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Abstract

Mesopotamia is the Greek name of the land between the two great rivers Tigris and
Euphrates which constitute present-day Iraq. It was the cradle of major early
civilizations in human history. It was in 3200 BC and in Uruk in southern Iraq that
the first text was ever written. From then till the birth of Christ the ancient Iraqis
kept almost half a million cuneiform tablets.

Several thousands of these tablets covered medical texts. These medical text were
mainly consisting of handbooks and collection of prescriptions. Some of these
medical text contained information on the diagnosis and treatment of psychiatric
disorders. I have tried to explore the psychopathology detailed in these text to
compare with current diagnostic practices in Psychiatry.
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Book Review

Mad in America

(Bad Science, Bad Medicine, and the Enduring Mistreatment of the Mentally ILL)

By Robert Whitaker, published by perseus publishing in USA, 2002
The writer is a journalist whose articles on the mentally ill and drug industry have won
several awards, Including George Polk award for medical writing, and the National
Association of Science Writers award for best magazine article.
The book is three hundred pages of medium size, divided in four parts, part one: The
original Bedlam (1750-1900) in 40 pages, in which he describes the wards of Pennsylvania
Hospital that was opened in 1756, by physicians who carried the ideas from Great Britain,
Mr. Whitaker is very critical of the way the patients were described, and the claims of the
doctors at the time that they could cure 9 out of 10 patients, by drowning, bleeding,
freezing and exhaustion, with the intention to protect the society, the writer is wandering
about the better prognosis of Schizophrenic patients in the third world countries, that is still
standing until today.
Part two: the darkness era (1900-1950) in one hundred pages, in which he criticize the
Mendelian Madness, and the Compulsory sterilization of the severely mentally ill, insulin
therapy, electroshock and prefrontal lobotomy.
Part three: Back to Bedlam (1950-1990s) 110 pages in 5 sections, started with the
introduction of chlorpromazine and the phenothiazines that were supposed to be
insecticides in the nineteenth century.
Mr. Whitaker went on to describe the side-effects of neuroleptics, and the era of drug
industry that started to control medicine and science, he is very critical of the clinical
studies and FDA approval system, he cited several patients report of their experiences, and
criticize president kennedy move towards moral and community treatment, in fact as a
clinical psychiatrist, I would agree with some of his comments, but definitely not with the
notion that nothing is good about psychiatry and psychiatric treatment, in some statements
his hostility reaches a pathological intensity, but nevertheless every psychiatrist should be a
ware of such views that could be shred by decision makers, patients and their families.
Part four: Mad medicine today (1990s-present) fifty pages started by statements made by
the American joint commission on mental illness and mental health 1961. (This is a field
where fads and fancies flourish, Hardly a year passes without some new claim, for
example, that the cause or cure of schizophrenia has been found. The early promises of
each of these discoveries are uniformly unfulfilled, successive waves of patients habitually
appear to become more resistant to the newest “miracle” cure than was the group on which
the first experiments were made). The rest of this part carries very harsh criticism of
atypical neuroleptics and consider the whole story of atypicals specially risredonce is a
Jjoke.
This book has brought out a lot of the antipsychiatry movement on the surface specially in
USA, one would not agree with everything he said, but [ am sure it is a valuable reading for

everybody interested in mental health.
Walid Sarhan




SSKI’s and Organic Personality Disorder

Discussion

SSRI.s have been used in the treatment of
patients who developed irritability and
aggression following closed head trauma’
Sertraline has been shown to be effective in

the treatment of impulsive aggression in
patients with personality disturbances’. It
has been claimed that the effectiveness of
Sertraline can be explained by the sedative
effect of the drug*’.
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Case Report

Specific Serotonin Reuptake Inhibitors in Organic

Personality Disorder
Ros' Leszek MD
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Introduction

It has been found that a significant
improvement in personality disturbances of
paranoid personality, borderline personality
and avoidant personality types, as a
response to SSRI specially Sertraline’. The
serotoninergic disturbed functions with the
central nervous system could be the basis
of impulsive aggression and self
destructive behaviour expressed by patients
with personality disorders’. Several studies
have shown good response to SSRIs .
Specially  irritability and aggression
developed as consequence closed head
trauma?, This result were replicated by
others'’.

The case

Male patient J.S. aged 37 years. At age
23,he was involved in a car accident and
sustained a serious head injury which he
never received any psychiatric treatment .
He was hospitalized and was unconscious
for 48 hours. Brain concussion and
contusion were then diagnosed although his
CT scan and MRI were normal,
conservative treatment was given for two
weeks His birth and milestones were
uneventful, family and schoo! life were

127

good, after school he worked in a bank
happily until now. Fourteen years later the
patient developed personality changes as
confirmed by the author, Mr.S became very
irritable verbally aggressive, which has
influenced his psychosocial adaptation
badly.

The psychiatric evaluation of the patient
revealed personality disorder of post-
traumatic type. This diagnosis was
confirmed by testing the patient' by the
Swedish version of structured clinical
interview for personality disorders, also the
diagnosis was confirmed with partially
structured open scale of aggression’.
According to DSM-III -R criteria the
diagnosis of personality disorder was
confirmed, No other diagnosis on axis [ on
. No family history of psychiatric disorder.
Laboratory investigations were within
normal including ECG , neurological
examination was free, EGG showed sharp
wave activity and intermittent scattered that
waves . The patient was treated with
individual psychotherapy and Sertraline up
to 75 meg 1 with satisfactory remission of
the symptoms.



16. Wenar,

17.

Fahad Abdullah Addelaim

C. Kerig,  P.
Developmental Psychopathology:
From Infancy through Adolescence.
Boston: McGraw Hill Companies, Inc.
(2000).

Spielbergers, C. D. and
Katzenmayer, V. G.. Manifest
Anxiety Intelligence and college
grades: Journal of Psychological
Abstracts (1974).

and

18- Agha, K. W.: Anxiety and Educational

Achievement  Among  Elementary
Schools  Students:  Journal  of
Damascus University (1988). July.
Vol.14.Pp.9-37.

19. Kadhem, W.: Anxiety and Educational

Achievement:  Comparative  study

Fahad Abdullah Addelaim

Education - King Saud University - Riyadh.
KS.A

20.

21-

Between Male Intermediate and
Female students in U.A.E. Journal of
Damascus University (1973).
Humanistic Sciences. Vol.4. No.14.
Vivona, J. M.: Parental Attachment
Styles of Late Adolescents: Qualities
of Attachment Relationships and
Consequences for Adjustment. Journal
of Counseling Psychology (2000).
July, Vol.47, No.3, Pp.316.

Chang, L; Schwartz, D.; Dodge, K,
McBride-Chang, C.: Harsh Parenting
in Relation to Child Emotion
Regulation and Aggression.
Leichang@cuhk.edu.hk. (2002).

Associate Professor - Department of Psychology College of



Anxiety and Parental Treatment Styles

il i)y s gill e 228 ALy Al ll il 6 guia

References
American  Psychiatric  Association:
Diagnostic and Statistical Manual of
Mental Disorders (DSM-1V).

Washington, D.C. (1994).

Englar, B.: Personality Theories: An
Introduction: 2™ Ed.  Boston.
Houghton Mifflin Co. (1985).

Freud, S.: Collected Papers: Case
Histories. Volume#3. New York. Basic
Books, Inc. (1959).

Horney, K.; Our Inner Conflicts. New
York. Norton co. (1945).

Baumrind, D.: The Influence of
Parenting  Style on  Adolescent
Commpetence and substance use.

Journal of Early Adolescence (1991).
Vol.11, (1) Pp. 56-95.

Rapee, R.: Potential role of child
rearing practices in development of
anxiety and depression. Clinical
Psychology Review (1997). Vol.17,
Pp. 47-67.

Flannery-Schroeder, E. C. and Kendal,
P.C.. Group and Individual Cognitive
Behavior Treatments for Mouth with
Anxiety Disorders: A Randomized
Clinical Trial. Cognitive Therapy and
Research (2000), 34, Vol.3, Pp. 251-
178.

McClure, E.B.; Brennan, P.A_;
Hammen, C. and LeBrocque, RM.:
Parental Anxiety Disorders, Child
Anxiety Disorders and the Perceived
Parent. Journal of Abnormal Child
Psychology (2001). Feb, Vol.29 Pp.l-
12,

Al Suwaigh, S.: Common Children
Problems and Some  Parental

125

10.

11.

12.

14.

15.

Treatment Styles. Journal of Arts and
Humanistic ~ Sciences.  Al-Menia
University (1997). Jan, Vol.23. Pp. 11-
56.

Attahan, M.: The relationship between
parents’ attitude and the anxiety of
their sons. Journal of the United Arab

Emirates University. College of
Education (1991). Vol.6, No.b,
Pp.291-351.

Ashara'ah, H.S.: Parental Rearing

Styles and Trait Anxiety Among
College Students. Journal of King
Saud University: Educational Sciences
and [slamic Studies (1) (2000). Vol.12.
Pp.125-150. :
Salama, M.: Perceived Parents
Acceptance-Rejection and Personality
Disposition Among College Students
in Egypt. The Egyptian Journal of
Mental Health (1987). Vol.27, Pp.
145-163.13.Crick, N. and Ladd, G
Children's Perception of their peer
experiences: Attribution, Loneliness,
Social Anxiety and Social Avoidance:
Developmental  Psychology (1993).
Vol.29, Pp. 244-254.

Morsee, K.: The Relationship of some
Personality Traits in Adolescence With
the Perceived Parental Treatment.
Kuwait  University, Educational
Journal (1988). Vol.15, No.4, Pp.271-
303.

Settler, J. and Brandon, B.: Early
recollections related to anxiety and
introversion-extraversion. Journal of

Counseling Psychology (1967). Vol.31
(1) Pp.107-115.



Fahad Abdullah Addelaim

The probable explanation of this result can
be summarized into three points:

1-

This result supports the findings of
previous studies'®'”'®; which showed a
negative correlation between anxiety
and academic achievement. Anxiety in
this case represents a painful conscious
experience, which may develop by the
student's perception of academic
performance and  parental  high
expectations as a threat to his self-
efficacy.

For the excellent students the results
were in general consistency with the
findings of many studies '>'"'®, which
affirm the theoretical trend that low
level of anxiety in students reflects
positively on their achievement at
school. Students who have good
parental treatment at home exhibit a
higher degree of relaxation and
reassurance, which are needed to
perform well in schools or other fields
for that matter.

In regard to the weak students it was
surprising to the researcher to find out
that there was a positive correlation
between low anxiety and low academic
achievement which contradicts the
mainstream  in  educational  and
counseling psychology. However, in

spite of the fact that this group
represents a small portion of the study
sample (7%) it is possible to say that
these weak students may have
experienced a great deal of sustainable
maltreatment by their parents to the
extent that they exceeded the threshold
needed to maintain some levels of
objective anxiety to motivate and
stimulate these underachievers to have
an accepted academic performance in
school and self-worth at home. In light
of the findings of the present study
some recommendations could be
drawn as follows:

An increase in quantity and quality of
school counselors is needed to help in
the  development  of  specific
educational and counseling programs
and services to fulfill the guidance and
counseling needs of the adolescents.
School counselors must implement
preventive and therapeutic techniques
that enhance the students’ abilities to
cope with stress and anxiety.

School counselors could  coordinate
efforts to educate parents on the
characteristics and modes of child
rearing, treatment and socialization of
children and adolescents.
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Anxiety and Parental Treatment Styles

Discussion

The results of the current study will be
discussed with reference to the findings of
other studies. The resuits of the present
study lend support to previous studies’
findings indicating the importance of the
parental  treatment styles in  the
development and maintenance of anxiety in
adolescents.

Testing the first hypothesis revealed a
significant positive relationship between
anxiety and the parental style of cruelty.
This result supports the findings of AL-
Suwaigh's study, which showed that
parents who practiced cruelty with their
children resulted in the creation of many
psychological disturbances and behavioral
problems.

