ADADM :  
  Adjustment Disorder with Anxiety and Depressed mood ADDC: Adjustment Disorder with Disturbance of   
  Conduct ADMDEC: Adjustment Disorder with  Disturbance of Emotion and Conduct 
  

Discussion:  
 
 It is observed from the Table 4.16 and Graph 4.10 that Adjustment Disorder with Anxiety and Adjustment Disorder with 

Anxiety and Depressed Mood, the married population were highly affected, whereas, in Adjustment Disorder with Depressed Mood 

and Adjustment Disorder with Mixed Disturbance of Emotion and Conduct the Single population was found dominating. Only 

Adjustment Disorder with Disturbance of Conduct all the marital status are equally distributed. 
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TABLE-4.17 
Significance of Variance affected by Independent Variable 

“EDUCATIONAL QUALIFICATION” in Adjustment  Problems Where n=31 
 
 

 

Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder 
with Depressed Mood ADADM: Adjustment Disorder with Anxiety and 
Depressed mood ADDC: Adjustment Disorder with Disturbance of Conduct 
ADMDEC: Adjustment Disorder with Disturbance of Emotion and Conduct 

Educational Qualification ADJUSTMENT PROBLEMS 

 ADA ADDM ADADM ADDC ADMDEC TOTAL PERC% 

No education 4 4 2 1 1 12 38.70968 

Under Matric (below 10th) 4 4 3 1 2 14 45.16129 

Above Matric (10th to 12th ) 0 1 1 1 1 4 12.90323 

Graduate and Above 0 1 0 0 0 1 3.225806 

TOTAL 8 10 6 3 4 31 100 
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GRAPH 4.11 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

  Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder with Depressed Mood ADADM :  
  Adjustment Disorder with Anxiety and Depressed mood ADDC: Adjustment Disorder with Disturbance of   
  Conduct ADMDEC: Adjustment Disorder with  Disturbance of Emotion and Conduct 
Discussion:  
  
 Table 4.17 and Graph 4.11 clearly bring out that Under Matriculate population are highly affected in Adjustment Disorder 

with Anxiety and Depressed Mood, Adjustment Disorder with Mixed Disturbance of Emotion and Conduct.  It is also revealed that 

Adjustment Disorder with Anxiety and Adjustment Disorder with Depressed Mood have equal prevalence amongst the No 

Education and Under Matriculate Qualifications.  Further, it is observed that Adjustment Disorder with Disturbance of Conduct have 

equal inclination towards all the Educational Qualifications. 
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TABLE- 4.18 
Significance of Variance affected by Independent Variable 

“PROFESSION ” in Adjustment  Problems Where n=31 

Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder 
with Depressed Mood ADADM: Adjustment Disorder with Anxiety and 
Depressed mood ADDC: Adjustment Disorder with Disturbance of Conduct 
ADMDEC: Adjustment Disorder with Disturbance of Emotion and Conduct 
 
 

Profession ADJUSTMENT PROBLEMS 

 ADA ADDM ADADM ADDC ADMDEC TOTAL PERC% 

No Job 1 2 1 1 1 6 19.35484 

Salaried 2 3 3 0 1 9 29.03226 

Business 3 1 0 1 1 6 19.35484 

Housewife 2 2 1 0 0 5 16.12903 

Students 0 2 1 1 1 5 16.12903 

TOTAL 8 10 6 3 4 31 100 
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GRAPH 4.12 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder with Depressed Mood ADADM :  
  Adjustment Disorder with Anxiety and Depressed mood ADDC: Adjustment Disorder with Disturbance of   
  Conduct ADMDEC: Adjustment Disorder with  Disturbance of Emotion and Conduct 
Discussion:  
 It is relevant from Table 4.18 and Graph 4.11 that Salaried income group have equal prominence in Adjustment Disorder 

with Depressed Mood and Adjustment Disorder with Anxiety and Depressed Mood, it is also observed that Business profession is 

largely dominated in Adjustment Disorder with Anxiety. The prominence of all the professions have been seen equal in Adjustment 

Disorder with Disturbance of Conduct and Adjustment Disorder with Mixed Disturbance of Emotion and Conduct. 
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TABLE- 4.19 
Significance of Variance affected by Independent Variable “INCOME” in 

Adjustment  Problems Where n=31 
 

 

 
Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder 
with Depressed Mood ADADM: Adjustment Disorder with Anxiety and 
Depressed mood ADDC: Adjustment Disorder with Disturbance of Conduct 
ADMDEC: Adjustment Disorder with Disturbance of Emotion and Conduct 
 

Income ADJUSTMET PROBLEMS 

 ADA ADDM ADADM ADDC ADMDEC TOTAL PERC% 

<5000 4 5 2 1 2 14 45.16129 

5,000-10,000 4 5 3 2 2 16 51.6129 

10,000-15000 0 0 1 0 0 1 3.225806 

>15,000 0 0 0 0 0 0 0 

TOTAL 8 10 6 3 4 31 100 



 266 
 

GRAPH 4.13 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder with Depressed Mood ADADM : 
   Adjustment Disorder with Anxiety and Depressed mood ADDC: Adjustment Disorder with Disturbance of  
   Conduct ADMDEC: Adjustment Disorder with  Disturbance of Emotion and Conduct  
Discussion:  
 
 Table 4.19 and Graph 4.13 reveal that, Adjustment Disorder with Anxiety and Depressed Mood and Adjustment Disorder 

with Disturbance of Conduct have larger prominence in the income group of Rs. 5,000-10,000.  It is also evident that there is an 

equal prominence in income group of Rs < 5,000 and Rs. 5,000 – 10,000 for Adjustment Disorder with Anxiety and Adjustment 

Disorder with Depressed Mod and Adjustment Disorder with Mixed Disturbance of Emotion and Conduct. 
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TABLE- 4.20 

 
Significance of Variance affected by dependent Variable in 

Adjustment  Problems Where n=31 
 
 

 
Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder 
with Depressed Mood ADADM: Adjustment Disorder with Anxiety and 
Depressed mood ADDC: Adjustment Disorder with Disturbance of Conduct 
ADMDEC: Adjustment Disorder with Disturbance of Emotion and Conduct 
 
 

Dependent Variable ADJUSTMENT PROBLEMS 

 ADA ADDM ADADM ADDC ADMDEC TOTAL PERC% 

Environment 2 1 1 0 0 4 12.90323 

Genetic 3 5 3 2 2 15 48.3871 

Social 3 4 2 1 2 12 38.70968 

TOTAL 8 10 6 3 4 31 100 
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GRAPH 4.14 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
   Note: ADA: Adjustment Disorder with Anxiety ADDM: Adjustment Disorder with Depressed Mood ADADM : 
   Adjustment Disorder with Anxiety and Depressed mood ADDC: Adjustment Disorder with Disturbance of  
   Conduct ADMDEC: Adjustment Disorder with  Disturbance of Emotion and Conduct 
Discussion:  
 
 It is evident from the table above that genetic factors have major contribution towards development of adjustment problems, 

further, environmental and social factors do also show inclination in the development of the disorders. However, genetic factors 

play a major role in the development.   
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TABLE- 4.21 

 

DISTRIBUTION OF RESPONDENTS IN RESPECT TO THEIR RESPONSE 
TO HYPNOTHERAPY FOR ADJUSTMENT PROBLEMS 

 

Adjustment problems 

No of persons willing for therapy 20 

No of persons unwilling for therapy 11 

No of persons who were cured with hypnotherapy after 
a period of 
(a) One week 

 
 
00 

(b) One week and above up to two weeks 04 

(c) Over two weeks and up to one month 05 

(d) Over one month and up to 3 months 08 

No of persons who did not get cured 03 

Total No of person who were cured 17 

Percentage of persons who were  cured 85% 

 
Discussion:- 

  

 The respondents according to their willing and not willing for the 

therapy and also the distribution of respondents who not cure and who were 

cured, in the time frame of one week  to  up to till three months are brought 

down in Table No 4.21.  Also, the percentage of respondents who were cured 

has also been brought out.  It is evident from the above table that 20 out of 31 

respondents were willing for the therapy. It is observed that 04 respondents 

were cured in a period up to two weeks, 05 were cured in one moth period of 

time.  The number of persons who did not get cured was found to be 17 and 

the percentage of success in adjustment problems was recorded to be 85%. 
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 On determination of the respondents who were willing and not wiling for 

the therapy two groups were formed i.e. experimental and control group and 

these groups were tested for their level of significance in terms of the 

independent variables.  The mean, standard deviation, difference of variation 

and t- value was calculated using the formula mentioned above.  The results 

obtained and their level of significance for adjustment problems are brought 

under Table No 4.22 

 

TABLE-4.22 
 

ADJUSTMENT PROBLEMS 
 

TESTING THE LEVEL OF SIGNFICANCE FOR 
INDEPENDENT VARIABLES BY t-TEST 

 

Independent 
Variable 

Mean SD t  
value 

Degree of 
Freedom 
(DF) 

Level of 
significance 

Result 

Age 5 1.41 4.89 25 0.01 Significant 

Sex 10 0.324 45.45 27 0.01 Significant 

Marital 
Status 

5 0.725 8.52 22 0.01 Significant 

Education 5 1.6 4.41 26 0.01 Significant 

Profession 4 1.5 5.68 29 0.01 Significant 

Income 5 2.1 3.04 23 0.01 Significant 

 
Discussion:   

  

 It is relevant that the significance level of independent variables for 

Adjustment problems is found to be 0.01 level of significant in all the 

independent variables i.e. age, sex, marital status, education, profession and 

income . Data obtained from table also revels that female sex are more 

affected with adjustment problems. 
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4.3.2 Case Histories of Adjustment Disorders 

 

CASE HISTORIES FOR ADJUSTMENT DISORDER WITH ANXIETY 

 

CASE NO 1 

 

NAME        : NARENDRA JADAVJI BHAIA 

AGE      : 28 YRS   

SEX        MALE 

CHIEF COMPLAINT   : The client reported with 

somatic complaints such as, jitteriness and palpitation.  He could not 

concentrate on his occupational as well as social endeavours.  On further 

examination of the client, it was established that he had been assumed higher 

responsibility in his work area and he was feeling restless and could not plan 

the things accordingly. Due to this he was feeling palpitations for the fear of 

losing his job and identity. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one month of  

       promotion. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : Mother had been diagnosed 

       and treated for depression. 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoker  

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried  

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  :  The client was very co-

operative and during the trance he was suggested to improvise his inner 

confidence.  The client was further asked to experience the fear which he had 
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grudged in him. The client at the initial stage was not able to experience the 

fear.  The client was asked to undergo the therapy for a period of two weeks 

in two sessions per week.  After a period of two weeks it was observed that, 

the client was able to undertake any endeavours and was happy. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

CASE NO 2 

 

NAME         : MAGANBHAI  

AGE       : 36 YRS  

SEX       MALE 

CHIEF COMPLAINT   : The client reported with 

somatic complaints such as, jitteriness and palpitation and a fear of being lost.  

He had incurred severe loss in his business and was not willing to undertake 

any responsibility to overcome the same which affected social and 

occupational functioning.  It was further established that the client was sound 

in mind and has not been in depression.  He had been under severe stress 

and was unable to concentrate on his present occupational and social 

activities. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within a week of loss. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : alcoholic    

       (occasionally) 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business  
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 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was very co-

operative and during the trance he was suggested to improvise his inner 

confidence.  The client was further asked to experience the fear which he had 

grudged in him. The client at the initial stage was not able to experience the 

fear.  The client was asked to undergo the therapy for a period of two weeks.  

After a period of two weeks it was observed that, the client was able to 

undertake any endeavours and was happy. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE NO 3 

 

NAME         : HARILAL PANDYA  

AGE      :  43 YRS 

SEX        MALE 

CHIEF COMPLAINT   : The client reported that he is 

unable to cope up himself with his new area of business and this has resulted 

in his abnormal social functioning.  The client further explained that he along 

with his partners have opened up a new business and he was not supported 

by his partners, which resulted in extra working hours to the client and had 

been completely under severe stress.  

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one month of  

       opening of new business. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 
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PERSONAL HISTORY 

 A HABITS   : Smoker (occasionally) 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was very co-

operative and during the trance he was suggested to improvise his inner 

confidence and stress out his feeling of being over burdened.  The client at 

the initial stage was not able to adjust himself with the new adaptation.  The 

client was asked to undergo the therapy for a period of one month.  After a 

period of one month it was observed that, the client was able carry out his 

duties and responsibilities effectively. 

 

FINDINGS/CONCLUSIONS 

 Hypnotherapy was found effective to the client after a period of one 

month. 

 

CASE NO 4 

 

NAME         : PARUL N CHAUHAN  

AGE      :  18 YRS  

SEX        FEMALE 

CHIEF COMPLAINT   : The client along with husband 

reported problems of being annoyed, irritation, palpitations.  On enquiry it was 

established that the client was recently married and sudden shift in her marital 

status has been very stressful.  It was also established that she had been 

reportedly felt annoyed and irritated by her in laws.  The sudden experience of 

a new life has been a stressful one to the client. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one month of marriage. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 
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FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : House Wife  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was very co-

operative and during the trance she was suggested to cope up with the new 

environment of her life and also to improvise her inner confidence and stress 

out her feeling of being in a new place.  The client at the initial stage was not 

able to adjust herself with the new adaptation.  The client was asked to 

undergo the therapy for a period of one month.  After a period of one month it 

was observed that, the client was able carry out her duties and responsibilities 

effectively. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE NO 5 

 

NAME         : CHETNA H SHAH  

AGE      :  19 YRS  

 SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of palpitations and jitteriness.  It was established that she instituted love 

marriage at a younger age of 18 years and after a year of her marriage she 

was divorced by her husband.  She gradually had impaired functioning of her 

social and occupational activities for the fear of rejection and criticism.  This 

was a stressful situation for the client.  The client is presently working. 
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ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one month of  

       Divorce. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried  

 C MARITAL STATUS  : Divorcee 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was very co-

operative and during the trance she was suggested to cope up with the new 

environment of her life and also to improvise her inner confidence and stress 

out his feeling of being rejected and criticised..  The client at the initial stage 

was not able to adjust herself with the new adaptation.  The client was asked 

to undergo the therapy for a period of one month.  After a period of one month 

it was observed that, the client was able carry out her duties and 

responsibilities effectively without being feared for criticism. 

 

FINDINGS/CONCLUSIONS 

 

 It is concluded that hypnotherapy had been useful to the client. 

 

 



 277 
 

CASE HISTORIES FOR ADJUSTMENT DISORDER 
WITH DEPRESSED MOOD 

 

CASE NO 1 

 

NAME        : PRAVINSINH JADEJA  

AGE      : 19 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of impaired social and occupational functioning and having depressed mood. 

The client did not take any interest in carrying out his duties.  On enquiry it 

was established that the client had been in love.  The love affair did not last 

long and this had made the client to be depressed and a feeling of 

restlessness in him. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one month of failure of 

       love affair. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student  

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client during the trance 

was suggested to look for the other areas of his life where he can develop 

himself and was also asked to get out of his stressful feeling of being rejected 

and betrayal..  The client at the initial stage co-operated with the investigator 

and it was found that the client was feeling relaxed and in happy mood after 

the therapy for first session.  The client was asked to undergo the therapy for 
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a period of two weeks.  On completion of two weeks it was noticed that the 

client, was able to get back to his normal self and do his duties. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE NO 2 

 

NAME        : JOSNA BEN TRIVEDI  

AGE      : 61 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : Ms JosnaBen Trivedi aged 61 

years, self employed running a small scale business is a widow, whose 

husband had been killed during the blasts at Ahmedabad recently.  The client 

is survived by her 4 children who are business man and married.  Though, 

she has been blessed with children who are self sufficient, she had not been 

receiving the support from them since her husband’s demise.  The very 

feeling of loosing her husband and also the feeling that her children are not 

taking proper care of her had brought in social and occupational impairment to 

the client.  The client was observed to be depressed and in stressful condition. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one month of her  

       husband’s demise. 

PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business  

 C MARITAL STATUS  : Widow 
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TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client at the initial stage 

was very reluctant to the therapy as she could not experience the past 

memories and was unable to cope-up with the therapy.  The client was 

counselled and was asked to undertake the therapy for a period of one month.  

The client responded to the therapy and it was observed that due to the old 

age and also due to the fear that she was not able to express her repressed 

memories.  The client was asked to undergo the treatment for a period of 3 

months taking into account of her age and the very impact of her stressful life 

event.  The client was responsive and the investigator observed that after a 

period of 3 months with 02 sessions per week the client was able to recover 

partially and was not completely recovered. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client for her 

old age factors. 

 

CASE NO 3 

 

NAME        : URMILA PANDIT  

AGE      : 54 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : Ms Urmila Pandit aged 54 

years, salaried woman who had been divorced for the past 15 years is 

survived by her only son.  After the marriage of her son, her son and her 

daughter in law had left her alone and unattended.  Her son had managed to 

live separately and was not taking care of his mother.  On enquiry it was 

established that she lost her all loved ones and she developed depression on 

sudden separation of her son.  Due to this she was unable to carry out her 

occupational functions effectively. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within a week of separation 

       from her son. 
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PAST HISTORY OF ILLNESS  : No psychiatric / psychological 

       problems 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried  

 C MARITAL STATUS  : Divorcee 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client at the initial stage 

was very reluctant to the therapy as she could not experience the past 

memories and was unable to cope-up with the therapy.  The client was 

counselled and was asked to undertake the therapy for a period of one month.  

The client responded to the therapy and it was observed that due to the old 

age and also due to the fear that she was not able to express her repressed 

memories.  The client was asked to undergo the treatment for a period of 3 

months taking into account of her age and the very impact of her stressful life 

event.  The client was responsive and the investigator observed that after a 

period of 3 months with 02 sessions per week the client was able to recover 

partially and was not completely recovered. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client due to 

her old age and also for the reason that she could not concentrate completely 

during the therapy. 

 

CASE NO 4 

 

NAME         : ANJANABEN JADEJA  

AGE      :  33 YRS 

SEX      : FEMALE 
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CHIEF COMPLAINT   : The client is married and living 

with two children.  The husband of the client is working in a Small scale 

industry and is reported to be alcoholic.  The husband of the client does not 

take care of the children and also the client which had made the client very 

stressful and despite her efforts to bring her husband from the habit of alcohol, 

she could not succeed.  The curiosity of the future of herself and her children 

was very stressful to the client. It was also observed that due to her husband’s 

sudden shift of behaviour and lack of support to his family had developed 

depression in the client. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within two months. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : Husband reported to be  

       alcoholic 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Housewife  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client co-operated well 

with the investigator and was able to speak out during the trance about her 

difficulties.  The investigator asked her husband to listen to her repressed 

emotions; the husband of the client did listen to her emotions.  The client was 

asked to cope up with the new shift of her husband and also to develop her 

self confidence and also to eradicate the fear of foreseeing her future and also 

the future of her children.  The client at the initial stage was very relaxed and 

was asked by the investigator to undergo the therapy for a period of two 

weeks. The husband of the client was counselled and made aware of the 

consequences of the alcohol. On completion of two weeks session, it was 

observed that the client had lost fear of foreseeing her future and was 
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energetic and not in depression.  Gradually, her husband also started to 

restrict himself from consuming alcohol.  

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy was useful to the client. 

 

 

CASE NO 5 

 

NAME         : MUKTA BEN PARMAR  

AGE      :  29 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client is married and living 

with two children.  The client lives in a joint family.  It was reported by the 

client that she experienced sudden change on arrival of newly wedded wife of 

her brother in law.  The changes erupted and she was asked to carry out the 

house hold chores all alone and she experienced no care from her family 

members resulting in depression. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within two months. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Housewife  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client co-operated well 

with the investigator and was able to speak out during the trance about her 

difficulties.  The investigator asked her husband to listen to her repressed 

emotions; the husband of the client did listen to her emotions.  The client was 
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asked to cope up with the new shift of stressful situation and also asked her to 

eradicate the fear of not being taken care of.  The client at the initial stage was 

not much co-operative; hence the investigator asked the client to undergo the 

therapy for a period of one month.  On completion of one month with two 

sessions per week it was observed that the client was able to cope up with the 

new situation and did not fear about not being taken care of.  The husband of 

the client was also made to understand and asked to take care of her.  

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE HISTORIES FOR ADJUSTMENT DISORDER 
WITH ANXIETY AND DEPRESSED MOOD 

 

 

CASE NO 1 

 

NAME         : SUJIT KUMAR  

 AGE      : 38 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client is working in 

reliance oil and has come a long way from West Bengal for his lively hood. A 

recent change in his working atmosphere and added responsibility towards his 

work has resulted in both anxiety and depression.  The client felt that he could 

not manage the affairs and also feared that he could be expelled from his job 

which resulted in social and occupational impairment. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within a week on added  

       responsibility towards work. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 
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PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried  

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client co-operated well 

with the investigator and was able to speak out during the trance about her 

difficulties.  The investigator asked her husband to listen to her repressed 

emotions, the husband of the client did listen to her emotions.  The client was 

asked to cope up with the new shift of stressful situation and also asked her to 

eradicate the fear of not being taken care of.  The client at the initial stage was 

not much co-operative; hence the investigator asked the client to undergo the 

therapy for a period of one month.  On completion of one month with two 

sessions per week it was observed that the client was able to cope up with the 

new situation and did not fear about not being taken care of.  The husband of 

the client was also made to understand and asked to take care of her.  

