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Abstract

With the ever increasing number of disasters, personality disorders are inevitable. Personality disorders
manifest in at least ten different ways, and can usually be diagnosed and managed through psychotherapeutic
interventions. The prevalence of these disorders among undergraduate students and the degree to which
counselling therapies offered in universities are able to address them is an information gap this study set out
to fill. The main objective of the study was therefore to evaluate the effectiveness of the counselling therapy
management of personality disorders among undergraduate students with personality disorders in Kenyan
universities. Specific objectives were to examine the nature and extent of the personality disorders, examine
management of counselling therapies and facilities available, and evaluate effectiveness of counseling
services in addressing the personality disorders. Three theories that guided the study were Albert Bandura’s
Theory of Social Learning, lan Pavlov’s Theory of Classical Conditioning and Carl Rogers’ Person-Centred
Therapy that were used to construct a conceptual framework depicting the likely relationship between the
independent and dependent variables. The study adopted an ex post facto and cross sectional survey research
designs in which descriptive and evaluative elements also featured. The target population comprised all
students, Deans of Students, Medical Officers and Counsellors in all universities in Kenya. Using the lottery
method, 4 universities were randomly selected, from which a study sample size of 404 respondents
comprises 384 students, 4 Deans of Students, 12 Student Counsellors and 4 Medical Officers were drawn.
The cluster, random and purposive sampling techniques were used. A pilot study was conducted to ensure
the validity and reliability of the research tools through pretesting/piloting. For validity, content validity was
determined in advance through discussions and consultations with university supervisors and expert
judgment of experienced practitioners in the field of counselling therapy. To ensure reliability of the tools,
testing was done using Cronbach Alpha’s split-half method. Reliability was calculated from the pilot sample
using SPSS and yielded a co-efficient of 0.72, which was deemed reliable as it had met the internal
consistency. Data was collected from both primary and secondary sources (questionnaire, interview
schedule, observation schedule and literature from relevant offices). Quantitative data collected was
analyzed using an online site and the Statistical Package for Social Sciences (SPSS), then Microsoft Excel
and presented in graphs, pie charts, tables, percentages and digital photographs. Qualitative data from key
informants was received in verbatim, transcribed and recorded in themes. Data from observation checklist
was presented in a table and in plates. Findings revealed that there was a high prevalence of personality
disorders (94.8%) among undergraduate students, yet majority (83.6%) had never attended counselling, but
all those who had (16.4%), reported positively on the impact of counselling. This implies that counseling
was effective in helping them to address their interpersonal and emotional problems. The study also found
that 75% of the universities were understaffed with regard to the counsellors, and that counselling rooms
were poorly furnished. The study recommends that undergraduate students are screened for personality
disorders upon entry into university to detect presence of personality disorders and on exit, determine the
effect of therapies offered during the course of their studies. It also recommends that staffing be enhanced in
all Counselling Departments; better furniture be availed for counselling. It is also recommended that further
research be carried out to establish why few undergraduates do not use counseling services.
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ABBREVIATIONS AND ACRONYMS

The abbreviations and acronyms used in this study are as follows:

APA
APA
ASPD
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BPD
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CBT
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Cognitive Behaviour Therapy
Cognitive Therapy
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Dialectical Behaviour Therapy
Dependent Personality Disorder
Diagnostic and Statistical Manual of Mental disorders. 4™, Edition,
Emotional Quotient/Intelligence
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Focus Group Discussion

Great Lakes University of Kisumu
Histrionic Personality Disorder
Interpersonal Therapy

Kenya Defense Force

Kenya National Commission for Human Rights
Millennium Development Goals
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NHS
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PTSD
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WHO
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National Council of Science, Technology and Innovation
National Health Service
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Sustainable Development Goals
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United States Agency International Development

United States International University-Africa
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DEFINITION OF OPERATIONAL TERMS

The following terms have been defined in the context of this study as follows:

Adaptability refers to a continuous or infinite dimension, related to the capacity of a family to

function competently in effecting change and tolerating differentiation of members

Anti-Social Personality Disorder (ASPD) refers to a type of chronic mental condition in which a
person's ways of thinking, perceiving situations and relating to others are dysfunctional and
destructive. People with antisocial personality disorder typically have no regard for right and wrong

and often disregard the rights, wishes and feelings of others.

Conflict refers to competitive or opposing action of incompatibles: antagonistic state or action (as
of divergent ideas, interests, or persons). It also refers to a mental struggle resulting from

incompatible or opposing needs, drives, wishes, or external or internal demands.

