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SUMMARY

Multiple personality disorder, a condition in which
the patient has alternating personalities manifest-
ing in his body at different times, has been known
over the ages. It was, however, considered rare
until quite recently when increased attention has
led to an upsurge of the diagnosis. In spite of the
increase in the rate of diagnosis doubts exist as to
the reality of the condition with some authors
thinking it is only a production of the clinician. In
Ghana the condition has previously not been re-
ported. Two cases are reported here alongside a
review of the literature to show the trend in the
discussion on the diagnosis and to support the ex-
istence of the condition as a true and valid noso-
logical entity. Both patients were females. There
was no history of childhood abuse. Traumatic ex-
perience in adulthood was, however, elicited in
both cases. One had four alters while the other had
two. One case responded to short-term psycho-
therapy, anticonvulsants and antidepressants. The
other decfaulted before treatment could begin. It is
concluded that multiple personality disorder is a
genuine diagnosis which requires the consideration
of clinicians.

Keywords: Multiple personality disorder, dis-
sociative identity disorder, dissociative disor-
der.

INTRODUCTION

Multiple personality disorder (MPD) is a condition
in which the patient shows multiple identities as if
he possesses two or more selves at different times
in the same body. These selves have cach its own
characteristic moods, memories and behavioural
repertoire”. This has been known since long, ap-
pearing in the literature as far back as 1800 to
date’. Yet even today there is still a lot of skepti-
cism as to whether MPD really exists as a true
nosological entity®’. Sometimes the argument as to
its existence has been reduced to mere belief or
disbelief®. In our part of the world cases of posses-
sion and trance states, just as multiple personality
disorder, are not likely to report to the hospital, yet
they are recognized phenomena in psychiatry’.
Most of such cases in our culturc would land at the
prayer camps, church houses and traditional heal-
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ing centres even as other psychiatric conditions
find themselves at these centres®. The possession
of the traditional healer and the phenomenon of
deliverance at the churches and the prayer camps
are dissociatve states. Our environment is a highly
religious and, one may say, superstitious one, and
we daily confuse superstition with religion where
we see a lot of things in superstitious context, thus
a lot of these phenomena will fall outside the cases
we see at the hospital.

In this paper we report of two cases of MPD seen
at the consulting room within a week period and
we use them to support the argument that MPD is
a clear nosological entity in psychiatry which has
to be distinguished from other cases like border-
line personality disorder. The literature is also sur-
veyed for discussion on this interesting diagnosis.

CASE 1

This was a 52-year old trained teacher Madam EA,
a second wife and a mother of two, a girl and a
boy. EA accompanied her husband and their 18-
year old daughter who was a patient we were see-
ing for the first time. The patient (the daughter)
was reporting with severe headache and fits of six
months duration. The examiner was physically
examining the patient who had a high blood pres-
sure of 190/130mmHg (for an 18 year old girl!)
when EA, sitting close to the consulting table,
suddenly stared blank and began to tremble in the
right arm. This examiner tapped her on the shoul-
der and asked what was happening. The following
discourse then ensued:

EA: (in an anxious tone) Please doctor, I have
something to say

Examiner: Carry on

EA: “Don’t worry about the girl’s condition. It is
not an illness for the hospital. It is a spiritual prob-
lem. Don’t you realize the ‘blood has gone too
high for her?’ I caused it. [ do not want her mother
to continue marrying my father (Pointing to the
patient’s father sitting by)”.

The examiner, at this stage figuring out what
might be happening, dismissed the patient (the
daughter) and urged the discourse (with EA) to
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resume demanding to know the identity of the
speaker: ,

EA: “ T am Mr. K, also a teacher, and EA is my
step-mum. My mother is the elder wife and I want
EA to leave the marriage. My father has been
spending too much on EA and her children but my
father ignores my advice. I therefore took the girl
to a traditional shrine so I am the spirit of the
shrine talking to you now. I have been following
them wherever they go”.

At this stage the examiner tried to do amytal test
(drug-assisted interview) but the alter (the sup-
posed Mr. K.) protested saying EA is not sick and
does not require medication, and that when he Mr.
K was through he would leave EA. The examiner
obliged and asked ‘Mr. K’ to leave. EA then sud-
denly stared blank again and trembled in the right
arm, oblivious of the environment for a few sec-
onds and then rubbed the face, looked around her
and asked in a soft tone ‘where is my daughter?’
When asked what had just happened she had no
memory of it. The husband confirmed that Mr. K.
is his son by his first wife who is still in marriage,
that the two women do not get on very well as
rivals, that Mr. K. had actually suggested to the
father that he divorced EA, that EA had been get-
ting these attacks at least six times a day for six
months and that they were worried about not hav-
ing a solution in spite of being at various prayer
healers. EA denied ever being sexually abused as a
child. We recommended EA to be put on treatment
by us. We, however, referred her daughter for fur-
ther treatment, after laboratory investigations con-
firmed a diagnosis of Acute Glomerulonephritis
with severe hypertension. EA has since not re-
ported.