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE NO 2 

 

NAME         : HARESH CHANDRA   

AGE      : 31 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client is working in 

reliance oil under a contractor.  On enquiry it was established that the client 

had a heated argument with his contractor on not carrying out a specific job 

given to him in time.  The client on examination found that he could not do the 

job for the reasons that he feared of losing the job as the contractor’s term 

was supposedly to end very soon and this made him not to concentrate on his 
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occupational activities.  The argument and the fear gradually made the client 

depressed. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one week after the  

       argument. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was unable to 

respond to the treatment and on the completion of the first session the client 

did not wish to continue the therapy. 

 

FINDINGS/CONCLUSIONS 

 Hypnotherapy was not a treatment of choice for the client hence; the 

client did not undergo further sessions of the therapy.  It is concluded that 

hypnotherapy was not useful for the client. 

 

CASE NO 3 

 

NAME         : RENUKABEN SHAN  

AGE      : 18 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client studying in the 

college had an affair which resulted in her poor academic performance.  The 

affair was known by her parents and they threatened her for taking off their life 

if she is continuing to do the same.  On the very sense of fear that she might 

loose her parents, the client was depressed and was having somatic 
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complaints of palpitations. The client was completely in a state of stress and 

was unable to carry out her academic activities as well as social activities. The 

client remained aloof and depressed. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Within one week after the  

       threatening. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client did not respond to 

the treatment initially as she experienced great fear and rejection.  The client 

was counselled and was asked to undergo the therapy for a period of one 

month.  On completion of one month, it was observed that the client had 

developed to adjust herself and get rid of the fear partially, hence, the client 

was asked to undergo the therapy for a period of 03 months with one session 

per week. On completion of 03 months, it was observed that the client was 

happy and did not fear for the rejection and was able to concentrate on her 

academic functioning. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

CASE NO 4 

 

NAME         : JYOTIKA PARMAR   

AGE      : 50 YRS 

SEX      : FEMALE 
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CHIEF COMPLAINT   : The client reported somatic 

complaints of palpitations.  On enquiry it was established that the client, a 

widow, is survived by working as a maid.  The client had one son who had left 

her suddenly and she completely lost her hope of living and this affected her 

occupational activities.  The client was depressed and anxious for having lost 

the loved ones. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One month after the  

       separation. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Widow 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially responded 

to the treatment and was feeling relaxed during the hypnotic trance.  The 

client was asked to undergo the therapy for a period of one month initially, 

however the client did not report to the investigator for further therapy. 

 

FINDINGS/CONCLUSIONS 

 Hypnotherapy was not effective in the treatment of the client; though 

the client felt relaxed she could not be benefited by the therapy and did not 

continue for reasons unknown. 
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CASE NO 5 

 

NAME         : BHAVNA RATHOD    

AGE      : 42 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client married with one 

son reported somatic complaints of palpitations and jitteriness.  On enquiry it 

was established that the client’s son is in the final year of college and she 

feared that her child may fail in the examination.  She was anxious and 

gradually became depressed which made her not to concentrate on her 

occupational activities. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One month after the  

       admission of  her son in the 

       college. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : House Wife 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client responded to the 

treatment and was feeling relaxed during the hypnotic trance.  The client was 

asked to undergo the therapy for a period of one month initially. On 

completion of one month it was found that the anxiety of the client was 

recovered but she seemed to be still depressed and feared for her son’s 

future.  The client was asked to undergo the therapy for a period of 03 months 

with one session per week.  On completion of 03 months it was observed that 
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the client was able to undertake occupational tasks effectively and she had no 

fear of her son and she regained her confidence on her child. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

CASE HISTORIES FOR ADJUSTMENT DISORDER  

WITH DISTURBACNE OF CONDUCT 

 

CASE NO 1 

 

NAME         : VARUJLAL MODI    

AGE      : 20 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of inappropriate behaviour of his age.  On enquiry it was observed 

that the client belonging to a well to do family is doing business on his own 

and has been stressed out with the responsibilities of his business at young 

age.  On further evaluation, it was observed that the client had broken rules of 

the society, the possibility of antisocial personality disorder has been ruled 

out.  The stressor was identified to be the business pressure which made him 

to act not appropriate to his age. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One month after being given 

       the charge of a new business. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Single 
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TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially responded 

to the treatment and was feeling relaxed during the hypnotic trance.  The 

client was asked to undergo the therapy for a period of one month initially. On 

completion of one month it was found that there is a considerable change in 

the conduct of the client.  Hence, the client was further asked to undergo 

therapy for a period of 03 months.  On completion of 03 months it was found 

that the client was behaving appropriately to his age and was not engaged in 

unlawful activities. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE NO 2 

 

NAME         : MINABEN KHIMSURYA 

AGE      : 39 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client had reported 

problems of truancy in her work place and also being reported with 

inappropriate behaviour of her age.  On enquiry it was observed that the client 

a divorced had predominant manifestations that she is being criticised and 

looked by all members of society without respect. The fear of her not being 

respected had gradually developed to her inappropriate behaviour resulting in 

impaired occupational activities. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One month after being  

       widowed    

     

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 
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PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Widow 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially responded 

to the treatment and was feeling relaxed during the hypnotic trance.  The 

client was asked to undergo the therapy for a period of one month initially. On 

completion of one month it was found that there is a considerable change in 

the conduct of the client.  Hence, the client was further asked to undergo 

therapy for a period of 03 months.  On completion of 03 months it was found 

that the client was behaving appropriately to her age and was not engaged in 

unlawful activities. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE HISTORIES FOR ADJUSTMENT DISORDER 
WITH MIXED DISTURBANCE OF EMOTION AND CONDUCT 

 

 

CASE NO 1 

 

NAME         : PINKIN TRIVEDI  

AGE      : 44 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of disturbed emotions and conduct.  On enquiry it was observed that 

the client had recently been in love with a woman and he burst out with 

emotions for her as he had a love after a long period of his life. On the 

attainment of love, the individual gradually started to fear thinking that if he 

happened to loose her then his life will be miserable.  On account of this he 
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started developing emotional outbursts and reckless driving.  This resulted in 

social as well as occupational impairment of the client. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One month after he was in 

       love 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially responded 

to the treatment and was feeling relaxed during the hypnotic trance. The client 

was asked to undergo the therapy for a period of one month initially. On 

completion of one month it was found that there is a considerable change in 

the conduct of the client and he was able to control his emotions.  Hence, the 

client was further asked to undergo therapy for a period of 03 months.  On 

completion of 03 months it was found that the client was behaving 

appropriately and could control his emotions, further he lost the fear of loosing 

his girl friend. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 
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CASE NO 2 

 

NAME        : RAHUL MEHTA    

AGE      : 34 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of disturbed emotions and conduct.  On enquiry it was observed that 

the client had a great rise in his business and was extremely busy with his 

work thereby resulting in more stressful situations and impaired social 

functioning.  He was unable to control his emotions for his work and often 

burst out with anger and displayed poor performance in his personal married 

life.  It was also established that the conduct of the client considerably 

changed and was unethical towards the family members. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One month after the rise of his 

       business 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially responded 

to the treatment and was feeling relaxed during the hypnotic trance.  The 

client was asked to undergo the therapy for a period of one month initially. On 

completion of one month it was found that there is a considerable change in 

the conduct of the client and he was able to control his emotions.  Hence, the 

client was further asked to undergo therapy for a period of 03 months.  On 
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completion of 03 months it was found that the client was behaving 

appropriately and could control his emotions and take care of his family better. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

 

CASE NO 3 

 

NAME         : NITABA JADEJA    

AGE      : 53 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client had reported 

problems of disturbed emotions and conduct.  On enquiry it was observed that 

the client a widow had lost her husband recently.  The woman works as a 

maid in different houses.  Suddenly it was noticed that she developed truancy 

and behaved inappropriately thereby resulting in impaired occupational 

activities.  She was also reported to have emotions outbursts and could not 

control her emotions.  It was revealed that due to the sudden loss of her 

husband and the fear of having lost the loved ones developed considerable 

stress thereby resulting in emotional and conduct disturbances in the client. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : One month after the demise of 

       her husband 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Widow 
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TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was asked to 

undergo the therapy for a period of one month initially. On completion of one 

month it was found that there is a considerable change in the conduct of the 

client and was able to control her emotions.  Hence, the client was further 

asked to undergo therapy for a period of 03 months.  On completion of 03 

months it was found that the client was behaving appropriately and could 

control her emotions and take care of her family better. 

 

FINDINGS/CONCLUSIONS 

 It is concluded that hypnotherapy had been useful to the client. 

 

Analysis of results and Interpretation for Adjustment Problems 

 

 On analysing the distribution of the dependent variables in table Nos 

4.20 and Graph 4.14 and also from the case histories, it is revealed that, there 

is a significant relationship of genetic, environmental and social factors in the 

development of the disorders. Hence, the first hypothesis is thus proved for 

adjustment problems. 

 

 Further, on the analysis of the independent variables for their level of 

significance it is found that hypnotherapy has a significance level of 0.01. The 

null hypothesis at this stage is rejected and it can be concluded that there 

were significant mean differences between the respondents demographic 

variable i.e. age, sex, marital status, education, profession and income and 

their adjustment problems scores. 
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4.4 Analysis of Personality Disorders 

  
 Data collected from the respondents in respect of personality disorders 

is distributed according to the response given by the respondents. 

Independent variables and their frequency has been evaluated, significance of 

variance for dependent and independent variables has also been evaluated to 

bring the significance level amongst the independent and dependent 

variables. The level of significance of independent variables by t-test has been 

analysed in order to test the level of significance of hypnotherapy for the 

study. The case histories for personality disorders have also been brought 

down in detail. 

 

4.4.1 Detail classification and t-test, graphs 

  

 The classification of the disorder is distributed in the tables and graphs 

for personality disorders.  Let us examine each of them explicitly. 
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TABLE-4.23 

 

DISTRIBUTION OF RESPONDENTS IN ACCORDANCE WITH THEIR 
RESPONSE TO THE SCREENING TOOL ADMINISTERED 

FOR PERSONALITY DISORDER WHERE N=200 AND n=43 
 

   N=200 n=43  

Personality Disorder 

Disorder Scale     

 Always Often Sometimes Rarely Total 

Paranoid 0 0 27 173 200 

Schizoid 0 0 41 159 200 

Schizotypal 0 0 14 186 200 

Antisocial 7 2 37 154 200 

Borderline 2 0 62 136 200 

Histrionic 4 1 20 175 200 

Avoidant 3 2 45 150 200 

Dependent 4 16 92 88 200 

Obsessive 
Compulsive 7 34 78 81 200 

Passive Aggressive 0 1 13 186 200 

Depressive 16 52 71 61 200 

Sadomasochistic 0 0 70 130 200 

Sadistic 0 0 10 190 200 

 
Discussion:  
  

 It is relevant from the above data that out of 200 randomly selected 

respondents only 43 were found to be affected with the Personality Disorders. 

One third of the population was found to be affected with Depressive 

personality disorder. Antisocial and Obsessive Compulsive personality 

disorder were found to be the second largest dominant personality disorders. 

Borderline personality disorder was found to be recorded the least personality 

disorder affected amongst the population. There was no incidence of 

Paranoid, Schizoid, Schizotypal, Passive Aggressive, Sadomasochistic and 

Sadistic personality disorders. 
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TABLE- 4.24 

 
DISTRIBUTION OF RESPONDENTS ACCORDING TO VARIABLES OF 

FREQUENCY FOR PERSONALITY DISORDER WHERE  N=200 
 

Personality Disorders 

Independent Variables   

   

Age   

 Frequency Percentage 

0-19 17 8.5 

20-39 93 46.5 

40-59 82 41 

60-80 8 4 

 200  

Sex Frequency Percentage 

Male 139 69.5 

Female 61 30.5 

   

Marital Status Frequency Percentage 

Single 40 20 

Married 90 45 

Widowed 50 25 

Divorcee 20 10 

   

Educational 
Qualification Frequency Percentage 

No education 70 35 

Under Matric (below 
10th) 74 37 

Above Matric (10th to 
12th ) 32 16 

Graduate and Above 24 12 

   

Profession Frequency Percentage 

No job 20 10 

Salaried 70 35 

Business 60 30 

Housewives 43 21.5 

Students 7 3.5 

 200  

Income Frequency Percentage 

<5000 42 21 

5,000-10,000 58 29 

10,000-15000 47 23.5 

>15,000 53 26.5 
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Discussion:-  
  
 Table 4.24 brings out high prevalence amongst the age group of 20-39 

years with a frequency of 46.5%. The lowest prevalence amongst the age 

group of 60-80 years were found to be 4%. 

  

 Male sex has been found to be highly dominated than the female sex 

with a frequency of 69.5%. 

  

 A large percentage (45%) of the respondents were married while only 

20% were single, 25% were widowed and 10% were divorcee. 

 

 It has been found that the educational qualification for Under 

Matriculate has more prominence with a frequency of 37% whereas No 

education has been found in closer proximity with a frequency of 35%.  The 

other educational qualifications have found to be 16% and 12% for Above 

Matriculate and Graduate and Above respectively. 

 

 Salaried professionals were found to be largely dominant with a 

frequency of 35% and it has been recorded that there is a very nominal 

difference between the business professions with a frequency of 30%.  The 

other professions such as Housewives, Students and No Job have been 

recorded with a frequency of 21.5%, 3.5% and 10% respectively, 

 

 Income group of the respondents cannot be defined as there had been 

closer proximity of all the income groups with a frequency of 20% to 30%. 
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TABLE-4.25  
 

Significance of Variance affected by Independent Variables “AGE” in 
Personality Disorders where n=43 

 

Indpendent 
Variable 

Age Group PERSONALITY DISORDERS 

 PPD SPD STYPD ANTPD BPD HISPD AVPD DEPPD OBCPD PAPD DEPRPD SADOPD SADPD TOTAL PERC % 

0-19 0 0 0 1 0 0 0 2 0 0 0 0 0 3 6.976744 

20-39 0 0 0 5 0 2 2 1 3 0 8 0 0 21 48.83721 

40-59 0 0 0 1 2 2 0 1 2 0 6 0 0 14 32.55814 

60-80 0 0 0 0 0 0 1 0 2 0 2 0 0 5 11.62791 

TOTAL 0 0 0 7 2 4 3 4 7 0 16 0 0 43 100 

Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: 
Antisocial Personality Disorder BPD: Borderline Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant 
Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: 
Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality 
Disorder SADPD: Sadistic Personality Disorder 
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GRAPH 4.15 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: Antisocial Personality Disorder BPD: Borderline Personality 
Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: Passive 
Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality Disorder SADPD: Sadistic Personality Disorder 

 

Discussion:   
  
 From the Table 4.25 and Graph 4.15 it has been revealed that depressive personality disorder, antisocial personality 

disorder, obsessive compulsive  personality disorders has been found larger prominence in the age group of 20-39 years while the 

age group of 60-80 and 40-59 have found to be in equal prominence amongst the Obsessive Compulsive personality disorder. In 

histrionic personality disorder the age group of 20-39 years and 40-59 years have equal inclination.  It has been noted that the age 

group of 40-59 years have larger prominence in borderline personality disorder. 
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TABLE- 4.26 

Significance of Variance affected by Independent Variables “SEX” in 
Personality Disorders where n=43 

 
 

Sex PERSONALITY DISORDRES 

 PPD SPD STYPD ANTPD BPD HISPD AVPD DEPPD OBCPD PAPD DEPRPD SADOPD SADPD TOTAL PERC % 

Male 0 0 0 7 1 4 2 1 3 0 7 0 0 25 58.13953 

Female 0 0 0 0 1 0 1 3 4 0 9 0 0 18 41.86047 

TOTAL 0 0 0 7 2 4 3 4 7 0 16 0 0 43 100 

Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: 
Antisocial Personality Disorder BPD: Borderline Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant 
Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: 
Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality 
Disorder SADPD: Sadistic Personality Disorder 
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GRAPH -4.16 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: Antisocial Personality Disorder BPD: Borderline Personality 
Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: Passive 
Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality Disorder SADPD: Sadistic Personality Disorder 

 
 

Discussion :  
  
 From the Table 4.26 and Graph 4.16 it has been brought out that that male sex have a more impact in the development of 

personality disorders than females. However, it has been observed that female sex have largely affected in depressive personality 

disorders. 
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TABLE- 4.27 

Significance of Variance affected by Independent Variables “MARITAL STATUS” in 
Personality Disorders where n=43 

 
 

 

Marital Status PERSONALITY DISORDERS 

 PPD SPD STYPD ANTPD BPD HISPD AVPD DEPPD OBCPD PAPD DEPRPD SADOPD SADPD TOTAL PERC % 

Single 0 0 0 5 0 2 2 1 1 0 3 0 0 14 32.55814 

Married 0 0 0 2 1 2 0 1 2 0 8 0 0 16 37.2093 

Widowed 0 0 0 0 1 0 1 1 2 0 3 0 0 8 18.60465 

Divorcee 0 0 0 0 0 0 0 1 2 0 2 0 0 5 11.62791 

TOTAL 0 0 0 7 2 4 3 4 7 0 16 0 0 43 100 

Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: 
Antisocial Personality Disorder BPD: Borderline Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant 
Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: 
Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality 
Disorder SADPD: Sadistic Personality Disorder 
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GRAPH-4.17 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: Antisocial Personality Disorder BPD: Borderline Personality 
Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: Passive 
Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality Disorder SADPD: Sadistic Personality Disorder 

 
 

Discussion:  
 Table 4.27 and Graph 4.17 reveal that Married personnel have a larger impact in the development of personality disorders 

when compared to others. It is also seen that single population has been largely affected with antisocial personality disorders. 