Counselling Therapy refers to the non-prophylactic intervention for mental conditions associated
with personality disorders. Specifically, it refers to the counseling strategies in place to assist

undergraduate students within the public university system

Effectiveness refers to the degree to which counselling services are successful in helping students
to manage their personality disorders

Emotional Intelligence refers to the ability to monitor one’s own and others’ feelings and
emotions, to discriminate among them, and to use this information to guide one’s thinking and

action.
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Incidence of a Personality Disorder refers to the annual diagnosis rate, or the number of new
cases of the Personality Disorder diagnosed each year. Hence, these two statistical types can differ:
a short time disease like flu can have high annual incidence but low prevalence, but a life-long

disease like diabetes has a low annual incidence but high prevalence.

Mental Disorder refers to a wide range of mental conditions or disorders that affect one’s mood,
thinking and behavior. It includes depression, anxiety, schizophrenia etc. The term is

interchangeably used with personality disorders.

Personality refers to the set of enduring behavioral and mental traits that distinguish human beings.
Hence, personality disorders are defined by experiences and behaviors that differ from societal

norms and expectations.

Personality disorder refers to an enduring pattern of inner experience and behavior that deviates
from the norm of the individual’s culture. The pattern is seen in two or more of the following areas:

cognition; affectivity; interpersonal functioning; or impulse control.

Sociopath refers to an antisocial person who is callous, irresponsible, egocentric, and impulsive, fails to

learn from experience or punishment, and is without remorse or shame.

Prevalence of Borderline Personality Disorder refers to the estimated population of people who
are managing Borderline Personality Disorder at any given time (that is, people with Borderline

Personality Disorder).
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CHAPTER ONE

INTRODUCTION
1.0 Background to the Study
Personality disorders can be enhanced especially during disasters (Solomon & Green,
1992) as well as conflicts which are inevitable aspects of human life. Often, the social
disruption comes from people afflicted with personality disorders that go undiagnosed
and therefore untreated. Personality disorders are associated with high levels of

dysfunction (Nakao, Gunderman, Philips et al., 1992).

The American Psychiatric Association (APA, 2000) defines personality disorder as an
enduring pattern of inner experience and behaviour that deviates markedly from the
expectations of the individual's culture. This pattern is manifested in the areas of
cognition that is, ways of perceiving and interpreting self, other people and events;
affectivity that is, the range, intensity, ability, and appropriateness of emotional
response; interpersonal functioning; and impulse control. The enduring pattern of inner
experience and behavior, that is, the symptoms usually lead to significant distress or

impairment in social, occupational or other important areas of functioning.

The psychosocial functioning of people with personality disorders can vary widely.
Their history of interpersonal relationships, educational and work history, psychiatric
and substance abuse history indicate marked impairments; significant areas of the
patient’s life, such as intimate relationships or occupational functioning are adversely

affected (Ward, 2004). People with antisocial personality disorder, for instance, are



vulnerable to mood problems such as major depression and anxiety, self-mutilation and

other forms of self-harm, as well as dying from homicide, suicide, or accident.

According to the Diagnostic and Statistical Manual of Mental Disorders, 4th ed. (DSM-
IV, 2000), personality disorders are psychiatric disorders characterized by chronic
patterns of inner experience and behaviour that are inflexible and present across, a
broad range of situations. They have a marked impact on patients’ interpersonal
relationships, and social and occupational functioning, and can even lead to problematic
interactions in the medical setting. Social function is affected by many other aspects of
mental functioning apart from that of personality. However, whenever there is
persistently impaired social functioning in conditions in which it would normally not be
expected, the evidence suggests that this is more likely to be created by personality

abnormality than by other clinical variables (WHO, 1992; Nur, et al., 2004).

The primary goal of universities is to prepare students for successful careers in the
outside world (Boulton and Lucas, 2008). Universities are expected to take care of the
students’ various types of problems, be they physical, emotional, social or family
(Luderman et al., 2000). If students develop emotional problems, they should be
attended to immediately. When for instance, they experience a disaster like the Al-
Shabaab attack on Garissa University that happened in 2015, it is likely that many will
be left emotionally devastated. When Garissa University was attacked, students were in
shock. There was merciless shooting and killing of about 148 people and dozens injured
(Momanyi, 2015; Onyango et al., 2015). Survivors had to run for their life, hide or were

hurt in the process. Some walked through the blood of those who had been killed. Such
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scenes are not easily forgotten and can linger in one’s mind for a long time.(Solomon
and Green, 1992). During such a time after a disaster, individuals are mourning, but as
Math et al, (2015) observe, if grieving goes on for too long, survivors may require
trauma/grief-focused interventions. If the students develop personality disorders, no
matter how severe they are, psychotherapy especially cognitive behavior therapy or

psychodynamic counselling can be used (Gabbard, 2000).