CASE 2

This was Miss HE, a young lady of 23 years, sin-
gle and a secretary by profession. She reported
with an elder sister a week after Case 1. Miss HE
had ‘been seen a month earlier by another col-
league. Her complaints were that for one year three
different voices at different times spoke through
her. They had tried several prayer healers without'
success as the voices kept coming almost every
thirty minutes. She had thus not been going to
work. One voice claimed to be her maternal aunt
(MA), one a prospective mother-in-law (PM). and
the other the girlfriend (GF) of her fiancé. GF was
allegedly an Ashanti while HE is a Fanti who is
not fluent in Asante-Twi, the dialect of Ashantis.
(This examiner conversed with her in Asante-Twi
and was convinced that she was not fluent in the
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dialect). During the manifestation of GF, however,
HE spoke pure, fluent and impeccable Asante-Twi.

Psychosexual history revealed that HE had met a
young man who had returned from Holland on
holidays. Denying having any wife or girlfriend,
the man promised to marry HE. He introduced HE
to his father but not to the mother, and he would
not explain why he avoided the mother. HE intro-
duced him to both parents who accepted him. No
sooner had he returned abroad than HE began to
get phone calls from Holland, from a lady (call her
GF) claiming to be his girlfriend and fiancée. She
insulted and threatened HE and warned her to stay
away from him. Two weeks after that HE began to
have the experiences recounted, the first of which
was at a funeral.

While being interviewed on the first day of our
seeing her, HE suddenly stared blank, oblivious
and trembled all over the body. She then talked
faster than her rate and identified herself as MA
saying ‘I will never agree; the marriage will be
over my dead body. I shall not sit there for her to
be taken abroad. I am in league with PM and GF to
prevent this marriage.” Asked to call the other two,
she said PM would never come but GF would re-
spond. HE then stared again and trembled and an-
other voice, this time in pure Asante-T'wi, spoke
identifying herself as GF. She confirmed that she
was the girlfriend and HE should keep off. When
she was done, again blank staring, oblivious and
trembling , HE came round without any memory
of what had happened.

HE denied any history of sexual abuse in child-
hood. She claimed she had now taken her mind off
the boyfriend following these occurrences. We put
her on insight-oriented therapy and antidepressants
of 50mg amitryptiline nocte. She had earlier been
put on carbamazepine by a colleague as seizure
disorder. On reviewing the diagnosis we tailed off
the carbamazepine. The insight oriented therapy
consisted of detailed explanation to her of the
workings of the mind, unconscious motivation,
and giving her literature and vignettes to read on
the condition. Within one month the attacks had
completely subsided. Electroencephalograph re-
quested, however, came out with changes of tem-
poral lobe epilepsy. We therefore re-introduced
carbamazepine. She has been followed up for
seven months without any attack. The amitryp-
tiline has been tailed off but the carbamazepine
will continue for at least two years till repeat EEG
traces normal. Medication will then be tailed off.
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DISCUSSION

Multiple personality disorder (MPD) is a rare dis-
sociative disorder in which two or more personali-
ties, each complete with its own distinct memories,
behaviour and preferences, occur within an indi-
vidual, with only one of them evident at any time’.
The distinct personalities are called alters.” The
taking over of an alter is sudden and often dra-
matic, and the personalities may have their sepa-
rate names and even physiological requirements
like one wearing glasses and the other(s) not. Di-
agnostic and Statistical Manual, fourth edition
(DSM-1V) calls the condition Dissociative Identity
Disorder. '’

Early descriptions of MPD included those by Mor-
ton Prince'' and the examples in The three faces of
eve by Thigpen et al'>. The condition was consid-
ered rare until 1957 since when interest in it has
burgeoned and unprecedented number of diagnosis
have been made and reported™. The inclusion of
the diagnosis in Diagnostic and Statistical Manual,
third edition (DSM-III) sparked off the upsurge of
interest.”” The literature of the 1980°s and 1990°s
actually shows a proliferation of the condition,
largely in North America,' to the extent that in
one study in North America researchers were able
to interview 102 patients of MPD at four centres"’.
The proliferation has been so much that it has been
argued that it can no longer be considered rare".
Prevalence as high as 2.4 to 35% has been quoted
for the condition in different psychiatric settings'®
and 1% of adult population'®. Some authors even
think it is under-diagnosed'” as it may be missed,
particularly in children'®,

But the decade of proliferation was also the decade
of skepticism about the condition, with some au-
thors describing the condition as a psychiatric mis-
adventure®, others still as iatrogenic or a manufac-
ture’. Mai reduced the question to whether practi-
tioners believed in the condition or not.'” The au-
thor found that 27.8% of psychiatrists who re-
sponded to the questionnaire doubted its existence,
and concluded that there is split of opinion about
the condition. Merskey even thinks that diagnosing
MPD is simply a misdirection of efforts which
hinders the resolution of real and serious psycho-
logical problems of the patient’. Yet another au-
thor thinks advocates of MPD are influenced by
their own sub-cultural beliefs rather than any ob-
jective existence of the condition®.