Consistent with Wenar and Kerg's (2000)
study findings, examining the relationship
between anxiety and overprotection, it was
found that the occurrence of anxiety among
students has been significantly correlated in
a positive way. The premise here is that
parental overprotection results in the
individual becoming less self-dependent on
therefore would lack the skills needed to
deal with new experiences that may lead to
anxiety. Rape (1997) pointed out that many
studies dating back to the 1950's found that
parents of anxious children had practiced
control and overprotection.

Also, the findings revealed a significant
positive relationship between the parenting
style of negligence and the existence of
anxiety in their adolescent sons. This result
agrees with Attahan's (1992) study findings
about the role of parenting negligence in
the development of anxiety among
youngsters. Also, consistent with this,
Viovona (2000) concluded in his study of
parental  attachment styles of late
adolescents  that  securely  attached

123

adolescents manifested uniformly positive
attachment and low levels of anxiety and
worry compared to insecurely attached
adolescents.

In regards to normal treatment it was
revealed that there is a significant negative
correlation between anxiety and the fathers'
normal treatment. Therefore, it is expected
that the levels of anxiety will be decreased
with the son’s perception and experiences
of their parent’s normal treatment. As for
the mother’s normal treatment styles it was
negatively correlated to anxiety but not to a
significant level. The findings of this study
are similar to the results of Attahan's
(1992) study, which exhibited the
important role of fathers in the treatment
and socialization of youth. Consistent with
these results are the findings of Chang's
(2002) study, which revealed that the
father’s treatment style is more effective on
SOnS.

By and large the results of this study
replicate earlier studies. As far as the
differences between the intermediate and
secondary school students are concerned,
the second hypothesis did not reveal
significant differences between the two
groups in their anxiety levels. These
findings are consistent with the trend of the
majority of theoretical orientations in
educational and counseling psychology
regarding the characteristics and conditions
of early and late adolescence periods.

With regards to the final hypothesis the
results showed significant statistical
differences among the students in their
levels of anxiety in relation to their grade
point average. The Bonferroni test of
multiple comparisons revealed that the
good students have higher mean ratings of
anxiety and differ significantly from the
excellent students and the weak students.
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calculated with an accompanying value
of .0073, which means retaining the

hypothesis. Table (5) displays
summary of ANOVA findings.

a

Table (4): T-test of the Differences between Intermediate and Secondary
Schools' Students

School N Mean Stan. Dev. T-Value Sig.
Intermediate 139 2213 486 -1.52 130
Secondary 183 2.125 539

D- The Third hypothesis: There are hypothesis. An F value of 4.084 was

significant differences among students
in their levels of anxiety, which can be
referred to their different grade point
average. One way analysis of variance

calculated with an accompanying value
of .0073, which means retaining the
hypothesis. Table (5) displays a
summary of ANOVA findings.

was utilized to test the research
‘Table (5): One Way Analysis of Variance for the Differences According to the GPA
Source Sum. Squ D.F M. Squ F P
Between groups 2.97 3 .99 4.084 .007
Within groups 75.12 310 24
Total 78.09 313
The Bonferroni test of multiple good students differ significantly in their

comparisons was used to the mean ratings
to uncover the source of variance among
the four groups. Table (6) shows that the

levels of anxiety from the excellent and
week students.

Table (6): The Bonferroni Method of Multiple Comparisons of GPA Means

# GPA Means 1 2 3 4 N
1 Excellent 2.06 52
2 V. Good 2.17 142
Good 2.29 * * 106
4 Weak 1.98 23
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Results and Findings

In this section, the hypotheses will be

tested and the results will be displayed in

tables.

A-  The alternative hypothesis stated that
there is a significant relationship
between anxiety and the four parental
treatment styles of cruelty,

overprotection, and negligence and
normally as perceived by the sons.

A partial correlation coefficient was
performed to test the research hypothesis.
Table (3) showed that the partial

correlation coefficient between anxiety and
the parental cruelty was .38 for the fathers
and .37 for the mothers, which reveals a
positive relationship with a statistical
significance at.01 level.

Table (3): Partial Correlation Coefficients of Anxiety and the Four Parental Styles

Parental Cruelty Overprotection | Negligence Normality
Style Father | Mother | Father | Mother | Father | Mother | Father | Mother
Anxiety 8F* | 37X ] 33%x | 3T | 34%% | 34%x | 7% | 08
ok

Significance at the level of .01,

Also table (3) displayed that the partial
correlation coefficient between anxiety and
the parental overprotection was .33 for the
fathers and .37 for the mothers which
shows a positive relationship with a
statistical significance at .01 level.

For the parental negligence, table (3)
displays that the partial correlation
coefficient was .33 for the fathers and .37
for the mothers which shows that there is a
significant statistical positive relationship
between anxiety and the parents negligence
of their son’s anxiety and the normal
parental treatment style as perceived by the
sons. Finally a partial correlation
coefficient was performed to test the
research hypothesis.

Table (3) displays that the partial
correlation coefficient was -.17 for the
fathers and -.08 for the mothers, which
shows that there isa significant negative
relationship between the father’s normal
style and anxiety at.0l level of
significance. This means that normal
treatment by the fathers decreases the
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levels of their sons' anxiety. On the other
hand, there was a negative relationship
between mothers' normal style of treatment
and anxiety but it was not statistically
significant.

B- The second alternative hypothesis:
There are no significant differences
between intermediate and secondary
school students in their levels of
anxiety. A T-test was applied to test
the null hypothesis. Table (4) presents
a summary of T-test results, which
revealed that the null hypothesis could
not be rejected. This means that there
were  no  significant  differences
between  the intermediate  and
secondary school students in their
levels of anxiety.

The Third hypothesis: There are
significant differences among students
in their levels of anxiety, which can be
referred to their different grade point
average. One way analysis of variance
was utilized to test the research
hypothesis. An F value of 4.084 was




Table 2: Reliability and Internal Consistency of the Four Subscales of Parental Treatment Styles

Fahad Abdullah Addelaim

Cruelty Overprotection Negligence Normality
Father Mother Father Mother Father Mother Father Mother
Item | Corr | Sig. | Cor | Sig. | Item | Cor | Sig. Corr. | Sig. | Item | Corr. | Sig. | Corr. | Sig. | Item | Corr. | Sig. | Corr. | Sig.
. r. r.
4 Lo 1 .0F [ .65 | .01 2 .49 | .01 .45 | .01 5 .49 |1 .01 | .50 | .01 1 L38 ] .01 .49 | .01
7 L64 | .01 | 72 | .01 3 .53 | .01 601 .01 10 49 | .01 | .56 | .01 8 L66 | .01 62 | .01
11 W50 | .01 .52 | .01 6 .54 | .01 .64 | .01 16 L48 .01 | .49 [ .01 12 .63 | .01 .58 | .01
13 L63 1 .01 | .73 | .0} 9 W52 1 .01 .54 1 .01 17 .39 | .01 | .47 | .01 14 .35 | .01 .57 | .01
15 L7001 .59 | .01 25 .53 1 .01 .50 | .01 26 .54 | .01 | .43 | .0l 18 ,56 | .01 ,53 1 .01
20 .54 | .01 [ .56 | .01 29 | .38 | .01 .38 | .01 28 41 .01 .31 .01 19 L35 | .01 .53 .01
21 L69 | .01 | .72 | .01 30 | .36 | .01 .46 | .01 31 43 1..01 | .45 [ .01 23 .42 | .01 .29 | .01
22 .53 | .01 [ .67 | .01 32 .53 | .01 .49 | .01 35 49 [ .01 | .43 | .01 24 L57 | 01 .45 | .01
34 .63 | .01 | .54 [ .01 33 .54 1 .01 .47 | ..01 36 L61 | .01 S0 | .01 27 .54 | .01 L5111 .01
37 .56 | .01 | .55 1 .01 39 | .47 | .01 .48 | .01 41 .50 | .01 57 | .01 42 59 | .01 .48 | .01
38 W70 .01 | 65 | 0] 44 .38 | .01 .42 | .01 45 LS Lo .37 [ .01 48 .59 | .01 .60 | .01
40 L66 | .01 | .64 | .01 47 .58 | .01 .47 | .01 49 55 [ .01 | .49 | .01 52 .58 | .01 .44 | .0t
43 234 1 .01 | .34 | .01 50 | .60 | .01 .40 | .01 51 .46 | .01 1 .57 | .01 57 .61 .01 .60 | .01
46 W57 1 .01 | .54 | .01 53 .60 | .01 .52 [ .01 54 W52 .01 .49 [ 01
55 LS5 [ .01 | .43 [ .01
Reliability .84 .87 .84 .80 .83 .81 .89 .82
Coepicients
Total Alpha: Father: .91 Mother: .90
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Table (1): Internal onsistency of Taif Anxiety Scale

Item# |Correlation |Sig. [Item# |Correlation |Sig. |[Item# |Correlation Sig.
item x total item x total item x total

1 32 01 {11 34 01 |21 43 .01
2 .48 L0112 45 01 (22 ,52 .01
3 .44 L01 {13 54 01 |23 >34 501
4 447 .01 |14 42 .01 |24 .,48 501
5 535 01 (15 42 ,01 |25 34 .01
6 533 ,01 |16 58 ,01 |26 450 ,01
7 L47 L01 {17 35 L01 |27 .01 .01
8 .,68 L0l |18 .,49 01 |28 .61 .01
9 »52 ,01 |19 43 01 129 62 501
10 .,46 01 102 537 ,01 |03 34 .,01
31 W21 .01 |37 .20 L0143 .45 .,01>
32 ,54 01 |38 33 501 144 ,36 01
33 34 01 {39 441 501 |45 425 01
34 531 01 140 .20 01 |46 ,54 .01
35 22 ,01 141 .46 L0147 .,48 .01
36 20 01 142 28 S0 [—  |— 01
Data Analysis: Treatment Styles Scale, the response

The two instrument items require that the
students express their perceptions or
opinions on a Likert Scale. Taif Anxiety
Scale used: always =3-sometimes =2, rarely
=1 and never =0. For the Parental
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categories are always =2, sometimes =1
and never =0. For the analysis of the data
collected, SPSS was used to obtain
frequencies, percentages, means, standard
deviations, T-test and analysis of variance.
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that there was a negative relationship
between academic achievement and anxiety
among two hundred students in the United
Arab Emirates. Moreover, Kadhem (1973)
found in her study that excellent and good
students have less anxiety in comparison
with weak students.

Methodology of the study:

1- Sample of the study :

The subjects of this study consist of
140 ninth grade students and 191
eleventh grade students. These 331
students represent six intermediate and
secondary schools in Riyadh city. The
average age of the students is 16.7
years. The sample was geographically
limited to the city of Riyadh and to the
male youth.

Instruments of the study:

Two instruments were implemented in
this study:

First: Taif Anxiety Scale:

The researcher and others developed
this instrument in 1994. This
instrument that contains 47 items was
applied to 4156 individuals of the
Saudi population in twenty-seven
cities. Face validity, factorial validity
and concurrent validity were obtained.
For the reliability of the scale, an
Alpha Cronbach of .92 was calculated,
which  reflects  high  reliability
coefficient. For the present study, table
(1) shows the high correlation
coefficients using the  internal
consistency  validity. An  Alpha
Cronbach was implemented and it
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revealed a high rate of reliability of
91

Second: Parental Treatment Styles
Scale

Mohammed S. Assohaimi designed this
instrument in 1993 for the purpose of
measuring four parental treatment styles in
Saudi Arabia. This tool consists of 57
items. It was applied to students in
intermediate and secondary schools in
Riyadh city. Content and construct validity
were obtained. The reliability was found
using Spearman-Brown and Cronbach,
which showed high coefficients. For the
current study, table (2) shows the high
correlation coefficients using the internal
consistency validity for the four parental
treatment styles. Also table (2) displays
high reliability coefficients for both fathers
and mothers versions using Alpha
Cronbach.

Data Analysis:

The two instrument items require that the
students express their perceptions or
opinions on a Likert Scale. Taif Anxiety
Scale used: always =3 sometimes =2, rarely
=1 and never =0. For the Parental
Treatment Styles Scale, the response
categories are always =2, sometimes =1
and never =0.