At the end of their studies, the students are expected to emerge equipped both
physically and mentally to play their role of contributing to national development.
While universities expend vast resources to ensure the intellectual aspects of the
students are catered for, their mental and emotional health does not receive as much
attention. The emotional health is impaired by the personality disorders. Yet it is now
emerging that emotional intelligence is just as important as a person’s intelligence
quotient. According to Schutz and Nizieski (2012), emotional intelligence includes the
ability to (i) percecive emotions, (ii) use emotions to facilitate thoughts, (iii) understand
emotional information and (iv) regulate emotions. The authors further assert that
patients with mental disorders have lower overall emotional intelligence and that
patients with depression have problems experiencing positive feelings and pleasure.
Hence they have low emotional scores. Studies also show that depressed patients tend to

be less skilled and attend more to negative emotions ( Schutz and Nizieski, 1997).

The prevalence of personality disorders worldwide is generally below 20% of the
population, and less than 5% for specific disorders. According to Davison (2002), the

management of individuals with personality disorder is one of the most challenging

3



areas of psychiatry, and that patients with personality disorders have multiple and
diverse needs. In Africa, where resources are scarce, medical aid is minimal and poverty
abounds, management of persons with personality disorders during disasters may be
more challenging. Humanitarian assistance, though provided, is usually limited due to

lack of preparedness and awareness.

One reason that personality disorders may not be diagnosed is the misconception that
they are not mental disorders. The World Health Organization defines a mental disorder
as the existence of a recognizable set of symptoms and behaviours, in most cases
associated with distress and interference with social function” (WHO, 1992).
Fortunately, although there are a number of difficulties in managing patients with
personality disorder, their problems are easier to tackle if the patients are properly
assessed, their individual needs identified and an appropriate plan formulated (Davison,

2002).

Ager and Loughry (2004) noted that civil conflict, natural disasters, pandemic disease
and famine continue to place the work of humanitarian assistance high in public
consciousness. Humanitarian agencies have contributed from many disciplines such as
agriculture, engineering, social anthropology and medicine. Unfortunately, there has
been little contribution from psychology. However, Ager and Loughry recommended
cognitive behavior therapy for PTSD, complicated grief for adults and trauma and

depression for youth.



For people affected by poverty or disaster, health is essential to a better future. With
good health, they can attend school, be productive at work, care for their families and
contribute to strong communities. Health is, therefore, fundamental to all aspects of
development. Hence the formulation of the Sustainable Development Goals (SDGSs) to
improve the lives of the people of the UN member states was timely (Derek et al.,
2015). The SDGs are a new set of universal goals and expand on the millennium
development goals (MDGs), which expired in 2015. The SDGs are a new agenda for
sustainable development adopted by world leaders from 193 countries. The new agenda
outlines 17 Sustainable Development Goals (SDGSs) to end poverty, promote well-being
and protect the planet. More importantly, SDG 3 focuses on health: “Ensure healthy
lives and promote well-being for all at all ages.” SDG 3 calls for dramatic and inspiring
achievements, including ending the epidemics of AIDS, tuberculosis, and malaria and
achieving universal health coverage. The SDGs will eventually be part of the global
Health 2035 vision. More relevant to this study are targets 3.4 and 3.5. Target 3.4: By
2030, reduce by one third premature mortality from non-communicable diseases
through prevention and treatment and promote mental health and well-being. Target
3.5: Strengthen the prevention and treatment of substance abuse, including narcotic
drug abuse and harmful use of alcohol. These two health targets for SDG 3 are linked to

mental health of undergraduate students that this study is concerned with.

In Kenya, the health sector forms a key component of the social pillar of Vision 2030,
the other pillars being: Economic, Political and Foundations pillar. The goal of the
social pillar is to develop a population that is healthy and productive and able to fully

participate in and contribute to other sectors of the economy. The World Health
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Organization (WHO) constitution defines health by emphasizing the mental, social and
spiritual dimensions of health. The World Health Organization observes that a healthy
individual is a man who is well-balanced bodily and mentally, and well adjusted to his
physical and social environment (Yach, 1998). The WHO constitution states: “Health is
a state of complete, physical, mental and social well-being and not merely the absence

of disease or infirmity.”

Houston and First (2017) observed that immediately after a natural disaster, it is normal
for people to experience fear, anxiety, sadness or shock. However, if these symptoms
continue for weeks or months after the event, they may result into psychological
problems. The disaster mental health problem studied most by psychologists and
psychiatrists is post-traumatic stress disorder. This can occur after frightening events
that threaten one’s own life and the lives for family and friends. Following a disaster,
people might lose jobs or be displaced from their home. This can lead to depression.
Substance abuse can increase following disasters (Houston & First, 2017). In a study of
Hurricane Katrina, survivors who had been displaced to Houston, Texas, approximately

one third reported increasing tobacco, alcohol and marijuana use after the storm.