Married population has been found largely affected with depressive personality disorders. Dependent personality disorders have 

equal prominence in all the marital status. 
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TABLE-4.28 

Significance of Variance affected by Independent Variables “EDUCATIONAL QUALIFICATION” in 
Personality Disorders where n=43 

 
 
 

Educational 
Qualification PERSONALITY DISORDERS 

 PPD SPD STYPD ANTPD BPD HISPD AVPD DEPPD OBCPD PAPD DEPRPD SADOPD SADPD TOTAL PERC % 

No education 0 0 0 2 1 1 1 2 2 0 4 0 0 13 30.23256 

Under Matric (below 
10th) 0 0 0 3 1 2 1 2 3 0 8 0 0 20 46.51163 

Above Matric (10th to 
12th ) 0 0 0 1 0 1 1 0 2 0 3 0 0 8 18.60465 

Graduate and Above 0 0 0 1 0 0 0 0 0 0 1 0 0 2 4.651163 

TOTAL 0 0 0 7 2 4 3 4 7 0 16 0 0 43 100 

Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: 
Antisocial Personality Disorder BPD: Borderline Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant 
Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: 
Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality 
Disorder SADPD: Sadistic Personality Disorder 
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GRAPH – 4.18 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: Antisocial Personality Disorder BPD: Borderline Personality 
Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: Passive 
Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality Disorder SADPD: Sadistic Personality Disorder 

 

Discussion:  
  

 It is evident from the Table 4.28 and Graph 4.18 that Under Matriculate qualified personnel have larger impact in the 

development of personality disorders than the other educational levels. 
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TABLE-4.29 

Significance of Variance affected by Independent Variables “PROFESSION” in 
Personality Disorders where n=43 

 
 

 

Profession PERSONALITY DISORDERS 

 PPD SPD STYPD ANTPD BPD HISPD AVPD DEPPD OBCPD PAPD DEPRPD SADOPD SADPD TOTAL PERC % 

No job 0 0 0 0 1 0 1 0 0 0 2 0 0 4 9.302326 

Salaried 0 0 0 2 0 1 2 1 2 0 6 0 0 14 32.55814 

Business 0 0 0 4 1 3 0 0 3 0 5 0 0 16 37.2093 

Housewife 0 0 0 0 0 0 0 2 1 0 2 0 0 5 11.62791 

Students 0 0 0 1 0 0 0 1 1 0 1 0 0 4 9.302326 

TOTAL 0 0 0 7 2 4 3 4 7 0 16 0 0 43 100 

Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: 
Antisocial Personality Disorder BPD: Borderline Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant 
Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: 
Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality 
Disorder SADPD: Sadistic Personality Disorder 
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GRAPH- 4.19 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: Antisocial Personality Disorder BPD: Borderline 
 Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality 
 Disorder PAPD: Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality Disorder SADPD: Sadistic Personality 
 Disorder 

 

Discussion:  
  

 Table 4.29 and Graph 4.19  bring out that salaried personnel have a great impact in the development of personality disorder 

than the other professions, whereas business professionals were largely affected in antisocial, histrionic, obsessive compulsive and 

depressive personality disorders 
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TABLE- 4.30 

Significance of Variance affected by Independent Variables “INCOME” in 
Personality Disorders where n=43 

 
 

 

 Income PERSONALITY DISORDERS 

 PPD SPD STYPD ANTPD BPD HISPD AVPD DEPPD OBCPD PAPD DEPRPD SADOPD SADPD TOTAL PERC % 

<5000 0 0 0 4 0 1 0 1 1 0 1 0 0 8 18.60465 

5,000-10,000 0 0 0 2 1 1 0 1 2 0 7 0 0 14 32.55814 

10,000-15000 0 0 0 0 1 1 2 1 2 0 4 0 0 11 25.5814 

>15,000 0 0 0 1 0 1 1 1 2 0 4 0 0 10 23.25581 

TOTAL 0 0 0 7 2 4 3 4 7 0 16 0 0 43 100 

Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: 
Antisocial Personality Disorder BPD: Borderline Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant 
Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: 
Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality 
Disorder SADPD: Sadistic Personality Disorder 
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GRAPH -4.20 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: Antisocial Personality Disorder BPD: Borderline Personality 
Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: Passive 
Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality Disorder SADPD: Sadistic Personality Disorder 

 
 

Discussion:  
 
 Table 4.30 and Graph 4.20 bring out that income group of Rs. 5,000-10,000 have a great impact in the development of 

personality disorders than the other income groups. Income groups of Rs. <5,000 were largely affected in antisocial personality 

disorders.  It has been revealed that histrionic personality disorder and dependent personality disorder have equal prominence in 

the all the income groups. 
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TABLE-4.31 

Significance of Variance affected by dependent Variables in 
Personality Disorders where n=43 

 
 

 

Dependent Variable PERSONALITY DISORDERS 

 PPD SPD STYPD ANTPD BPD HISPD AVPD DEPPD OBCPD PAPD DEPRPD SADOPD SADPD TOTAL PERC % 

Environment 0 0 0 3 1 1 2 2 2 0 7 0 0 18 41.86047 

Genetic 0 0 0 0 0 3 0 0 1 0 2 0 0 6 13.95349 

Social 0 0 0 4 1 0 1 2 4 0 7 0 0 19 44.18605 

TOTAL 0 0 0 7 2 4 3 4 7 0 16 0 0 43 100 

Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: 
Antisocial Personality Disorder BPD: Borderline Personality Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant 
Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: 
Passive Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality 
Disorder SADPD: Sadistic Personality Disorder 
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GRAPH – 4.21 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : PPD: Paranoid Personality Disorder SPD: Schizoid Personality Disorder STYPD: Schizotypal Personality Disorder ANTPD: Antisocial Personality Disorder BPD: Borderline Personality 
Disorder HISPD: Histrionic Personality Disorder AVPD: Avoidant Personality Disorder DEPPD: Dependent Personality Disorder OBCPD: Obsessive Compulsive Personality Disorder PAPD: Passive 
Aggressive Personality Disorder DEPRPD: Depressive Personality Disorder SADOPD: Sadomasochistic Personality Disorder SADPD: Sadistic Personality Disorder 

 

Discussion:  
  

 It is evident from the table above that social factors have major contribution towards development of personality disorders, 

further, environmental and social factors do also show inclination in the development of the disorders. However, genetic factors 

play a major role in the development.   
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TABLE- 4.32 

 

DISTRIBUTION OF RESPONDENTS IN RESPECT TO THEIR RESPONSE 
TO HYPNOTHERAPY FOR ADJUSTMENT PROBLEMS 

 
 

Personality Disorder  

No of persons willing for therapy 30 

No of persons unwilling for therapy 13 

No of persons who were cured with hypnotherapy 
after a period of 
(a) One week 

 
 
00 

(b) One week and above up to two weeks 01 

(c) Over two weeks and up to one month 05 

(d) Over one month and up to 3 months 13 

No of persons who did not get cured 11 

Total No of person who were cured 19 

Percentage of persons who were  cured 63% 

 
Discussion:- 

 From the Table 4.32 it has been brought out that out of 43 respondents 

only 30 were willing for the therapy. It was also found that 13 respondents 

were cured over a period of over one month and up to 3 months and only one 

respondent was cured during the period of one week and up to two weeks.  It 

is evident that 63% of respondents were cured by hypnotherapy within the 

time frame. 

  

 Two groups viz. experimental and control group and these groups were 

tested for their level of significance in terms of the independent variables.  The 

mean, standard deviation, difference of variation and t- value was calculated 



 315 
 

using the formula mentioned above.  The results obtained and their level of 

significance for personality disorders are brought under Table No 4.33 

 

 
TABLE-4.33 

 
PERSONALITY DISORDER 

 
TESTING THE LEVEL OF SIGNFICANCE FOR DEPENDENT AND 

INDEPENDENT VARIABLES BY t-TEST 
 

Independent 
Variable 

Mean SD t  
value 

Degree of 
Freedom 
(DF) 

Level of 
significance 

Result 

Age 10.75 3 5.6 38 0.01 Significant 

Sex 15 7.07 6.25 35 0.01 Significant 

Marital 
Status 

7.5 3.109 6.07 40 0.01 Significant 

Education 7.5 8.5 2.48 40 0.05 Significant 

Profession 6 5.74 2.47 40 0.05 Significant 

Income 7.5 2.38 8.38 40 0.01 Significant 

 
Discussion:   

  

 It is relevant that the significance level of independent variables for 

Personality disorders is found to be 0.01 and 0.05  level of significant in all the 

independent variables i.e. age, sex, marital status, education, profession and 

income . Data obtained from table also revels that male sex are more affected 

with personality disorders. 
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4.4.2 Case Histories of Personality Disorders 

 

CASE HISTORIES FOR ANTISOCIAL PERSONALITY DISORDER 

 

CASE NO 1 

 

NAME        : KANTILAL VISHROLIYA    

AGE       19 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of breaking the rules, reckless driving, truancy, stealing, telling lies 

and not having remorse for what he has done.  There is no evidence of 

predominant manifestations of the behaviour.   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : Conduct Disorder 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : History of antisocial behaviour 

       amongst biological parents 

ANY TREATMENT FOR THE SAME : Treated for Conduct disorder 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : Hypnotherapy was given to 

the client.  The client initially did not responded to the treatment and was not 

co-operative. The client further did not report to the investigator for further 

sessions. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not a treatment of choice for the client as he had 

pre-occupied ideas of awe and disrespect about the therapy. He was 
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however, counselled and given knowledge upon hypnotherapy, the client 

however did not report for further sessions of the therapy.  It was concluded 

that hypnotherapy was not useful for the client. 

 

CASE NO 2 

 

NAME         : JIVAJI BHAGORA   

AGE      : 40 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had recurrent 

maladaptive behaviours such as breaking the rules, reckless driving, truancy, 

stealing, telling lies and not having remorse for what he has done, the client 

used to get involved in physical assault with other without much of thinking.  

He has been punished by the law for his offences.  He owns a business of his 

own and does not care for the safety of others. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence 

       and till age  

PAST HISTORY OF ILLNESS  : Antisocial Personality Disorder 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : Treated for antisocial  

       behaviour 

PERSONAL HISTORY 

 A HABITS   : Smoking, alcohol   

       (occasionally) 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially did not 

responded to the treatment and was not co-operative. However, on 

counselling the client and making him aware of his responsibilities towards the 
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society, he was willing to undergo the treatment.  The client on the first 

session of the therapy was very reluctant and after the therapy felt quite 

relaxed and retrieved.  The client was asked to undertake therapy for a period 

of one month.  On completion of one month it was noticed that there had been 

a partial change in his behaviour.  The client was apprised of the same, he too 

noticed differences in his behaviour and was willing for the therapy. The client 

was asked to undergo 3 months therapy keeping two sessions in a week.  The 

cline on completion of 03 months was able to control his emotions, feel for the 

safety of others and could establish a good rapport. 

 

FINDINGS / CONCLUSIONS 

 It is concluded that hypnotherapy was useful for the client. 

 

CASE NO 3 

 

NAME         : HIMAT SINH JADEJA  

AGE      : 22 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client along with his 

parents reported problems of telling lies and misbehaving in front of others 

and does not respect the sentiments of others.  He was also reported to have 

telling lies in his office.  On enquiry it was established that the client used to 

get involved in physical fight without thinking much for the safety of others. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence 

       and till age  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  
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 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially did not 

responded to the treatment and was not co-operative. However, on 

counselling the client and making him aware of his responsibilities, he was 

willing to undergo the treatment.  The client on the first session of the therapy 

was very reluctant and after the therapy felt quite relaxed and retrieved.  It 

was established from the client during his hypnotic trance that he wanted to 

be rich and popular.  He wanted to have a name in the society.  It was 

established that the repressed desires of the client had been the route cause 

for his antisocial behaviour as his desires were not satisfied.  The client was 

asked to undertake therapy for a period of one month.  On completion of one 

month it was noticed that there had been a partial change in his behaviour.  

The client was apprised of the same, he too noticed differences in his 

behaviour and was willing for the therapy. The client was asked to undergo 3 

months therapy keeping two sessions in a week.  The cline on completion of 

03 months was able to control his emotions, feel for the safety of others and 

could establish a good rapport. 

 

FINDINGS / CONCLUSIONS 

 It is concluded that hypnotherapy was useful for the client 

 

CASE NO 4 

 

NAME         : HARISH NAGAR   

AGE      : 26 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client who is running a 

business started to behave indifferently, had been telling lies and involved 

himself in physical assault.  On enquiry it was established that he in the wake 

of getting more business and power he happened to shift his behaviour which 

was socially not acceptable.  It was also revealed that the client had been 

normal and disciplined during his adolescent age.  The possibility of getting 
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more money and power had made the client to undertake jobs which were 

illegal. It was also established that he is married and use to abuse and 

physically assault his wife during tiring times. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS :  During the development of his 

       business and till date.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking, alcohol   

       (occasionally) 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client reported to the 

investigator along with his wife.  The client was made aware of his behaviour 

and was asked to change his behaviour. It was found that mere counselling 

and suggesting the client for change did not work out and hence he was 

asked to undergo the therapy if he wishes to change his behaviour. The client 

was willing for a change in his life and also in his behaviour.  Further, he was 

willing to undergo the therapy.  On the very first session it was established 

that the client was very co-operative.  He was asked to undertake the therapy 

for a period of two weeks with 02 sessions per week.  On completion of 02 

weeks, it was observed that the client had considerably improved and was 

adapting to the new behaviour.  The client was asked to undergo the therapy 

for a period of one month.  On completion of one month, it was observed that 

the client was leading a happy and normal life without any recurrence of 

antisocial behaviour. 
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FINDINGS / CONCLUSIONS 

 Hypnotherapy was found useful for the client. 

 

 

CASE NO 5 

 

NAME         : HITEN CHUDASAMA  

AGE      : 26 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported with 

problems of truancy, telling lies and mostly physical assault with his fellow 

men.  The client is running a business had been deprived off his needs during 

his adolescent age.  On enquiry it was established that his desires were not 

met out by his parents during his adolescence and this made him to tell lies 

which further contributed in other illegal activities.  The client was found to be 

frustrated and very angry.   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS :  During Adolescence and till 

       date.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking, alcohol   

       (occasionally) 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was found to be 

very furious and not co-operative for the treatment.  It was also observed that 

he was undergoing the therapy under pressure from his wife.  The client 
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however was feeling relaxed after the first session did not report to the 

investigator for further sessions of the therapy. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful for the client as he was not wiling for 

further therapy. 

 

 

CASE HISTORIES FOR BORDERLINE PERSONALITY DISORDER 

 

CASE NO 1 

 

NAME         : MAHENDRA BHAI     

AGE      : 42 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of breaking down, self harming, mutilating, and intense anger. It was 

also established that he had failed to carry on his relationships and keeps on 

shifting from one relationship to the other..  The client also reported to feel 

empty from inside and always seeks some one to be with.  The mood of the 

client was observed to be fluctuating and when he was assured of happiness 

and well being he happened to shift his mood from anger to normal.  The 

client also reported to have burned his hands with cigarette.  The client is 

married with two children.  

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : Identity Disorder 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 
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 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : It was observed that the client 

was very much relaxed after the first session of the therapy.  During the 

therapy it was observed that the client had been involved in business right 

from his adolescent age and was always striving to be the best in the 

business.  However, he could not succeed, as he was reportedly been 

misguided by his friends.  On completion of the first session of the therapy the 

client was feeling relaxed and was willing to undergo therapy further.  The 

client was asked to undergo the therapy for a period of one month with 02 

sessions in a week.  On completion of one month, it was observed that there 

had been a considerable change in the behaviour of the client.  The client was 

further asked to undertake the therapy for a period of 03 months.  On 

completion of 03 months it was established, that the client whose underlying 

desires have been met out at this age has been shifted to normal conditions of 

behaviour. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 2 

 

NAME         : RASHMITABEN   

AGE      : 41 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client had reported 

problems of separation, rejection from her family members, On enquiry it was 

established that the client had no control over her anger.  The client is 

presently working and is survived by two children. It was also established that 

after the demise of her husband, there had been considerable changes in her 

behaviour.  The client was reported to be irritated, further it was established 

that she cares for her children.  It was also reported that the client is dramatic 
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over her emotions and has no control over it.  She seeks and ends up 

relationships very soon and valuing a relationship and devaluing is very often. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : After the demise of her  

       husband.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

ANY TREATMENT FOR THE SAME : Treated for Mood Disorders 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Widow 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : It was observed that the client 

was very much relaxed after the first session of the therapy.  During the 

therapy it was observed that she had problems of being rejected and this had 

damaged her self image.  On completion of the first session of the therapy the 

client was feeling relaxed and was willing to undergo therapy further.  The 

client was asked to undergo the therapy for a period of one month with 02 

sessions in a week.  On completion of one month, it was observed that there 

had been a considerable change in the behaviour of the client.  The client was 

further asked to undertake the therapy for a period of 03 months.  On 

completion of 03 months it was established, that the behaviour of the client 

had been normal and she could have control over her anger and emotions. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

 

 

 



 325 
 

CASE HISTORIES FOR HISTRIONIC PERSONALITY DISORDER 

 

CASE NO 1 

 

NAME         : MUSTAK ALI     

AGE      : 23 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of liking to be the centre of attraction. On enquiry it was established 

that the client draws sexual provocative behaviour with the opposite sex. It 

was also established that that the client uses physical appearance to draw 

attention towards him. The client has flights of romantic fantasies and has 

almost one sided relationship. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : It was observed that the client 

was very much relaxed after the first session of the therapy.  It was observed 

during the hypnotic trance that the client had underlying desires of sex in him. 

It was also established that the client had always been praised and been the 

centre of attraction in his family for his every act.  On completion of the first 

session of the therapy the client was feeling relaxed and was willing to 

undergo therapy further.  The client was asked to undergo the therapy for a 
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period of two weeks.  On completion of 02 weeks it was observed that the 

client had adapted to normal conditions of behaviour. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 2 

 

NAME         : MANISH KUMAR     

AGE      : 42 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of liking to be the centre of attraction. On enquiry it was established 

that the client draws sexual provocative behaviour with the opposite sex. It 

was also established that that the client uses physical appearance to draw 

attention towards him. The client has flights of romantic fantasies and has 

almost one sided relationship. The relationship of the client did not last long 

though his initial meeting always has a good impression but does not last long 

enough.  The client was wondered as to why people are away from him. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  
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RESULTS OF THE TREATMENT  : The client was very much 

relaxed after the first session of the therapy.  It was observed during the 

hypnotic trance that the client had underlying desires during his childhood. It 

was also established that the client had always been praised and been the 

centre of attraction in his family for his every act.  On completion of the first 

session of the therapy the client was feeling relaxed and was willing to 

undergo therapy further.  The client was asked to undergo the therapy for a 

period one month.  On completion of therapy for a period of one month with 

02 sessions per week it was observed that there had been major changes in 

the behaviour of the client.  He did not seek any relationship and was not 

using his physical appearance to draw attention. Further it was clarified that 

he did not wish to be the centre of attraction. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 3 

 

NAME         : ARJUNBHAI     

AGE      : 45 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of liking to be the centre of attraction and ending up a romantic 

relationship very soon. On enquiry it was established that the client draws 

sexual provocative behaviour with the opposite sex. It was also established 

that that the client uses physical appearance to draw attention towards him. 

The client has flights of romantic fantasies and has almost one sided 

relationship. The relationship of the client did not last long though his initial 

meeting always has a good impression but does not last long enough.   

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  
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AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : It was observed during the 

hypnotic trance that the client was unwilling to speak out his desires.  The 

client was counselled and post hypnotic suggestions improvised him in co-

operating with the investigator.  However after a period of one month, it was 

still observed that the client was not willing to speak out his desires.  The 

client at the end of one month of therapy did not tend to change his behaviour. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client as the client was not co-

operative. 

 

 

CASE HISTORIES FOR AVOIDANT PERSONALITY DISORDER 

 

CASE NO 1 

 

NAME         : HANSRAJ      

AGE      : 29 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of being away from social setup for the fear that he may be criticised.  On 

enquiry it was established that he fears for disapproval and rejection from the 

society.  It was also established that the client views himself as socially inept.  

The client was observed to be shy and not willing to get into a relationship for 

the fear that he may not be praised or he feels incapacitated. 
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ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : It was observed during the 

trance period that the client during his childhood had been given more 

attention by his parents and was not asked to do any work of his own.  For 

every act he had done he had been not praised but punished for the same.  

The client on the completion of the first session of the therapy was feeling 

relaxed and felt that he had been in a new world.  The client was asked to 

undergo the therapy for a period of one month with two sessions per week.  

On completion of one month it was observed that the client was able to mix up 

with his fellow members of the society and was not feeling shy.   

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 2 

 

NAME         : JAYANTILAL     

AGE      : 25 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of being aloof and doing things on his own.  On enquiry it was established that 
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the client was not willing to be in the social setup and had very few friends and 

associates. The client is survived with two siblings and parents. The client is 

considered by his associates to be very disciplined and shy. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : It was observed during the 

trance period that the client during his childhood had not been given attention 

and his siblings have given more attention.  The client on the completion of 

the first session of the therapy was feeling relaxed and felt that he had been in 

a new world.  The client was asked to undergo the therapy for a period of one 

month with two sessions per week.  On completion of one month it was 

observed that the client was able to mix up with his fellow members of the 

society and was not feeling shy.  . 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 
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CASE NO 3 

 

NAME         : DHANVANTIBEN     

AGE      : 60 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of being away from the social setup and has no interest in making new 

relationships.  It was also established that the client is preoccupied with the 

ideas that she will be criticised and ridiculed.  It was also established that she 

was normal and was extrovert when her husband was alive.  The problems 

erupted after the demise of her husband. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : After the demise of husband.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : Smoking 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Widow 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client initially was 

reluctant, however on counselling was willing to undergo the therapy.  During 

the hypnotic trance the client was asked to come out of her fears and 

establish new relationships for which the client did not respond.  On 

completion of the therapy, post hypnotic suggestions was given to the client 

and the client was asked to undergo further therapy for a period of 03 months.  

The client did not report to the investigator for further therapy. 
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FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client as she was old and due to 

her age she could not concentrate on the suggestions. 

 

CASE HISTORIES FOR DEPENDENT PERSONALITY DISORDER 

 

CASE NO 1 

 

NAME         : RAMDEV SINH   

AGE      : 18 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of not undertaking any responsibility and seeks guidance and support for 

every activity.  He continuously seeks nurturance and support.  On enquiry it 

was found that the client fears to be alone and urgently seeks a relationship 

when a relationship ends. 

  

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was very co-

operative for the therapy.  The client on the completion of the first session of 

the therapy was feeling relaxed and felt that he had been in a new world.  The 

client was asked to undergo the therapy for a period of one month with two 
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sessions per week.  On completion of one month it was observed that the 

client was able to handle projects and assignments on his own without the 

support of others. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

 

CASE NO 2 

 

NAME         : NEETA    

AGE      : 23 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of not taking due care of her family and could not run the family affairs alone.  

It was also reported that she urgently seeks advice from her associates and 

lacks self confidence in doing things of her own.  There had been problems in 

her family and when asked for suggestions she could not give any 

suggestions, instead she had sought suggestion for minor activities in her 

family. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Housewife 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  
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RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed and felt that he had been in 

a new world.  The client was asked to undergo the therapy for a period of one 

month. On completion of one month it was observed that there had been 

notable changed in her self confidence.  Hence, the client was asked to 

undertake the therapy for a period of 03 months with one session per week.  

On completion of 03 months it was observed that she had developed her self 

confidence and wishes to undertake responsibility of her own. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

 

CASE NO 3 

 

NAME        : NARMADABEN   

AGE      : 41 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of not taking due care of her family and could not run the family affairs alone.  

