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Editorial Letter

Dear Colleagues

It’s my pleasure to introduce this issue of the AJP with the policy of improving and developing our

journal.

Two activities were done this summer, the first was a workshop on how to write a good paper attended by

a group of 100 psychiatrists from the region in Istanbul and organized by the AJP.

The second was a meeting in Beirut - Lebanon which was in collaboration of the WHO and the American

university of Beirut to discuss the Arabic contribution in the proposal of ICD-11, and the AJP took the

initiative to give the priority to publish papers that are related to the ICD-11, and to issue a special

supplement on the topic of ICD-11 next May. In this issue three editorials are included and more to come.

I would like to emphasis the point that all of you can directly suggest changes on a special form (ICD-10

Revision Proposal form), that is available on the WHO website, and you can send papers for publication

in the AJP and the supplement.

I am happy to announce that our journal is now affiliated to International Psychiatry journal published

quarterly by the Royal College of Psychiatrists-UK.

My best wishes

Walid Sarhan

November-2011
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Review Article

New directions in classification of mental disorders: an Arab perspective
Ahmed Okasha

منظور عربياالتجاھات الحدیثة لتصنیف األمراض النفسیة
أحمد عكاشھ

Abstract
hat is wrong with DSM IV and ICD-10? They are complex with too many chapters and numbers of disorders which

increase sharply with each new edition, comorbidity, excessive use made of “Not Otherwise Classified” (NOC), within

category heterogeneity and no place for subthreshold disorders. Has the right nosologic system been conceptualized? Are the

right diagnostic categories and criteria being used? Has the diagnostic threshold been at the right level? Have the course and

characteristics of disorders been correctly typified? Are existing diagnostic criteria being employed in an unbiased and culturally

appropriate way? The goals of Psychiatric Classification are to bring “order to chaos”, to make research easier, to enable

everyone to communicate clearly, to help clinicians determine prognosis and treatment and to satisfy sociocultural demands

placed on psychiatry. Currently five main groups of psychiatric disorders exist: 1 Neuro-cognitive disorders - disorders of

cerebral tissue; 2 Developmental Disorders - failures of normal development; 3 Psychoses, loss of contact with reality;
4Externalizing Disorders, low constraint, disinhibition; and, 5 Emotional Disorders – high neuroticism (“negative affect”). Those

who are involved in DSM V and ICD-11 are deliberating dimensions or spectra or clusters, e.g. cognitive, psychotic, mood or

affective, obsessive, externalizing (substance abuse, personality disorders), internalizing (high neuroticism, e.g. anxiety,

depression, panic, phobia), bodily disorders (eating, sleep and sexual).

The addition to the categorical system of continuous, “dimensional” measures into the various diagnostic domains might help

resolve some of the critical taxonomic issues currently facing the field of mental health, especially the subthreshold disorders.

Diagnosis in diverse cultures has some caveats namely: disparities that may be the result of misdiagnosis or nondiagnosis due to

unfamiliarity with the culturally determined pathoplastic components of any clinical entity, differences in measures employed to

assess psychiatric disorders that can generate response biases, discrimination, racism, social position, and even expectations

about services and treatment that may cloud the diagnostic process 1,3. Linguistic limitations on the patient's and the clinician's

side produce a formidable (and obvious) communication obstacle. Diagnosis in psychiatry is meant to reflect individual coping

styles on the one hand, and customary treatment options on the other. Both factors are culturally charged and both are also

parcels of the disparities field 4, 5.

Key Words:ICD-10 and ICD-11, DSM IV and DSM V, Arab perspective, Diagnostic Criteria, Categorical versus, Dimensional

classifications.

Declaration of Interest: None

Introduction
It is clear at this stage that the two revision processes (ICD-

11 and DSM-V) are pursuing objectives which are in part

different. In the case of the ICD, the main objective is to

improve the public health utility of the system and, in

particular, its usability by a range of health professionals.

In the case of the DSM, the main objective, or one of the

main objectives, is to make the clinical characterization of

each patient more comprehensive by adding several

dimensions to the categorical diagnosis7. In spite of these

partially different (and potentially divergent) aims of the

revision processes, an effort is being made to “harmonize”

the two diagnostic systems. They will probably share at

least the same “metastructure” and use the same

nomenclature to denote the main diagnostic categories 7. In

the WPA-WHO Global Survey, over two-thirds of the

participants (practicing psychiatrists) maintained that a

diagnostic system based on clinical descriptions is more

clinically useful than one based on operational criteria8.

The proportion of DSM-IV users endorsing this position

was even slightly higher than that of ICD-10 users. A

reflection on the advantages and disadvantages of the two

approaches seems, therefore, timely. It has been maintained

that a “prototype matching” approach is more congruent

with human (and clinical) cognitive processes than a

“defining features” approach 7. The spontaneous clinical

process involves checking whether the characteristics of the

patient match one of the templates of mental disorders that

the clinician has built up in his/her mind through his/her

training and clinical experience. Moreover, some recent

research focusing on various classes of mental disorders

(i.e., personality disorders, eating disorders, anxiety

disorders) suggests that a diagnostic system based on

refined prototypes may be as reliable as one based on

operational criteria, while being more user friendly and

having greater clinical utility. So, there are potential

advantages and disadvantages in both the “prototype

matching” and the “defining features” approaches to

psychiatric diagnosis 7. This will more probably occur if

W
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those systems will exploit the full potential of the two

approaches, i.e., if the ICD-11 will provide paragraph

descriptions of the various mental disorders which are not

less precise and detailed than the DSM-IV lists of

symptoms, and the DSM-V will propose cut-offs and time

frames, which have a reasonably strong empirical basis7.

The WHO considers that the classification should be

developed in consultation with stakeholders, which include

WHO member countries, multidisciplinary health

professionals, and users of mental health services and their

families. Attention to the cultural framework must be a key

element in defining future classification concepts. Uses of

the ICD that must be considered include clinical

applications, research, teaching and training, health

statistics, and public health. The WHO Advisory Group has

determined that the current revision represents a particular

opportunity to improve the classification’s clinical utility,

particularly in global primary care settings where there is

the greatest opportunity to identify people who need mental

health treatment. Based on the WHO mission and

constitution, the usefulness of the classification in helping

WHO member countries, particularly low- and middle-

income countries, to reduce the disease burden associated

with mental disorders is among the highest priorities for the

revision.

The clinical descriptions and diagnostic guidelines for ICD-

10 mental and behavioral disorders define a mental

disorder as “a clinically recognizable set of symptoms or

behaviors associated in most cases with distress and with

interference with personal functions”. The definition of

mental disorders found in DSM-IV-TR is similar, and has

not changed since DSM-III:“a clinically significant

behavioral or psychological syndrome or pattern that

occurs in an individual and that is associated with present

distress...or disability or with a significantly increased risk

of suffering death, pain, disability, or important loss of

freedom... [that is] considered a manifestation of

behavioral, psychological, or biological dysfunction in the

individual”. Psychiatrists cannot be seen as the primary

users and the sole professional constituency for the

classification. Other professional groups should also have a

meaningful and proportionate role in the process. This

includes other mental health professionals such as

psychologists, social workers, and psychiatric nurses. It

also includes other physician groups, especially primary

care physicians, as well as lay health care workers who

deliver the majority of primary and mental health care in

some developing countries 8. The WHO Advisory Group

has strongly emphasized the need for a separate primary

care version of the ICD-11 mental and behavioral disorders

classification. In contrast to the last revision process,

however, the primary care version is being created

simultaneously with the specialty version, based on the

diversity and particularities of primary care settings and the

characteristics of the health care personnel who work in

them. 8

There are three ways to classify psychiatric disorders

a) Categorical vs. dimensional: e.g. avoidant

personality disorder (Introversion) versus histrionic

personality disorder (Extroversion)

b) Lumping vs. splitting: lumping (schizophrenia),

splitting: (paraphrenia /hebephrenia/ catatonia/

Paranoia, etc.)

c) Validity vs. reliability: validity (does a condition

exist as an entity worthy of study and treatment?),

reliability (do independent clinicians agree on what

condition a person has?) 6

The overall total mental disorders are increasing with every

classification in ICD-7, 78, ICD-8,210, ICD-9,569 and

ICD-10, 444, while in DSM-I, 106, DSM-II, 140, DSM-III,

200 and DSM-IVTR, 284.