For the analysis of the data collected, SPSS
was used to obtain frequencies,
percentages, means, standard deviations, T-
test and analysis of variance.
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2- Are there significant statistical
differences between secondary and
intermediate schools' students in their
levels of anxiety?

3- Are there significant statistical
differences in anxiety among the
students referred to their grade point
average?

Importance of the Study

Anxiety disorders are the most common

psychological  problems reported by

children and adolescents. Estimation for

prevalence of childhood anxiety disorders

in the population range from 1% to 21%’.

It is anticipated that the findings,

conclusions and recommendations of this

study may assist in the following:

1- - More formal and official attention will
be given to improving mental health
services in schools and clinics.

2- Increasing the quantity and quality of
school counselors to screen, diagnose
and treat such cases in early stages.

3- Development of new educational,

developmental, preventive and
therapeutic programs to deal with the
psychological problems of childhood
and adolescence.

Review of Related Literature :

This section presents a review of the
literature relevant to the purposes of the
study. McClure and others (2001) stated
that recent studies have shown significant
associations between perceived parental
psychological control and the presence of
both anxiety symptoms and clinical anxiety
disorders in children. AlSuwaigh (1997)
found in her study of three hundred boys
and girls in the elementary level in Saudi
Arabia that the parental treatment styles
mostly used by the parents were the
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cruelty, overprotection, temperament and
negligence. Attahan (1991) found out in a
study of 338 high school students in the
United Arab Emirates that a significant
positive correlation exists between anxiety
and parental negligence. He specified that
the fathers' style is more determinant in the
appearance of anxiety among the students.
Ashara'ah (2000) revealed in his study of
263 Jordanian college students that there is
a significant negative correlation between
parental democratic and acceptance styles
and anxiety. Salamah (1987) concluded in
her study of some Egyptian children that
there is a positive relationship between fear
and parental rejection. Also, Crick and
Ladd (1993) in a study of the third, fourth
and fifth grades' students emphasized that
those who are rejected by their parents
expressed feelings of psychological
loneliness and anxiety. In regards to the
parental style of cruelty and its
psychological impact on the children,
Morsee (1988) found a positive correlation
between anxiety and the perceptions of
King Saud University students of their
parents' cruelty. He concluded that anxiety
trait as behavioral disposition- grew with
children's perceptions of parental refusal or
acceptance. Settler and Brandon (1967)
specified that there was a positive
correlation between children's anxiety and
parental treatment style of cruelty. Wenar
and Kerig (2000) conciuded that there is
evidence that parental over-protectiveness
and maladaptive support contributes to the
maintenance of anxiety. As for the
relationship between anxiety and academic
achievement, Spielberger and Katzenmayer
(1974) indicated a negative correlation
between anxiety and academic achievement
among children, adolescents and adults.
Also, Agha (1988) concluded in his study
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Introduction
Anxiety disorders are the most common
psychological ~problems reported by

children and adolescents, with up to 20% of
children being affected and 8% at a level of
severity'. Approximately half the children
with an anxiety disorder will have a
diagnosable disorder eight years after its
onset. The chronicity of childhood anxiety
is related to their associations with some
psychosocial d

ifficulties .

Prior to 1950, only two books had been
written about anxiety, one being Freud's
"the Problem Of Anxiety" and Kierkgardis"
The Concept Of Dread"?. However, at the
start of the second half of the last century a
wide range of experimental studies and
field research were carried out, especially
after Janet Taylor published The Manifest
Anxiety Scale.

Many theoretical approaches tried to
explain the concept of anxiety. Freud
(1959) believes that anxiety is an inevitable
aspect of the human condition and it refers
to the fear that one's inner impulses cannot
be controlled. Horney (1945) thinks that
anxiety is created by social forces rather
than by the human predicament itself.
Specifically, she believes a variety of
negative conditions in the environment
could produce insecurity entailed in basic
anxiety, conditions such as overprotection,
parental dominance and discord, hostility
and inconsistent behavior.

116

These conditions could be seen clearly in
the familial environment where the lack of
appropriate  parental  fostering  and
socialization may leave children with
feelings of frustration , fear and insecurity”.
Developmental psychologists have been
interested in the role of parenting and how
it may affect the success or failure of
socialization.

Baumrind (1990) classified the parental
treatment into four styles: indulgent
parents, authoritarian parents, authoritative
parents and uninvolved parents.

The present study tries to define the nature
of the correlations between anxiety and
parental treatment styles of their adolescent
sons.

Statement of the Problem
Anxiety in the psychoanalysis orientation is
a central concept like Freud and Homey.
Sullivan conceives of anxiety as any
painful feeling or emotion that may stem
from organic needs or social insecurity .
The present study tries to explore the
potential role of the family environment in
the development of anxiety among
adolescents by examining the relationship
between anxiety and the sons' perceptions
of their parents’ treatment styles.
Specifically, this study aims at answering
the following questions:
1- s there a relationship between anxiety
and some parental treatment styles as
perceived by the sons ?
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far from our results as in our case we didn't
use the sub categories:

Moderate global level of distress (3.5-6.5)
Low level (0-3.5)

High level (7-10).

Conclusion

The Majority of adult in-patients in KHCC
suffer from significant distress due to
psychosocial and somatic factors. Major
components of the distress are anxiety,
fears, pain, sadness, sleeplessness and
fatigue. It has been our hope through this
study to be able to address such problems
correctly and to provide the most
comprehensive  biopsychosocial  inter-
vention. We will be proactive in as much
as that all our patients will be screened for
quality and quantity of distress using the
modified thermometer and each will be
managed accordingly.

As part of our intervention, a letter will be
addressed to all new patients to provide
insight, knowledge about illness and
treatment, hope, telling them that we "the
whole KHCC team" will be always there

for them to help through fear, anxiety,
uncertainty and sadness and to reassure
them that care and follow-up will be
extended past their discharge.

In the next few months we hope to perform
a follow-up longitudinal study to assess the
effects of our intervention on all parameters
established by our modified scale.
Important issues that will need to be
studied in greater detail in future work
include the assessment of intervention

strategies. Placebo-controlled trials to
assess the efficacy of our modified
screening scale versus the traditional

consultation can be part of future designs.
Important issues is to be addressed, and
still we don’t have definite answer for are

1- Whether  professional  psychiatric
intervention should be carried on the
bases of the level determined by
distress screening, or consultation
should be asked by the team, or help is
to be asked by patient?

Should psychiatric intervention be a
part of the management process or still
a special consent is needed?

g7 N

Ot puall @8l e Y1 aaa g dae 90 GLISY oagh o jpall Ol Aaal je Al 202
O sl ol JSEN Jleialy @lldg (o Y1 (b Gl puall (ppundl S j0 (aim e (b
Baatiall Y ol ‘;A:{LLJJ\ dpb gl sl 4S05 4 L)""_)-’}L-‘e-‘:‘gﬁj\ C\.c_).:\)!\ PN
Vo ol il el palad dias 8 IS Gl ye 2 ple Y1 Aand A el S Y
iS¢ 3 loall Ol e 0 da 0 e s e zle S e iy (iapall (e %0
Al jall oda il of ¢ @la Y s oadle AN e il (Bl o rle B At N alial

il (g pual) ail) U G ) an e AES o el 138 Jlakin] e pand

112



Distress in cancer in-patients

Table 10: Major problems in patients diagnosed 2003: 27 patients out of 42= 64%

Total Fatigue Nausea Pain Fears Anxiety Problem
27 26 22 25 26 27 No of
affected
100% 96.2% 81.1% 92.5% 96.2% | 100% %
Table 11: Social causes of distress
Dealing with other Dealing with spouse Problem
51 25 No
92.7% 45.4% %
Table 12: Distress in relation to age
total >70 61-70 51-60 | 41-50 31-40 | 20-30 | <20 Age
70 2 12 13 12 14 14 3 No
100 %2.9 %17.9 18.5% | %l17.1 20% 20% 4.4% %
Table 13: Sex distribution in distress
G.total Female Male Sex
100 57 43 Total
70 46 24 Distressed
70% 65.7% 342 % %
Discussion This might explain our rather high results.

Overall level of distress was higher than
the reported levels. "Numerous studies
suggest that 25% to 50% of cancer patients
have psychotogical distress and at least a
quarter of cancer patients suffer
depression”. But most of the studies did
not explain the state of patients, whether in
or out patients or they were under active
treatment; ie. currently  receiving
chemotherapy or radiotherapy or neither.
Our population consisted of:

1. All in-patients.

2- All were in active phase of illness

and/or under active treatment.

Another  possible reason for the
discrepancy in rates might have been due to
methodological differences in
interpretation of the distress thermometer,
our inclusion for high versus low level of
distress were the cut off point 5, while
other studies® revealed different results.
The majority (51%) identified moderate
global level of distress (3.5-6.5); (26%) a
low level (0-3.5) and (23%) a high level (7-
10). However if we sum those who scored
above 5 "our cutoff sign" we might be
dealing with 51% + 26 i.e. >70 which is not

111



J.Khatib, et al

Table 7: Distress according to type of cancer

% Distressed
1e.>5 No Type
82.1% 23 28 Breast
100% 1 | Pancreas
50% 1 2 Prostate
54.5% 6 11 Blood
55.5% 5 9 Endocrine
50% 1 2 Testes
66.6% 2 3 Ovary
66.6% 4 6 Bone
62.5% 5 8 Lung
62.5% 5 8 Cervix
50% | 2 Skin
60% 3 5 Colon
100% ] 1 Brain
100% 1 ] Kidneys
66.6% 4 6 Stomach
66.6% 2 3 Bladder
100% 1 1 Liver
100% 2 2 Larynx
100% 1 ] Neurological
70% 70 100 Total
Table 8: distress scores > 5 according to treatment
radiation chemo surgery Type
18 55 57 NO
25.7% 78.5% 81.4% %

Table 9: Major causes of distress in patients diagnosed before 2003: 42 patients out of

58="72%
Total Fatigue Nausea Pain Fears Anxiety Problem
42 35 39 37 35 35 No of
affected
100% 83.3% 92.8% % AA 83.3% 83.3% %
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Table 5: the problems causing distress

NO Nature of problem
23 Housing

16 Cost

50 Work/study

43 Travel

50 Care of children

31 Deal with spouse
67 Deal with others

98 Anxiety

91 Fear

84 Sadness

61 Depression

60 Nervousness ,irritability
91 Accepting illness' Gods well"
35 Why me?

88 Pain

68 Nausea

80 Fatigue

84 Sleeplessness

26 Difficulties in toilet
44 Difficulty in breathing
22 Ulcers

78 Loss of appetite

37 Indigestion

59 Constipation

13 Diarrhea

22 Dysurea

46 Fever

25 Skin problems

10 Running nose

53 Numbness

25 Edema

17 Sexual problems

Table 6: distress level

total 9 8 7 6 5 4 3 2 1 Distress level

100 1 3 12 | 25 29 |18 |8 4 0 No
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Results
Table 1: distribution according to gender
No Sex
40 Male
60 Female
100 Total
Table 2: distribution according to treatment
Other Radio- Chemo- Surgery Rx
1% 25% 77% 73% No
Table 3: distribution of the type of cancer
NO Type
28 Breast
1 Pancreas
2 Prostate
11 Blood
9 Endocrine
2 Testes
3 Ovary
6 Bone
8 Lung
8 Cervical
2 Skin
5 Colon
1 Brain
1 Kidney
6 Stomach
3 Bladder
1 Liver
3 Larynx
1 Neurological
Table 4: the year of the diagnosis
2003 2002 2001 2000 Before99 | Year
42 27 18 8 5 NO
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common, averaging a point prevalence
across studies of about 25-30%>*."
"Psychological or psychiatric conditions,
usually anxiety and depression are common
in patients with cancer**®. At least 25% of
hospitalized cancer patients are likely to
meet criteria for depression or adjustment
disorder’. One multi-centre prevalence
study showed that 51% of patients had
symptoms consistent with a psychiatric
diagnosis’. Patients at highest risk of
depression are those with a history of
affective disorder, with advanced cancer,
poorly controlled pain and treatment with
medication or concurrent illnesses that can
produce depressive symptoms’.
Psychological ~ disturbance  frequently
occurs following a diagnosis of breast
cancer. Research shows that 24 - 38% of
patients with breast cancer suffer from
clinical levels of anxiety and/or
depression®®. A similar  proportion
experiences a decline in quality of life due
to psychosocial effects, such as role
changes, loss of functional ability and
problems with social relationships®."