It was also reported that she urgently seeks advice from her associates and 

lacks self confidence in doing things of her own.  There had been problems in 

her family and when asked for suggestions she could not give any 

suggestions, instead she had sought suggestion for minor activities in her 

family. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : At the onset of adolescence.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 
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 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Housewife 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on completion of the 

first session was feeling relaxed but did not bring out her inner desires or 

problems during the hypnotic trance.  The client was advised to undertake the 

therapy for a period of 03 months.  It was observed that there was a slow 

progress in the client’s behaviour and she was willing to undertake the 

responsibilities.  On completion of 03 months it was observed that she had 

developed her self confidence and wishes to undertake responsibility of her 

own. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

 

CASE HISTORIES FOR OBSESSIVE 
COMPULSIVE PERSONALITY DISORDER 

 

CASE NO 1 

 

NAME         : RAMESH RATHOD   

AGE      : 22 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of being obsessed with orderliness, perfectionism in every act of 

him.  It was also reported that he has been not liked by other for such 

activities.  On enquiry it was established that the client wanted to have a 

sense of control and he was very much excited about the rules and checking 

about possible mistakes for his work.  . 

  

ORIGIN DURATION AND  
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PROGRESSION OF THE ILLNESS : Adulthood.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed, hence the client was 

asked to undergo the therapy for a period of one month to note any changes 

in his obsession and compulsive behaviour.  On completion of one month it 

was observed that there had been notable changes in his behaviour.  The 

client is now not obsessed about rules and does not stick to them.  Further the 

client was asked to undertake the therapy for a period of 03 months to 

establish a complete rapport of behavioural changes in him.  On completion of 

03 months of therapy the client was observed that he had not been obsessed 

with rules and perfectionism. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

 

CASE NO 2 

 

NAME         : VINOD RAY    

AGE      : 44 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of being obsessed with orderliness, perfectionism and goes to 
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extensive for rules and regulations for his every act.  The client was reported 

to have a business and wants every person in his firm to be perfect.  It was 

also established that though the work may go slow but the rules and 

regulations are required to be followed meticulously without fail.  This has 

brought down his occupational functioning.   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Adulthood.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed, hence the client was 

asked to undergo the therapy for a period of one month however during the 

course of the therapy it was observed that the client had pre occupied ideas 

that he is correct and he has done no harm.  On completion of one month of 

the therapy no effective result was obtained. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client for he had pre-occupied 

ideas and was not willing to change them.  He was not amenable to the 

therapy. 
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CASE NO 3 

 

NAME         : IMTIYAZ AHMED   

AGE      : 60 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of being obsessed with orderliness, perfectionism and goes to 

extensive for rules and regulations for his every act.  The client was reported 

to have a business and wants every person in his firm to be perfect.  It was 

also established that though the work may go slow but the rules and 

regulations are required to be followed meticulously without fail.  This has 

brought down his occupational functioning.   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Adulthood.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : .  The client on the completion 

of the first session of the therapy was feeling relaxed, hence the client was 

asked to undergo the therapy for a period of one month however during the 

course of the therapy it was observed that the client had pre occupied ideas 

that he is correct and he has done no harm.  On completion of one month of 

the therapy no effective result was obtained. 
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FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client and his old age was another 

factor for his non compliance to the therapy. 

 

CASE HISTORIES FOR DEPRESSIVE PERSONALITY DISORDER 

 

CASE NO 1 

 

NAME         : MADANLAL    

AGE      : 61 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had been nurturing 

his brothers his whole life and does not believe in marriage. On enquiry it was 

found that he is duty bound, self doubting and chronically unhappy.  At this 

age, he feels alone and separated from his family members.  His desires to 

live have gone by and he wishes to be alone within himself.  Though, the 

evidence of Major Depressive Disorder have been ruled out as he is working 

effectively and has no impairment in his occupational activities.  However, the 

client becomes depressed when he feels alone at home. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  
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RESULTS OF THE TREATMENT  : On the completion of the first 

session of the therapy the client was feeling relaxed, however, his tendency to 

be alone and fall into the spectrum of being unhappy was not evident even 

after completion of 02 weeks.  Thereby it is concluded that the therapy was 

not effective in eradicating his depressive illness. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client as his old age factor was 

responsible in not getting him out of his depressions. 

 

  

CASE NO 2 

 

NAME         : BHARAT    

AGE      : 38 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had been reported 

with problems of being unhappy, though he tried to be happy at times he 

could not do so.  On enquiry it was established that he client has no 

impairment in his occupational activities and has a good social setup.  

However, he feels unhappy and has been unhappy throughout his life. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 
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 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed during the hypnotic 

trance that the client had fears of rejection and criticism buried which started 

during his childhood.  The client was asked to express his emotional feelings 

and on completion of one month therapy the client was partially recovered.  

The client was further asked to undergo the therapy for a period of 03 months.  

On completion of 03 months of therapy it was observed that he client was 

being happy though his duty bound nature could not be relieved off as he is 

involved much in his duties.  It was observed that he started to be happy and 

has lost the feeling of being unhappy. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 3 

 

NAME         : JIGNESH    

AGE      : 39 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had been reported 

with problems of being unhappy on every note of his life.  His desires were 

completed and he is earning a handsome salary still he feels incomplete and 

unhappy within himself. On enquiry it was established that the client is very 

much devoted to his work.  However, he feels unhappy and has been 

unhappy throughout his life. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

date. 

PAST HISTORY OF ILLNESS  : NIL 



 342 
 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed during the hypnotic 

trance that the client had fears of rejection and criticism buried which started 

during his childhood.  The client was asked to express his emotional feelings 

and on completion of one month therapy the client was partially recovered.  

The client was further asked to undergo the therapy for a period of 03 months.  

On completion of 03 months of therapy it was observed that he client was 

being happy though his duty bound nature could not be relieved off as he is 

involved much in his duties.  It was observed that he started to be happy and 

has lost the feeling of being unhappy. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

 

CASE NO 4 

 

NAME         : MAYUR    

AGE      : 42 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had been reported 

with problems of being unhappy and self doubting.  On enquiry it was 
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established that for every work he had undertaken he had been evolved with 

self doubts and that made him unhappy.  In view of this he has become duty 

bound to attain happiness but could not do so.  

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed during the hypnotic 

trance that the client did not wish to come out of his fears.  Though the client 

was counselled it was found that the therapy for the client was not effective. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client as he did not wish to come 

out of his fears and did not co-operate during the therapy. 
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CASE NO 5 

 

NAME         : NILESH KUMAR   

AGE      : 47 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had been reported 

with problems of being chronically unhappy and always has negative ideas in 

his mind.  On enquiry it was established that though he concentrated to think 

positive he could not do that and it makes him fear and become unhappy. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed during the hypnotic 

trance that the client did not wish to come out of his fears.  Though the client 

was counselled it was found that the therapy for the client was not effective. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client as he could not co-operate 

with the therapy. 
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CASE NO 6 

 

NAME         : FALGUNI    

AGE      : 52 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported with 

problems of being chronically unhappy and always has self doubt in her mind..  

On enquiry it was established that she has been in doubt for every area of her 

work and did not trust her own work. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Divorcee 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : On completion of the first 

session of the therapy the client was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed during the hypnotic 

trance that the client did not wish to come out of her fears.  Though the client 

was counselled it was found that the therapy for the client was not effective. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client. 
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CASE NO 7 

 

NAME         : GITABEN    

AGE      : 36 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client along with her 

husband reported problems of being chronically unhappy and always brings 

out negative ideas in her mind.  On enquiry it was established that how hard 

she tried to be happy she could not be happy.  This has affected her family life 

as she remains depressive and unenthusiastic 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Housewife 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed that there had been 

considerable change in her self confidence.  Hence, the client was asked to 

undertake the therapy for a period of 03 months.  It was observed that the 

client had been under the influence of being ridiculed and criticised for her 

endeavours.  On completion of 03 months of therapy it was observed that the 

client was happy and was not pessimistic. 
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FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 8 

 

NAME         : ALKABEN    

AGE      : 39 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of being chronically unhappy and always brings out negative ideas in her mind 

after the demise of her husband at an early age.  On enquiry it was 

established that how hard she tried to be happy she could not be happy.  This 

has affected her family life as she remains depressive and unenthusiastic 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : After the demise of her  

       husband. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Widow 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : On completion of the first 

session of the therapy the client was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed that there had been 

considerable change in her self confidence.  Hence, the client was asked to 

undertake the therapy for a period of 03 months.  It was observed that the 

client had been under the influence of being ridiculed and criticised for her 
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endeavours.  On completion of 03 months of therapy it was observed that the 

client was happy and was not pessimistic. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 9 

 

NAME         : SHANTABEN   

AGE      : 39 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of being chronically unhappy and always self doubting and duty bound.  It was 

further established that she always involved herself in work and could not 

come out of her work as she had doubts with regards to her work. 

 ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Widow 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed that there had been 

considerable change in her self confidence.  Hence, the client was asked to 
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undertake the therapy for a period of 03 months.  It was observed that the 

client had been under the influence of being ridiculed and criticised for her 

endeavours.  On completion of 03 months of therapy it was observed that the 

client was happy and was not pessimistic. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

 

CASE NO 10 

 

NAME         : RAMABEN    

AGE      : 39 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of being chronically unhappy and always self doubting and pessimist.  It was 

further established that she always involved herself in work and could not 

come out of her work as she had doubts with regards to her work. 

 ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  : Widow 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 
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undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed that there had been 

considerable change in her self confidence.  Hence, the client was asked to 

undertake the therapy for a period of 03 months.  It was observed that the 

client had been under the influence of being ridiculed and criticised for her 

endeavours.  On completion of 03 months of therapy it was observed that the 

client was happy and was not pessimistic. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was useful to the client. 

 

CASE NO 11 

 

NAME         : CHANDRIKABEN   

AGE      : 39 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of being chronically unhappy and always self doubting and pessimist.  It was 

further established that she always involved herself in having negative ideas 

which resulted in problems within her family.  

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : Whole life spectrum and till 

       date. 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL 

 

ANY TREATMENT FOR THE SAME : NIL 

PERSONAL HISTORY 

 A HABITS   : NIL 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Housewife 

 C MARITAL STATUS  : Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  
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RESULTS OF THE TREATMENT  : The client on the completion of 

the first session of the therapy was feeling relaxed.  The client was asked to 

undertake the therapy for a period one month with two sessions per week.  

The client responded to the treatment.  It was observed during the hypnotic 

trance that the client did not wish to come out of her fears.  Though the client 

was counselled it was found that the therapy for the client was not effective. 

 

FINDINGS / CONCLUSIONS 

 Hypnotherapy was not useful to the client. 

 

Analysis of results and Interpretation for Personality Disorders 

 

 Upon the inferences obtained form the 4.31and Graph 4.21 and also 

from the case histories, it is revealed that, there is a significant relationship of 

genetic, environmental and social factors in the development of the disorders. 

Hence, the first hypothesis is thus proved for personality disorders. 

 

 Further, on the analysis of the independent variables for their level of 

significance it is found that hypnotherapy has a significance level of 0.01 and 

0.05. The null hypothesis at this stage is rejected and it can be concluded that 

there were significant mean differences between the respondents 

demographic variable i.e. age, sex, marital status, education, profession and 

income and their personality disorder scores. 

 

4.5 Analysis of Psychosomatic Disorders 

  
 The Data collected for psychosomatic disorders is distributed according 

to the response given by the respondents. Independent variables and their 

frequency has been evaluated, significance of variance for dependent and 

independent variables has also been evaluated to bring the significance level 

amongst the independent and dependent variables. The level of significance 

of independent variables by t-test has been analysed in order to test the level 

of significance of hypnotherapy for the study. The case histories for 

psychosomatic disorders have also been brought down in detail. 
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4.5.1 Detail classification and t-test, graphs 

  

 The classification of the disorder is distributed in the tables and graphs 

for psychosomatic disorders.  Let us examine each of them explicitly. 

 
TABLE- 4.34 

 
DISTRIBUTION OF RESPONDENTS IN ACCORDANCE WITH THEIR 

RESPONSE TO THE SCREENING TOOL ADMINISTERED 
FOR PSYCHOSOMATIC DISORDER WHERE N=200 AND n=68 

 
 

Psychosomatic Disorder   
  

N=200 
n=68  

 

Disorders 
Yes No 

Total 

Essential Hypertension 15 
185 

200 

Bronchial Asthma 1 
199 

200 

Obesity 6 
194 

200 

Anorexia Nervosa 5 
195 200 

Rheumatoid Arthritis 2 
198 200 

Migraine (Vascular) Headache 12 
198 200 

Tension (Muscle contraction) 
Headache 13 

187 200 

Diabetes Mellitus 6 
194 200 

Pre-Menstrual Disorders 3 
197 200 

Menopausal Distress 0 
200 200 

Idiopathic Amenorrhea 0 
200 200 

Chronic Pain 5 
195 200 

Immune Disorders 0 
200 200 

 
Discussion:  
 
 It is relevant from the above data that out of 200 randomly selected 

respondents only 68 were found to be affected with the psychosomatic 

disorders. Essential hypertension was largely found with a number of 15 out of 

68 respondents whereas, no significant was found in menopausal distress, 

idiopathic amenorrhea and immune disorders. 
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 TABLE-4.35 
 

DISTRIBUTION OF RESPONDENTS ACCORDING TO VARIABLES OF 
FREQUENCY  FOR PSYCHOSOMATIC DISORDER WHERE N=200 

 

Independent Variables   

   

Age   

 Frequency Percentage 

0-19 18 9 

20-39 56 28 

40-59 94 47 

60-80 32 16 

   

Sex Frequency  

Male 88 44 

Female 112 56 

   

Marital Status Frequency  

Single 50 25 

Married 130 65 

Widowed 14 7 

Divorcee 6 3 

   

Educational Qualification Frequency  

No education 100 50 

Under Matric (below 10th) 41 20.5 

Above Matric (10th to 12th 
) 93 46.5 

Graduate & Above 56 28 

   

Profession Frequency  

No job 20 10 

Salaried 30 15 

Business 68 34 

Housewives 62 31 

Students 20 10 

   

Income Frequency  

<5000 50 25 

5,000-10,000 54 27 

10,000-15000 52 26 

>15,000 44 22 

 
Discussion:-  
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 Table 4.35 brings out high prevalence amongst the age group of 40-59 

years with a frequency of 47%. The lowest prevalence amongst the age group 

of 0-19 years were found to be 9%. 

  

 Female sex has been found to be highly dominated with a frequency of 

56%. 

  

 A large percentage (67%) of the respondents was married whereas the 

lowest was found recorded to be divorcee with a frequency of 3%. 

 

 Half of the respondents were from no education group with a frequency 

of 50% whereas above matriculate group were in closer proximity with a 

frequency of 46.5%. 

 

 Business group were found to be largely dominant with a frequency of 

34% whereas the second largest were housewives with 31%. No job and 

students were found  in equal distribution. 

 

 Income group of the respondents cannot be defined as there had been 

closer proximity of all the income groups with a frequency of 22% to 27%. 
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TABLE- 4.36 
 

Significance of Variance affected by Independent Variables “AGE” in 
Psychosomatic Disorders where n = 68 

 

Indpendent 
Variable 

Age Group PSYCHOSOMATIC DISORDERS 

 ESSHYP BROAST OBES ANER RHEAR MIGHEAD TENHEAD DIABMEL PREMEN MENODIS IDIOAME CHROPA IMMDIS TOTAL % PERC 

0-19 0 0 0 1 0 2 1 0 3 0 0 0 0 7 10.29412 

20-39 4 1 2 2 1 6 4 2 0 0 0 1 0 23 33.82353 

40-59 9 0 4 2 1 3 6 3 0 0 0 3 0 31 45.58824 

60-80 2 0 0 0 0 1 2 1 0 0 0 2 0 8 11.76471 

TOTAL 15 1 6 5 2 12 13 6 3 0 0 6 0 69 101.4706 

Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: 
Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension Headache DIABMEL: Diabetes Mellitus PREMEN: 
Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: 
Immune Disorder 
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GRAPH- 4.22 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension 
Headache DIABMEL: Diabetes Mellitus PREMEN: Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: Immune Disorder. 
 

Discussion:  
 
 From the Table 4.36 and Graph 4.22 it has been brought out that age group of 40-59 years are found highly affected with 

essential hypertension, obesity, tension headache, diabetes mellitus and chronic pain. Age group of 20-39 years was found largely 

affected with migraine headaches. 
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TABLE-4.37 

Significance of Variance affected by Independent Variables “SEX” in 
Psychosomatic Disorders where n = 68 

 
 

Sex PSYCHOSOMATIC DISORDERS 

 ESSHYP BROAST OBES ANER RHEAR MIGHEAD TENHEAD DIABMEL PREMEN MENODIS IDIOAME CHROPA IMMDIS TOTAL % PERC 

Male 7 1 3 2 1 5 5 3 0 0 0 2 0 29 42.64706 

Female 8 0 3 3 1 7 8 3 3 0 0 3 0 39 57.35294 

TOTAL 15 1 6 5 2 12 13 6 3 0 0 5 0 68 100 

Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: 
Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension Headache DIABMEL: Diabetes Mellitus PREMEN: 
Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: 
Immune Disorder 
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GRAPH- 4.23 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension 
Headache DIABMEL: Diabetes Mellitus PREMEN: Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: Immune Disorder. 
 

 

Discussion:  
 

 It can be noted female sex are largely prone to psychosomatic disorders than male sex (Table 4.37 and Graph 4.23). It is 

also found that only male population is affected with bronchial asthma. Obesity, rheumatoid arthritis and diabetes mellitus was 

found to be recorded having equal prominence in both the sex groups. 
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TABLE-4.38 

Significance of Variance affected by Independent Variables “MARITAL STATUS” in 
Psychosomatic Disorders where n = 68 

 

 

Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: 
Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension Headache DIABMEL: Diabetes Mellitus PREMEN: 
Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: 
Immune Disorder 

Marital 
Status PSYCHOSOMATIC DISORDERS 

 ESSHYP BROAST OBES ANER RHEAR MIGHEAD TENHEAD DIABMEL PREMEN MENODIS IDIOAME CHROPA IMMDIS TOTAL % PERC 

Single 4 0 0 1 0 1 2 3 3 0 0 1 0 15 22.05882 

Married 8 1 6 4 2 9 7 3 0 0 0 4 0 44 64.70588 

Widowed 2 0 0 0 0 2 2 0 0 0 0 0 0 6 8.823529 

Divorcee 1 0 0 0 0 0 2 0 0 0 0 0 0 3 4.411765 

TOTAL 15 1 6 5 2 12 13 6 3 0 0 5 0 68 100 
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GRAPH-4.25 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension 
Headache DIABMEL: Diabetes Mellitus PREMEN: Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: Immune Disorder. 

 
Discussion:  
 It is evident from the table 4.38 and Graph 4.24 that, essential hypertension, obesity, anorexia nervosa, rheumatoid arthritis, 

migraine headache, tension headache and chronic pain were found prominent amongst the married personnel than others. Single 

and married group are equal in diabetes mellitus whereas only 03 respondents were found in premenstrual disorders. 
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TABLE-4.39 

Significance of Variance affected by Independent Variables “EDUCATIONAL QUALIFICATION” in 
Psychosomatic Disorders where n = 68 

 

 

Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: 
Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension Headache DIABMEL: Diabetes Mellitus PREMEN: 
Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: 
Immune Disorder 

Educational 
Qualification PSYCHOSOMATIC DISORDERS 

 ESSHYP BROAST OBES ANER RHEAR MIGHEAD TENHEAD DIABMEL PREMEN MENODIS IDIOAME CHROPA IMMDIS TOTAL % PERC 

No 
education 4 0 0 2 0 3 3 3 0 0 0 2 0 17 25 

Under 
Matric 

(below 10th) 2 0 1 1 0 2 2 2 3 0 0 1 0 14 20.58824 

Above 
Matric (10th 

to 12th ) 5 1 2 1 1 3 4 0 0 0 0 1 0 18 26.47059 

Graduate 
and Above 4 0 3 1 1 4 4 1 0 0 0 1 0 19 27.94118 

TOTAL 15 1 6 5 2 12 13 6 3 0 0 5 0 68 100 
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GRAPH-4.25 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension 
Headache DIABMEL: Diabetes Mellitus PREMEN: Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: Immune Disorder. 
 

 

Discussion:  
  
 Table 4.39 and Graph 4.25 reveal that Graduate and above do have more inclination towards the development of 

psychosomatic disorders than others. It is also noted that Above Matriculate qualification also equal prevalence in tension 

headaches, and found more in essential hypertension. No education has equal prominence in diabetes mellitus, tension head ache 

and migraine headache. It can be concluded that educational qualification has no effect in psychosomatic disorders. 
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TABLE-4.40 

Significance of Variance affected by Independent Variables “PROFESSION” in 
Psychosomatic Disorders where n = 68 

 

 

Profession PSYCHOSOMATIC DISORDERS 

 ESSHYP BROAST OBES ANER RHEAR MIGHEAD TENHEAD DIABMEL PREMEN MENODIS IDIOAME CHROPA IMMDIS TOTAL % PERC 

No job 0 0 0 0 0 2 1 0 0 0 0 0 0 3 4.411765 

Salaried 4 0 1 2 0 1 3 2 0 0 0 0 0 13 19.11765 

Business 6 1 2 1 2 3 5 1 0 0 0 2 0 23 33.82353 

Housewife 5 0 3 1 0 4 3 3 0 0 0 3 0 22 32.35294 

Students 0 0 0 1 0 2 1 0 3 0 0 0 0 7 10.29412 

TOTAL 15 1 6 5 2 12 13 6 3 0 0 5 0 68 100 

Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: 
Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension Headache DIABMEL: Diabetes Mellitus PREMEN: 
Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: 
Immune Disorder 



 364 
 

GRAPH- 4.26 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension 
Headache DIABMEL: Diabetes Mellitus PREMEN: Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: Immune Disorder. 
 