Notwithstanding these criticisms there have been
remarkable consistency in the presentation of the
condition over time as found by Goff and Simms
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when they surveyed the literature from 1800 to
date.?

Authors like Putnam have poignantly defended the
diagnosis by arguing that the repeated replication
of a core clinical phenomenology demonstrates a
construct validity equal to, or superior to, that of
accepted codified diagnoses, that both construct
and discriminant validity of the diagnosis are sup-
ported by the ability of several independently de-
veloped diagnostic instruments to blindly dis-
criminate MPD patients from non-dissociative
disorder patients with high rates of accuracy, and
finally MPD manifests a historical validity absent
in most modern era diagnoses”’. MPD has previ-
ously not been reported in Ghana in the knowledge
of the present author.

Uncommon as MPD generally is, it is even rarer to
have more than two alters. Our second case had
four alters. Both patients in our report were
women and this follows the known pattern of the
disorder being much more common in women>*.
It occurs mostly in late adolescence to early adult
life. One of our patients was in her twenties con-
forming to the pattern whereas the other was in her
early fifties, an infrequent age group for MPD.

As with all dissociative disorders, the fundamental
mechanism underlying MPD is unconscious psy-
chological dissociation — mental elements are dis-
sociated or fragmented. However, unlike other
dissociative disorders in which the dissociated
mental elements remain fragments of an intact
unitary personality, here these elements reunite
into well structured, integrated and organised
complexities as separate, complete and autono-
mous functioning personalities as though different
individuals occupying the same body at different
times. The new personality is often strikingly dif-
ferent from the patient’s normal personality; one
may be introvert and the other extrovert. The dif-
ferences may even include physiological changes
in one alter not found in another alter, eg EEG
changes and temporal perfusion in regional cere-
bral blood flow changes in one alter which are
absent in the other; different reading glasses pre-
scriptions and different intelligence quotients

(1Q’s)>.

The dissociation, as with other dissociative syn-
dromes, serves as a psychological defence mecha-
nism to block out painful conscious awareness of
unpleasant mental contents. These disturbing con-
tents might be socially unacceptable fantasies as-
sociated with aggressive sexual drives or emotion-
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ally traumatic experiences, like rape and sexual
abuse'*. Rose et al found among 102 patients with
MPD that 90.2% had a history of childhood sexual
abuse, 82.4% had been physically abused in child-
hood and 95.1% had had either or both forms of
abuse, and 50% had been abused before age five
years'’. Childhood abuse, physical or sexual,
seems a very important common factor in all or
most cases of MPD?. One author sees MPD as a
defensive altered stated due to autohypnosis which
promotes repression and dissociation, and that this,
depending on the degree of integration of the ego,
results in disturbances of alertness, awareness,
memory, and identity. In that article the author
presents four vignettes which illustrate a transient
hypnoid state.?*

Some authors have argued that the fact of child-
hood trauma has been overplayed,** though most
of these authors, interestingly, are those who do
not accept the diagnosis as a valid nosological en-
tity. We did not elicit sexual abuse or childhood
physical abuse in any of our patients, but both had
events sufficiently worrying and emotionally
traumatizing as adults. Miss HE had been deceived
by a fiancé who had raised her hopes of being mar-
ried and taken abroad, assured her he had no other
girlfriend, only for his girlfriend to threaten her on
the phone. She also had an aunt whom she already
perceived as not being favourably disposed to-
wards her, and saw her as being jealous of her rela-
tionship. The other, Ms EA, is a second wife and
felt insecure in the marriage. Her stepson had the
audacity to talk harshly to her on one occasion and
asked the father to divorce her, thereby deepening
her feelings of insecurity. All these would be
traumatic enough to serve as a basis for dissocia-
tion in a person who is already suggestible.

The disorder may have an organic basis in the cen-
tral nervous system.7 Furthermore electroen-
cephalpgraphic changes of temporal lobe dys-
rhythmia in some patients with this condition sug-
gest temporal lobe epilepsy as contributing in
some cases.” This is further supported by the fact
that there are reports that carbamazepine is useful
in some cases.” One of our cases actually had EEG
changes of temporal lobe epilepsy and car-
bamazepine was added to the treatment.