"The Distress Thermometer (DT), a self-
administered assessment, is adapted from
that  developed by the National
Comprehensive Cancer Network’. This tool
has two sections. The first asks patients to
indicate the highest global level of distress
experienced in the previous week on a 10-
integer scale in the shape of a thermometer,
marked in + point intervals. The second
section asks patients to choose the domains
of their distress from a list selected by the
panel to reflect the constitutional symptoms
of cancer and the common side effects of
treatment. Physical, emotional, social,
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practical and  spiritual items are
represented*.”

Method

We used the distress thermometer

developed by the National Comprehensive
Cancer Network’.

Initially we translated it into Arabic then
we validated it to suit the Jordanian cultural
and social norms.

Then we added items to the thermometer to
extend the data gathered to help to form a
comprehensive study such as age, gender,
date of diagnosis, treatment, type of cancer
and marital status. We had wide range of
results regarding the type of cancer, nature,
type of distress, relation to gender and age,
relation of distress to type of cancer and
type of treatment. Nature and components
of distress in relation to date of diagnosis
and duration of illness.

We considered 5 as a cutoff mark, so
scores above are considered distress.

After that we interviewed the patients to fill
the thermometer i.e. it was not fully self-
administered, as we had to explain the
nature and the aim of the questionnaire. We
interviewed every patient admitted to
KHCC "new or re-admission" in addition
to those we were consulted upon.

We used the thermometer with the intent of
management rather than study, and then we
studied results retrospectively.

We studied the first 100 files during the
period from June to July 2003; all patients
admitted through that period were included
regardless of any other factor.
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Distress in cancer in-patients in KHCC
A study using the Arabic-modified version of

Distress Thermometer in the King Hussein Cancer Center
J Khatib, R.Salhi, G.Awad
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Abstract

This is a case review study exploring and examining the quality and quantity of
distress associated with cancer in patients at the King Hussein Cancer Center in
Jordan using a modified version of the Distress Thermometer developed by the
National Comprehensive Cancer Network (U.S.A). The aim is to examine the
nature of distress in 100 patients over a 6 week period. The results showed that as
many as 70% of the patients are suffering significant distress > 5 on the
thermometer. The major components are anxiety, fear, pain, sadness and fatigue.
The results of this study encourage the use of the distress thermometer for all
cancer patients prior to clinical evaluation of all the cancer patients.

Introduction

Distress is defined as "an unpleasant
experience of an emotional, psychological,
social or spiritual nature that interferes with
the ability to cope with cancer treatment. It
extends along a continuum, from common
normal feelings of vulnerability, sadness
and fears, to problems that are disabling,
such as true depression, anxiety, panic and
feeling isolated or in a spiritual crisis'."
"Research has repeatedly revealed a high
prevalence of psychosocial distress in a
variety of populations of cancer patients,
and has been reviewed in several
publications™®. In one of the earliest and
most widely-cited studies by Derogatis and
colleagues, the point prevalence of DSM-
11 diagnoses were assessed: over one-third
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of a randomly selected sample of cancer
patients from three cancer programs met
diagnostic criteria for Adjustment Disorder
with Depressed or Anxious Mood®. An
additional 7% were diagnosed with a
current Major Depressive  Disorder.
Overall, 47% of these patients were
diagnosed with a DSM-I1I Axis I disorder.

Reported rates of depression in patients
with cancer ranged widely -- from 1-53%,
depending on the population of patients and
the diagnostic criteria used’. The most
commonly reported point-prevalence rates
of major depression are in the 20-25%
range, increasing with higher levels of
physical disability, advanced illness and
pain‘'. Adjustment disorder is also very
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higher than the Lebanese survey which  group were an important factor of the current
found a rate of 1.6%, but it is lower than the  study.

US rate at 9% for the same age group'.  In conclusion, a pattern of risk factors was
Cannabis, the most widely used illicit drug in found to be common to all abuse substances
the West', had a self-reported use rate of  while others were substance-specific. The
2.5%. This is lower than the Egyptian  risk factors included:

survey, which found a 5% rate, but close to - Friends’ acceptance and encouragement of
the Lebanese survey, which found a 2.2% the behavior.

rate. In this respect, the same American age - Lack of communication between families
group showed that 50% had used cannabis at  and the abuser member

least once during the previous month, and - Living in an area where substance abuse is
13% defined themselves as current users'®.  common.

Opioids were used least of all, with a rate of - Psychological instability.

0.9%. This is higher than the Egyptian survey - Low school achievement

rate of 0.6% and lower than the Lebanese - Growing up outside Jordan was

survey rate of 3.8%. It is worth mentioning  specifically related to alcohol and
that none of the surveyed group used cocaine  cannabis use.

unlike 0.05% of the Egyptian survey and The above risk factors may help policy
0.5% of the Lebanese survey. makers and educationalists to implement
The low rates of use of the more dangerous  policies and take precautions that could help
substances could be due to lesser availability  to prevent young population, especially those
in the market, high price and knowledge of  at risk, from being involved in substance use
the dangerous consequences of their use.  activities.

Risk factors for substance abuse in the study
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Discussion

Surveys of drug use by questionnaires are a
common method for obtaining information,
especially amongst school aged samples. This
method has many advantages: it can ascertain
the level of many substances of abuse at a
single point in time, it can present unbiased
reports relating to the subjective need for
treatment or involvement with crime, and it is
an efficient means to collect data rapidly.
Surveys, however, have some inherent
problems as they assume honesty of the
respondent, which cannot always be relied
upon especially when the subject of the
survey is of a contentious nature.

Despite the limitations of self-report
methods, studies have shown a high
reliability and validity of surveys for use of
illicit drugs®, especially if the data provided
are anonymous or confidential, as it is the
case in our study.

The results of our study provided information
relating to the type of abused substances and
the rate of their use by the sample during the
month prior the conduction of the study. This
procedure, though not ideal, may give an
indication of the extent of the drug use
among the studied population.

The results of substance use among the group
showed that tobacco was the highest at
(28.7%), which is higher than both the
current percentage of adult smokers in the
United States which stands at 22%'!, and the
Lebanese university students' survey'? which
found 20% of them to be current smokers.
This could be due to the fact that smoking is
a widespread habit among Jordanians
generally.
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Sedatives and anti-anxiety drugs were also
used widely with self-reported use standing at
12.5%. Again, this is higher than 9.3%
which was found in Lebanese university
students survey and much higher than 4%
which was found in university students
survey in Egypt”. It is suggested that this
could be due to a high availability of these
medications in Jordan. The common use of
these drugs is likely to be due to the fact that
their use is more socially acceptable than
alcohol and other drugs.

The alcohol use rate was 11.8%. This is
lower than the rate of the Egyptian survey
(16%) and the Lebanese survey (14%) which
may be due to availability and absence of
restrictions on its purchase, and very much
lower than a similar US age group where
51% are current alcohol users, a difference
that is most likely due to religious and social
factors.

The volatile substance use rate was 3.3%.
This percentage is higher than that found by a
US survey for the same age group, which
found 2.7% to have used inhalants at least
once during the prior month'2. This is
probably due to the fact that these substances
are easily available, are inexpensive, and

socially more acceptable than other
substances in Jordan.
As for the anti-cholinergic  and

antiparkinsonian drug Benzhexol, which
abusers in Jordan use as stimulant, the rate
was 2.8%. In this regard, easy availability
may have played a role in its common use.

Other drugs were led by amphetamine at
2.6%. This is higher than the Egyptian
survey, which found a 1.3% rate, and also
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Table 7: Distribution of psychoactive drugs use according to risk factors

Substances Amph. like Benztropin Sedatives Opiates Volatile Hashish Alcohol

Risk factors No. % | No. % No. % No. % No.| % [ No.| % No. %
Raised abroad 29 4.1 | 31 43 104 | 14.6 9 1.3 30 | 42 | 37 [ 52 117 16.4
Grades below 60% 16 62 | 15 5.8 51 19.8 8 3.1 20 {78 [ 19 | 74 62 24.0
Living with non-relatives 67 20 | 79 24 398 | 12.1 21 0.6 9 |27 | 71 |22 390 11.9
Not expressing feelings to parents 39 36 | 40 3.7 159 | 14.6 17 1.6 56 | 5.1 | 42 | 39 163 15.0
Feeling anxious 50 3.0 [ 58 35 281 168 | 26 1.6 72 143 | 56 | 33 234 14.0
Parents & friends abusing alcohol 43 42 | 58 5.6 228 | 22.1 15 1.5 51 149159 {57 328 31.8
Making quarrels 91 32 [ 99 35 1414 ] 146 | 41 1.4 1251 44 | 8 | 3.0 386 13.6
Feeling depressed 80 29 | 9 3.3 [ 451 | 16.1 29 1.0 114 [ 41 | 71 | 25 342 12.2
Quarrels with parents 96 26 | 103 | 28 |S532 | 143 | 35 0.9 132 [ 35 | 88 | 24 460 12.3
Frequent abuse of alcohol in your 85 36 | 100 [ 43 413 | 17.6 | 32 14 101 | 43 {102 | 43 476 20.3
neighborhood
Abuse of another drugs in your 53 70 | 62 82 181 | 240 | 29 3.8 60 | 80 | 69 | 92 208 27.6
neighborhood
Acceptance of drugs by friends -- - - -- 207 | 32.8 25 52.1 -- - 36 | 28. 217 36.3

3
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Table 6: Risk factors in relation to heroin/opiate use

Risk factors Total No. % of use Chi-square P.value
Raised abroad 704 1.3 0.6 04
Raised in Jordan 4360 0.9

Grades below 60% 258 3.1 Fisher exact | 0.002
Grades over 60% 4788 0.8

Living with non-relatives 3282 0.6 9 0.003
Living with relatives 1764 1.5

Easily expressed feelings to | 3626 0.5 30 <0.001
parents 1420 22

Not easily expressed feelings to

parents

Feeling anxious 1657 1.3 3 0.07
Not feeling anxious 3398 0.8

Parents and friends abusing | 1031 1.5 3 0.09
alcohol 4015 0.8

Parents and friends not abusing

alcohol

Making quarrels 2830 1.4 16 <0.001
Not making quarrels 2216 0.3

Feeling depressed 2795 1.0 0.3 0.6
Not feeling depressed 2251 0.8

Quarrels with parents 2750 1.3 6 0.02
No quarrels with parents 2296 0.6

Abuse of alcohol in | 2345 1.4 7 0.007
neighborhood 2701 0.6

No abuse of alcohol in

neighborhood

Abuse of psychoactive drugs in | 754 3.8 75 <0.001
neighborhood 4292 0.4

No abuse of psychoactive drugs

in neighborhood

Acceptance of drug use by | 217 11.5 Fisher exact | <0.001
friends 4829 0.5

No acceptance of drug use by
friends
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Table 5: Risk factor in relation to cannabis use

Risk factors Total % of use Chi- P.value
No. square

Raised abroad 704 5.3 24 <0.001
Raised in Jordan 4360 2.1
Grades below 60% 258 7.4 24 <0.001
Grades over 60% 4788 2.3
Living with non-relatives 3282 22 4.4 0.04
Living with relatives 1764 3.2
Easily expressed feelings to parents 3626 1.2 95 <0.001
Not easily expressed feelings to parents 1420 6.0
Feeling anxious 1657 4.3 31 <0.001
Not feeling anxious 3398 1.7
Parents and friends abusing alcohol 1031 5.7 53 <0.001
Parents and friends not abusing alcohol 4015 1.7
Making quarrels 2830 3.0 6.7 0.009
Not making quarrels 2216 1.9
Feeling depressed 2795 25 0.01 0.09
Not feeling depressed 2251 25
Quarrels with parents 2750 3.2 11 <0.001
No quarrels with parents 2296 1.7
Abuse of alcohol in neighborhood 2345 43 59 <0.001
No abuse of alcohol in neighborhood 2701 0.9
Abuse of psychoactive drugs in | 754 9.2 156 <0.001
neighborhood 4292 1.4
No abuse of psychoactive drugs in

| neighborhood
Acceptance of drug use by friends 217 16.6 177 <0.001
No acceptance of drug use by friends 4829 1.9
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Table 3: Opiate use according to the route of administration