EMRO-ICD 10 field trials
In our study in EMRO – ICD-10 Field Trials, the interrater

reliability was found to range between an almost perfect

(0.81-1) to substantial agreement (0.61-0.80) (using the

Kappa coefficient) in diagnosing organic mental disorders,

substance use disorders, schizophrenic, schizotypal and

delusional disorders, affective disorders and neurotic and

stress-related disorders. The categories of psychological

development and child and adolescent disorders were

diagnosed less frequently and the agreement between raters

was lower 9.The classical division of hysteria into

conversion and dissociation is arbitrary and unsatisfactory.

Saxena (1987) referred to hysterical fits, one of the

commonest presentations of hysteria in EMRO, as really a

combination of conversion and dissociation 10. Another

domain was negative symptoms, and the fact that they

constituted the main group in the diagnosis of several

disorders such as simple schizophrenia, schizotypal

disorder and residual schizophrenia, leaving the

differentiation to the duration and past psychiatric history

of the patient, both of which can be unreliable or even

unavailable in cases; for example, where the patient is the

sole informant and has no adequate information about those

two points. Within the three diagnostic categories, simple

schizophrenia seemed to occupy a unique position in

EMRO.

The symptomatological and diagnostic differentiations and

outcome of acute psychosis were studied in 50 Egyptian

patients using the Schedule of Clinical Assessment of

Acute Psychotic States (SCAAPS), the inclusion of acute

and transient polymorphic psychotic disorders with or

without stress in ICD-10 will encompass those clinical

syndromes in different cultures.

The religious attribution of OCD and the way of seeking

help may influence the prevalence of diagnosing OCD

considering it an undesired socioreligious trait which needs
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religious healing rather than psychiatric help. The above

findings indicate how the diagnosis and prevalence of OCD

in Arabic speaking countries can be underrepresented.

Another study in Egypt in 1968, repeated in 1993 on 1000

patients attending a university outpatient clinic showed that

the diagnosis of hysteria in the first study was 11%

changed to only 2% in the next study while somatoform

was 9% as if one is replacing the other11,12.

In a study in Egypt in a population of female secondary

school students (13 – 18 years) regarding eating disorders,

we could not find any threshold case if we followed the

current criteria in ICD-10 or DSM-IV. The girls who

participated finally in all the steps of the study proper were

371 (4.4% of the target population). According to the

operational criteria of ICD-10 research criteria (1993), the

study revealed: Two (0.54% of the sample) atypical cases

of anorexia nervosa , 26 atypical cases of bulimia nervosa

(8.6% of the sample), and 32 unspecified eating disorders

(9.7% of the sample)9 Cases identified were clearly not

fulfilling threshold eating disorders described in Western

criteria, the atypicality in the bulimia nervosa patients was

mainly due to lack of convergence between the most

widely used two classification systems. We need a

classification of eating disorders which is more flexible and

culturally sensitive13,15.

In the EMRO region, many studies showed social phobia is

more prevalent in males than females. The male gender is

over taxed, more criticized and punished, and must adhere

to a responsible role since his early childhood. Timidity

and shyness are traits to be cherished and desired by an

Islamic patriarchal society. The overlap between shyness, a

desired social trait and social phobia or avoidant

personality disorder is blurred in our culture.

In many Muslim countries, assessing the quality of life

depends on adherence to religious rituals regardless of

symptomatology; negative symptoms may be considered as

deeper contemplation about god, i.e. virtuous individuals.

Positive symptoms may be attributed as gifted from god by

extraordinary perception, i.e. special individuals. In

EMRO, there is sometimes religious interpretation of

personality disorders:Schizotypal being close to god,

Schizoid being a kind person, Paranoid connotes

carefulness, Avoidant as religious and ascetic, while

Anankastic as meticulous in following religious rituals.

Because of the resilience, coping behavior and attribution

of all events to God’s will, the prevalence of PTSD in

Moslem societies is rather rare as was noticed during the

Tsunami disaster in Indonesia especially the region of

Aceh inhabited by conservative Moslems. The current

criteria for PTSD seem to be working in Western cultures

more than other traditional societies. There is a plea to

abandon or to have different nosological criteria for PTSD

sensitive to cultural values especially that many cases

similar to PTSD without trauma are found to be anxiety or

depression.

Goldberg suggested for ICD-11 that the emotional

disorders (internalizing) may be all similar, namely, Mood

disorders: depression (non-psychotic), dysthymic disorders;

neurotic and stress-related disorders: specific phobias,

social phobias, generalized anxiety, panic disorder,

obsessional states, posttraumatic stress, somatoform

disorders, neurasthenia; personality disorders: anxious

personality disorder; disorders of childhood and

adolescence: mixed disorder of conduct and emotions,

phobic anxiety disorder of childhood. He proceeds by

explaining that, in the emotional disorders, the following

are especially important: temperamental antecedents, rates

of co-morbidity, genetic risk factors, symptom similarity

course, treatment response, familiarity, environmental risk

factors, the neural substrate, cognitive, emotional processes

and the biomarkers16,30. All temperamental antecedents

show increased levels of negative affect (neuroticism); in

MDD this precedes episodes. Current depression and

anxiety symptoms have genetic correlations between

symptom scores and negative affect of about +0.8, 50% or

more of the genetic correlations between the emotional

disorders derives from the genetic factor for negative affect

(negative affect is raised during all mental disorders to the

some extent, especially externalising disorders, to a lesser

extent psychosis). The rates of comorbidity are substantial,

between all the emotional disorders, causing high rates of

“comorbidity” in general medical settings.

The patterns of co-morbidity reflect what is known about

genetic factors. Regarding risk factors, there are two,

overlapping, groups of genes: “anxious misery” and “fear”.

Negative affect, which accounts for about 45% of the

genetic risk, may also account for genetic component in

PTSD, obsessional and somatoform disorders. A third

factor, independent of negative affect, accounts for the

additional risk for MDE and panic 16, 30.

Symptom similarity is common, although diagnostic

criteria are peculiar to each disorder. Many symptoms are

shared so that short screening tests detect a wide range of

common disorders: sleeping badly, lacking energy, feeling

tired, feeling irritable, worrying and feeling gloomy. As

symptom severity increases, the symptoms characteristic of

each disorder appear but these symptoms are on three

highly correlated dimensions, anxious symptoms,

depressive symptoms and somatic symptoms. As regards

treatment, SSRI’s are effective in all emotional disorders,

to some extent, CBT (in its various forms), behavioural

activation and problem solving are also effective in all of

them, again – to some extent and in more severe disorders,

combined SSRI’s + CBT have been shown to be more

effective. Rates for anxiety disorders are increased in 1st

degree relatives (FDRs) for anxiety disorders and

depressive disorders. Rates for depression increased in

FDR’s only with depressed probands while rates for

anxiety disorders are increased in FDR’s for panic disorder

patients. If you have one emotional disorder, rates of the
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others will be higher in FDR’s than in healthy controls.

Parents of patients with all disorders show low care and

high over-protection, subject patients to neglect, and sexual

and physical abuse, subject children to periods of parental

separation, more conduct problems, and greater experience

of teasing and bullying (childhood adversity increases rates

of all adult mental disorders, increasing sensitivity of the

HPA axis) 16, 30.

The neural substrate: the medial prefrontal cortex has a

general role in emotional processing; being activated in

multiple individual emotions. The amygdala organizes the

emotional response to stress; it is overactive in GAD, MDD

and fear disorder patients. The insula is a limbic sensory

cortex, responsible for the generation of one’s mental

image of one’s physical state; all disorders show

abnormalities of the nor-epinephrine and serotonin systems.

There is no evidence found for a universal biomarker

applying to all the emotional disorders. Anxiety disorders

and the fear disorders show augmented basal startle

reactivity but major depression (without anxiety) does not

show this. Major depression has abnormal P300 response

and “clock genes” but it is not reported in other emotional

disorders. There would be freedom to describe the main

problems the patient had, without assuming he has several

different disorders. For example, “Anxious depression”,

“Anxiety with somatic symptoms”, “Depression with panic

attacks”, “Somatic symptoms and pain problems” 16,30.