In addition, domestic violence increases after disasters. For instance a study indicates
that after Hurricane Katrina among women in Mississippi who were displaced from
their homes, domestic violence rates increased dramatically (Houston & First, 2017).
Houston and First assert that perpetrators may feel a loss of control following the
disaster and turn to abusive behavior to try to gain that control back in their personal

relationships.



The September 11™ 2001 attack on America by al-Qaida terrorist network had the most
extensive impact not only on physical facilities, but more on human beings. Two
American Airlines Boeing 767 crashed into the New York City World Trade Centre
causing a devastating inferno which resulted in the collapse of the structure and killing
close to 3000 people. The emotional effects caused by the September 11 attack were
tremendous. They included: 1,300 orphans created; 20% of people living within one
mile radius from the twin Towers suffering from Post-Traumatic Stress Disorder; 200%
increase in PTSD among Manhattanites post 9/11; about 10,000 of the city’s public

school students suffering from PTSD as a result of 9/11 (Melnik et al, 2002).

Although many disaster survivors show resilience, studies have shown mental and
behavioural health issues cropping up weeks, months and even years after a disaster.
Rebuilding can be a long process. In the case of the 9/11 attack, the nation felt
vulnerable immediately after the attack. However, as time went on, the people
developed resilience. Nevertheless psychological effects still hang on especially for

residents in the immediate environment ((Melnik et al., 2002).

Disaster survivors can be helped after disasters by connecting them to their friends and
by use of mental health interventions such as psychological first aid through community

systems (Houston & First, 2017).

During disasters counseling is provided to victims and survivors in the emergency and
during recovery and rehabilitation. Counselling is a critical therapeutic intervention in

the management of personality disorders which develop. Knowledge of the core
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characteristics of these disorders allows physicians to recognize, diagnose, and treat
affected patients (Ward, 2004). It is a common misconception to think that only
seriously ill or "crazy" people need counseling help. Studies show that over eighty
percent of people can benefit from counseling at some time in their lives. So, it is
normal to need counseling when special concerns or difficult feelings arise. Most
people have a problem with anxiety, depression, stress, relationships, et cetera at some
point in their life. Counseling provides a special setting in which individuals learn about
themselves, thereby enabling them to be more effective in their relationships with others
and with themselves. There are different types of therapies available to address the
disorders, based on the preference of the counsellor and the situation. These are
Behavior therapy, Cognitive therapy, Dialectical behavior therapy (DBT), Interpersonal

therapy, Psychodynamic therapy, and Family therapy.

Short-term or brief approaches emphasize a narrow focus on a specific problem or
issue. Treatment is limited from ten sessions to six months. Behavior therapy focuses
more on specific behaviors (than underlying causes) and emphasizes concrete
techniques to change those behaviors. Cognitive therapy uses techniques designed to
alter the way a person thinks about themselves and their situation in order to make their
thinking more adaptive. Psychoanalytic/Psychodynamic therapy uses the (‘transference’)
relationship between the therapist and client as the focus of treatment (Margolies,

2013).

Underlying emotional issues which are left over from childhood relationships with

parents are reworked in the relationship with the therapist. More than one meeting per
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week is often needed. Gestalt therapy focuses on the client's 'here and now' experience
(rather than on the past) and uses a variety of techniques to promote awareness of and
contact with aspects of experience and of the self which have been suppressed.
Humanistic approaches emphasize the real relationship between the therapist and client,
while couples/marital therapy focuses on problems in a marriage or other love
relationship by improving partners' understanding of each other's needs, facilitating
communication and exploring unstated assumptions about the relationship (Brown,

Comtois & Linehan, 2002).

Owing to its impact on personality disorders, Cognitive Therapy has been used a lot in
counselling. Freeman (1983) defines it as a relatively short-term form of psychotherapy
which is active, directive, and in which the therapist and patient work collaboratively.
Freeman argues that the goal of therapy is to help patients uncover their irrational and
dysfunctional thinking, reality-test their thinking and behavior, and build more adaptive
and functional techniques for responding both inter and intra personally. According to
Freeman (1983), the goal of cognitive therapy is not to ‘cure’, but rather to help the
patient develop better coping strategies to deal with his or her life and work. By helping
the patient uncover his or her irrational or dysfunctional belief systems, the cognitive
therapist sets the model for patients to continue this process on their own. Mental health
services all have considerable experience of dealing with patients with personality
disorders. Many patients receiving psychiatric services suffer from a personality
disorder, although relatively few are explicitly being treated fo