Gender Total
Route of administration Female Male
% No. % No. % No.
Inhalation 40 4 52.8 19 50 23
Snorting 30 3 30.6 11 294 14
Intravenous 30 3 16.6 6 19.6 9*
Total 100 10 100 36 100 46

* of these 6 used sterility precaution and 3 didn’t
Table 4: Risk factors in relation to alcohol use

Risk factors Total No. | % of use | Chi-square P.value
Raised abroad 704 16.1 17.6 <0.001
Raised in Jordan A 4360 11.0

Grades below 60% 258 24.0 374 <0.001
Grades over 60% 4788 11.2

Living with non-relatives 3282 11.9 0.01 0.96
Living with relatives 1764 11.8

Easily expressed feelings to parents 3626 4.5 66.5 <0.001
Not easily expressed feelings to parents | 1420 30.6

Feeling anxious 1657 22.0 2403 '<0.001
Not feeling anxious 3398 6.9

Parents and friends abusing alcohol 1013 31.8 492 <0.001
Parents and friends not abusing alcohol | 4015 6.7

Making quarrels 2830 13.6 19.4 <0.001
Not making quarrels 2216 9.6

Feeling depressed 2795 12.2 0.81 0.37
Not feeling depressed 2251 i1.4

Quarrels with parents 2750 12.4 1.9 0.17
No quarrels with parents 2296 1.1

Abuse of alcohol in neighborhood 2345 20.3 298 <0.001
No abuse of alcohol in neighborhood 2701 4.5

Abuse of psychoactive drugs in | 754 27.6 208 <0.001
neighborhood 4292 9.1

No abuse of psychoactive drugs in

neighborhood

Acceptance of drug use by friends 217 99.1 1643 <0.001
No acceptance of drug use by friends 4829 7.9
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Table 1: Substance usé at least once in the last month (except tobacco) and split according

to gender
Gender
Substance P Total Female Male
Value No. 5064 No.2780 No.2284
% No. % No. % No.
Tobacco 0.00 28.7 1455 | 9.2 256 52.5 1199
Alcohol 0.00 11.8 598 3.0 83 22.5 514
Hashish / marijuana 0.00 25 127 0.7 20 47 107
Volatile substances 0.5 3.3 166 3.1 87 3.5 79
Opiates / heroin 0.00 |09 48 0.4 11 1.6 37
Sedatives 0.00 12.5 632 10.6 294 14.8 338
Benzhexol 0.00 2.8 140 1.4 39 44 101
Amph. stimulants 0.00 2.6 133 1.7 47 3.8 86

Table 2: Frequency in days of substance use over the last month

More than 20 days | Less than 6 days Ever used
Substance
% No. % No. % No.
Alcohol 1.0 53 8.1 410 16.6 842
Hashish / marijuana 0.1 4 2.0 103 4.6 231
Volatile substances 0.1 3 29 146 6.8 343
Opiates / heroin 0.04 2 0.6 28 1.5 77
Sedatives 0.6 30 99 503 12.9 652
Benzhexol 0.2 8 2.1 106 33 167
Amph. Stimulants 0.1 6 2.0 100 3.0 151
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(50%),(see table 3), 140 (2.8%) used
Benzhexol, 133 (2.6 %) had used
amphetamine-like stimulants, 1469 (29%)
had consumed tobacco but none has used
cocaine in the group (see tablel). All
substance use was significantly higher by
males (see table2). University students also
abused drugs significantly more than
community college students did, except for
volatile substances and stimulants.

The results also showed that 861(17%) of the
sample had used alcohol at least once in life,
405 (8%) had used alcohol for less than 6
days in the prior month, and 51 (1%) had
consumed alcohol for more than 20 days in
the prior month. This trend was the same to
all substances in the study.

The results further showed that 23 (50%) of
heroin users used burning and inhaling the
fumes method, 14 (30%) used sniffing the
nose, and 9 (20%) used intravenous route and
observed septic measures. (See table3).

Using (chi-square & p-value)

Using cannabis was significantly related to
risk factors identified by the researchers
except for feeling depressed, which didn’t
reach significant value. As for heroin use, it
showed a statistically significant correlation
with some risk factors such as people in the
neighborhood taking psychotropic drugs,
poor communication between subject and
family, and quarrelsome life style. However,
no correlation was found between growing up
outside Jordan, feeling depressed/ anxious or
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having friends/ family who use alcohol or
heroin.

The most significant common risk factors to
drug abuse were seeking acceptance by
friends, encouragement by friends, friends’
abusing drugs, and poor communication with
family.

It was also found that the attitudes of the
participants toward a drug abuser friend
varied according to the substance. 962 (19%)
would accept smoking, 152 (3%) alcohol, 25
(0.5%) heroin, 35 (0.7%) cannabis, and 202
(4%) sedatives. Regarding encouragement by
friends to abuse substances, 304 (6%) went
for tobacco, 61 (1.2%) for alcohol and zero

percentage for other substances.
Encouragement by family showed 40 (0.8%)
for tobacco, 15 (0.3%) for alcohol and zero
percentage for other substances. As for
rejection if offered substance of abuse, 3342
(66%) would reject tobacco without
hesitation, 4000 (79%) alcohol and 4811
(95%) heroin. However, those who would
find it difficult to reject were 861 (17%) for
tobacco, 658 (13%) for alcohol, 35 (0.7%) for
heroin or other hard drugs. With respect to
how truthful the information the participants
had given, 3950 (78%) described the
truthfulness as high, 456 (9%) as average and
51 (1%) as low.
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Materials and Procedure

A questionnaire was designed for the purpose
of this research, which was in line with
WHO’s population surveys questionnaire. It
consisted of four parts: the first included
personal data; the second included questions
about emotions, and ability to control them,
sociability, behaviour, the third included
questions about smoking, alcohol and other
drugs consumption during the last month; and
the fourth section included questions about
personality, relationships especially with the
family and people in the neighborhood and
their own drug use. The questionnaire was
anonymous and consisted of seventy-two
questions in Arabic. Four Senior Consultant
Psychiatrists, all of whom agreed on its
ability to assess substance use disorder,
assessed the validity of the questionnaire. A
pilot study was then conducted on fifty
students. The pilot study was also used to
train the questionnaire administrators, and to
explore any potential difficulties in its
application. Results showed that students did
not experience any major problems in
comprehension. A retest was conducted
three weeks later on the same fifty students.
The Pearson's product moment correlation

coefficient was 0.76 (p<. 001), which
represent a good test-retest reliability.

All participants were assured that all
information given would be treated

confidentially. Participants were encouraged
to answer truthfully by informing them that
by answering the questionnaire they would be
serving the country and helping others as
well.
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Results

Analysis ,of the results showed that the
sample consisted of 5064 subjects: 2284
(45.1%)were males and 2780 (54.9%) were
females. 4912 (97%) were between 18 and
25 years of age and 152 (3%) of the sample
were 25 years or above. 4051 (80%) of the
sample were university students and 1013
(20%) were from community colleges.

It was found that 4360 (86.1%) of the sample
had grown up in Jordan and 704 (13.9%)
outside Jordan. Forty two percent of the

samples were  high  achievers, 25%
intermediate and 4% poor academic
performers. It was also shown that 65% of

the sample lived with adult non-relatives,
20% lived with family and 12% lived with
relatives.

As for the emotional state of participants, the
results showed that 29% would freely
communicate their real feelings to family,
33% would avoid doing so and fee! anxious
and worried about the future, and 11% would
become aggressive if they are irritated.

Asking the participants about their families
showed that 62% of the families would like
to know the participants’ friends and 74%
wanted to know where the participants would
go. Also, 92% of the participants would like
their parents to stop smoking if they smoked.
The results showed that, in the prior month,
126 (2.5%) of the sample (4.7% males and
0.7 females) had used cannabis at least once,
167 (3.3%) had used volatile substances, and
607 (12%) had consumed alcohol. Also, they
showed that 633 subjects (12.5%) had used
sedatives, 46 (0.9%) for opiates, the most
common route among opiates users is
burning and inhaling which was used by 23
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The majority of illicit drugs currently
consumed are derived from plants and are
often synthetically modified. A wave of
abuse of synthetic amphetamine type
stimulants (ATS) has been reported in recent
years. Today, some 30 million people abuse
ATS. There appears to be a perception,
widely spread through the media and directed
specifically to young people, that these
substances are "fashionable” and safe.

The age of initiation into illicit drug use
seems to be falling each year. This is not
only a phenomenon of the developed
countries. Many developing countries report
a similar trend in the growing number of
youths abusing cannabis, heroin, stimulants
and hallucinogens®.

Data relating to drug use in most societies is
measured by police arrests, medical
problems, admissions to drug dependence
treatment programs, and surveys, among
other methods. These data are subject to a
high level of under-reporting. Risk of job
loss, stigma associated with excessive use, or
common denial of the problem makes further
data acquisition more difficult. The search for
epidemiological data is further hindered by
the problem of defining drug dependence”.

A large number of studies have examined the
role of many factors thought to be involved in
drug dependence. The etiology of drug
dependence is complex and multifactorial,
depending on the interplay of many factors,
including  genetic,  constitutional  and
environmental factors®’®,

In Jordan, the number of patients treated for
drug dependence in the national center for
mental health has increased from 27 cases in
1997 to 150 in 1999° and continues to rise
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(personal communication). Also, the number
of illicit drug arrests by the police force
between 1997 and 1999 has increased from
504 to 720 cases'’. This could indicate that
there is likely to be a drug dependence
problem in Jordan in the near future. There
has been no large-scale study in Jordan to
identify the size of drug dependence problem.
Therefore, this is the first large-scale
preliminary study to investigate the drug
dependence problem in Jordan.

Aim of the study
The study aims to examine the extent of
common drugs use among the target group.

Methods

Participants

The study started in February 2001 and data
were collected over eight months. The
sample consisted of 5064 subjects: 2284
(45.1%)were males and 2780 (54.9%) were
females. 4912 (97%) were between 18 and
25 years of age and 152 (3%) of the sample
were 25 years or above. Six universities and
four intermediate colleges participated from
North, Middle and South Jordan. 4051
(80%) of the sample were university students
and 1013 (20%) were from community
colleges.

The numbers of students who were within the
targeted age group and participated in the
study were randomly chosen from the list of
students who were currently attending the
university or collage, and then every tenth
student from the list was chosen. If a student
declined to answer, the next one on the
student list would be chosen.
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Abstract

A random survey of 5064 university and community college Jordanian students aged
between 18-25 years was conducted in early 2001 to investigate the extent of the
impact of common substances of abuse among this population and the subjects’
emotional and attitudinal stance toward illicit drugs. Participants completed a
questionnaire of 72 questions relating to emotions, behaviors, relationship with family
and friends and substance use behavior during the previous month. Results showed the
following self-reported substance use: 2.5% cannabis; 3.3% sedatives; 0.9% opiates,
with the most common method of opiate consumption being burning and inhaling;
2.8% Benzhexol; 2.6% stimulants; 12% alcohol; and 29% tobacco. None of the
sample reported using cocaine. Throughout, substance abuse was significantly higher
in male students. Some risk factors were identified for substance abuse in the group as
seeking acceptance, encouragement by friends, having friends involved in substance
abuse and poor communication with the family.