Proposed new classification
There are problems in dismantling “affective disorders”

and giving bipolar disorder to “psychosis”. Another cluster

is needed for “bodily disorders”, e.g. eating disorders,

sexual disorders and c. There are also problems in

dismantling personality disorders. To favour lumping rather

than splitting in psychiatric nosology and following

Goldberg suggestion to offer a more rational way of

conceptualizing disorders, in keeping with developing

knowledge. For general practitioners and physicians, it will

direct them to a simpler way of conceptualizing mental

distress in their patients. For patients, it will encourage

their doctor to take account of their current pattern of

symptoms. For research, it will enhance more ambitious

designs and the comparison of diagnoses across the cluster.

Dimensional versus categorical or both

categories in the new classification
A dimensional concept (from normal to pathological) was

proposed for schizophrenia (schizothymic, schizoid,

schizophrenia) and for affective disorders (cyclothymic

temperament, cycloid ‘psychopathy’, manic-depressive

disorder)17. The term ‘spectrum’ was first used in

psychiatry in 1968 for the schizophrenia spectrum, which

integratedschizoid personalities18.

In 1977 Akiskal19 proposed a cyclothymic bipolar spectrum

and in 1981 Klerman20 suggested a mania spectrum. A

clear distinction should be made between ‘disorder’ and

'diagnosis'.

“Disorder” is the clinical condition of a patient,

‘Diagnosis’ is a label used to represent information about

that clinical condition. The reliability, validity, sensitivity

and specificity of a diagnosis all relate to the

correspondence between the diagnosis and the disorder

itself. Psychiatry has as yet no "gold standard' for

identifying disorders.21

Examples of dimensional approaches commonly used in

contemporary psychiatry are the Hamilton Scale for

Depression22, Positive and Negative Syndrome Scale

(PANSS) for schizophrenia23 7-point Clinical Global

Impressions Scale24. There are some proposals to add a

new classification to the dimensions or spectra or clusters

perspective, i.e. Cognitive, Psychotic, Mood or Affective,

Obsessive, Externalizing (substance abuse and personality),

Internalizing (High neuroticism) and Bodily disorders

(Eating and sexual). The top-down approach for criteria of

diagnosis is common. Top-down is the historical standard

for psychiatry. Experts deliberate and review their clinical

experience, survey existing literature and, in some cases,

perform secondary data analyses of existing data to

ultimately decide upon the criteria 21.While the bottom-up

approach tends to be more objective since it depends on the

reference population(s) in which the measures are

developed and also the statistical assumptions made by

those doing the analyses,e.g. Childhood Behavior Checklist

(CBCL; Achenbach, 199125 ,26.

Clinicians and researchers struggle to diagnose psychiatric

conditions in a manner that is etiologically and

therapeutically meaningful. Readiness of the field for

dimensional diagnostic approaches is not consistent across

all the psychiatric disorders represented in DSM or ICD,

e.g., in the case of substance use disorders(SUD), measures

of frequency of use provide a relatively straightforward

way to incorporate a severity dimension, whereas

psychoses do not have a convenient analogous proxy for

severity. This does not demonstrate that psychoses cannot

be measured in a dimensional fashion, but it illustrates a

difficulty to be addressed in considering a shift from

exclusively categorical definitions of psychiatric disorders

to more continuous measures of psychopathology. The

DSM focus and concern has always been on “diagnoses”,

that is, a clinical expert’s opinion as to whether some

disorder is present in a particular patient. The purpose of

any diagnostic system, such as DSM and ICD, is not to say

what is “normal or abnormal” or what is or is not

“acceptable” in any society, nor is it an effort to

“medicalize” society’s problems, nor to channel clients to

psychiatrists rather than to clinical psychologists,

sociologists, or other mental health providers. DSM and

ICD do not mention “insanity”, which is a legal rather than

medical term. Kendell and Jablensky (2003) 27 note that
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carefully defined categorical diagnostic criteria have

resulted in significant improvements: diagnostic agreement

(reliability) and communication, more precise criteria, and

research instruments based on them, an international

reference providing a worldwide common language, public

access to diagnostic definitions, thus improving

communication with patients26. The limitations, clinical

and statistical, imposed by labeling patients only on the

basis of whether their signs and symptoms collectively rise

above a defined threshold, e.g. if the diagnostic criteria

require a duration of at least 28 days, the patient whose

illness manifestations lasted 27 days is considered

equivalent to someone who has never had that illness, but

completely different from someone whose duration was 29

days 21. Categorical criteria are important for determining

which patients are sufficiently ill to justify treatment, but

dimensions are much better suited to understanding

relationships between social and biological variables 28.

Practicing clinicians are accustomed to adopting a

dimensional perspective in severity of illness in order to

develop a treatment plan and assess clinical progress 29.

The addition of continuous, “dimensional” measures into

the various diagnostic domains might help resolve some of

the critical taxonomic issues currently facing the field of

mental health, especially the subthreshold disorders, it was

overtly recognized that both categorical and dimensional

approaches to diagnosis are important both for clinical

work and for research, and that the ideal taxonomy would

offer both. To avoid diagnostic chaos, the dimensional

scale must reflect the categorical definition and that the two

must have a clear and obvious relationship to one another.

During the development of ICD-10, the WHO

collaborating Centre - Okasha Institute of Psychiatry,

coordinated field trials in different countries in the region

to validate the classification and the impact of EMRO was

manifest in acute transient polymorphic disorders,

neurasthenia, and simple schizophrenia. The same process

will be implemented with ICD-11. There is a facilitator

process to try to bridge the gap between ICD-11 and DSM-

V so that more similarity can be found than dissimilarity.

An attempt is made to cross the cultural barrier so that

ICD-11 can be a helpful tool for diagnosis and utility in

different cultures both in developed and developing

countries.
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الملخص
بأنھا معقدة وتشمل العدید من االضطرابات النفسیة، فالتصنیف العالمي العاشر لمنظمة الصحة العالمیة یشمل تتمیز التصنیفات العالمیة لألمراض النفسیة والسلوكیة 

اضطراباُ. كذلك یوجد كثیر من التوازي في التشخیصات وال یوجد مكان لما یسمى ما تحت محكات 284اضطرابا أما التصنیف األمریكي فیشمل حوالي 444حوالي 

إن الغرض من التصنیفات ھو القضاء على الفوضى في التشخیص لتسھیل المقارنات البحثیة، لحسن التواصل بین األطباء ولتحدید المآل .(Subthreshold)التشخیص

المعرفیة، وھى االضطرابات العصبیة -1والعالج مع وضع البعد االجتماعي والثقافي في موضع االعتبار. وحالیا یوجد خمس مجموعات من االضطرابات النفسیة: 

االضطرابات الخارجیة (االنفالت النفسي و االجتماعي) مثل سوء استخدام المواد -4االضطرابات الذھانیة ، -3االضطرابات االرتقائیة، -2اضطرابات نسیج المخ ، 

ویشیر المقال عن االختالفات .كتئاب، الرھاب، الھلع....الخالوجدان السلبي) وتشمل القلق، اال-االضطرابات االنفعالیة (العصابیة العالیة-5واضطرابات الشخصیة، 

منطقة شرق البحر المتوسط  الرئیسیة في المحكات النفسیة في التجارب اإلكلینیكیة خالل عمل المحكات التشخیصیة للتصنیف العاشر لالضطرابات النفسیة والسلوكیة فى 

من منظمة الصحة العالمیة، وحیث إنھ یوجد بعض النقد على االعتماد 2013ادي عشر المزمع صدوره عام ، وإعادة ھذه التجارب في التصنیف الح(EMRO)العربیة

البعد الثنائي القطب، بعد على عدد األعراض، ومدتھا وشدتھا في التشخیص  فیوجد عودة لشمول البعد التشخیصي مثل البعد الذھانى ، البعد الوسواسى، البعد المزاجي،

محكات، مع معرفیة حیث یزید االھتمام بالنفسیة المرضیة (السیكوباثولوجى) عن عدد المحكات. وتمیل اآلراء إلى البقاء على التشخیص المعتمد على الاالضطرابات ال

، حیث یوجد لجنة 2013التشخیص المعتمد على األبعاد ونأمل أن تكون سمھ التشابھ واضحة بین التقسیم األمریكي الخامس والتصنیف العالمي الحادي عشر عام 