 

Discussion:  
 
 From the Table 4.40 and Graph 4.26 it is brought out that Business professionals are highly prominent in essential 

hypertension, tension headache. Housewives were also found more prone to essential hypertension, obesity, migraine headache, 

tension headache, diabetes mellitus and chronic pain. 
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TABLE- 4.41 
Significance of Variance affected by Independent Variables “INCOME” in 

Psychosomatic Disorders where n = 68 
 

 

Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: 
Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension Headache DIABMEL: Diabetes Mellitus PREMEN: 
Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: 
Immune Disorder 

Income PSYCHOSOMATIC DISORDERS 

 ESSHYP BROAST OBES ANER RHEAR MIGHEAD TENHEAD DIABMEL PREMEN MENODIS IDIOAME CHROPA IMMDIS TOTAL % PERC 

<5000 5 0 1 1 0 4 4 1 0 0 0 1 0 17 25 

5,000-
10,000 5 1 2 1 1 4 4 0 0 0 0 0 0 18 26.47059 

10,000-
15000 3 0 1 1 1 3 4 3 2 0 0 0 0 18 26.47059 

>15,000 2 0 2 2 0 1 1 2 1 0 0 4 0 15 22.05882 

TOTAL 15 1 6 5 2 12 13 6 3 0 0 5 0 68 100 
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GRAPH -4.27 

 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension 
Headache DIABMEL: Diabetes Mellitus PREMEN: Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: Immune Disorder. 
 

 

Discussion:  
 
 From the Table 4.41 and Graph 4.27 it can be noted from the above that income group of Rs. 5,000-10,000 and income 

group of Rs.10000-15000 are equally prone to psychosomatic disorders than other income groups. It is also noted that there is a 

equal incidence found in the income group of Rs.<5,000 and Rs.5,000-10,000 in essential hypertension, anorexia nervosa, 

migraine headache and tension headache. Income group of more than Rs. 15,000 was found recorded to be more prone to chronic 

pain. 
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TABLE- 4.42 

Significance of Variance affected by dependent Variables in 
Psychosomatic Disorders where n = 68 

 

 
 

Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: 
Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension Headache DIABMEL: Diabetes Mellitus PREMEN: 
Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: 
Immune Disorder 

Dependent 
Variable PSYCHOSOMATIC DISORDERS 

 ESSHYP BROAST OBES ANER RHEAR MIGHEAD TENHEAD DIABMEL PREMEN MENODIS IDIOAME CHROPA IMMDIS TOTAL % PERC 

Environment 5 0 2 1 0 3 4 0 1 0 0 1 0 17 25 

Genetic 9 1 4 4 2 7 8 6 2 0 0 2 0 45 66.17647 

Social 1 0 0 0 0 2 1 0 0 0 0 2 0 6 8.823529 

TOTAL 15 1 6 5 2 12 13 6 3 0 0 5 0 68 100 
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GRAPH-4.28 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note : ESSHYP: Essential Hypertension BROAST Bronchial Asthma OBES : Obesity ANER: Anorexia Nervosa RHEAR: Rheumatoid Arthritis MIGHEAD: Migraine Headache TENHEAD : Tension 
Headache DIABMEL: Diabetes Mellitus PREMEN: Premenstrual Distress MENODIS: Menopausal Distress IDIOAME: Idiopathic Amenorrhea CHROPA: Chronic Pain IMMDIS: Immune Disorder. 
 

 

Discussion:  
  

 It is evident from the table 4.42 and graph 4.28 that genetic factors have major contribution towards development of 

psychosomatic disorders, further, environmental and social factors do also show inclination in the development of the disorders. 

However, genetic factors play a major role in the development. 
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TABLE- 4.43 

 

DISTRIBUTION OF RESPONDENTS IN RESPECT TO THEIR RESPONSE 
TO HYPNOTHERAPY FOR PSYCHOSOMATIC DISORDERS 

 
 

Psychosomatic Disorder  

No of persons willing for therapy 48 

No of persons unwilling for therapy 20 

No of persons who were cured with hypnotherapy 
after a period of 
(a) One week 

 
 
04 

(b) One week and above up to two weeks 15 

(c) Over two weeks and up to one month 20 

(d) Over one month and up to 3 months 00 

No of persons who did not get cured 09 

Total No of person who were cured 39 

Percentage of persons who were  cured 81.25% 

 
Discussion:- 

 From the Table 4.43 it has been brought out that out of 68 respondents 

only 48 were willing for the therapy. It was also found that 20 respondents 

were cured over a period of over two weeks and up to one month and 04 

respondents were cured within a period of one week and up to two weeks.  It 

is evident that 81.25% of respondents were cured by hypnotherapy within the 

time frame. 

  

 Two groups viz. experimental and control group and these groups were 

tested for their level of significance in terms of the independent variables.  The 

mean, standard deviation, difference of variation and t- value was calculated 

using the formula mentioned above.  The results obtained and their level of 

significance for psychosomatic disorders are brought under Table No 4.44 
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TABLE-4.44 
 

PSYCHOSOMATIC DISORDER 
TESTING THE LEVEL OF SIGNFICANCE FOR INDEPENDENT 

VARIABLES BY t-TEST 
 

Independent 
Variable 

Mean SD t  value Degree of 
Freedom 
(DF) 

Level of 
significance 

Result 

Age 12 1.8 14.28 30 0.01 Significant 

Sex 24 0.14 608.69 65 0.005 Significant 

Marital 
Status 

12 0.74 560 1 0.005 Significant 

Education 12 0.74 339.1 34 0.005 Significant 

Profession 9.6 0.79 14.28 30 0.01 Significant 

Income 12 0.74 14.28 30 0.01 Significant 

 
Discussion:   

  

 It is relevant that the significance level of independent variables for 

Psychosomatic disorders is found to be 0.01 and 0.005  level of significant in 

all the independent variables i.e. age, sex, marital status, education, 

profession and income . Data obtained from table also revels that male sex 

are more affected with psychosomatic disorders. 

 

 

4.5.2 Case Histories of Psychosomatic Disorders 

 

CASE HISTORIES FOR ESSENTIAL HYPERTENSION 

 

CASE NO 1 

 

NAME         : BHAVIK    

AGE      : 37 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of hypertension.  He had been taking medicines for the same from 
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the local physician.  On testing his BP mm/hg it was found that his BP is 

measured to be 130/95 which was recorded to be above normal.   

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 5 years.  

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : Familial history of   

       Hypertension amongst  

       biological parents 

 

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The Blood pressure was 

measured before the application of the therapy and it was found that his Blood 

pressure measured 130/95 mm/hg which was above normal conditions.  The 

client was very co-operative in the whole process of the therapy, he was 

suggested to bring out his fears within and he could respond to the therapy 

well.  On completion of the first session the BP of the client was measured 

and it was recorded as 120/90 which was complying to the normal conditions.  

The client was asked to undertake the therapy for a period of one week and 

on completion of one week it was observed that his BP was almost normal in 

both before and after therapy. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client. 
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RELATED CASE HISTORIES ON ESSENTIAL HYPERTENSION ARE 
ENUMERATED BELOW 
 
CASE NO 2 

NAME    : MEHUL BAROT 

AGE    : 24 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : SALARIED 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that his BP 

measured to be normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

 

CASE NO 3 

NAME    : MUKESH  

AGE    : 40 YRS 

MARITAL STATUS  : MARRIED 

SEX    : MALE 

OCCUPATION  : SALARIED 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that his BP 

measured to be normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE NO 4 

NAME    : JETHALAL  

AGE    : 40 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that his BP 

measured to be normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 5 

NAME    : NARAMBHAI  

AGE    : 51 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that there had 

been considerable effect on his BP and the client was asked to undergo the 

therapy for a period of two weeks.  On completion of two weeks it was 

observed that his BP measured to be normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE NO 6 

NAME    : ASHOK  

AGE    : 61 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that there had 

been no changes in his BP.  Further the client was asked to undergo the 

therapy for a period of one month.  However, the client did not report for 

further treatment. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was not useful for the client due 

to age factor 

 

CASE NO 7 

NAME    : PRAGNABA  

AGE    : 60 YRS 

SEX    : FEMALE 

MARITAL STATUS  : WIDOW 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that there had 

been no changes in his BP.  Further the client was asked to undergo the 

therapy for a period of one month.  However, the client did not report for 

further treatment. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was not useful for the client due 

to her age factor. 
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CASE NO 8 

NAME    : SAVITABEN  

AGE    : 42 YRS 

SEX    : FEMALE 

MARITAL STATUS  : DIVORCEE 

OCCUPATION  : SALARIED 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that there had 

been considerable effect on his BP and the client was asked to undergo the 

therapy for a period of two weeks.  On completion of two weeks it was 

observed that her BP measured to be normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 9 

NAME    : RAJIBEN  

AGE    : 46 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSE WIFE 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that there had 

been considerable effect on her BP and the client was asked to undergo the 

therapy for a period of two weeks. On completion of two weeks it was 

observed that her BP measured to be normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE NO 10 

NAME    : NEHABEN  

AGE    : 43 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSE WIFE 

CHIEF COMPLAINT : ESSENTIAL HYPERTENSION 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client and on completion of one week of therapy it was found that there had 

been considerable effect on her BP and the client was asked to undergo the 

therapy for a period of two weeks. On completion of two weeks it was 

observed that her BP measured to be normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE HISTORY FOR BRONCHIAL ASTHMA 

 

CASE NO 1 

 

NAME      : HORDABHAI    

AGE      : 30 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client had reported 

problems of Bronchial Asthma.  He had been taking medicines for the same 

from the local physician for the past two years.  He experiences difficulty in 

breathing mainly when he is exposed to polluted areas and also during winter.   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 2 years  

       amongst biological parents 

 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : Familial history of Asthma  
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ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  :  Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client on first session felt 

relaxed and was willing for further sessions of the therapy.  He was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

it was observed that there had been considerable improvement in his 

breathing habits and there was no difficulty in breathing.  Further, the client 

was asked to undertake the therapy for a period of one month with two 

sessions per week.  The client responded to the treatment and on the end of 

one month period it was observed that the client had no likely symptoms of 

Bronchial Asthma and he was able to control his breathing which he learnt 

during the therapy process. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

 

CASE HISTORY FOR OBESITY 

 

CASE NO 1 

 

NAME         : JAYPAL SINH   

AGE      : 23 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of Obesity.  His BMI (Body Mass Index) was above 30 and he was declared 

obese.  He had been continuously doing exercise for the same but found no 

result as he had no restrictions in his diet. 
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ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 2 years.  

         

 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : Familial history of Obesity.  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  :  Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was also counselled 

for restriction of his diets and asked to restrict food which is in high calories 

whilst he is undergoing the therapy.  During his first session of the therapy 

was unable to get into the trance however, the client felt relaxed and was 

willing for further sessions of the therapy.  He was asked to undertake the 

therapy for a period of two weeks.  On completion of two weeks it was 

observed that there had been considerable reduction of his weight.  The client 

had managed to control his diet and was not binge eating.  The client was 

asked to undertake the therapy for a period of one month.  On completion of 

one month it was observed that the client had reduced 10 Kgs of his weight 

and his BMI was recorded to 27.  Thereby his obesity category was reduced 

to 3 percentages.   

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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RELATED CASE HISTORIES ON OBESITY ARE ENUMERATED BELOW 

 

CASE NO 2 

 

NAME    : MANSUKHLAL 

AGE    : 40 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : OBESITY 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was counselled to restrict his diet during the therapy period.  

It was found that the client had reduced his weight and his BMI was recorded 

below the obese level.  The client was asked to undertake the therapy for a 

period of one month with two sessions per week. The client on completion of 

one month of therapy was feeling better and it was observed that he had 

reduced his weight. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 3 

 

NAME    : MOHANBHAI 

AGE    : 45 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : OBESITY 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was unable to restrict his diet during the therapy period.  

However, it was found that the client had reduced his weight.  The client was 

asked to undertake the therapy for a period of one month with two sessions 

per week. The client did not report for further sessions of the therapy.  
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Thereby it was concluded that the client was not completely benefitted by the 

therapy. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 4 

 

NAME    : MINANGIBEN  

AGE    : 20 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSEWIFE 

CHIEF COMPLAINT : OBESITY 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was asked to restrict diet during the therapy period.  The 

client on completion of the first session of the therapy was feeling relaxed.  

The client was counselled not to consume high calorie food and was asked to 

undergo further sessions of therapy for a period of one month.  On completion 

of one month it was observed that the client had reduced around 10 Kgs of 

her weight and her obese category also declined.  There had been enormous 

development in her reduction of weight. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 5 

 

NAME    : KUSUMBEN 

AGE    : 41 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSEWIFE 

CHIEF COMPLAINT : OBESITY 
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RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was unable to restrict his diet during the therapy period.  

However, it was found that the client had reduced his weight.  The client was 

asked to undertake the therapy for a period of one month with two sessions 

per week. The client did not report for further sessions of the therapy.  

Thereby it was concluded that the client was not completely benefitted by the 

therapy. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was not useful for the client as 

she did not report for further sessions. 

 

CASE NO 6 

 

NAME    : SUMITRABEN 

AGE    : 40 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSEWIFE 

CHIEF COMPLAINT : OBESITY 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was unable to restrict his diet during the therapy period.  

However, it was found that the client had reduced his weight.  The client was 

asked to undertake the therapy for a period of one month with two sessions 

per week. The client did not report for further sessions of the therapy.  

Thereby it was concluded that the client was not completely benefitted by the 

therapy. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy not was useful for the client as 

she did not report for further sessions. 
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CASE HISTORIES FOR ANEROXIA NERVOSA 

 

CASE NO 1 

 

NAME         : ALPESH    

AGE      : 18 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of maintaining his physique and in this process he had lost his appetite.  The  

client wanted to be slim and trim.  He also exercises daily but he fears that he 

may gain weight and restricts his diet knowingly.  The client even after 

counselling by his parents did not wish to co-operate. 

   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 2 years.  

         

 

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student 

 C MARITAL STATUS  :  Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : On completion of the first 

session it was observed that the client was feeling relaxed and was willing to 

increase his appetite.  The client was asked to undergo the therapy for a 

period of two weeks.  On completion of two weeks therapy with 02 sessions 

per week it was observed that the client was not losing his appetite. 
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FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was not useful for the client. 

 

RELATED CASE HISTORIES ON ANEROXIA NERVOSA ARE 
ENUMERATED BELOW 
 
CASE NO 2 

NAME    : BINABEN 

AGE    : 29 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : SALARIED 

CHIEF COMPLAINT : ANEROXIA NERVOSA 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was counselled to increase her appetite.  The client on 

completion of first session of the therapy was feeling relaxed and was willing 

to change her attitude towards her eating habits.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

it was observed that there had been considerable change in her appetite.  

Further, the client was asked to undertake the therapy for a period of one 

month with two sessions per week.  On completion of one month it was found 

that she had increased her appetite. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 3 

 

NAME    : JAGRUTIBEN 

AGE    : 32 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : ANEROXIA NERVOSA 
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RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was unable to respond during the therapy period.  The client 

was asked to undertake the therapy for a period of one month with two 

sessions per week. The client did not report for further sessions of the 

therapy.  Thereby it was concluded that the client was not completely 

benefitted by the therapy. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was  not useful for the client 

 

CASE NO 4 

 

NAME    : GEETABEN 

AGE    : 41 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSEWIFE 

CHIEF COMPLAINT : ANEROXIA NERVOSA 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was counselled to increase her appetite.  The client on 

completion of first session of the therapy was feeling relaxed and was willing 

to change her attitude towards her eating habits.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

it was observed that there had been considerable change in her appetite.  

Further, the client was asked to undertake the therapy for a period of one 

month with two sessions per week.  On completion of one month it was found 

that she had increased her appetite. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE HISTORY FOR RHEUMATOID ARTHRITIS 

 

CASE NO 1 

 

NAME        : NATHABHAI    

AGE      : 33 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of uncontrollable pain in his legs and was unable to walk and control his pain.  

He was diagnosed with rheumatoid arthritis by the Orthopaedic Surgeon and 

he was taking regular medicines for the same. 

   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 2 years.  

      

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : Familial history of Rheumatoid 

       Arthritis.  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  :  Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : On completion of the first 

session it was observed that the client was feeling relaxed and his pain had 

reduced considerably.  The client was counselled for exercises not involving 

much strain to his legs.  The client found that there has been improvement in 

his pain after the first session of the therapy.  The client was asked to 

undertake the therapy for a period of one month. The client during the 

hypnotic trance was asked to experience the pain and reduce the pain 
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through himself by thinking it otherwise.  It was observed on completion of one 

month that the pain of the client has reduced. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE HISTORIES FOR MIGRAINE HEADACHE 

 

CASE NO 1 

 

NAME         : HIMATLAL    

AGE      : 34 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of one sided head ache and experiences enormous pain that he could not 

concentrate on his works.  The client also reported that he use to vomit and 

the pain then reduces considerably.  He has been under treatment for the 

same and takes analgesic tablets during the occurrence of the pain. 

   

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 7 years.  

      

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  :  Married 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  
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RESULTS OF THE TREATMENT  : On completion of the first 

session it was observed that the client was feeling relaxed and his pain had 

reduced considerably.  The client found that there has been improvement in 

his pain after the first session of the therapy.  The client was asked to 

undertake the therapy for a period of two weeks. The client during the 

hypnotic trance was asked to experience the pain and reduce the pain 

through him by thinking it otherwise.  It was observed on completion of one 

month that the pain of the client has reduced. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

RELATED CASE HISTORIES ON MIGRAINE HEADAHCE ARE 
ENUMERATED BELOW 
 

CASE NO 2 

 

NAME    : HAYATKHAN 

AGE    : 37 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE NO 3 

 

NAME    : RAMJIBHAI 

AGE    : 27 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : SALARIED 

CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 4 

 

NAME    : VALLABH BAHI 

AGE    : 33 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 
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FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 5 

 

NAME    : SUMITRABEN 

AGE    : 31 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 6 

 

NAME    : MINABEN 

AGE    : 29 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 
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and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 7 

 

NAME    : BHAVNABEN 

AGE    : 42 YRS 

SEX    : FEMALE 

MARITAL STATUS  : WIDOW 

OCCUPATION  : NO JOB 

CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 8 

 

NAME    : KANTABEN 

AGE    : 48 YRS 

SEX    : FEMALE 

MARITAL STATUS  : WIDOW 

OCCUPATION  : NO JOB 
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CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 9 

 

NAME    : REKHABEN 

AGE    : 18 YRS 

SEX    : FEMALE 

MARITAL STATUS  : SINGLE 

OCCUPATION  : STUDENT 

CHIEF COMPLAINT : MIGRAINE HEADAHCE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

of therapy it was observed that there had been no symptoms of migraine head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE HISTORIES FOR TENSION HEADACHE 

 

CASE NO 1 

 

NAME         : SHMJIBHAI    

AGE      : 19 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of head ache continuously, thereby; he could not concentrate on his studies.  

The client had been under treatment for the same, though his headache 

reduces when he takes the tables but, it resumes after few hours.  It was also 

observed that the client had been under stress thinking about his studies and 

his future which has contributed in the origin and progression of his head 

ache. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 1 year.   

     

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student 

 C MARITAL STATUS  :  Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : On completion of the first 

session it was observed that the client was feeling relaxed and his pain had 

reduced considerably.  The client found that there has been improvement in 

his pain after the first session of the therapy.  The client was asked to 

undertake the therapy for a period of two weeks. The client during the 
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hypnotic trance was asked to experience the pain and reduce the pain 

through him by thinking it otherwise.  It was observed on completion of one 

month that the pain of the client has reduced. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

RELATED CASE HISTORIES ON TENSION HEADAHCE ARE 
ENUMERATED BELOW 
 

CASE NO 2 

 

NAME    : ABUBHAI 

AGE    : 60 YRS 

SEX    : MALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : BUSINESS 

CHIEF COMPLAINT : TENSION HEAD ACHE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of on month.  On completion of one month 

of therapy it was observed that there had been no symptoms of tension head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 3 

 

NAME    : KANTABEN 

AGE    : 37 YRS 

SEX    : FEMALE 
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MARITAL STATUS  : WIDOW 

OCCUPATION  : SALARIED 

CHIEF COMPLAINT : TENSION HEAD ACHE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of on month.  On completion of one month 

of therapy it was observed that there had been no symptoms of tension head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 4 

 

NAME    : VEENABEN 

AGE    : 42 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSE WIFE 

CHIEF COMPLAINT : TENSION HEAD ACHE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of on month.  On completion of one month 

of therapy it was observed that there had been no symptoms of tension head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE NO 5 

 

NAME    : LEELAVANTIBEN 

AGE    : 28 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSE WIFE 

CHIEF COMPLAINT : TENSION HEAD ACHE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of on month.  On completion of one month 

of therapy it was observed that there had been no symptoms of tension head 

ache in the client. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 6 

 

NAME    : REKHABEN 

AGE    : 45 YRS 

SEX    : FEMALE 

MARITAL STATUS  : DIVORCEE 

OCCUPATION  : NO JOB 

CHIEF COMPLAINT : TENSION HEAD ACHE 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that the pain of the client had reduced considerably 

and he was not experiencing the pain further.  The client was asked to 

undertake the therapy for a period of on month.  On completion of one month 

of therapy it was observed that there had been no symptoms of tension head 

ache in the client. 
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FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

 

CASE HISTORIES FOR DIABETES MELLITUS 

 

CASE NO 1 

 

NAME         : GIRISHBHAI    

AGE      : 30 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of diabetes mellitus.  The same has been diagnosed by the Gen Physician 

and he has been on treatment for the same. 