Introduction drug dependence became more widespread
Epidemic drug dependence is a  despite attempts to contain it. Opiate
comparatively ~ recent  health  problem. addiction became a widespread problem in
During the seventeenth century, governments China, the United Kingdom and the United

began to express concern over the increasing States'. .
use of certain substances, including not only ~ Currently cannabis is the most widely abused

alcohol and opium, but also tea, coffee and substance in the world, with 140 million
tobacco. By the eighteenth century, evidence ~ consumers or 2.5 % of the global population.
of widespread drug problems became Heroin is abused by 8 million people with 13
stronger. Some countries passed laws against million people abusing cocaine’. Today, it is
production or import of psychoactive estimated that more than 200 million people
substances and others imposed tax on their ~ US€ drugs. Drug use varies from children

importation. During the nineteenth century, snifﬁn}g glue to adults heavily addicted to
heroin’.

94



10.

12.

14.

Clozapine in Bipolar Disorder

Chlorpromazine. Arch Gen Psychiatry
1988; 45: 789-796.

Zarate CA Jr, Tohen M and
Baldessanini RJ. Clozapine in severe
mood disorders. J Clin Psychiatry
1995; 56, 9; 411-417.

. Calabrese JR, Kimmel SE, Woyshville

MIJ, et al. Clozapine for treatment —
refractory mania. Am J Psychiatry
1996; 153: 759-764.

Frye MA, Keller TA, Altshuler LL, et
al. Clozapine in bipolar disorder:
treatment  implications for  other
atypical antipsychotics. J Affect Disord
1998; 42; 91-104.

Suppes T, Webb A, Paul B, et al
clinical outcome in a randomized 1-
year trial of clozapine versus treatment
as usual for patients with treatment-
resistant illness and a history of mania.
Am J Psychiatry, 1999, 156: 8; 1164-
1169.

Ciapparelli A, Dell’Osso L, Pini S, et
al. Clozapine for treatment-refractory

15.

16.

17.

18.

Dr. Abdulrazzak Alhamad
Associate Professor and Consultant
Department of Psychiatry

Medical Cotlege

King Saud University

P.O. Box 7805,

Riyadh 11472, Saudi Arabia

Tel: 966-1-467-2362

Fax: 966-1-467-2571

Email: alhamad{@ksu.edu.sa

93

-schizophrenia,

schizoaffective
disorder, and psychotic  bipolar
disorder: A 24-month naturalistic
study. J Clin Psychiatry, 2000; 61: 5;
329-334.

Handbook of Psychiatric Measures.
American  Psychiatric  Association.
First Edition, 2000, Washington, D.C.
Bech P. Rating Scales for
Psychopathology, health Status and
quality of Life. A compendium on
documentation in accordance with the
DSM-III-R and WHO Systems. 1993,
Springer-Verlag, Berlin Heidelberg.
Meltzer H. Dimensions of outcome
with Clozapine. Br. J Psychiatry 1992;
160 (Suppl 17); 46-53.

Meltzer HY, Okayli G. Reduction of
suicidality during clozapine treatment
of neuroleptic resistant schizophrenia:
impact on risk-benefit assessment. Am
J Psychiatry 1995; 152: 183-190.



Abdulrazzak M. Alhamad

amlal)

(&b a2l A3 aall sabiadll o g ilall de gana (e by Ol S0 JLde
G gl ey e A Adasiul iy ol (S1y Aasliall ddejall pliadll YL
REEFU RS RIS R Gyl Sl pany of e p2 L Aagliall Gl
O.m;ﬂ\CJ\);_‘,A@A@LMCJ\PU“&LSMG.\GEﬁ\)ﬂu\)\,ﬁ\hu&fﬁh‘Jﬂ\ou
.wﬂ\wkﬁ,s\uﬁquwmu@muﬂw@\zb
guu\ﬂueu\“ﬁhww\rﬁggqmw,sg@fﬁcu\c_@g
o oaa e JS ziall cilifia e Cald plasiuly Y e | siuaty o (g oaba b
C O saady o afilll ga Lagha 2algy (e sare

¢ olall Sl gkl g ¢ S gpall Apuadill (ule Al Alaiu¥) il e pladi ol o
Jaadl Ala I ddlal ¢ dpadall dpuladl a2 by ¢ Aalall slall Ao b ulaag
L JVRRATPIRE (P | dnal g e 220y daal pall 2y gl Gy 230y Ay jaiil J gl 5
C)Ld\ any g Jab dalasyl
\.\;u\.gu“t\_.._.,\h,g.wmmm\a\ﬁyt@u.adi@uﬂ\qsxh.\_u,
. Aalall 3lal) A g ulie
e\m\@‘iﬁ(ﬁh@:)\ﬂa;@hbﬂlahJY\@'A_).S\AJ:;Z.\SQ_A?{:)_JLU
e gl dsa el gl gl Gl el el 5ol Joshall g 3all (b ol 5 S0

References

1. Diagnostic and Statistical Manual of McGuffin P. Third Edition, Cambridge

Mental Disorders (DSM-1V), University Press, 1997.
International Version with ICD-10 6. Ghacmi SN, Sachs GS. Long-term
Codes, Fourth Edition, American respiridone  treatment in  bipolar
Psychiatric Association, 1995, disorder: 6-month follow-up. Int Clin
Washington, DC. Psychopharmacol 1997; 12: 333-338.

2. Kusumakar V. antidepressants and 7. Narendran R, Young CM, Valenti AM,
antipsychotics in  the long-term et al. Olanzepine therapy in treatment
treatment of Bipolar Disorder. J. Clin resistant psychotic mood disorders: a
Psychiatry, 2002; 63 (Suppl 10); 23- long-term follow up study. J Clin
28. Psychiatry 2001; 62: 509-516.

3. Tohen M, Zarate CA. Antipsychotic 8. Vieta E, Relnares M, Corbella B, et al.
agents and bipolar disorder. J. Clin Olanzapine as long-term adjunctive
Psychiatry 1998; 59 (Suppl 1): 38-48. therapy in treatment-resistant bipolar

4. Zarate CA Jr., Tohen M, Banov MD, et disorder. J Clin Psychopharmacol
al. Is Clozapine a mood stabilizer? J. 2001; 21: 469-473.

Clin Psychiatry 1995; 56, 3; 108-112. 9. Kane J, Honigfeld G, Singer J and

5. The essentials of postgraduate Meltzer H: Clozapine for the
psychiatry. Editors, Murray R, Hill P, treatment-resistant  schizophrenia: a

double-blind comparison with

92



Clozapine in Bipolar Disorder

Table 2: Comparison of numbers of admissions, A/E attendance and relapses before
and after clozapine n =11

Mean P

No of Admissions:

Before 3.9642.39

After 2.01£1.21 0.009
No. of A/E attendance:

Before 3.48+3.16

After 1.4342.13 0.0002
No. of Relapses:

Before 3.8942.42

After 211413 0.01

Discussion change, other specific measures showed

Few reports documented the efficacy of
clozapine in resistant BAD'®"*'* but none
followed their patients up to five years as
this study has. Even though the number of
cases in this study is not large, it does show
beyond doubt the important role of
clozapine in prophylaxis treatment of
chronic and resistant cases of BAD. The
age range

included an adolescent at the start of the
study, which also showed as in a previous
study'®'? the advantage of use of clozapine
in this age group. The mean illness duration
of the study group was 13.2 years, which
indicates besides resistance to medication,
the chronicity of illness, which is not been
considered in other reports'®'"',

The improvement measures used clearly
showed the marked clinical response to
clozapine over the period of the study,
regarding specific symptoms (BPRS), the
global severity change (CGl) and the global
improvement (CGI), which is consistent
with other reports'®'*. On the other hand,
even though the QLS showed no clear

clear improvement in quality of life such as
work status and suicidal behaviors. These
results are comparable to previous reports
" and also to effects of clozapine in
refractory schizophrenic patients'”',

This study also presents new information
about long-term efficacy of clozapine in
BAD, showing a clear reduction in the
number of admissions, the number of
Accident and Emergency attendance and of
relapses which strengthens the evidence of
previous reports to use clozapine as a mood
stabilizer in resistant cases of BAD"'.
Considering the side-effects, whether
extrapyramidal or blood dyscrasias,
clozapine proved to be tolerable and safe in
this group of patients.

In conclusion, this study, in spite of the
small number of patients, provides
reasonably strong evidence that clozapine
monotherapy is valuable in the long-term
management of chronic resistant patients of
BAD using the same strict safety system
applied to its use in resistant schizophrenic
patients.
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Using Stat Pac Gold Statistical analysis
Package, all the above variables were
analyzed and presented.

Results
Only eleven patients, all Saudi nationals,
were included in the study with mean age

at the start being (34.5t 8.77) years and
with a range of (17-45). Other demographic
data analysis is shown in Table 1. The
mean illness duration for the groups was
(13.246.65) years and a range of (7-22).

Table 1: Demographic Datan=11

Character No. %
Age: Mean 34.5£8.77 --
Range 17 45 -
Sex: Male 6 54.5
Female 5 45.5
Marital Status:
Single 4 36.4
Married 6 54.5
Divorced 1 9.1
Employment Status:
Employed 5 45.5
Unemployed 6 54.5
BPRS measure scores were (14.3619.45)  where x’=7.692 and P=0.006.

before and (3.7314.2) after treatment
showing a highly significant difference
P=0.0002. The CGI severity measure
scores were 5.0 before and 2.82 after
treatment with P=0.0001 and the CGI
improvement mean Scores Wwere also
significantly changed before (4.8) and after
(2.93) with P=0.0002. The QLS scores
showed minimal changes, before (mean
28.18) and after (mean 26.55) and was not
significant P=0.363.

The work status had also significantly
changed after clozapine where x2=7.10'3
and P=0.008. Suicidal behavior monitored
over the period of the study compared with
recorded suicidal behavior before use of
clozapine was also significantly reduced

Extrapyramidal Symptom Rating Scale
(ESRS) was also analyzed before and after
clozapine and there was no significant
difference where P=0.10. The WBC values
for monitoring blood dyscrasias comparing
the first WBC before starting clozapine and
the last WBC values and were not
significantly different as P=0.17.

The mean number of admissions, A/E
attendances and the number of relapses
were compared before and after clozapine
and were found to be significantly reduced
as shown in Table 2.

The mean maintenance dose of clozapine
used was (93.75+41.73) and a range of (50-
200).
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Even though clozapine, an atypical
dibenzodiazepine antipsychotic, has been
approved worldwide in the treatment of
resistant cases of schizophrenia’, and in
spite of previous reports for its efficacy in
bipolar affective disorder, still it is not yet
approved and this area remains open for
more research®.

Previous reports showing efficacy of
clozapine monotherapy in BAD had several
limitations. Some of these reports recruited
a mixed population of patients including
schizophrenia, schizoaffective and bipolar
patients'®'!, Another limitation was the
chronicity and the resistance to
conventional mood stabilizers where
patients were mixed, including non-chronic
and non-resistant cases'"'>"*. The period
allocated for the study follow up was also a
limitation and it rarely exceeded 24
months®'*'*, The final limitation is that
none of the previous reports used all
outcome measures in one setting'®'*. This
study was designed to show the efficacy of
clozapine monotherapy in chronic and
resistant cases of a Saudi population of
BAD and prospectively measuring all
possible outcome measures used in
previous reports and for a much longer
period of follow up.

Methods
Subjects
This study included all consecutively
admitted patients to King Khalid

University Hospital (KKUH) psychiatric
wards over one year starting March 1996,
with DSM IV diagnostic criteria of BAD
who have relapsed whilst on medication,
and were tried on at least two mood
stabilizers, separately or in combination,
one of them lithium for at least two years.
Cases with organic disease, schizoaffective

symptoms or of drug abuse history were
excluded. All patients were switched to
clozapine 25 mg dose at night with a
gradual increase according to clinical
response. The group was followed up for
five years. This study followed the
clozapine safety system implemented for
the use of clozapine in refractory
schizophrenia under the supervision of the
Novartis Company in Saudi Arabia, which
is a mandatory weekly blood values for 18
weeks and then monthly.

Measures

A data collection form was designed to
include all sociodemographic character-
ristics, treatment . history, response to
treatment and duration of illness before
admission. Comparative parameters such as
the number of admissions, the number of
attendance to accident and emergency
(A/E) and the number of recorded relapses
before and after clozapine treatment were
also documented.