نظر عن الفروق الثقافیة للتنسیق بین التصنیفین. تعتمد ھذه المراجعة على المفھوم العربي في المحكات التشخیصیة وكیفیة إدراجھا في التصنیفات العالمیة بغض ال
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Abstract
HO is currently revising the International Classification of Diseases and Related Health Problems, Tenth
Revision (ICD-10).The WHO Department of Mental Health and Substance Abuse is leading the

development of the ICD-11 classification of mental and behavioral disorders. One of the Department’s primary
aims is to developa clinically useful and culturally-sensitive diagnostic system for the effective identification of
people in need of mental health services, particularly in low- and middle-income countries.To facilitate discussion
of the needs and specificities of each region as a part of the development of a truly global classification of mental
and behavioral disorders for ICD-11, WHO has held a series of regional meetings in different parts of the world.
Most recently, a meeting for the Arab region was held in Beirut, Lebanon, in June 2011, to discuss the cultural
applicability of ICD-10 classification of mental and behavioral disorders and provide recommendations for the
development of ICD-11 classification of mental and behavioral disorders. Presentations at the conference focused
on diagnostic groups that represent major areas of concern for Arab mental health in terms of cultural relevance
and applicability. The major areas of concern were regarding criteria for PTSD, mood disorders in relation to
somatization, substance abuse, sexual problems, and eating disorders. Some changes were also suggested for the
primary care version of the ICD-11. Based on these discussions, specific proposals that can inform the
development of the ICD-11 mental and behavioral disorders classification from an Arab perspective and guide
future field studies in the region will be developed.
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Arab Specificities, Arab Voice and
Global Connectedness
The Development of WHO's New International
Classification of Mental DisordersThe constitutional
responsibilities of the World Health Organization
(WHO) include: 1) establishing and revising
international nomenclatures of diseases, causes of
death and public health practices; and 2)
standardizing diagnostic procedures 1. WHO is
currently revising the International Classification of
Diseases and Related Health Problems, Tenth
Revision (ICD-10) 2, and ICD-11 is scheduled for
approval by the World Health Assembly in 2015.
The ICD is the international standard for assessment
and monitoring of mortality, morbidity, and other
health parameters. WHO’s 193 member countries
have agreed to collect and report health statistics to
WHO using the ICD as a framework. The WHO
Department of Mental Health and Substance Abuse
is leading the development of the ICD-11
classification of mental and behavioural disorders.
The Department’s highest priority is to help WHO
member countries, particularly those with fewer
resources, to reduce the disease burden and disability
associated with mental disorders. Neuropsychiatric
disorders account for 13% of total global disease

burden, more than any other category of non-
communicable disease 3. Yet, only a minority of
people with even severe mental disorders—fewer
than 25% in developing countries—receive any
treatment at all 4. Therefore, a key aim of the ICD-11
classification of mental and behavioural disorders is
to enable more widespread and efficient
identification of people with mental disorders who
need treatment 5 and to assist in the selection of
effective and culturally appropriate treatment
strategies. People with mental disorders are more
likely to receive the services they need if health
workers in the settings where they are most likely to
receive care have a diagnostic system that is reliable
and valid, but also locally clinically useful and
feasible. Substantial concerns have been expressed
regarding the clinical utility of current classification
systems for mental disorders 6, which apply to both
the ICD-10 and to the American Psychiatric
Association’s DSM-IV 7. The most important
contributor to the poor clinical utility of current
psychiatric diagnostic systems is their extraordinary
complexity, which is unnecessary for many clinical
applications and does not support the efficient use of
limited treatment resources at the clinical or country
level. WHO believes that developing a diagnostic
system that is globally applicable and locally useful

W
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requires a process that is transparent, international,
multidisciplinary, and multilingual, involves the
direct participation of a broad range of stakeholders,
and is as free as possible from conflicts of interest 8.
WHO has been attending to carefully to
multidisciplinary representation and to geographic
and linguistic diversity in creating mechanisms for
participation in the development of the ICD-11
classification of mental and behavioural disorders
5.Arab approaches to the classification of mental
disordershave tended to reflect the socio-political
attitudes prevalent at the time. A national identity of
Arab, Islamic culture dominated in the Nasserite
socialist movement of the fifties and sixties. The
Egyptian Classification of Mental Disorders 9,
published by the Egyptian Psychiatric Association in
1968, was a symbol of intellectual independence that
went along with prevalent political views of the
times. Following normalization of political relations
with the West in the eighties and nineties, many
Arab countries experienced a need to integrate into
international culture. It was no longer necessary for
Arab professionals to separate their practices from
the rest of the world, and numerous Arab
professionals participated on the drafting of ICD-10.
The ICD-10—like the DSM-IV—was based on a
relatively universalist approach in which all
expressions of mental and behavioral disorders
throughout the world are viewed as functionally
equivalent reflections of the same underlying
pathophysiology. We are in the midst of another
major transformation in the views of Arab people
regarding themselves, their countries, and their
relationship to the rest of the world. Although this
process continues to be highly conflictual in some
countries and is far from over, some general
characteristics of the emerging view may be
discerned, having to do particularly with themes of
autonomy and uniqueness, but also
interconnection.Though this emerging model is still
somewhat tentative, it appears to be a good fit with
the approach that WHO is taking to the development
of the ICD-11. Based on their public health
aim,WHO believes that the current development of
ICD-11 must give users in all parts of the world a
meaningful opportunity to shape the final product in
order strike the right balance of global comparability
and local clinical utility. One implication is that the
current ICD revision process must be multilingual,
as cultural and regional specificities are embedded in
language. WHO has implemented a systematic
process for global evaluation and use of evidence,
including user surveys and formative and evaluative
field testing that are being implemented through a
network of International Field Study Centers 5,6,10.
All surveys and field studies are being conducted in
multiple languages. WHO has also analyzed
regional and national classification systems in use
throughout the world, based on the idea that these
should be viewed as sources of proposals for
changes to the main classification.To facilitate
discussion of the needs and specificities of each
region as a part of the development of a truly global
classification of mental and behavioral disorders for