 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 5 years.  

      

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Salaried 

 C MARITAL STATUS  :  Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was counselled to 

have restriction on his diet and take food which is not diabetic.  Further the 

client during the hypnotic trance was asked to have control over his diet and 

do not take un necessary stress.  It was observed that after the completion of 
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first session of the therapy the client was feeling relaxed and was willing to 

have control over his diet and do regular exercise.  The client was asked to 

undergo therapy for a period of one month with two sessions per week.  On 

completion of one month of the therapy it was observed that there had been 

reduction in his diabetes rating.  His sugar level had come to normal.  

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

RELATED CASE HISTORIES ON DIABETES MELLITUS ARE 
ENUMERATED BELOW 
 

CASE NO 2 

 

NAME    : VIJAY KUMAR 

AGE    : 33 YRS 

SEX    : MALE 

MARITAL STATUS  : SINGELE 

OCCUPATION  : SALARIED 

CHIEF COMPLAINT : DIABETES MELLITUS 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  It was evident from the 

first session of the therapy that there had been a major change in his sugar 

level.  The client was asked to have control over his diet and have regular 

exercise.  The client was further asked to undergo the therapy for a period of 

two weeks.  On completion of two weeks no change was observed except for 

his sugar level has increased once again.  Hence, the client was asked to 

undertake the therapy for a complete period of one moth with two sessions 

per week.  On completion of one month it was observed that the sugar level of 

the client has been reduced and it was normal. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE NO 3 

 

NAME    : HEMALTABEN 

AGE    : 48 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSE WIFE 

CHIEF COMPLAINT : DIABETES MELLITUS 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  There had been no 

changes in the client during the first session of the therapy.  The client was 

asked to undergo further sessions of the therapy.  The client did not report for 

further sessions of the therapy, hence it was evaluated that the client was not 

benefitted from the therapy. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was  not useful for the client 

 

CASE NO 4 

 

NAME    : ALABEN 

AGE    : 41 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSE WIFE 

CHIEF COMPLAINT : DIABETES MELLITUS 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  There had been no 

changes in the client during the first session of the therapy.  The client was 

asked to undergo further sessions of the therapy.  The client did not report for 

further sessions of the therapy, hence it was evaluated that the client was not 

benefitted from the therapy. 
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FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was not useful for the client 

 

CASE NO 5 

 

NAME    : HANSABEN 

AGE    : 46 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSE WIFE 

CHIEF COMPLAINT : DIABETES MELLITUS 

RESULT OF THE THERAPY: Hypnotherapy was administered to the 

client.  The client was co-operative for the therapy.  There had been no 

changes in the client during the first session of the therapy.  The client was 

asked to undergo further sessions of the therapy.  The client did not report for 

further sessions of the therapy, hence it was evaluated that the client was not 

benefitted from the therapy. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was not useful for the client 

 

 

CASE HISTORIES FOR PRE MENSTRUAL DISORDER 

 

CASE NO 1 

 

NAME        : REHANABEN   

AGE      : 16 YRS 

SEX      : FEMALE 

CHIEF COMPLAINT   : The client reported problems 

of pre menstrual distress.  Though she had attained the age of puberty she 

had experienced troubles in her first menses.  The client had been under 

treatment for the same.  The client was worried and was under severe stress. 

ORIGIN DURATION AND  
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PROGRESSION OF THE ILLNESS : For the past 3 months.  

      

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

       same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Student 

 C MARITAL STATUS  :  Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client during the hypnotic 

trance was asked to speak out her fears of menstrual cycle and it was 

established that the client had fears of pain during the menstrual periods.  The 

client during hypnotic trance was asked to experience that she is having her 

menstrual cycle and also asked to experience the pain.  The client could make 

out that she had menses but there was no pain during her menses period 

while she was under hypnotic trance.  Further, the client was asked to 

undergo the therapy for a period of two weeks.  On completion of two weeks 

period it was observed that the client had her menstrual cycle without much 

fear of the pain. Further her pain was considerably reduced by the therapy 

while she was in her first menstrual cycle. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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RELATED CASE HISTORIES ON PRE MENSTRUAL DISORDERS ARE 
ENUMERATED BELOW 
 

CASE NO 2 

 

NAME    : KHATIJABEN 

AGE    : 19 YRS 

SEX    : FEMALE 

MARITAL STATUS  : SINGLE 

OCCUPATION  : STUDENT 

CHIEF COMPLAINT : PREMENSTRUAL DISORDER 

RESULT OF THE THERAPY:   The client was co-operative during the 

process of hypnotherapy.  The client during the hypnotic trance was asked to 

speak out her fears of menstrual cycle and it was established that the client 

had fears of pain during the menstrual periods.  The client during hypnotic 

trance was asked to experience that she is having her menstrual cycle and 

also asked to experience the pain.  The client could make out that she had 

menses but there was no pain during her menses period while she was under 

hypnotic trance.  Further, the client was asked to undergo the therapy for a 

period of two weeks.  On completion of two weeks period it was observed that 

the client had her menstrual cycle without much fear of the pain. Further her 

pain was considerably reduced by the therapy while she was in her first 

menstrual cycle. 

 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

 

 

 

 

 

 



 402 
 

CASE HISTORIES FOR CHRONIC PAIN 

 

CASE NO 1 

 

NAME         : DIPEN KUMAR   

AGE      : 32 YRS 

SEX      : MALE 

CHIEF COMPLAINT   : The client reported problems 

of pain in his back and it was unbearable.  The client further reported that he 

was unable to concentrate on his work due to this pain.  The client was 

clinically investigated for all possible ailments and found NAD (No abnormality 

detected).  The client was advised to have pain killers and he has been using 

the pain killers for the past 3 years. 

ORIGIN DURATION AND  

PROGRESSION OF THE ILLNESS : For the past 3 years.  

      

PAST HISTORY OF ILLNESS  : NIL 

FAMILY HISTORY OF ILLENSS  

AND DETAILS    : NIL  

ANY TREATMENT FOR THE SAME : Treatment undertaken for the 

        same by Gen Physician 

PERSONAL HISTORY 

 A HABITS   : GUTKHA CHEWING 

 (i.e. use of alcohol or drugs)  

 B OCCUPATION  : Business 

 C MARITAL STATUS  : Single 

TREATMENT PROCEDURE ADOPTED : Hypnotherapy  

RESULTS OF THE TREATMENT  : The client was counselled to 

change his daily routine and was asked to do exercise regularly. The client 

was also asked to have high calorie food.  The client during the hypnotic 

trance was asked to experience the pain and bring out the pain in him.  After 

the therapy it was observed that the client had reduced his inclination towards 

pain and did not think of having pain regularly. Further the client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 
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it was observed that the client was able to manage the pain without any pain 

killers. The client was further asked to undergo the therapy for a period of one 

month with two sessions per week. On completion of one month it was 

observed that the client was doing regular exercise and his pain had reduced. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

RELATED CASE HISTORIES ON CHRONIC PAIN ARE ENUMERATED 
BELOW 
 

CASE NO 2 

 

NAME    : ANJANABEN 

AGE    : 45 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSEWIFE 

CHIEF COMPLAINT : CHRONIC PAIN 

RESULT OF THE THERAPY: The client was counselled to change his 

daily routine and was asked to do exercise regularly. The client was also 

asked to have high calorie food.  The client during the hypnotic trance was 

asked to experience the pain and bring out the pain in him.  After the therapy 

it was observed that the client had reduced his inclination towards pain and 

did not think of having pain regularly. Further the client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

it was observed that the client was able to manage the pain without any pain 

killers. The client was further asked to undergo the therapy for a period of one 

month with two sessions per week. On completion of one month it was 

observed that the client was doing regular exercise and his pain had reduced. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 
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CASE NO 3 

 

NAME    : DIVYANGANABEN 

AGE    : 52 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSEWIFE 

CHIEF COMPLAINT : CHRONIC PAIN 

RESULT OF THE THERAPY: The client was asked to have high calorie 

food.  The client during the hypnotic trance was asked to experience the pain 

and bring out the pain in him.  After the therapy it was observed that the client 

had reduced his inclination towards pain and did not think of having pain 

regularly. Further the client was asked to undertake the therapy for a period of 

two weeks.  On completion of two weeks it was observed that the client was 

able to manage the pain without any pain killers. The client was further asked 

to undergo the therapy for a period of one month with two sessions per week. 

On completion of one month it was observed that the client was doing regular 

exercise and his pain had reduced. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

CASE NO 4 

 

NAME    : TABASUMBEN 

AGE    : 60 YRS 

SEX    : FEMALE 

MARITAL STATUS  : MARRIED 

OCCUPATION  : HOUSEWIFE 

CHIEF COMPLAINT : CHRONIC PAIN 

RESULT OF THE THERAPY: Hypnotherapy was given to the client.  The 

complete process of the hypnosis was explained to the client.  The client was 

co-operative during the process of hypnotherapy.  The client was counselled 
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to change his daily routine and was asked to do exercise regularly. The client 

was also asked to have high calorie food.  The client during the hypnotic 

trance was asked to experience the pain and bring out the pain in him.  After 

the therapy it was observed that the client had reduced his inclination towards 

pain and did not think of having pain regularly. Further the client was asked to 

undertake the therapy for a period of two weeks.  On completion of two weeks 

it was observed that the client was able to manage the pain without any pain 

killers. The client was further asked to undergo the therapy for a period of one 

month with two sessions per week. On completion of one month it was 

observed that the client was doing regular exercise and his pain had reduced. 

 

FINDINGS / CONCLUSION 

 The findings proved that hypnotherapy was useful for the client 

 

 

Analysis of results and Interpretation for Psychosomatic Disorders 

 

 Upon the inferences obtained form the 4.42 and Graph 4.28 and also 

from the case histories, it is revealed that, there is a significant relationship of 

genetic, environmental and social factors in the development of the disorders. 

Hence, the first hypothesis is thus proved for psychosomatic disorders. 

 

 Further, on the analysis of the independent variables for their level of 

significance it is found that hypnotherapy has a significance level of 0.01 and 

0.005. The null hypothesis at this stage is rejected and it can be concluded 

that there were significant mean differences between the respondents 

demographic variable i.e. age, sex, marital status, education, profession and 

income and their psychosomatic disorder scores. 
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4.6 The Suggestions for improvement 

 

SUGGESTIONS FOR IMPROVEMENT 

 

  In the entire course of the investigation, it was found that, medical 

authorities at various places have not given access to their laboratories and 

also to evaluate the OPD patients in their institutions / hospitals for related 

disorders. Tools such as Minnesota Multiple Personality Inventory (MMPI) for 

personality disorders, Dissociative Experience Scale (DES) for dissociative 

disorders were considered for the diagnosis of the personality, as well as, 

dissociative disorders; however, it was observed that filling up the MMPI and 

DES questionnaire require a great deal of time and also they are not available 

locally.  Tools for assessing Adjustment disorders and Psychosomatic 

disorders were found not available after extensive search on the availability 

from various psychometric testing centres. Hence, the tools for the research 

were designed in accordance with DSM-IV and used as research tool for the 

study.  An attempt for the correctness of the diagnosis of the disorders was 

made by the investigator through clinical observations and also through open 

ended questions to the clients.  Further, it was observed that, a large number 

of persons were afflicted with personality disorders.  It was observed that, they 

are either unwilling to disclose for the fear that they might be labelled or 

unwilling to come out of their problems. 

 

 In view of this, the following the following which could have improved 

the research work are brought down:  

 

• Access to medical laboratory use which could have enhanced 

 the results of the research. 

 

• Local availability of appropriate research tools for the diagnosis 

 of the  disorders undertaken in the research. 

 



 407 
 

• Awareness of mental illness amongst the mass which would 

 have  brought more  volunteers for the treatment and 

 which  could have helped in disclosing their problems without 

 any social pressure. 

 

 

4.7 The Recommendations 

 

RECOMMENDATIONS 

 

 The research undertaken envisages the therapeutic value of 

hypnotherapy in the treatment of mental disorders.  An attempt to understand 

and treat Dissociative disorders, Adjustment problems, Personality and 

Psychosomatic disorders through hypnotherapy have been made and the 

result obtained thereof, through the investigation suggest that, hypnotherapy 

can be used as an adjunct in the treatment of the mental disorders.  In view of 

the foregoing, the following recommendations have been brought down: 

 

• The medical institutions and the mass need to be educated 

 about the therapeutic value of hypnotherapy. 

 

• Appropriate training on the therapeutic uses of hypnotherapy to 

 medical as well as psychology professionals who are interested 

 need  to be  imparted. 

 

• Further studies on the treatment of various mental disorders (to 

 name a few, such as Eating disorders, Anxiety Disorders, 

 Substance  Related Disorders, Alcohol related Disorders, 

 Sexual and Gender  Identity Disorders  and Sleep Disorders) 

 by hypnotherapy to be  undertaken in order to establish  its 

 treatment value for other mental  disorders. 
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• Awareness about the mental illness and its treatment to the 

 general public is recommended as the general public is in the 

 fear of being labelled.  

 

• “Laboratory for hypnotherapy” at all psychological and medical 

 institutions needs to be opened for undertaking experimental 

 tests for hypnotherapy. 

 

 

 

 

 

 

 

 



 XX 
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  RESEARCH REPORT 
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BRIEF OUTLINE OF THE CHAPTER 

 

The following heads have been brought explicitly in this chapter 

 

• Introduction 

• The Summary of Research 

• Conclusion on basis of ‘t’ test 

• Conclusion on basis of the disorders 

 Conclusions for Dissociative disorders 

 Conclusions for Adjustment disorders 

 Conclusions for Personality disorders 

 Conclusions for Psychosomatic disorders 

• The Recommendations 

• The suggestions for further research 
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5.1 INTRODUCTION 

 

 This section brings out the entire summary of the research, the 

conclusions made out of the investigation and recommendations for further 

research. 

 

 

5.2 SUMMARY OF RESEARCH 

 

 The research process was organised under the guidance of Dr. D.J. 

Bhatt, Professor and Head Dept of Psychology, Saurashtra University.  Pilot 

study for the investigation was conducted during the year 2006 and it was 

found that, there is a significant use of hypnotherapy in the treatment of the 

mental disorders, hence further research on the subject was recommended. 

The research was conducted from Jul 2006 to Dec 2008. A total period of two 

and half years was undertaken for the study.  The local population of Rajkot, 

Jamnagar and Porbander area of Saurashtra region was considered for the 

study.  A sample of 200 from the local population for Dissociative, 200 for 

Adjustment problems, 200 for Personality and 200 for Psychosomatic disorder 

was collected from the entire population.  The data was collected using the 

Screening Inventory scale for Dissociative Disorders, Screening Inventory 

scale for Adjustment problems, Screening Inventory scale for Personality 

Disorder and Screening Inventory scale for Psychosomatic Disorder designed 

and developed by the investigator under the guidance of Dr. D.J. Bhatt. A total 

of 200 respondents for Dissociative disorders, 200 for Adjustment Problems, 

200 for Personality and 200 for Psychosomatic disorders were collected by 

administering screening inventory scales for Dissociative, Adjustment 

problems, Personality and Psychosomatic disorders.  The number of persons 

who were diagnosed with related disorders was found to be 7, 31, 43 and 68 

for Dissociative, Adjustment problems, Personality and Psychosomatic 

disorders respectively. It is found that, 3.5%, 15.5%, 21.5% and 34% of 

general population is affected with Dissociative, Adjustment problems, 

Personality and Psychosomatic disorders respectively. It is also found that 1.5 
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% of male population and 2% of female population were affected with 

Dissociative disorders, 6% of male population and 9.5% of female population 

were affected with Adjustment problems, 12.5% of male population and 9% of 

female population were affected with Personality disorders and 14.5% of male 

population and 19.5% of female population were affected with Psychosomatic 

disorders from the data collected. 

 

 Further, the number of persons willing to undergo treatment by 

hypnotherapy was recorded to 6, 20, 30 and 48 respectively for Dissociative, 

Adjustment problems, Personality and Psychosomatic disorders.  The number 

of persons unwilling for the therapy was 1, 11, 13 and 20 respectively for 

Dissociative, Adjustment problems, Personality and Psychosomatic disorders. 

On the inference obtained from the data, two groups viz., experimental and 

control groups were determined by the investigator. The mean values, 

difference of variance and standard deviation for each disorder in terms of 

independent variables were tested upon using the t-test formula for unequal 

sample size and unequal variance appended below. 

 

 

Where 

 

 

Where s2 is the unbiased estimator of the variance of the two samples, n = 

number of participants, 1 = group one, 2 = group two. Note that in this case, 

 is not a pooled variance. For use in significance testing, the 

distribution of the test statistic is approximated as being an ordinary Student's 

t distribution with the degrees of freedom calculated using 
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  The results of the t-test show significance level of 0.1, 0.01 and 0.05 in 

determining the independent variables. 

 

 Also, from the case histories, it is revealed that, a total of 66%, 85%, 

63% and 81.25% for dissociative, adjustment problems, personality and 

psychosomatic disorder respectively were cured from the hypnotherapy. 

 

 

5.3 CONCLUSION ON BASIS OF t-test 

 

  It is evident from the statistical data that, 3.5%, 15.5%, 21.5% and 

34% of general population is affected with Dissociative, Adjustment problems, 

Personality and Psychosomatic disorders respectively. It is also found that 1.5 

% of male population and 2% of female population were affected with 

Dissociative disorders, 6% of male population and 9.5% of female population 

were affected with Adjustment problems, 12.5% of male population and 9% of 

female population were affected with Personality disorders and 14.5% of male 

population and 19.5% of female population were affected with Psychosomatic 

disorders.  

 

  It is also evident that, a total of 66%, 85%, 63% and 81.25% for 

dissociative, adjustment problems, personality and psychosomatic disorder 

respectively were cured from the hypnotherapy (Table Nos 4.10, 4.21, 4.32 

and 4.43).  

 

 A total of 1 client out of 7 for dissociative disorder, 11 clients out of 31 

for adjustment problems, 13 clients out of 43 and 20 clients out of 68 for 

psychosomatic disorders were not willing to undergo the therapy (Table Nos 

4.10, 4.21, 4.32 and 4.43). 
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  It is also brought out that out of 6 clients for dissociative disorders who 

were willing for the therapy only 4 were cured and 2 were not cured, out of 20 

clients for adjustment problems only 17 were cured and 3 were not cured, out 

of 30 clients for personality disorders only 19 were cured and 11 were not 

cured, out of 48 clients for psychosomatic disorders only 39 were cured and 9 

were found not cured by the hypnotherapy.  The clients who were not cured 

were due one or more of the following reasons: 

 

• Age factors. 

• The clients initially came for the therapy but discontinued it for 

 reasons unknown. 

• Some of the clients were not co-operative enough during the 

 therapy that they found it not beneficial. 

• Some clients wanted to know the process of hypnotherapy but 

 were not willing to undergo the treatment. 

• Some disorders of the clients were deep rooted and they 

 required much more time for complete cure. 

• Some clients were not suggestible. 

 

 It is observed in all the disorders that, age group of 20-39, married 

population, female sex, business, housewives, under matric qualified 

population, income group of 5000-10000 are largely affected with the 

disorders.  Genetic, social and environmental factors also play a major role in 

the causation of these disorders. 

 

5.4 CONCLUSION REGARDING THE DISORDERS 

 

5.4.1 Conclusion for Dissociative Disorders 

 

 It is found that of the disorders viz. Dissociative Amnesia, Dissociative 

Fugue, Dissociative Identity disorder only Dissociative Amnesia is found 

amongst the population after being administered with the Screening Inventory 
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Scale for Dissociative Disorders.  It is observed that age group of 20-39, have 

experienced traumatic life events and are affected with dissociative amnesia, 

It is also observed that female population is largely affected than the male 

population who are mostly found to be married  and have no education, 

further they were belonging to the income group of <5,000.  Environmental 

factors were chiefly responsible for the development of the disorder.  It has 

also been observed that there is a close inclination of social factors; however, 

environmental factors do play a major role in the development of dissociative 

amnesia.  