Assessment of dimensions of improvement
was carried using different scales. These
were the Brief Psychiatric Reporting Scale
(BPRS), which is a clinician-rated tool to
assess change in severity of
psychopathology'>'®. The Clinical Global
Impression Scale (CGI), which is a
standardized assessment tool for estimating
global improvement and severity of illness
over time''®, The Quality of Life Scale
(QLS), which is measuring directly deficit
symptoms in chronic disorders'*'¢. The
Extrapyramidal Symptoms Rating Scale
(ESRS) that measures the presence of
extrapyramidal side effects of
neuroleptics'® and the Complete Blood
Count (CBC) measuring the White Blood
Count (WBC) in consistence with the
safety system was performed.
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Abstract

Clozapine is an atypical dibenzodiazepine antipsychotic drug, which was approved widely
for resistant cases of schizophrenia, but as yet not for resistant bipolar affective disorder
(BAD), despite some researchers suggesting its use in the long-term treatment of resistant
bipolar affective disorder. This paper presents a prospective monitored evidence over a
five-year period for this claim, using all previously used outcome measures in the same
setting in Saudi BAD patients.

Eleven patients consecutively admitted with chronic BAD to King Khalid University
Hospital (KKUH) were tried on at least two mood stabilizers, separately or in combination,
one of them lithium for at least two years. Improvement outcome was assessed using the
Brief Psychiatric Rating Scale (BPRS), the Clinical Global Impression (CGI), the Quality
of Life Scale (QLS) and the Extrapyramidal Symptom Rating Scale (ESRS). Also work
status, suicidality, the number of admissions; the number of attendances to accident and
emergency (A/E) rooms and the number of relapses were measured before and after
treatment.

All above measures showed statistically significant improvement all through the period of
the study except the QLS measure.

This report, in spite of the small number of patients studied, presents reasonable evidence
for the long-term efficacy of Clozapine monotherapy in chronic resistant BAD patients.

Keywords: Clozapine, chronic resistant bipolar affective, Saudi Arabia.

Introduction treating resistant cases of BAD, either
Bipolar affective disorder (BAD) is a life-  alone or as adjunctive to conventional
long mental illness that affects the mood  stabilizers**.  Some  reported
personal, social and occupational life of the ~~ TeSPOnse to the combination of
patient'. Despite accumulating evidence of carbamazepine and lithium, high doses of
efficacy of conventional mood stabilizers thyroxine, clonidine and the adjunctive use
such as lithium and anticonvulsants; of clonazepam®. Recent reports showed the
carbamazepine, valproate and recently efficacy of using atypical antipsychotics
lamotrigine in prophylaxis treatment of such as Olanzapine and Resperidone either
BAD, still a considerable number of cases alone or in combination with conventional
show resistance’. Clinical trials have  mood stabilizers™*".

suggested several alternative drugs for
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interval in some patients and have some
effect on conductivity that could change
partial block. Antidepressants’ effect on
the heart has been stuck in the mind of
doctors from the overdoses of those drugs
that could lead to cardiac toxicity and
death, but those effects have never been
shown to be associated with therapeutic
doses on normal hearts.

The second generation of antidepressants
that include Trazodone which has weak
selective effect to block the reuptake of
serotonin , it has no effect on other
catecholamines, so it has apparent benefit
in patients with cardiac disease compared
to tricyclic antidepressants™.

Bupropion is a weak inhibitor  of
norepinephrine and dopamine reuptake and
may cause increase in blood pressure and
heart rate, so it has not been considered in
studies on cardiac patients.

The third generation antidepressants
include the Selective Serotonin Reuptake
Inhibitors (SSRIs). Most of cardiovascular
side effects of this group are due to the
propensity, depending on the agents to
interact with other drugs metabolized by
the cytochrome P450 enzyme system,
which may result in elevated levels of
certain antiarrythmics and B-blockers®>***".
It has been estimated that the frequency of
cardiovascular effects with SSRIs is less
that 0.0003%. The SSRIs have been shown
to be very effective in patients without

cardiac disease with minimal
cardiovascular side effects that are
commonly not affecting the course of
treatment.

The use of the these drugs in cardiac
patient have been studied and shown that
Paroxetine, Fluoxetine and Sertraline are
safer than tricyclic antidepressants in
patients with multiple cardiac disease
states, they have no orthostatic
hypotension, had minimal effects on
conduction and had virtually no effects on
ventricular function. Sertraline has proved
to be safe and effective in patients with
acute myocardial infarction or unstable
angina®

The comparison of Fluoxetine versus
placebo in depressed post-MI patients have
shown no difference ECG™.

Conclusion _
Depression has been well established as a
risk factor of myocardial infarction and its
common in post-MI patients as well as
other patients with Ischemic heart disease,
the diagnosis of depression needs
awareness and screening, and the
availability of new drugs that are easier to
give with excellent safety profile and
effectiveness, have made tremendous
change in the care of cardiac depressed
patients as well as patients with chronic
diseases and multiple pathology.
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Depression and Ischemic Heart Disease

years (range-4-32 years), Depression was
found to be a significant independent risk
factor for the development of IHD
morbidity and mortality, and the relative
risk mortality, and the relative risk has been
adjusted and it is now established that
major depression increase the risk 4-4.5
fold and subsyndromal depression
increases the risk 1.5-2 fold*.

Depression in Chronic Diseases
The prevalence of depression in chronic
diseases is well established now,
Alzheimer’s disease 11% , stroke 23% ,
myocardial infraction 25%, diabetes 27%,
cancer 42%, and Parkinson’s disease
51% 25.26.

The prevalence rates of major depression in
patients with cardiovascular illness have
been established as 15-20% in unstable
angina, 14-36% in congestive heart failure,
16-20% in myocardial infarction and 15-
23% in coronary artery disease?” .

Depression and Prognosis of IHD

Depression has a clear effect on the
prognosis of myocardial infarction, 11
studies prospectively followed-up
approximately 4000 patients diagnosed
with recent MI for a mean of 12 months
(range, 6-24 months, 17 -9 year in one
study). The incidence of major depression
was 16-20% and the incidence of
depressive symptoms was 17-42%. The
subsequent cardiovascular mortality in
post- MI patients with major depression has
a mean relative risk of 4.1, and much of the
mortality risk appears to occur in the first 6
months post-MI, the mortality risk appears
to be proportionate to the severity of
depression, and in the presence of other
risk factors, even minor symptoms of
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depression  contribute - to  significant

additional mortality risk?**"*2,

The Clinical Perspective:

The evidence is clear on the effect of
depression as a risk factor of IHD and as
prognostic factor for the outcome, that
implicates the need for recognition and
treatment of depression. The issue of
recognition has to be addressed by
increasing the awareness of physicians to
the symptoms of depression, the use of
screening tools like Beck inventory or
Hamilton depression scale, also general
scales like the symptom check list 90, and
Goldberg health questionnaire are very
useful, the involvement of the mental
health team in cardiology is of great
importance and the emphasis on liaison
psychiatry should not be missed.

The Safety of Treatment in
Cardiac Patients

Physicians have always seen the treatment
of depression as difficult in cardiac
patients; this difficulty has been associated
with tricyclic antidepressants that have
been available for five decades’’**** and
known for their wide range of Sid effects.
Including the anticholinergic profile (e.g.
dry mouth, blurred vision, constipation)
and sedation, weight gain, orthostatic
hypotension, as well as other
cardiovascular  effects like  sinus
tachycardia®.  Although the tricyclic
antidepressants have been shown to be
effective in - decreasing the frequency of
premature ventricular contractions (PVCs)
in non-depressed patients with cardiac
disease®®*™*®. There is evidence that
tricyclic antidepressant may prolong QRS
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Abstract

The paper reviews the topic of the relationship between depression and Ischemic
heart disease, depression has been established as an independent risk factor of
myocardial infarction. The high prevalence of depression in chronic diseases is
becoming more clear, the diagnosis and treatment of depression has great impact
on the prognosis of IHD and many chronic diseases, the clinical implication of
these findings are discussed with special emphasis on the use of antidepressants in

cardiac patients.

Depression is a Risk Factor

Depression is common among patients with
ischemic heart disease (IHD) and among
patients who are recovering from acute
myocardial  infraction (MI)'*.  The
prevalence of minor and major depressive
disorders has been reported to be as high as
45% in post-MI patients®, and 40% in
patients with stable IHD?’. The presence of
depression is associated with high rates of
cardiac complications,>>*'2 death,
reinfarction, need for revascularization ,
and poor adherence to cardiac rehabilitation
and medical therapies®®®1%!"13.

Further, there appears to be a dose-
response relation between depression and
prognosis. For example, researchers at
Montreal  heart  institution  recently
demonstrated that mortality during a five-
year follow-up was incrementally related to
the severity of depression measured by
Beck Depression Inventory in post-MI
patients'*. The most consistent biological
abnormality in major depression is the
increased activation of the hypothalamic-
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pituitary - adrenal axis, which results in
high cortisone level and elevated
sympathetic tone. Patients with depression
have been found to have elevated plasma
norepinephrine, increased heart rate and
reduced heart-rate variability'*'%'®
Depressed patients also are found to have
increased platelet activity, both at rest and
with provocative challenge'’. Myocardial
ischemia can be triggered by mental stress
testing in the laboratory, and the mental
stress-induced Ischemia is predictive of'®**
# poorer outcome in patients with stable
IHD. Acute negative emotions such as
tension, frustration, and sadness, can also
trigger myocardial ischemia during daily
living®.

The traditional risk factors for (IHD) are
genetic factors, Diabetes, Hypertension,
Thrombocyte dysfunction, Hyperlipidemia
,Smoking and Obesity, but recently
depression has been added to the list of risk
factors. There are 13 studies that have
prospectively followed up more than
40.000 healthy subjects for a mean of 10
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Psychological Impediments

Traditional (collectivist) versus Western (individualist) culture

Factors

Individualists

Collectivists

Attitude

Interactions within relationships and
lgroups occur between independent
individuals, and thus, disagreements and
iconflicts are accepted as a natural and
inevitable aspect of social life.

Dislike of social
disorganization or
disagreements.

iGoal Orientation
justice.

Strongly oriented toward achieving

More motivated by concern for
relationships with others

IGoal Attainment
a terminal value

Justice is an instrumental value and not

Justice is a terminal value

Tactics
tactics

Active, assertive, and confrontational

Passive, collaborative, and
avoiding tactics.

In the Arab-Israeli peace process “power”
has been used parallel to negotiations. On
the Israeli side there continues the
expansion of occupation and settlements,
bombing of camps and villages, destruction
of crops, house demolitions, closure,
humiliation by army and settlers, the wall,
disregard for UN resolutions etc. For the
Palestinians there is suicide bombing and
armed resistance. The broker (US) is not
neutral in that conflict. It has an interest
that goes beyond the success of the
negotiations and supports one party while it
pressures the other. The social reputation of
the process is thus damaged.

Parties involved in Middle East peace
negotiations need to be honest about why
they negotiate. They have to be held
accountable to their answers. Only -then
might the peace process be able to reclaim
its “'positive” meaning and be conducive to
a solution that is satisfactory to the needs of
both negotiating parties.
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A psychological obstacle contributing to a
failed negotiation is when the resolution is
needed by one party more than the other or
when the lack of resolution is not as
threatening to both parties. A psychological
consequence thereof is a reinforcement of
animosity, heightened sense of impending
danger, reinforcement of stereotype, lack of
confidence in future negotiations and of
identifying the aggressor with the people,
all of which perpetuate and enforce
violence.

Conflict resolution requires a long and a
gradual process of "peace-building" that
must follow the stage of "peace making".
There are various examples of peace
making as in Northern Ireland; the Israeli-
Palestinian conflict, and that of the South
African Truth and Reconciliation process
which demonstrate that signing agreements
between policy makers is not enough® .
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solutions must conform to the criteria
mentioned above.

Stage 4. Evaluation of solutions

This includes a critical analysis of all
proposed solutions. Proposed solutions can
be adjusted or added to.

Stage 5. Selecting the best solution

Either by an authority or by majority rules.
This is best done among a small group.