ICD-11, WHO has held a series of regional meetings
(e.g., in Brazil 11, China, and the Russian
Federation). Most recently, a meeting for the Arab
region was held in Beirut, Lebanon, in June 2011,
attended by representatives from 12 Arab countries.
The Beirut meeting was hosted by the Arab Regional
Center for Research, Training, and Policy Making in
Mental Health, one of the International Field Study
Centers for ICD-11. The Arab Regional Center was
established in October 2010 at the Faculty of
Medicine, American University of Beirut. The Arab
Center's mission is to promote research, training,
capacity building, and policy making in mental
health throughout the Arab region. Its role in the
current ICD revision is to collaborate with WHO to
ensure that the regional and cultural perspectives of
mental health researchers and professionals from the
Arab region constitute a fundamental part of the
revision process. The first activity of the Arab
Regional Center in relation to the ICD revision was
to host a regional conference in June 2011 on
”Classification of Mental and Behavioral Disorders
in Arab Countries". Thirty mental health specialists
and researchers from twelve different Arab countries
gathered to discuss the applicability of ICD-10
classification of mental and behavioral disorders to
the Arab region and develop recommendations to
WHO and its International Advisory Group for the
development of the mental and behavioral disorders
chapter of ICD-11. The meeting in Beirut
considered the potential Arab contribution to ICD-
11, and such themes as whether differences in
regional and cultural approaches to psychiatric
classification should be highlighted, or whether a
more universalist and biological approach,
emphasizing global equivalence of mental health and
mental disorders, should be emphasized.
Presentations at the conference focused on
diagnostic groups that represent major areas of
concern for Arab mental health. Five diagnostic
areas were particularly highlighted as the
problematic in the application of the ICD-10
diagnostic classification in the region: 1) stress-
related disorders, especially post-traumatic stress
disorder (PTSD); 2) mood disorders, including their
relationship to distress expressed as somatic
symptoms: 3) eating disorders; 4) sexual
dysfunctions: and 5) substance abuse. Based on
these discussions, specific proposals that can inform
the development of the ICD-11 mental and
behavioral disorders classification from an Arab
perspective and guide future field studies in the
region are being developed.Meeting participants
emphasized that any classification of stress-related
disorders and PTSD should be strongly influenced
by experience from the Arab region. Due to its long
and continuing history political instability and
violence, the Arab region provides a natural
laboratory to explore and test these diagnostic
conceptualizations. Meeting participants believed
that the definitions of these disorders in current
classifications require fundamental revision. Several
characteristics of the relevant traumatic event need
to be explored more carefully in developing new
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conceptualizations that will be more valid for the
region, including whether trauma relates to a single
event or is chronic and whether it is experienced
individually or as part of a group 12. More work is
also needed on responses to prolonged traumatic
exposure among children 13. Finally, there is a need
for a more indigenous formulation of stress-related
disorders that will include culture-specific
presentations and ‘idioms of distress’ 14.With respect
to mood disorders, the discussion emphasized the
importance of predominantly somatic presentations
of depression and emotional distress 15, 17, which
may also affect the course and management of the
disorder. The ICD-11 classification of mood
disorders should take this into consideration in order
to avoid the under-diagnosis of depression in
cultural contexts where more psychological
presentations of distress are less common. Concerns
regarding sexual disorders included the risk of
overpathologizing problems related to sexual
activity that are common, and even normal, among
individuals in traditional Arab cultures. This is
primarily due to the sanctioning of any sexual
activity before marriage, especially for women.
Sexual difficulties are common among newlywed
Arab women at the outset of marriage due to their
lack of sexual experience and to culturally
transmitted sexual myths and fears 17, 18. These
sexual problems tend to subside with time and more
experience within the marriage. Similarly, erectile
dysfunction is also a normal temporary reaction
among newlywed men who are exposed to the social
pressure of having to prove their masculinity early in
the marriage, and who may also have very limited
sexual experience 19. Eating disorders have been
viewed by some scholars as culture-specific
syndromes of Western societies 20, 21. Claims that
Middle Eastern societies were free from Anorexia
and Bulimia were common until Mervat Nasser’s
epidemiological study in 1986 22 showed a
significant presence of these disorders—hitherto
thought to be virtually nonexistent in the Arab
female population—among Egyptian students.
During the Beirut meeting, the applicability of fear
of fatness as a diagnostic criterion for anorexia
nervosa to the Arab region was questioned. Arab
individuals with anorexia nervosa commonly report
that they avoid eating so as not to experience
somatic distress (e.g., bloating, intestinal discomfort,
the feeling of having something stuck in their throat)
rather than because they fear gaining weight.
Systematic research is needed to support these
clinical observations.The prevalence and
descriptions of substance-related disorders will
always reflect societies’ view of those substances.
Throughout history, cultures have adopted their own
favorite substances versus the “other’s” preferred
drug23. Poems have been written and wars fought
over these differences. Cannabis use has been
endemic in the Middle East since the 13th Century.
The first heroin epidemic was observed in the 1930s,
and a second one swept the region in the 1980s.
Alcohol, on the other hand, perceived as a
“Western” drug and associated with religious

prohibitions, has been less of a public health hazard
in the Arab region than it is in other parts of the
world 3. At the Beirut meeting, recommendations
focused on including the use of Khat—fairly
common in the Arab region, particularly in
Yemen—in the future classification system 24. The
addition of behavioral addictions (e.g., internet
addiction, gambling) should also be considered.
Finally, recommendations were made with respect to
the primary care version of ICD-11. The primary
care version was seen as critically important for the
Arab region, given the low availability of mental
health specialists 25 and the lack of a developed
mental health service infrastructure 26 in much of the
Arab region, and low detection rates for mental
disorders in primary care settings 27. Somatic
presentations of common mental disorders should be
included in a primary care version of the ICD-11
mental and behavioral disorder classification for use
in the Arab region. Based on clinical observations,
several disorders that are not part of the ICD-10
primary care classification 28 seem to be commonly
encountered in primary care settings in Arab
countries, including PTSD, Conversion disorder, and
Obsessive-Compulsive disorder (OCD) and
Personality disorder. It was suggested that
diagnostic threshold of some disorders may need to
be lower for primary care settings in order to
identify individuals at high risk and to encourage
early intervention. This was only the first meeting
related to the ICD revision sponsored by Arab
Regional Center for Research, Training, and Policy
Making in Mental Health, and the beginning of a
discussion about the necessary characteristics of a
classification of mental disorders to meet the clinical
and public health needs of our region. The
recommendations described above are therefore
preliminary, and more elaborated and evidence-
based proposals are being developed for
consideration by WHO and the International
Advisory Group. These will be circulated among
researchers and practitioners in the region for review
and comment. The Arab Regional Center will also
help to coordinate regional participation in field
testing of the ICD-11 classification, which will be a
major focus for 2012. Strong participation in field
trials will help to ensure that the ICD-11 reflects
Arab experiences, clinical realities, and public health
needs.The way in which Arab experts and clinicians
begin to take up these issues related to how mental
disorders are defined and classified will shape their
roles as opinion leaders within their own
communities and also affect future generations of
professionals. The need for academic independence
from political and social interference appears to be a
requirement for the development of an approach that
honors the specificities of Arab identity and culture
but also its linkages to the rest of humanity on both a
biological and a social level. Has Arab science and
practice in mental health achieved this degree of
objectivity and independence? Or will our field be
co-opted as a tool of oppression and to support
nationalism and sectarianism, a phenomenon that
has occurred at different times and in different parts

97



Arab Specificities in (ICD – 11)

of the globe over the history of psychiatry? These
questions could not be answered in two days in
Beirut. But certainly a rich discussion emerged;
clarifying these issues and helping these key
professionals in the region recognize their role in
shaping the future of clinical classification of mental
disorders during this critical period of history.The
Middle East is currently witnessing the “Arab
Spring”: A rapid move towards putting an end
tosome regional dictatorships and promoting
democracy. Ironically, for different motives, some of
thelong-standing dictators had adopted stands
promoting globalization and pro-Western secular
systems of government. The liberation of Arab
people from those ideologies is likely to usher in an
era of identity searching. It may take time, but
ultimately Arab societies will have to find a comfort
zone between identifying with their Arab past and
being part of the global world we live in. Arab
mental health professionals will have role to play in
these newly liberated societies, highlighting both
Arab individuality in the way we express our inner
conflicts, but also our commonalities with the rest of
the world. How the ICD-11 classification of mental
and behavioral disorders can accommodate both of
these perspectives represents a challenge to WHO,
but also to the Arab researchers, clinicians, and
mental health service users who now have the
opportunity to participate in its development.
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ملخص
و تقوم أدارة منظمة الصحة العالمیة .و المشاكل الصحیةلألمراضتقوم منظمة الصحة العالمیة في الوقت الراھن بالمراجعة العاشرة للتصنیف الدولي 

وأحد .الحادیة عشرة للتصنیف الدولي لألمراض من االضطرابات النفسیةوالسلوكیةالمراجعةبقیادة عملیة التطویر لتصنیف اإلدمانللصحة العقلیة و 
�ϲϓ�Δλھو تطویرنظام تشخیصي مفیدسریریاً ألھدافاألساسیةلإلدارةا ΎΨΑϭ�ˬΔϴδϔϨϟ�ΔΤμ ϟ�ΕΎϣΪΨԩϟ·�ΔΟΎΣ�ϲϓ�Ϣϫ�ϦϳάϟΎγΎϨϟ�ΔϴϟΎόϔΑ�ΩΪΤϴϟΎϴϓΎϘΜγΎδΣϭ

ة احتیاجات وخصوصیات كل منطقة كجزء من وضع تصنیف عالمي حقیقي لالضطرابات النفسیة تسھیل مناقشل.  البلدان المنخفضة والمتوسطة الدخل
، تم عقد اجتماع للمنطقة العربیة في ومؤخراً .في مختلف أنحاء العالماإلقلیمیةعقدت منظمة الصحة العالمیة سلسلة من االجتماعات ،والسلوكیة

وتقدیم توصیات لتطویر .ات الثقافیة لمراجعھ التصنیف الدولي لألمراض النفسیة والسلوكیةلمناقشة التطبیق،2011بیروت، لبنان ، في حزیران 
العروض في المؤتمر ركزت على الفئات التشخیصیة التي تمثل مجاالت االھتمام الرئیسیة للصحة النفسیة العربیة من حیث .الحادیة عشرةالمراجعة