 

5.4.2 Conclusion for Adjustment Disorders 

 

 Adjustment Disorders viz. Adjustment disorder with Anxiety, 

Adjustment disorder with Depressed Mood, Adjustment disorder with Anxiety 

and Depressed Mood, Adjustment disorder with Disturbance of Conduct and 

Adjustment disorder with Mixed Disturbance of Emotion and Conduct were 

found to be in prevalence amongst the population.   

 

 The observations also revealed that age group of 20-39 were largely 

affected with the adjustment problems and chiefly affected with adjustment 

disorder with disturbance of conduct. There is a close inclination of the age 

group of 40-59. It is observed that, the prevalence of adjustment disorder with 

depressed mood and adjustment disorder with mixed disturbance of emotion 

and conduct have a equal prevalence amongst the age group of 20-39 and 

40-59.   

 

 Female sex is observed to be largely affected with adjustment disorder 

with anxiety and depressed mood, adjustment disorder with depressed mood. 

Male sex is observed to be largely affected in adjustment disorder with anxiety 

and both sexes have equal prevalence in adjustment disorder with mixed 

disturbance of emotion and conduct.  Amongst both sex it is observed that 

female population is largely affected with adjustment disorders.   
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 Married population is observed to be largely affected with adjustment 

disorders with anxiety and depressed mood and adjustment disorder with 

anxiety.  It is also seen that there is a close inclination of single population 

affected with the adjustment problems such as adjustment disorder with 

depressed mood and adjustment disorder with mixed disturbance of emotion 

and conduct. However, the married population is observed to be largely 

affected with the adjustment disorders. 

 

 Under matric qualified population is found to largely affected with 

adjustment disorders than the other educational levels of population.  It is 

observed that under matric population are chiefly affected with adjustment 

disorder with anxiety and depressed mood and adjustment disorder with 

mixed disturbance of emotion and conduct.  It is also observed that, no 

education population have also equal prevalence of adjustment disorder with 

anxiety and adjustment disorder with depressed mood. 

 

 Salaried population is observed to be largely affected with adjustment 

disorders than other professions.  It is noted that, adjustment disorder with 

anxiety and adjustment disorder with anxiety and depressed mood were 

prevalent amongst the salaried population.  Further, it was observed that the 

business group have close inclination towards the development of the 

adjustment disorders.  Business population was chiefly found to be affected 

with adjustment disorders with anxiety. 

 

 Income group of 5,000-10,000 was observed to be largely affected with 

the adjustment disorders, it is also observed that there is a close inclination of 

<5,000 income group.  The disorders viz adjustment disorder with anxiety and 

depressed mood were found to be in large amongst the 5,000-10,000 income 

group.  Disorders viz., adjustment disorder with anxiety and adjustment 

disorder with depressed mood have equal prevalence in 5,000-10000 and 

<5000 income groups. 

 

 Genetic factors were observed to be of prominence in the causation of 

the disorders; however it is observed that social factors do also play a major 
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role and have a close inclination in the causation of these disorders.   It is 

observed that adjustment disorder with depressed mood, adjustment disorder 

with anxiety and adjustment disorder with anxiety and depressed mood have 

prominence in the genetic factors; adjustment disorders with mixed 

disturbance of emotion and conduct and adjustment disorder with anxiety 

have equal proportions in the genetic and social factors of the population. 

 

5.4.3 Conclusion for Personality Disorders 

 

 Personality disorders viz., Antisocial, Borderline, Histrionic, Avoidant, 

Dependent, Obsessive Compulsive, Depressive were found in prevalence 

amongst the population after being administered with Screening Inventory 

scale for Personality Disorders.  Personality disorders viz., Paranoid, 

Schizoid, Schizotypal, Passive Aggressive, Sadistic and Sadomasochistic 

personality disorders were not found prevalent amongst the population in 

which the research was conducted. 

 

 Age group of 20-39 were observed to be largely affected with the 

personality disorders.  Antisocial, Depressive personality were observed to be 

in large number in this age group.  A close inclination of age group of 40-59 is 

also observed. 

 

 Male sex population is largely affected with personality disorders than 

the female sex population. Antisocial personality disorders and Histrionic 

personality disorders were observed amongst the male population and 

depressive personality disorder and obsessive compulsive personality 

disorders were observed amongst the female population. 

 Married population is largely affected with personality disorders than 

the other marital status.  Depressive personality disorder was found to be 

largely affected amongst the married population and antisocial personality 

disorder was found in the single population. Depressive personality disorder is 

also found in the widow population. 
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 Under matric qualified population is largely affected with personality 

disorders than the other qualification criteria.  It is found that depressive 

personality disorder, Histrionic and antisocial personality disorder is prevalent 

in the under matric population.   

 

 Business professionals were found to be largely affected with 

personality disorders than the other professions.  Antisocial, Histrionic, 

Obsessive Compulsive personality disorders were observed amongst the 

business professionals.  Dependent personality disorder is found in the 

salaried professionals.   

 

 Income group of 5,000-10,000 were found largely affected with 

personality disorders than other income groups.  A close inclination of 5,000-

10,000 income group is also observed.  Depressive personality disorder is 

seen in the income group of 5000-10,000, Antisocial personality disorder is 

seen in <5,000 income group and Avoidant personality disorder is seen in the 

income group of 10,000-15,000. 

 

 Social factors were observed to be largely contributed in the causation 

of the personality disorders than environmental and genetic factors.  

Depressive, antisocial, obsessive compulsive personality disorders were 

observed to be caused by social and environmental factors.  Histrionic 

personality disorder was observed to be caused by genetic factors. 

 

5.4.4 Conclusion for Psychosomatic disorders 

 

 Psychosomatic disorders were found to be in prevalence amongst the 

population except for immune disorders, menopausal distress, and idiopathic 

amenorrhea after being administered with the Screening Inventory scale for 

Psychosomatic disorders.   

 

 Age group of 40-59 were found to have high prevalence of 

psychosomatic disorders than other age groups.  A close inclination of age 

group of 20-39 is also seen.  Essential Hypertension, Tension Headache, 
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Diabetes Mellitus, Chronic pain is found in the age group of 40-59 and 

Bronchial Asthma and Migraine head ache, is seen in the age group of 20-39.   

Anorexia Nervosa and Rheumatoid Arthritis has equal prevalence in both the 

age group of 20-39 and 40-59.   

 

 Female sex population is largely affected with the psychosomatic 

disorders than the male population. It is observed that chronic pain, pre 

menstrual disorder, tension headache, migraine headache, anorexia nervosa 

and essential hypertension is seen in female sex and both sexes have equal 

prominence in obesity and diabetes mellitus. 

 

 Married population is observed to have more prominence than other 

marital status.  Chronic pain, Tension headache, Migraine headache, Obesity 

Bronchial Asthma and Essential hypertension were found to be in married 

population.  Diabetes Mellitus has equal prominence amongst the single and 

married population and Pre menstrual disorders are seen in single population. 

 

 Above Matriculate qualified population is found to be largely affected 

with psychosomatic disorders than other qualifications.  It is observed that 

tension headache, obesity and essential hypertension is in high prominence 

amongst the above matriculate. Diabetes Mellitus, chronic pain have large 

prevalence amongst the no education population.  Both above matriculate and 

no education have equal prominence of migraine headache. 

 

 Business professionals were found largely being affected with the 

psychosomatic disorders, a close inclination of house wives who are affected 

with psychosomatic disorders is also seen.  It is observed that tension 

headache, essential hypertension is prevalent amongst the business 

professionals and obesity, migraine headache, diabetes mellitus, chronic pain 

is found amongst the housewives.  Single population is found to be affected 

with pre menstrual disorders. 

 

 Income group of 5,000-10,000 and 10,000-15,000 were found equally 

affected with psychosomatic disorders.  Essential hypertension, bronchial 
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asthma, obesity, migraine headache and tension headache were found in the 

income group of 5,000-10,000 and obesity, rheumatoid arthritis diabetes 

mellitus were found in income group of 10,000-15,000.  Anorexia nervosa, 

tension headache were found equally prominent in both income groups.  

Premenstrual disorder was found in income group of <15,000 and chronic 

pain in <5,000 income group. 

 

 Genetic factors were found to be having more prominence in the 

causation of  psychosomatic disorders than social and environmental factors.  

Essential hypertension, obesity , anorexia nervosa, migraine headache, 

tension headache, diabetes mellitus, premenstrual disorder chronic pain all 

have large prominence of the genetic factors. 

 

 

5.5 RECOMMENDATION 

 

 It is recommended that Hypnotherapy be used as an adjunct in the 

treatment of dissociative, adjustment problems, personality and 

psychosomatic disorders.  

 

 

5.6 SUGGESTIONS FOR FURTHER RESEARCH 

 

 The following suggestions for further research have been brought 

down: 

 

• Personality disorders, which are complex in nature, do prevail in 

 every  medium of locale.  Hence, further study and their 

 treatment by  hypnotherapy  on a large scale population is 

 suggested. 

 

•  It is suggested to design and develop diagnostic tools for 

 Dissociative,  Adjustment problems, personality and 
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 psychosomatic  disorders with respect to  their validity and 

 reliability for exact  diagnosis of the disorders.  

 

• A large scale research and their treatment in comparison with 

 pharmacology and hypnotherapy are suggested for further 

 research. 

 

• Further studies on the treatment of various mental disorders (to 

 name a  few, such as Eating disorders, Anxiety Disorders, 

 Substance Related  Disorders, Alcohol related Disorders, Sexual 

 and  Gender Identity Disorders  and Sleep Disorders) by 

 hypnotherapy is  suggested to be undertaken in order  to 

 establish its treatment value  for other mental disorders. 
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I 

 
 

APPENDICES 

 

INTRODUCTION 

 

 This section covers the research tools which were used in the research 

work. 

 

RESEARCH TOOLS 

 

 The following tools were used in the research: 

 

• Screening Inventory scale for Dissociative disorders 

• Screening Inventory scale for Adjustment Problems 

• Screening Inventory scale for Personality disorders  

• Screening Inventory scale for Psychosomatic disorders and 

• Hypnotic Spiral  

 

 The screening inventory scales for all the disorders stated above have 

been brought down in the succeeding lines.  The scoring sheet for each 

disorder has been brought at the end of every screening inventory scale. 

 

 



 
II 

 
 

SCREENING INVENTORY SCALE 
FOR DISSOCIATIVE DISORDER 

 

Name    : 
 
Age    : 
 
Sex    : 
 
Marital Status  : 
 
Educational Qualification:  
 
Address /Contact Number: 
 
-------------------------------------------------------------------------------------------------------- 
Note: Remember to respond all the items even if you are not completely 
sure.  
Your answers will be kept in strict confidence. Please be honest in 
responding to these statements.   
Remember to tick only one box for each statement on the following 
pages.  
Please work rapidly and do not spend too much time on any one 
statement. 
-------------------------------------------------------------------------------------------------------- 
 
Instructions: Use the following scale 
 

A : NOT A CHARACTERISTIC OF ME 

B : SOMEWHAT CHARACTERISTIC OF ME 

C : MODERATELY CHARACTERISTIC OF ME 

D : VERY CHARACTERISTIC OF ME 

 

-------------------------------------------------------------------------------------------------------- 
 
Instructions: Use the following scale 
 

1. Some people sometimes have faced traumatic events in their life and 

have been under severe stress due to that traumatic event. 

  

A   B    C   D  

 



 
III 

 
 

2. Some people sometimes experience difficulty in learning new 

information. 

 

A   B    C   D  

 

3. Some people sometimes loose time and do not recall important 

information in their life.  

A   B    C   D  

 

4. Some people sometimes have black outs for which they have no 

information or unable to recall important events. 

A   B    C   D  

 

5. Some people sometimes are told of things or behaviours for which they 

have no memory, like out of character behaviour or child like behaviour?  

A   B    C   D  

 

6. Some people sometimes find things in their possession which they 

cannot explain? For example clothes tools weapons artwork writings items in 

their shopping basket, receipts. 

A   B    C   D  

 

7. Some people sometimes find that their relationships with people seem 

to be influenced by factors that they cannot recall? For example people are 

angry with them or act closer apparently based on events for which they have 

no memory? 

A   B    C   D  

 

8. Some people’s ability to do things such as athletics, artistic 

endeavours, mechanical tasks, work tasks, and intellectual tasks fluctuate in 

ways that they cannot explain.  

A   B    C   D  

 



 
IV 

 
 

9. Some people sometimes are told of the things they did not know they 

could do? 

 

A   B    C   D  

 

10. Some people sometimes are not aware of gaps in their memory for 

their life? Like they miss memories for important events like a wedding, 

graduation, childhood memories and for events in wartime or for other 

important aspects of their adult life? 

A   B    C   D  

 

11. Some people sometimes find that they are approached by people 

whom they don’t know who insist they know them, who say they have met 

them before and who even call them by another name. 

A   B    C   D  

 

12. Some people sometimes find that they do not remember all or part of 

their interactions or conversations with people.  

A   B    C   D  

 

13. Some people sometimes will or will not remember all or part of an 

important meeting at a given time such as an interview. 

A   B    C   D  

 

14. Some people have developed these experiences of loss of memory 

after a major head injury or epilepsy. 

A   B    C   D  

 

15. Some people have taken drugs or psychoactive substances after which 

they feel that they have experienced their memory loss. 

A   B    C   D  

 

 

 



 
V 

 
 

16. Some people change their name often for which they have no memory. 

Some people do not remember how long they have this name. 

A   B    C   D  

 

 

17. Some people sometimes find themselves in places with no idea how 

you they got there. 

A   B    C   D  

 

 

18. Some people sometimes set out to go somewhere but find themselves 

somewhere else without knowing how they got there?  

A   B    C   D  

 

19. Some people sometimes have the longest period of time they have lost 

memories of important events and personal information. 

A   B    C   D  

 

20. Some people travelled in the recent past to places for which they have 

no idea and do not have memory how much they had travelled  

A   B    C   D  

  

 

21. Some people seem to be confused about whom they are and where do 

they come from?  

A   B    C   D  

 

22. Some people have undertaken their profession which does not suit 

them and they do not have memory how long they have been in this 

profession. 

A   B    C   D  
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23. Some people prefer share their feelings to others and do not know how 

many know about them.  

A   B    C   D  

 

24. Some do not remember their past occurrences of their life like for 

childhood.  

 

A   B    C   D  

 

25. Some people have developed these experiences of after a major head 

injury or epilepsy. 

A   B    C   D  

 

26. Some people have taken drugs or psychoactive substances after which 

they feel that they have experienced such lapses in their memory. 

A   B    C   D  

 

 

27. Some people are told of the episodes by others which they do not 

recall or do not remember such an episode had ever occurred in their life? 

A   B    C   D  

 

28. Some people have server headaches continuously.  

A   B    C   D  

 

 

29. Some hear voices origination from within and do not identify them as 

separate? Some think that the voices coming are belonging to them.  

A   B    C   D  

 

30. Some dwell themselves in fantasies and do not come out of them. The 

period of those fantasies continue and never end to them. 

A   B    C   D  
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31. Some have the feeling of unreality. For example they think that who 

they are? And what they are is not real or for other peoples, objects and the 

world around them is not real. 

A   B    C   D  

 

32. Some people have the experience of feeling that their body does not 

seem to belong to them. 

A   B    C   D  

 

33. Some people sometimes find that whey they are alone they talk loud to 

themselves. 

A   B    C   D  

 

34. Some people find that in one situation they act so differently compared 

with another situation that they feel almost as if they were two different 

people. 

A   B    C   D  

 

35. Some people sometimes find that they hear voices inside their head 

that tell them to do things or comment on things that they are doing. 

A   B    C   D  

 

36. Some people sometimes feel as if they are looking at the world through 

a fog so that people and objects appear far away or unclear.  

A   B    C   D  

 

37. Some people sometimes call themselves by a different name or refer 

themselves in the third person. 

A   B    C   D  
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38. Some people sometimes do not recognize the writings, drawings or 

other productions or objects among their personal belongings as they have 

done them. 

A   B    C   D  

  

39. Some people have developed these experiences of after a major head 

injury or epilepsy. 

A   B    C   D  

 

40. Some people have taken drugs or psychoactive substances after which 

they feel that they have started experiencing the feeling of unreality or hear 

voices from within. 

A   B    C   D  
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SCORINGS SHEET FOR DISSOCIATIVE DISORDERS 

 

Question   Dissociative Disorder   

Sl No 

 

1 TO 15 - Dissociative Amnesia  

16 TO 26 - Dissociative Fugue  

27 TO 40 - Dissociative Identity  

 

A -   MAXIMUM SCORE IN THIS CRITERION SHOWS NO SIGN OF 

DISSOCIATIVE DISORDERS (DISORDER WISE)  

 

B - MAXIMUM SCORE IN THIS CRITERION SHOWS 

MODERATELY AFFECTED WITH DISSOCIATIVE DISORDERS 

(DISORDER WISE) 

 

C - MAXIMUM SCORE IN THIS CRITERION SHOWS ACUTE 

PROBLEMS OF DISSOCIATIVE DISORDERS (DISORDER WISE) 

 

D - MAXIMUM SCORE IN THIS CRITERION SHOWS CHRONIC 

PROBLEMS OF DISSOCIATIVE DISORDERS (DISORDER WISE) 

 

SCALES 

 

A : NOT A CHARACTERISTIC OF ME 

B : SOMEWHAT CHARACTERISTIC OF ME 

C : MODERATELY CHARACTERISTIC OF ME 

D : VERY CHARACTERISTIC OF ME 
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SCREENING INVENTORY SCALE 
FOR ADJUSTMENT DISORDER 

 

Name    : 
 
Age    : 
 
Sex    : 
 
Marital Status  : 
 
Educational Qualification:  
 
Address /Contact Number: 
 
-------------------------------------------------------------------------------------------------------- 
Note: Remember to respond all the items even if you are not completely 
sure.  
Your answers will be kept in strict confidence. Please be honest in 
responding to these statements.   
Remember to tick only one box for each statement on the following 
pages.  
Please work rapidly and do not spend too much time on any one 
statement. 
--------------------------------------------------------------------------------------------------------
- 
 
Instructions: Use the following scale 
 
A : NOT A CHARACTERISTIC OF ME 
B : SOMEWHAT CHARACTERISTIC OF ME 
C : MODERATELY CHARACTERISTIC OF ME 
D : VERY CHARACTERISTIC OF ME 
 
-------------------------------------------------------------------------------------------------------- 
 

1. Some people are under stress continuously for more than three 

months. 

A   B    C   D  

 

2. Some people under stressful conditions find themselves in depressed 

mood that they always tend to be unhappy. 

A   B    C   D  
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3. Some people think that they have no future and have lost hope about 

their future. 

A   B    C   D  

 

 

4. Some people under stressful conditions tend to act and react in such a 

way that it does not comply with their normal activities or behaviour. 

A   B    C   D  

 

 

5. Some people under stressful conditions change their behaviours 

knowing / unknowingly such that it marks a major difference in their functional 

or occupational activities. 

A   B    C   D  

 

 

6. Some people under stressful conditions feel nervousness. 

A   B    C   D  

 

 

7. Some people under stressful conditions feel restlessness.  

A   B    C   D  

 

8. Some people under stressful conditions are worried about the fact that 

they may lose something for e.g., a major attachment figure or an opportunity 

to develop oneself. 

A   B    C   D  

 

 

9. Some people under stressful conditions are often excited such that 

their behaviour tends to change. 

A   B    C   D  
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10. Some people under stressful conditions have palpitations, excessive 

sweating, dry mouth, shivering, and numbness, find themselves unable to 

speak. 

A   B    C   D  

 

 

11. Some people under stressful conditions find pleasure in violating the 

rules of the society. 

A   B    C   D  

 

12. Some people under stressful conditions drive recklessly, involve 

themselves in fighting. 

A   B    C   D  

 

 

13. Some people under stressful conditions often mix their emotions with 

conduct. 

A   B    C   D  

 

 

14. Some people under stressful conditions often remain aloof and 

withdrawn from the social life  

A   B    C   D  

 

 

15. Some people under stressful conditions keep their emotions always 

high which do not allow them to perform their tasks satisfactorily.  