The clinical picture is unmistakable if a patient is
seen when an alter is taking over the body, for it is
a dramatic phenomenon. The transition is sudden
with often the patient staring blank and might, as
in our case, tremble. The new alter begins to be-
have and talk in a very different manner and claim
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different names. The personalities may have am-
nesia for one another, though in a few cases one
alter may be aware of the other(s). The appearance
of an alter may be spontancous as in our first case
or precipitated on demand as in our second case:
we could ask one alter to call another alter. This
may have been so in this case because the three
strange alters were supposedly in league. The dif-
ferences in the alters may be very remarkable with
fundamental physiological differences including
optical differences™?’.

MPD could be confused with other dissociative
disorders like psychogenic fugue and psychogenic
ammnesia. Those dissociative disorders, unlike
MPD, lack a shift in identity. Schizophrenic illness
is another differential but formal thought disorder
and social deterioration, among other schizo-
phrenic symptoms, will distinguish between them.

These two conditions may also be distinguished
using diagnostic tools like Structured Clinical In-
terview for DSM-IV Dissociative Disorders
(SCID) as MPD patients score consistently
higher.® An obvious secondary gain should arouse
suspicion in malingering. Borderline personality
disorders could also behave in a bizarre confusing
fashion but the alternating personalities of MPD
will be missing. Marmer and Fink have outlined a
comparison between these two conditions showing
their aetiologic and clinical similarities and differ-
ences.”’ Temporal lobe epilepsy (TLE) is a signifi-
cant differential. Again the tell-tail alternating per-
sonalities in MPD will help to make out the differ-
ence. MPD may still have EEG changes of TLE as
explained earlier and here we suggest that the pre-
dominance of the clinical picture should determine
the primary diagnosis.

There are other culturally relevant syndromes to
distinguish. The fact that MPD could confuse with
possession and trance disorders in the dissociative
spectrum is recognized*®*'. Verbal reports during
deliverance in Pentecostal worship indicate that
the ‘spirit’ being exorcised may speak through the
‘possessed’ body as though an alter. If this lasts
only during the deliverance session and does not
recur to intrude in the person’s secular life, then by
definition this is not MPD’. It may be a possession
state and not a disorder. Ferracuti et al seem to
support this view in their study of ten patients who
reported of demon-possession and yet maintained
normal social functioning®. Similarly, personal
knowledge of Akan culture shows the pervasive
belief that during funerals one may be ‘possessed
by the spirit of the dead’ to direct him in an unfin-
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ished business of the deceased. Again if this does
not outlast the funeral and does not interfere with
the person’s life, this is not MPD. Traditional
priests also go through possession states when they
seem to have been temporarily taken over by other
beings. This author has witnessed these priests in
full flight and recognized it as possession state. It
is trance state when they seem to have altered con-
sciousness and possession state when conscious-
ness is clear. Both are non-pathological and hence
not MPD.

MPD starting early in life tends to have worse
prognosis and recovery is generally incomplete.
Our second case, however, improved completely
with no recurrence in the seven months of follow-
up when earlier she had been having the attacks
almost every thirty minutes everyday for one year.

For treatment, extended psychotherapy is recom-
mended as the principal technique, with the aim of
merging the alters into a stable single personality.
Even so some authors have doubted the cost-
benefits of such an extended therapy given the fact
that psychotherapy may need to be extensive™.
The alters may be explored in hypnosis or drug-
assisted interview for traumatic memories and to
facilitate cathartic expression and communication
between the alters. Antidepressants and anxiolytics
may be used as adjuvants to psychotherapy, and
anticonvulsants may also help in some cases. Qur
second patient responded remarkably to psycho-
therapy, antidepressants and anticonvulsants (car-
bamazepine) and our psychotherapy did not have
to travel beyond two months. We think that for the
patient who is capable of understanding, insight
therapy offers the patient an understanding of what
is happening and enables her to contribute towards
her own recovery. Other authors have recom-
mended hypnoplay therapy to help uncover hidden
secrets of the patient for a resolution and to help
the patient to complete developmental periods that
were curtailed in the psychopathogenesis.™

CONCLUSION

As Putnam shows, the fact that certain core clini-
cal features have been consistently demonstrated
in all the cases described over time, among other
reasons, is a confirmation of the validity of the
disgnosis. Two cases of MPD have been described
in this study which are consistent with the typical
phenomenology of the condition. Childhood abuse
may not always be elicited but some traumatic
experience even as adult may be present. Anticon-
vulsants and antidepressants may be tried in addi-
tion to psychotherapy.
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