االھتمام الرئیسیة تتعلق بمعاییر اضطراب ما بعد الصدمة، اضطرابات المزاج فیما یتعلق باالضطرابات و كانت مجاالت .أھمیتھا الثقافیة والتطبیقیة
الرعایة الصحیة األولیة لتصنیف إلصداركما واقترحت بعض التغییرات .تعاطي المخدرات، المشاكل الجنسیة، واضطرابات األكل،الجسدیة

سوف یتم وضع مقترحات محددة یمكن أن یسترشد بھا في وضع ,بناء على ھذه المناقشات.راضلألمالحادیة عشرة للتصنیف الدولي المراجعة
الحادیة عشرة للتصنیف الدولي لألمراض لالضطرابات النفسیة و السلوكیة من منظور عربي و قیادة الدراسات المیدانیة المستقبلیة المراجعةتصنیف 

.في المنطقة
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،الحادیة عشرة للتصنیف الدولي لألمراضللمراجعةالقادمة التوصیات 
عرض من الشرق األوسط،و السلوكیةالنفسیةاألمراضفي تصنیف 

 سعد غالب

Summary
t is probably reasonable to say that classification in psychiatry has taken a centre stage since its early inception. Several
versions have been in clinical use over the years to good effect despite their short comings. However, with the proposed

ICD-11 classification on the horizon, we stand a chance of making a leap into the future of mental health practice around the
world. As it would be argued in this editorial, several issues need to be addressed. Some are conceptual in relation to
terminology, the way symptoms are being clustered, and the thorny and currently hotly debated area of dimensions versus
categories. However, there are also cultural and social issues that certainly pertain to different populations around the globe,
with particular reference to the Middle East, and the context within which symptoms operate, should be given serious
consideration. It will also be argued that ease of use, clinical utility as proposed by the WHO advisory group, and unambiguous
terminology, should act as the driving force behind the newly proposed classification system. Furthermore, the upcoming
system should also strive to minimize the current inequalities in service provisions and delivery especially in areas where mental
health services are most needed.

Declaration of interest: None
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Introduction
This editorial is a personal reflection on some of the
discussions that have taken place at ICD-11 classification
of mental and behavioral disorders regional meeting, held
at the American University of Beirut Medical Centre,
Lebanon on the 20th-21st June 2011. What follows is a
brief over view of the main areas of debate. The primary
aim was to entice all those concerned with the clinical and
non-clinical needs of mental health patients in the Middle
East so as to contribute to the ongoing debate. It is also
hoped that this article will be followed by a series of papers
which will be looking, in more details, at specific areas in
diagnostic classification.

The limits of sanity
It may seem odd to some readers of this article that in the
middle of the 20th Century, there was a strong case made
for diagnosis to be abandoned in psychiatry 1.
Notwithstanding this, it is probably safe to say that
nosology in psychiatry has taken centre stage primarily due
to the fact that our quest for specific and replicable
biomarkers for mental disorders, so far, have proved
elusive. Ironically, this position has been cemented by
advances in psychopharmacology which, naturally,
demands reliable diagnoses prior to treatment. Obviously,
central to the problem of classification is the question of
how diseases themselves are defined. This rather complex
subject can be traced back2,3 to those who view disease
entities as having a real existence, independent of the
observer, and those who maintain that careful clinical
observation is the only reality, rather than the abstract
classes of disorders that is lacking any independent
existence. During the 19th Century, there were several
diagnostic schemes. That of Kraepelin was probably the
most influential as he was the first to distinguish between
manic depression and schizophrenia. In the 20th Century,

empiricism (statements of fact being justified by
experiment only) was the name of the game. However in
reality, differences of opinion when drafting the ICD-10
and DSM-IV were settled by consensus.
The disease concept in psychiatry, essentially implies the
presence of a specific syndrome, with both qualitative
(phenomenological) and quantitative (statistical deviations)
abnormalities 4, 5, 2, that are potentially harmful.
Furthermore, the disorder also should be ‘’a cause for
concern‘’ either to the individual concerned, the doctor, or
the society. The cause for concern criterion, clearly adds a
strong subjective element to the process of disease
identification. The classification of mental and behavioral
disorders is generally, held as a reliable way of capturing
psychiatric conditions. Often though, it is criticized on the
grounds of labeling social upheavals, that it is not a
summary of clinical information, but rather a prescription
for treatment6, with poor predictive power 2, stigmatizing,
and lacking validity, to name a few. Contrary to this view,
it has been shown that the presence of a psychiatric label
remains a strong influence on general practitioners
decisions to refer depressed and anxious patients to
psychiatrists 7, and the fact that those who oppose labels,
have not come up with one viable and/or consistent and
testable alternative. For all the rights and wrongs of the
classification system in psychiatry, which incidentally this
editorial will not be going into, now that we have the
system, we also have the chance of improving it.

The view from this side of the pond
Unsurprisingly, not much debate went on over the
categories of major psychiatric disorders like schizophrenia
or bipolar affective disorder, despite the fact that, the
validity of some of their subtypes still requires serious
considerations, as this is not borne out by many years of
research. However, there were extensive discussions over
the diagnostic validity and reliability of the common

I
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mental disorders, in particular, anxiety and somatoform
disorders, posttraumatic stress disorder (PTSD), and sexual
dysfunction disorders. This certainly did not come as a
surprise considering the cultural, social and political
aspects of life in the Middle East, and influences this may
have on the detection, presentation and management of
most psychiatric disorders. Strikingly, the issue of language
use (terminology) in psychiatric classification kept
cropping up in a variety of scenarios. This can vary from
clinical terms which do not accurately reflect the actual
experience of patients, or be it that the precise
phenomenological meaning is somehow lost in
translation, into words which pathologize normal
experiences, which when local customs and beliefs are
taken into account, may no longer be seen as illness related.
This however, should not be taken as an argument in
support of those who believe that the ICD classification is
an attempt to export a western style vision of what a mental
illness should be in non-western societies. Cultural beliefs,
such as being possessed by ‘Jins’ or being put under the
spell of black magic can, on one hand be consistent with
local customs, but on the other hand can be a presenting
part of a major psychiatric disorder. So how does one
reconcile these two contrasting views? The answer may lie
in the wording of what constitute a delusional belief
(definition). The latter, can be made more inclusive in the
sense that the belief may not have to be entirely false or
completely out of keep with personal and cultural
background, but its impact on the patient’s personal and
social life should take precedence. Curiously, the ICD-10
provides no definition as to what a delusional belief is!
There is a consensus among clinicians in the Middle East
that by not losing sight of cultural aspects of symptoms, the
assessing mental health professional is given more liberty
in discerning what is illness related from what is not.
Furthermore, how can a new system be made more
accommodating of the fact that the presentation of anxiety
and depressive disorders is heavily camouflaged by somatic
complaints almost at the expense of cognitive and
emotional symptoms; and, that in troubled zones, clinicians
almost invariably encounter atypical forms of PTSD that
are more akin to generalized anxiety states? In making a
diagnosis, it was felt, that more emphasis should be
attached to the impact of symptoms on personal, and social
functioning. Therefore, instead of the slightly ill-defined
mild–moderate-severe categorization of symptoms, it may
be more relevant to emphasize the course of symptoms as
stable, improving or deteriorating. We are constantly
reminded, in our daily practice, that sometimes even mild
forms of anxiety can be as disabling and protracted as other
major psychiatric disorders. What has also transpired is the
fact that the use of the ICD classification system is almost
invariably confined to academic or highly specialized
clinical centers with academic affiliations. Therefore, any
proposed change should take the issue of ‘’clinical utility’’
8 into account, so that the new classification system can
reach out to those who are most in need, especially in
deprived areas, where incidence rates of most psychiatric
disorders is significantly higher when compared with
affluent areas. This can be achieved by making the new
classification system more relevant to the local population,
being user friendly and, devoid if possible from redundant
categories, subtypes and specifies with all their

increasingly distinctive details, whose relevance is called
into question, and in practice almost never used. A
diagnostic system capable of reaching those clinicians in
deprived areas is absolutely essential, so that psychiatric
conditions can be properly identified, hence treated in
accordance with national and preferably international
guidelines. It will subsequently assist in service planning
and delivery, and will undoubtedly usher the way towards
the establishment of research centers in areas with the
highest levels of mental health needs.