 

A   B    C   D  
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SCORING SHEET FOR ADJUSTMENT DISORDERS 

 

Question   Dissociative Disorder   

Sl No 

 

1, 6, 7, 8, 9, 10  - Adjustment Disorder with Anxiety 

1, 2, 3, 14   - Adjustment Disorder with Depressed  

     Mood 

1, 2, 3, 6, 7, 8, 9, 10, 14 - Adjustment Disorder with Anxiety and 

     Depressed  Mood  

1, 4, 5, 11, 12  - Adjustment Disorder with Disturbance of 

     Conduct 

1, 4, 5, 11, 12, 13, 15 - Adjustment Disorder with Mixed  

     Disturbance of Emotion and Conduct 

   

A -   MAXIMUM SCORE IN THIS CRITERION SHOWS NO SIGN OF 

ADJUSTMENT DISORDERS  

 

B - MAXIMUM SCORE IN THIS CRITERION SHOWS 

MODERATELY AFFECTED WITH ADJUSTMENT DISORDERS 

 

C - MAXIMUM SCORE IN THIS CRITERION SHOWS ACUTE 

PROBLEMS OF ADJUSTMENT DISORDERS 

 

D - MAXIMUM SCORE IN THIS CRITERION SHOWS CHRONIC 

PROBLEMS OF ADJUSTMENT DISORDERS (DISORDER WISE) 

 

SCALES 

 

A : NOT A CHARACTERISTIC OF ME 

B : SOMEWHAT CHARACTERISTIC OF ME 

C : MODERATELY CHARACTERISTIC OF ME 

D : VERY CHARACTERISTIC OF ME 
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SCREENING INVENTORY SCALE 
FOR PERSONALITY DISORDER 

 

Name    : 
 
Age    : 
 
Sex    : 
 
Marital Status  : 
 
Educational Qualification:  
 
Address /Contact Number: 
 
-------------------------------------------------------------------------------------------------------- 
Note: Remember to respond all the items even if you are not completely 
sure.  
Your answers will be kept in strict confidence. Please be honest in 
responding to these statements.   
Remember to tick only one box for each statement on the following 
pages.  
Please work rapidly an do not spend too much time on any one 
statement. 
 
-------------------------------------------------------------------------------------------------------- 
 
1. Do you suspect on every activity of others without sufficient basis and 

you feel that others are exploiting harming or deceiving you? 

 

Always  Often    Sometimes   Rarely  

 

2. Do you have doubts on others loyalty and do not trust on others even 

for your close friends or relatives? 

Always  Often    Sometimes   Rarely  

 

3. Do you not trust others for the fear that they may use the information 

against you and harm you? 

 

Always  Often   C Sometimes   Rarely  
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4. Do you have inner grudges for any one around you? For example not 

to forgive for insults and injuries caused to you by them? 

Always  Often   C Sometimes   Rarely  

 

5. Do you read that any remark against you is a threat to you and you 

often react to it angrily and get ready to counter attack that person? 

Always  Often   C Sometimes   Rarely  

 

6. Do you suspect your spouse or sexual partner for her / his loyalty 

without justification?  

Always  Often   C Sometimes   Rarely  

 

7. Do you wish to remain away from the social set up?  

Always  Often   C Sometimes   Rarely  

 

8. Do you Rarely desire or enjoy any close relationships, including your 

family? 

Always  Often   C Sometimes   Rarely  

 

9. Do you always choose solitary activities? For example to work alone, to 

be away from the social set up?  

Always  Often   C Sometimes   Rarely  

 

10. Do you fear to be with the people? 

Always  Often   C Sometimes   Rarely  

 

11. Do u have no interest in sexual experiences with another person? 

i.e. opposite sex? 

Always  Often   C Sometimes   Rarely  

 

12. Do you derive pleasure from all activities you undertake? 

Always  Often   C Sometimes   Rarely  
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13. Do you wish to spend time with your friends other than relatives? 

Always  Often   C Sometimes   Rarely  

 

14. Are you not interested when someone praises you or criticizes you?  

Always  Often   C Sometimes   Rarely  

 

15. Do you not feel to be attached with someone? For example do you not 

feel that you are emotionally attached to your family?  

Always  Often   C Sometimes   Rarely  

 

16. Do you not care for what may happen to your family or to your close 

relatives? Do you wish to be what you are and remain alone? 

Always  Often   C Sometimes   Rarely  

 

 17. Do you experience ideas from other references for example do you get 

peculiar ideas which annoy others? 

Always  Often   C Sometimes   Rarely  

 

18. Do you experience magical thinking and by which your behaviour also 

tends to change?  

Always  Often   C Sometimes   Rarely  

 

19. Do you have bodily illusions? 

Always  Often   C Sometimes   Rarely  

 

20. Do people around you get the feeling that whatever you say is vague, 

metaphorical over elaborate or stereotyped? 

Always  Often   C Sometimes   Rarely  

 

21. Do you experience excessive social anxiety? For example to be with 

the people and they do not like to be with you which harnesses a negative 

feeling about you within yourself? 

Always  Often   C Sometimes   Rarely  
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22. Do you believe that you have special powers of thought and insight? 

Always  Often   C Sometimes   Rarely  

 

23. Do you commit the same offence and have been treated by the law for 

the same? 

Always  Often   C Sometimes   Rarely  

 

24. Do you think that whatever you are doing is correct and in accordance 

with the law? 

Always  Often   C Sometimes   Rarely  

 

25. Do you feel happy when you perform such act and try to trick around 

the people? 

Always  Often   C Sometimes   Rarely  

 

26. Do you do the acts instantaneously without of much thinking and 

planning? 

Always  Often   C Sometimes   Rarely  

 

27. Are you irritated by the people around you and feel aggressive which 

results in fights and assaults? 

Always  Often   C Sometimes   Rarely  

 

28. Do you feel that you are more powerful and have no fear for your safety 

and nor do care for the safety of the others during your involvement of fights 

and assaults? 

Always  Often   C Sometimes   Rarely  

 

29. Do you remorse for what have you done? 

Always  Often   C Sometimes   Rarely  

 

30. Do you feel that you have Rarely hurt anyone but have done the right 

cause at the right time? 

Always  Often   C Sometimes   Rarely  
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31. Do you drink? Or smoke?  

Always  Often   C Sometimes   Rarely  

 

32. Are unable to control your emotions?  

Always  Often   C Sometimes   Rarely  

 

33. Have you ever been abandoned for your activities? 

Always  Often   C Sometimes   Rarely  

 

34. Do you have constant relationships with your loved ones and with your 

friends?   

Always  Often   C Sometimes   Rarely  

 

35. Do you feel that you are worth nothing doing? And wish to make a self 

identity of yourself? Do you ever have a feeling that who you are and why you 

are? For which there is no answer to you? 

Always  Often   C Sometimes   Rarely  

 

36. Have you ever tried to ruin yourself in any of these areas like spending 

too much, sexual activities, involved in taking drugs, reckless driving and 

binge eating? 

Always  Often   C Sometimes   Rarely  

 

37. Have you got the tendencies of suicide?  

Always  Often   C Sometimes   Rarely  

 

38. Have you ever tried to mutilate yourself?  

Always  Often   C Sometimes   Rarely  

 

39. Do you get anger and experience difficulty in controlling anger?  

Always  Often   C Sometimes   Rarely  

 



 
XIX 
 

 

40. Do you feel uncomfortable in situations in which you are not the centre 

of attention? 

Always  Often   C Sometimes   Rarely  

 

41. Do your interactions often characterize inappropriate sexually seductive 

or provocative behaviour? Do you fantasize with the opposite sex you are 

involved with in the conversation? 

Always  Often   C Sometimes   Rarely  

 

42. Do you rapidly shift your emotions and do not express them? 

Always  Often   C Sometimes   Rarely  

 

43. Do you use physical appearance to draw attention to yourself? 

Always  Often   C Sometimes   Rarely  

 

44. Do you think that your speech has style and people around you feel 

that it is impressionistic and lacking in detail? 

Always  Often   C Sometimes   Rarely  

 

45. Are you easily influenced by others? 

Always  Often   C Sometimes   Rarely  

 

46. Do you consider the relationships are more intimate than they actually 

are? 

Always  Often   C Sometimes   Rarely  

 

47. Do you dramatize your emotions and exaggerate them? 

Always  Often   C Sometimes   Rarely  

 

48. Do you feel shy to be with the people around you and mix with them? 

Always  Often   C Sometimes   Rarely  
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49. Do you avoid occupational activities that involve significant 

interpersonal contact because of fear of criticism, disapproval or rejection? 

Always  Often   C Sometimes   Rarely  

 

50. Do you restraint yourself with intimate relationships because of the fear 

of being shamed or ridiculed? 

Always  Often   C Sometimes   Rarely  

 

51. Do you inhibit new interpersonal situations because of feelings of 

inadequacy? 

Always  Often   C Sometimes   Rarely  

 

52. Do you view self as socially inept, personally unappealing or inferior to 

others? 

Always  Often   C Sometimes   Rarely  

 

53. Are you reluctant to take personal risks or to engage in any new 

activities because they may prove embarrassing? 

Always  Often   C Sometimes   Rarely  

   

54. Do you experience difficulty in making every day decisions without an 

excessive amount of advice and reassurance from others? 

Always  Often   C Sometimes   Rarely  

 

55. Do you need others to assume responsibility for most major areas of 

your life? 

Always  Often   C Sometimes   Rarely  

 

56. Do you face difficulty in expressing disagreement with others because 

of fear of loss of support or approval? 

Always  Often   C Sometimes   Rarely  
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57. Do you have difficulty imitating projects or doing things on your own 

because of lack of self confidence in judgment or abilities rather than lack of 

motivation or energy? 

Always  Often   C Sometimes   Rarely  

 

58. Do you go to excessive lengths to obtain nurturance and support from 

others? 

Always  Often   C Sometimes   Rarely  

 

59. Do you feel uncomfortable or helpless when alone because of 

exaggerated fear of being unable to care for yourself? 

Always  Often   C Sometimes   Rarely  

 

60. Do you urgently seek another relationship as a source of care and 

support when a closer relationship ends? 

Always  Often   C Sometimes   Rarely  

 

61. Are you preoccupied with fears of being left to take care of yourself? 

Always  Often   C Sometimes   Rarely  

 

62. Are you preoccupied with details rules lists order, organization or 

schedules to the extent that the major point of the activity is lost? 

Always  Often   C Sometimes   Rarely  

 

63. Do you show perfectionism that interferes with task completion? For 

example are you not able to complete a project because your standards are 

not met? 

Always  Often   C Sometimes   Rarely  

 

64. Are you excessively devoted to work and productivity to the exclusion 

of leisure activities and friendships? 

Always  Often   C Sometimes   Rarely  
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65. Are you over conscientious, scrupulous and inflexible about matters of 

morality, ethics and values? 

Always  Often   C Sometimes   Rarely  

 

66. Do you not discard worn out or worthless objects even when they have 

no sentimental value? 

Always  Often   C Sometimes   Rarely  

 

67. Are you reluctant to delegate tasks to others or unwilling to work with 

others unless they submit to exactly your way of doing things? 

Always  Often   C Sometimes   Rarely  

 

68. Do you adopt miserly spending style for yourself and others? 

Always  Often   C Sometimes   Rarely  

 

69. Are you rigid and stubborn? 

Always  Often   C Sometimes   Rarely  

 

70. Do you passively resist yourself in fulfilling routine social and 

occupational tasks? 

Always  Often   C Sometimes   Rarely  

 

71. Do you have complains of being misunderstood and unappreciated by 

others? 

Always  Often   C Sometimes   Rarely  

 

72. Are you argumentive? 

Always  Often   C Sometimes   Rarely  

 

73. Do you unreasonably criticize and scorn the authority? 

Always  Often   C Sometimes   Rarely  
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74. Do you express envy and resentment towards those apparently more 

fortunate? 

Always  Often   C Sometimes   Rarely  

 

75. Do you voice exaggerated and persistent complaints of personal 

misfortune? 

Always  Often   C Sometimes   Rarely  

 

76. Do you alternate yourself between aggressive disobedience and 

repentance? 

Always  Often   C Sometimes   Rarely  

 

77. Do you prefer to be quiet? Not willing to say your feelings to others and 

keep things to yourself?  

Always  Often   C Sometimes   Rarely  

 

78. Are you unwilling to proclaim that things happening around you are 

incorrect? For example do you suffer from objecting the things? Like saying 

no to any thing? 

Always  Often   C Sometimes   Rarely  

 

79. Are you self critical, self reproaching and self derogatory? 

Always  Often   C Sometimes   Rarely  

 

80. Do you get pleased by others? 

Always  Often   C Sometimes   Rarely  

 

81. Are you responsible and self disciplined? 

Always  Often   C Sometimes   Rarely  

 

82. Are you preoccupied with negative events and feelings of inadequacy 

and personal short comings? 

Always  Often   C Sometimes   Rarely  
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83. Do you seek sexual pleasure while inflicting pain on others? 

Always  Often   C Sometimes   Rarely  

 

84. Do you seek pleasure in inflicting pain on yourself while performing 

sexual activity? 

Always  Often   C Sometimes   Rarely  

 

85. Do you reach orgasm when you inflict pain to the other person? 

Always  Often   C Sometimes   Rarely  

 

86. Do you feel anxiety and guilt about sex which is alleviated by your own 

suffering and punishment after inflicting pain? 

Always  Often   C Sometimes   Rarely  

 

87. Do you fear that if you do not inflict pain to the partner while performing 

sex the partner will inflict pain on you? And for which you indulge in punishing 

yourself or the partner? 

Always  Often   C Sometimes   Rarely  

 

88. Are you indulged in physical cruelty or violence and extract pleasure in 

inflicting pain on others for no reasons to achieve another goals? 

Always  Often   C Sometimes   Rarely  

 

89. Do you like to humiliate or demean people in front of others and have 

usually treated or disciplined someone unusually harshly especially children? 

Always  Often   C Sometimes   Rarely  

 

90. Are you fascinated by weapons? Tortures? Violence? 

Always  Often   C Sometimes   Rarely  

 

91. Do you get sexually aroused by such activities? 

Always  Often   C Sometimes   Rarely  
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SCORING SHEET FOR PERSONALITY DISORDERS 

 

Question   Personality Disorder  Qualifying Criteria 

Sl No 

 

1 TO 6 - PARANOID    4 OR MORE  

7 TO 16 - SCHIZOID    4 OR MORE  

17 TO 22 - SCHIZOTYPAL   5 OR MORE 

23 TO 32 - ANTISOCIAL    3 OR MORE 

33 TO 39 - BODERLINE    5 OR MORE 

40 TO 47 - HISTRONIC    5 OR MORE 

48 TO 53 - AVOIDANT    4 OR MORE 

54 TO 61 - DEPENDENT   5 OR MORE 

62 TO 69 - OBSESSIVE COMPULSIVE 4 OR MORE 

70 TO 76 - PASSIVE AGGRESSIVE  4 OR MORE 

77 TO 82 - DEPRESSIVE   4 OR MORE 

83 TO 87 - SADOMASOHISTIC  3 OR MORE 

88 TO 91 - SADISTIC    2 OR MORE 

SCALES 

 

ALWAYS - SCORING IN THIS CRITERION TO THE MAXIMUM 

AND MEETS THE QUALIFYING CRITERIA STATED ABOVE IS SUFFERING 

FROM CHRONIC DISORDER. 

 

OFTEN - SCORING IN THIS CRITERION TO THE MAXIMUM 

AND MEETING THE QUALIFYING CRITERIA STATED ABOVE IS ON 

ACUTE PROBLEMS WITH THE DISORDERS 

 

SOMETIMES- SCORING TO MAXIMUM IN THIS CRITERION AND 

SPECIFICALLY MEETS THE REQUIREMENT SUCH AS 4 OR MORE OR 3 

OR MORE IS ON THE THRESHOLD OF GETTING INFLICTED BY THE 

DISORDERS. 

RARELY - SCORING IN THIS CRITERION TO THE MAXIMUM IN 

EVERY CATEGORY LISTED INDICATES NO DISORDER. 
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SCREENING INVENTORY SCALE 
FOR PSYCHOSOMATIC DISORDERS  

 

Name    : 
 
Age    : 
 
Sex    : 
 
Marital Status  : 
 
Educational Qualification:  
 
Address /Contact Number: 
 
-------------------------------------------------------------------------------------------------------- 
Note: Remember to respond all the items even if you are not completely 
sure.  
Your answers will be kept in strict confidence. Please be honest in 
responding to these statements.   
Remember to tick only one box for each statement on the following 
pages.  
Please work rapidly and do not spend too much time on any one 
statement. 
-------------------------------------------------------------------------------------------------------- 
 

Instructions: Use the following scale 
 
A : YES 
B : NO 
 
-------------------------------------------------------------------------------------------------------- 
 
   

1. Have you ever been diagnosed with essential hypertension and under 

 treatment for the same?   

  

 Yes   No   

 

2. Have you ever been diagnosed with bronchial asthma and under 

treatment for the same? 

 

 Yes   No   
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3. Are you overweight and diagnosed for obesity and taking any treatment 

for the same? 

 

Yes   No   

 

4. Have you reduced your appetite intentionally?       

 

Yes   No   

 

5. Have you reduced your appetite for the fear that you may gain weight? 

Yes   No   

 

6. Have you been diagnosed with rheumatoid arthritis and under 

treatment for the same? 

Yes   No   

 

7. Do you have severe head ache followed by vomiting? 

Yes   No   

 

8. Do you experience one sided head ache and find no solution to the 

pain? 

Yes   No   

 

9. Do you have head aches consistently whenever you are stressed? 

Yes   No   

 

10. Have you been diagnosed with diabetes mellitus and under treatment 

for the same? 

Yes   No   

 

11. Do you have difficulties in your initial menses? 

Yes   No   
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12. Have you been diagnosed with premenstrual disorder and under 

treatment for the same? 

Yes   No   

 

13. Do you experience difficulty in menopause and have you been 

diagnosed for menopausal distress and treatment for the same? 

Yes   No   

 

14. Have you been diagnosed with idiopathic amenorrhea and under 

treatment for the same? 

Yes   No   

 

15. Do you have chronic pain and could not resist the pain and under 

treatment for the same? 

Yes   No   

 

16. Have you been diagnosed with immune disorders and under treatment 

for the same? 

Yes   No   
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SCORING SHEET FOR PSYCHOSOMATIC DISORDERS 

 

Question   Personality Disorder  Qualifying Criteria 

Sl No 

 

1   - ESSENTIAL HYPERTENSION   

2   - BRONCHIAL ASTHMA    

3   - OBESITY   

4 TO 5  - ANEROXIA NERVOSA   

6   - RHEUMATOID ARTHRITIS  

7 TO 8  - MIGRAINE HEADACHE  

9   - TENSION HEADACHE   

10   - DIABETES MELLITUS   

11 TO 12  - PREMENSTRUAL DISORDER 

13   - MENOPAUSAL DISTRESS  

14   - IDIOPATHIC AMENORRHEA    

15   - CHRONIC PAIN  

16   - IMMUNE DISORDER     

 

SCALES 

 

YES - SCORING IN THIS CRITERION TO THE MAXIMUM AND 

MEETS THE QUALIFYING CRITERIA STATED ABOVE IS SUFFERING 

FROM PSYCHOSOMATIC DISORDER. 

 

NO - SCORING IN THIS CRITERION TO THE MAXIMUM IN EVERY 

CATEGORY LISTED INDICATES NO PSYCHOSOMATIC DISORDER. 
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HYPNOTIC SPIRAL 
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LIST OF HOSPITALS 
 
 

• Aringar Anna Govt Hospital, Chennai 

• Deendayal Upadhyay College and Hospital, Rajkot  

• Govt Hospital, Porbander 

• Govt Mental Hosptial, Jamngar 

• Guru Gobind Hospital, Jamnagar 

• Institute of Mental Health, Chepauk, Chennai 

• Kilpauk Medical College & Hospital, Chennai 

• NIMHANS, Bangalore 

• Oswal Hospital, Jamnagar 

• Samarpan Hospital, Jamnagar 

• Samvedna Hospital, Jamnagar 

• Shifa Clinic, Melvisharam. Vlr Dist. 

• Station Medicare Centre, AF Station, Jamnagar 
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LIST OF DOCTORS  

 

• Dean of the Medical College, GGH Hospital, Jamnagar 

 

• Senior Medical Officer, SMC, AF Station Jamnagar. 

 

• Dr Arvid Krishna Reddy M.S, Ranjith Hospital, Chennai. 

 

• Dr Girish M.S (Neuro) Padma Nursing Home, Chennai. 

 

• Dr Mubashira B.U.M.S, Gen Physicain,  Aringar Anna Govt 
 Hospital, Chennai. 

 

• Dr Selvam M.D. Prof & Head Dept of Medicine, Kilpauk Medical 
 College & Hospital, Chennai. 

 

• Dr Seema Mubeen BUMS, Gen Physician, Aringar Anna Govt 
 Hospital, Chennai 

 

• Dr Shoiabuddin M.D. Aringar Anna Govt Hospital, Chennai. 

• Dr Manubhai Parmar MBBS.  D.P.M., Prof & Head Dept of 
 Psychiatry, Jamnagar. 

 

• Dr Hitesh Mashru MD, Consultant Psychiatrist, Jamnagar 

 

• Dr Hitesh M.D. Superintendent, Govt Mental Hospital Jamnagar 

 

• Dr Bhavesh M. Lakdawla M.D. Samvedna Hospital, Jamnagar 

 

• Dr R Sathianathan M.D (Psych), D.P.M., M.P.H (USA,), Director, 
 Institute of Mental Health, Chepauk, Chennai. 

 

• Dr B.L. Suwalka M.D. Samvedna Hospital, Jamnagar. 

 

• Dr Parthasarathy M.D. Asst Professor, NIMHANS, Bangalore 

 

• Dr Habib M.D. Aringar Anna Govt Hospital, Chennai. 
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