Stage 6. Testing of selected solutions

Parties should agree on a mechanism to test
effectiveness of solutions. Many accounts
of conflict resolution processes stop at the
stage when the sides reach the peace
agreement (peace-making). A conflict does
not end by signing agreements.

Impact of Culture

Cultural factors in conflict management in
between-culture conflicts are more difficult
to resolve than within-culture conflicts.
People involved in within-culture conflicts
can assume similarities in behavioral
dispositions, values, and expectations. On
the other hand, people involved in
between-culture conflicts cannot make such
assumptions and hence have difficulty in
adjusting their behavior toward adversaries.
Cultural  factors  affecting  conflict
management include items such as value
systems, nature of tactics and expectations
regarding the efficacy of various tactics in
achieving the values.

It has been frequently documented that
people in individualistic cultures prefer to
use active, assertive, and confrontational
tactics for resolving conflicts, whereas
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people in collectivistic cultures prefer
passive,  collaborative, and avoiding
tactics'.

A schematic overview of such differences
is shown in the following table® .

In the case of the Middle East Conflict,
some essential questions need to be
addressed: ‘

1- Why do parties negotiate in the first
place?

2. Is there a need for the process of
negotiation?

3- Does it make sense to negotiate in the
Middle East context?

Answers those questions are of
paramount importance for the peace
process. In the case of the Middle East
Peace Process, negotiations did not replace
the use of power. This alone throws heavy
shadows of doubt regarding the value of
the process and gives an impression that
negotiations do not make sense in the
present context.

to

Furthermore, the meaning of some terms
e.g. negotiations, peace process are not
restricted to how they are defined in
dictionaries and glossaries, but extend
beyond to acquire a meaning and social
historical significance of their own. In our
case, the repeated failures in the peace
process has come to associate the term
itself with negative social values such as
lack of ability, surrender, weakness and
reluctance to face the enemy, especially
since the enemy did not stop its
aggression’.
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Factors affecting the process of
negotiation are:

1. Competition.

2. Legitimacy (what is and what is not
allowed?).

3. Risk (bluffing, exaggerating).

4. Diversity of disciplines of the
negotiating team.

5. Complementing roles of the negotiating
team.

6. Show off of experience.

7. Understanding the other party.

8. Pressing with time, money or energy.

9. Personal relations with the other party.

10. Maintaining social norms to stand out

or bypassing them to complement.
11. Past achievements.
12. Insistence to reach resolution.
13. Persistence.
14. Honesty and accountability.
15. Emotional involvement in issues.
Information plays an important role in
directing the process of negotiation,
whether it is related to the issue of
negotiation or to the negotiating persons. A
negotiator has to identify the information
he/she wants to know from the other party
before starting the negotiations, the
information he/she wishes to declare and
the information he/she wishes to hide from
the other party.

Non-cooperative negotiation

The most important information in a
process of negotiation is the real minimum,
which the other party cannot go beyond.
This is what negotiating parties tend to
keep from each other and which contribute
to a non-cooperative form of negotiation.
Mechanisms of blocking information
include lying which leads to jeopardy of
accountability, and ignoring and shifting to
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other irrelevant information leading to non
progress. Also an open announcement that
this is confidential information, which
cannot be disclosed, leads to a block of a
process.

Collaborative Negotiation

It is form of negotiation that wants to solve
a particular problem. Information focuses
on the needs, interests and wishes of the
other party, with a view to each alternative
way to satisfy them. A major component of
understanding the words used during
negotiations depends on the non-verbal
expressions surrounding those words or
nonverbal ~ communication.. Nonverbal
factors  affecting communication in
negotiation include elements such as
gestures related to time (Ghronemics),
body gestures (Kinesics), factors related to
the preparation of the site of negotiation
(Proxemic), and those surrounding
language (Paralinguistics)

Stages of Negotiation

Stagel. Defining and analyzing the

problem
Parties may have different views or

perceptions of the problem leading to an
obstruction of the process.

Stage 2. Establishment of criteria for
evaluating solutions

The solution can be either a practical one,
which would affect material gains or
losses, or one based on value, which would
follow a goal that reflects image or

purpose.
Stage 3. ldentify possible solutions

Parties “brainstorm” solutions. It s
important to keep in mind that these
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Criteria of Success

We negotiate to win over those who are
able to grant us a material or moral interest;
but who would not do that voluntarily.
Negotiations help us achieve what cannot
be achieved by force because of physical,
moral or legal factors.

Successful negotiations depend on the
attitudes and skills of the disputants and of
the mediator or arbitrator. Negotiators and

mediators should be committed to
resolution of the conflict, be flexible, have
credibility, be respectful, explicitly

acknowledge the needs of the other party,
have a positive attitude and have a history
of achievements in conflict resolution.

According to the principles of conflict
resolution, the only true solution to a
conflict is one that attempts to satisfy the
needs of all parties involved. It is therefore
that successful negotiation should be based
on the coexistence of a constellation of
factors.

First: A person should have a real cause,
something he or she really needs, or else
negotiation would lose its meaning. It
would turn into a game of negotiation.
Motives not conducive to resolution
include winning time, testing the other
party or diverting the attention of another
person or group away from a hidden
motive or intention or action.

Second: Parties should have the capacity of
achieving the objective of the other or at
least help him/her achieve it. Negotiation is
unsuccessful if one party does not have
such capacity, or if one party realizes that
the other cannot actually help in the
achievement of the objective. A process of
negotiations based on a wrong perception
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of the issues is most likely destined to fail.
So is a process that is undertaken merely to
show off importance.

Third: None of the parties should be
reluctant to achieve the objective because
of moral considerations, economic
interests, and  historical reasons or
otherwise. i.e. issues of negotiation should
be really negotiable.

Fourth: Everybody should agree to the
process and agenda of negotiation. Also all
parties should follow the same behavioral
rules. People do not accept to enter into a
process of negotiation only to respond to
the needs of others, nor if one party shows
disinterest or considers that the issue is not
negotiable. All parties, whether willingly or
not, should accept the idea that the success
of the negotiation will benefit them all.
Nobody should enter into a process of
negotiation unless the other party has
agreed to do the same. It is this factor,
which  differentiates the process of
negotiation from the use of power, which is
usually based on a unilateral decision.

Fifth: None of the parties should be
capable, based on their own material
power, to forcing the other to immediately
fulfill the objective of the negotiation to
their interest.

When negotiating from a position of
weakness, the question arises as to how a
weaker partner can achieve anything
through negotiations. However, even the
stronger party usually has objectives that it
cannot completely achieve without the
cooperation of the weaker party. It is this
aspect that makes it worthwhile for weaker
parties to enter into a process of
negotiation.
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process, the impact of culture on negotiation and suggesting that peace negotiations are an
ongoing process that has to be enforced and supported beyond the bilateral or multilateral

talks.

Definitions

Conflict (from the Latin root “to strike
together”) is any situation where
incompatible  activities, feelings, or

intentions occur together. Conflict has been
the fate of humanity since its very
beginning and humans have been
accustomed to forcefully settling their
conflicts, using a wide spectrum of powers,
from physical to economic to military
power.

Unfortunately, until this very day, power is
the most commonly preferred and chosen
means to settle conflicts whether between
individuals or groups replacing the process
of negotiation, which stands at the top of
the list of peaceful means for conflict
resolution.

Conflict resolution is the process of
defusing antagonism, and reaching an
agreement between conflicting parties
through some form of peaceful interaction
and exchange (negotiation). It is based on
the idea that it is better to expose and
resolve conflict before it damages people’s
relationships or escalates into vioience.
Conflict resolution has developed during
the second half of the twentieth century as
an alternative to traditional litigation
models of settling disputes.

Negotiations

People negotiate all the time and
throughout their lives to achieve, for
example, a leave from work, an increase in
salary, better products at cheaper prices, tax
reductions, a higher price for what they
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sell. They also negotiate to achieve justice,
freedom, love, security and social status
and everything that is related to it.

In the 1960s and 70s, interpersonal
psychology was applied to understand
negotiations. This involved studying
individual differences between negotiators
such as gender, race, age, ethnicity etc. and
their impact on the process of negotiation.
It also investigated situational and
structural variables such as the presence of
a wide audience, a third mediating party
and the presence or absence of a deadline
for the negotiations and their impact on the
outcome of the process.

During the 1970s and 80s, cognitive and
behavioral psychology were in vogue. It
recognized negotiations as a decision
making process, where the negotiator is a
decision maker.

In the 1990s critics highlighted evident
gaps in previous approaches. Interest was
drawn to the social and psychological
aspects of the process of negotiation.
Negotiations themselves were considered a
complex structure of decision making
where negotiators are faced with numerous
choices and processes to decide upon, each
according to his/her perception of their
mission®. Negotiations take place “when
the reward of the participants upon
agreement is pending on their free choices
during the process of negotiation and is not
determined in advance by their respective
circumstances’.
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Psychological Impediments to the Peace Process in the

Middle East

Prof. Ahmed Okasha
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The World Psychiatric Association produced a statement in May 2002 regarding
the escalation of violence in the Middle East and its consequences on mental
health. The statement stated that the WPA “has been following with great concern
the escalation of violence in the Occupied Territories, in Israel and in the refugee
camps in the West bank and Gaza, which represents a new and serious threat to the
mental and general health of affected people”. The statement acknowledged the
psychological trauma being experienced and the psychological consequences to be
expected from chronic exposure to violence against civilians both in the Occupied
territories and Israel and anticipated an increase in the prevalence of post-traumatic
stress disorders and emotional disorders of childhood, in addition to a wide
spectrum of stress reactions, both acute and chronic, especially among the most
vulnerable groups such as children, women, the elderly and the disabled. In its
conclusion the statement appealed to all sides in the conflict to consider the short
and long-term psychological consequences of violence and war and to bear their
respective responsibility concerning the mental well being of future generations in
the region. Less than a year after the issuance of the statement the region witnessed
the US military aggression against Iraq, adding yet another conflict to the area
which did not only affect the Iraqi people but also spilled over to an accentuation
of violence in the Middle East.

The statement was met with a positive response from both Palestinian and Israeli
psychiatrists encouraging the WPA to initiate a task force to implement its
recommendations and called on its member societies to raise public awareness in their
respective countries regarding the psychological hazards of war, trauma and mass killings
and to lobby their governments to play an active role to break the cycle of violence in the
Occupied Territories and Israel.

In June 2003 WPA cosponsored a meeting in Malta under the theme “The Role of Health
and Culture in Conflict Resolution”. The meeting was attended by an audience who were
interested in Mental Health in the region and who believed that peace and democracy couid
play a major role in the development of the Arab countries. My contribution to that meeting
was a plenary intervention discussing “the process of negotiation” from a psychological
perspective, trying to highlight factors that contribute to the success or failure of the
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Fluvoxamine: Safety Profile in Extensive

Post- Marketing Surveillance
R. Buchberger
. Wagner

he safety profile of the selective serotonin reuptake inhibitor,
luvoxamine, has been assessed in clinical and post-marketing
studies. Post-marketing surveillance provides the opportunity
o0 assess a drug’s safety in every day clinical conditions in

a much greater patient population than in clinical trials and
herefore serves as a useful tool to detect signals for adverse ef-
‘ects with an incidence of less than 1:10,000. The safety profile
of fluvoxamine was evaluated based on data from 17 years of
global post-marketing surveillance in an estimated 28 million
patients exposed to fluvoxamine. A total of 6,658 adverse drug
eaction reports received from world-wide sources were re-

FAVERIN

(§) | Solvay
Pharmaceuticals

viewed and analysed. Post-marketing surveillance data con
firmed the favourable safety profile already observed in clinica
and post-marketing studies. A remarkably low level of suicidal
ity, switch to mania, and sexual dysfunction was found. Seroto
nin Syndrome appeared to be a very rare complication of fluvox
amine treatment. No signals for drug interactions unknown sc
far were identified. Withdrawal symptoms were observed in ev:
eryday clinical conditions, which were generally mild and re
solved spontaneously. However, no cases suggestive for drug de
pendence have been reported. In conclusion, the data presented
underlined that fluvoxamine offers a safe and well-tolerated op
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