Dimensions versus Categories
It is probably naïve to expect a classificatory system to be
purely categorical or dimensional. In real life a mixture of
both is more the case 9. There is just no one-one
relationship between phenomenology (signs and
symptoms) and findings from neurobiology. The concept of
a gene for schizophrenia or a gene for auditory
hallucinations is not plausible 10, and the fact that,
interpretations of biological findings will always require
some form of a psychosocial narrative. The psychosocial
narrative can unwittingly influence clinicians’ choice of
phenomenology during an assessment. There is probably
some truth to the argument that individual symptoms are
less reliably elicited than multidimensional diagnosis, and
that they vary in severity over time and may differ in
different environmental contexts 11. However, categories
are more easily used and communicated than continua 12.
Critically, in reality, it is rather difficult to decide upon
where the cutoff point lies (normal vs. abnormal) in a
purely dimensional approach. The very high rates of co-
morbidity reported in results of community surveys and the
frequent use by clinicians of the ‘not elsewhere classified’
categories 13 can probably be explained by the fact that
signs and symptoms of most psychiatric disorders tend to
aggregate under three major dimensions that of: somatic,
emotional and cognitive. Therefore, it is just feasible for a
depressive disorder to present with an entirely somatic
component without the emotional or cognitive symptoms.
Naturally, this can create difficulties in placing patients into
one category or the other, hence, the frequent use of “NOS”
categories. A way out of this is by tallying most mental and
behavioral disorders under the aforementioned dimensions;
thereby minimizing co-morbidity and “NOS .”

A classificatory system fit for purpose
Back in 1967, Feinstein14 posed the question; ‘’what use is
the diagnosis in the real world?’’ The short answer to this
question is that the care of the patient should be the
ultimate guiding principle. A classificatory system that
cannot assist a clinician to do that will naturally fail to gain
acceptance. The WHO international advisory group of the
upcoming ICD-11 classification of mental and behavioral
disorders, has suggested 8, in my opinion, rightly so,”
clinical utility” as a guiding principle. What use is a system
that is relatively valid, but is poor on clinical utility in
terms of ease of use, and its ability to respond to the mental
health needs of the individual concerned. Irrespective of
what findings demonstrate, future research in psychiatry is
likely to bring a classificatory system that can accurately
reflect patients’ experiences; is basic enough, yet
accommodating in terms of cultural variations; as well as

101



Saad F Ghalib

allowing the majority of mental health professionals
(physicians and non-physicians) to communicate using the
same language, but will unlikely go out of fashion. It
should no longer be acceptable for a classificatory system
to remain in the hands of the privileged few - that is,
academic and research departments. A new classificatory
system should go beyond the strict borders of academia and
complicated phenomenology and reach out to the masses
where it is most needed.
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ملخص
تأثیر جید إلىأدت ،في المجال السریري على مر السنینإصدارات. و قد كانت ھناك عدة المبكرةأن التصنیف في مجال الطب النفسي قد أتخذ مركز الصدارة منذ بدایتھ 

نقلھ مستقبلیة في ممارسة إلحداثصار لدینا الفرصة ،الحادیة عشرة للتصنیف الدولي لألمراضالمراجعةمع تصنیف ،لذلك.  فیھاالموجودةعلى الرغم من العیوب 
كیفیة تجمیع األعراض ، بعضھا في مجال المفاھیم المتعلقة بالمصطلحات،معالجة إلىالصحة النفسیة في جمیع أنحاء العالم. كما سیناقش ھذا المقال عدة قضایا بحاجة 

السكان في جمیع باختالفالتي تتعلق اإلجتماعیةفئات في التشخیص. كما ھنالك أیضا القضایا الثقافیة و مقابل الاألبعادقضیة شائكة تتعلق في استعمال إلى، المرضیة
أنالذي یجب أخذھا في عین األعتبار. و یمكن القول ،الشرق األوسط و السیاق الذي تعمل في ضمنھ األعراض المرضیةإلىبوجھ خاص اإلشارةمع  ،أنحاء العالم

ینبغي أن تكون بمثابة القوة الدافعة وراء ،و المصطلحات التي ال لبس فیھا،المرافق الطبیة على النحو الذي اقترحھ الفریق األستشاري لمنظمة الصحةسھولة األستخدام,
لصحیة و توزیعھا و خاصة في المناطق ینبغي للنظام القادم أن یسعى أیضا للحد من التفاوت الحالي في تقدیم الخدمة ا،ذلكإلىإضافةنظام التصنیف الجدید المقترح. 

التي ھي األكثر حاجة لخدمات الصحة العقلیة.
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Abstract
istorically, the study of psychological trauma has been grounded in the disease model based on the assumption that the
normal response to trauma is victimization, distress, and pathology rather than competency and growth. The result has

been a focus on the identification and treatment of the pathological and maladaptive modulations of the stress response and a
corresponding failure to expand the mainstream model to include positive, growth-oriented responses to trauma. In this paper,
we apply a broader conceptual approach to the psychological trauma experienced by children exposed to war and present the
case for a strength-oriented approach that highlights the posttraumatic interplay between impairment and adaptation. We
contend that both the fields of psychology and social work have contributions to make in this regard. Adding insights from
positive psychology and from the strengths approach in social work to the conventional model of trauma offers a much needed
framework for moving beyond the limits of the disease model, while adding a unique understanding of our capacity for
resilience in the face of trauma. Further, we contend that incorporating the principles of positive psychology and the strengths
approach not only provides a broader explanatory framework for conceptualizing trauma and its responses, but also offers great
potential to suggest skills necessary for effective clinical practice.

Key words: Positive psychology, Strength approach, War, Children, Trauma, Coping
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Historically
The study of psychological trauma has been grounded in
the disease model based on the assumption that the normal
response to trauma is victimization, distress, and pathology
rather than competency and growth.1,2 The result has been a
focus on the identification and treatment of the pathological
and maladaptive modulations of the stress response along
with a corresponding failure to expand the mainstream
model to include positive, growth-oriented responses to
trauma.3,2,4 This traditional theoretical orientation fails to
incorporate the phenomenological view of personality and
the human potential for resiliency in the face of trauma.
Furthermore, according to Huebner, the relationship
between trauma and a diagnosis of psychopathology is not
consistently concordant, and certain conditions that are
classified as disorders may fall within the normal range
when considered in their contextual matrix.5

By concentrating on a disease-based model and
pathological, passive, and dysfunctional responses to stress,
researchers have failed to take into account the empirical
evidence for adaptability in the face of trauma, particularly,
the efficacy of more holistic approaches.2 Some authors
have characterized this recognition of the need for greater
attention to strengths in research and practice as a paradigm
shift.6,7 Seligman and Csikszentmihalyi have defined
positive psychology as “valuing subjective experiences:
well-being, contentment, and satisfaction (in the past); hope
and optimism (for the future); and flow and happiness (in
the present)”.2 Since Antonovsky proposed that
pathogenesis and salutogenesis are complementary, it has
become clear that a comprehensive view of mental health
requires a convergence of these two perspectives.8

Similarly, strengths-based social work is centered on belief
in people’s capacities, collaboration with “clients’
aspirations, perceptions, and strengths” and giving
“credence to the way clients experience and construct their
social realities”.9 Client strengths and resources are seen to

be “invaluable in constructing the possibility of change,
transformation, and hope”.9

An integrative framework of trauma that places resiliency
and pathology along a continuum would provide a more
accurate view of the broad range of functioning exhibited
by children in wartime circumstances.10,11,12 Such a model
would transcend the boundaries of the disease model and
correspond with new evidence that posttraumatic growth
appears to progress in a nonlinear pattern.13,14

In this paper, we will focus on applying this broader
conceptual approach to the psychological trauma
experienced by children exposed to war, and present the
case for a strength-oriented model that highlights the
posttraumatic interplay between impairment and
adaptation. We will demonstrate that this approach will
complement (expand rather than replace) the disease-based
model of trauma. We contend that adding insights from
positive psychology and strengths-based social work to the
conventional model of trauma offers a much needed
framework for moving beyond the limits of the disease
model, enhancing our understanding of the capacity for
resilience in the face of trauma.

Each child exposed to war possesses unique strengths and
deficits, attributes a different meaning to his or her
experiences, and ultimately, responds to them in a unique
behavioural and psychological pattern.15,16 The responses of
children to trauma are complex, and many of the resulting
“disorders” can be viewed as variants of normal
functioning, prompting us to reexamine our definitions of
normality and abnormality.17 Yet, until recently, we have
relied on a one-sided, linear disease model in our attempts
to define, assess, and treat psychological trauma, as well as
to estimate its prevalence and design our research. In this
paper, we strongly endorse changing the more traditional
disease-based models of trauma to incorporate a more
holistic assessment approach, and a more positive or

H
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strength-based approach to clinical practice and therapeutic
techniques.

Trauma Theory
Seligman, Rashid, and Parks asserted that the field of
psychology has been preoccupied with a fatalistic focus on
psychological weakness and ill-being ever since Freud
developed his concept of thanatos, associated with the
death wish and the urge to annihilate life.18,19,20 As well,
trauma theory has been dictated by the underlying
philosophy of this deficit model, and its dominance
continues to this day. Freud believed that trauma was a
response to a sudden, overwhelming onset of excessive
stimuli, “powerful enough to break through the protective
shield”.21 Kardiner and Spiegel added that a traumatic event
“creates conditions to which the organism cannot
adapt”.22Later, Kardiner posited that war trauma results
from an overwhelming risk that paralyzes the individual’s
ability to cope and affects various facets of the
personality.23 Building on this illness-oriented ideology,
Figley further emphasized posttraumatic psychological
stressors, defining trauma as “an extraordinary, catastrophic
experience, which shattered the survivor’s sense of
invulnerability”.24 Van der Kolk explained that:
“Trauma occurs when one loses the sense of having a safe
place to retreat within or outside oneself to deal with
frightening emotions or experiences. This results in a state
of helplessness, a feeling that one’s actions have no bearing
on the outcome of one’s life.”25

The distress commonly found in trauma survivors appeared
to verify this model of psychological pathology. For
example, Horowitz26 cited impaired concentration, sleep
disturbances, and anhedonia; Spiegel listed “helplessness,
fear, panic, anxiety, and guilt”.27 Lifton’s studies of
survivors of Hiroshima and the Holocaust expanded the
scope of trauma pathology to cognitive dysfunction. Lifton
reported that trauma disrupted the individual’s primary
internal symbols, including the “illusion of personal
invulnerability,” “faith in the larger human matrix,” and a
“sense of the general continuity of human existence”.28 The
American Psychiatric Association defines a traumatic event
as "actual or threatened death or serious injury or a threat to
the physical integrity of self or others and that the person's
response involved intense fear, helplessness or horror."29

Carlson proposed three defining features of traumatic
events: perception of the event by the individual as
negative, suddenness of an event (or, an immediate threat),
and lack of controllability. Similarly, Foa and colleagues
proposed lack of predictability as a causal factor.30 In
response, the trauma survivor “undergoes a reversible form
of symbolic death in order to avoid permanent physical or
psychic death,”31 that Lifton called a “psychic closing
off”.32

Epstein expanded on this cognitive pathology, suggesting
that trauma causes a breakdown in the individual’s
assumptions about self and the world, including the extent
to which the world is viewed as “benign” or “meaningful”;
other people are viewed “favorably,” and the self is seen as
“worthy”.33 Young cites the work of Janoff-Bulman and
Frieze and Wortman, who elucidate the changes in trauma

survivors’ fundamental beliefs about the world as
encompassing: personal invulnerability (both physical and
psychological), individual goodness and self-worth (moral
assumptions), beliefs about justice, and the perception of
the world as orderly and fair (social and cognitive
assumptions).34

It is crucial that research on trauma survivors must
incorporate non-Western clients – for example, refugees -
into the methodology. Practitioners must be always
cognizant that the majority of posttraumatic stress disorder
(PTSD) indicators and tests have been developed in the
Western world. It may be ethnocentric and biased to
assume that these processes will work in a similar manner
as in the non-Western world. There is also the added
concern that when dealing with different cultures and
language barriers, many Western professionals (social
workers, health workers) may not comprehend, even
misinterpret, the traditions and various stressors in other
cultures. These suggestions are not meant to deter Western
professionals, but rather to inform and enable them to be
better equipped when dealing with non-Western patients.

Political Ideology
Political ideology serves as a lens through which a person
understands and interprets political events, and therefore,
has an effect on the psychological reaction to these events.
The importance of examining political ideology is
suggested by the terror management theory. According to
this theory, our awareness of human vulnerability and
mortality leads to the development of cultural institutions
that provide order and meaning, and thereby ensures literal
or symbolic immortality. The protective effect of culture is
especially salient when awareness of human vulnerability
and death is enhanced, as it is in times of war and political
conflicts. Under such circumstances, people tend to cling to
their cultural beliefs or ideology, embracing individuals
who are similar to them (the in-group), and rejecting those
who are different (the out-group). It seems that when the
awareness of death increases, the role of ideology becomes
more salient as it serves as a buffer, providing order in the
chaos, meaning, predictability, and even symbolic
immortality, thus reducing the pathogenic effect of
stressors. In this way, social or political worldviews and
actions give meaning to traumatic experiences.4

Studies demonstrate that the first Intifada had a different
effect on Israeli right and left-wing political activists. For
example, Jewish left-wing activists reported higher levels
of emotional burnout than their right-wing counterparts.
These findings reveal that the Intifada is incongruent with
former political beliefs regarding the Israeli–Palestinian
conflict resulting in greater emotional burnout. In addition,
this highlights the significant role played by the political
ideology of Israeli children/youth who have been
confronted with political violence associated with the
Israeli–Palestinian conflict.35

Several studies reported that the ideology of adolescents
buffers the emotional impact of political violence on
youth’s distress. Cross-cultural comparisons also show that
ideologically patriotic committed youths (i.e., militant

104



A. Al-Krenawi, et al.

Black Muslims in Chicago, militant Hamas supporters in
the West Bank, and extreme Zionist, defined as supporters
of a greater Israel) suffered from less distress related to
armed conflict than non-ideologically committed youths.
However, these studies focus on high ideological right-
wing commitment. However, Punamäki36 defined
ideological commitment more generally, as based on the
glorification of war, patriotic involvement, and defiant
attitudes toward the enemy. Defining political ideology
solely in relation to a right-wing viewpoint is a limited
perspective and does not capture the wider meaning of the
term.36 Deeper understanding of the effects of political
ideology requires attention to both the content and the
intensity of beliefs.

The importance of differentiating between the content and
the intensity of a belief is particularly significant in the
examination of patriotic right-wing positions. Following an
extensive meta-analysis, Jost, Glaser, Kruglanski, and
Sulloway (2003)37 concluded that right-wing ideology is
positively related to dogmatism, close-mindedness,
intolerance of ambiguity, uncertainty avoidance, and
negatively related to openness to experience and integrative
complexity. The authors claim that right-wing ideological
commitment is associated with an inability to adapt to
changes.38 Thus; this may be a factor that impedes one’s
ability to cope with changes in the political reality.
Therefore, higher commitment to a right-wing position
entails greater distress whereas lower commitment to the
same position entails lower levels of distress.

Trauma and children exposed to war
As mainstream theoretical models of clinical psychology
emphasize “theories of failure” rather than “theories of
success”39 so the deficit model of behavioural dysfunction
that underestimates human potential has determined the
field of psychological trauma.40,41,13 As a result, research on
children’s responses to war has tended to narrowly focus on
identifying specific disorders and impairments, rather than
holistically on the multiple internal and external systems
that may influence a child’s adaptation, functioning,
behavior, thoughts, and feelings.42 For example, the
pioneering work of Anna Freud on the effects of trauma on
children during World War II emphasized the victimization
and psychological vulnerability of the children she studied.
Freud believed that children who had been exposed to the
London Blitz had experienced “subtle” harm whose
consequences would “become manifest at some future
date”.43

In the 1960s, building on Freud’s work, Khan suggested
that a mother’s inability to provide a “protective shield”
during wartime could increase and lead to traumatic
effects.43 The protective shield encompasses the institutions
and support systems – for example, schools, families, peers,
friends, and clubs - that reinforce children’s strength and
resilience. This protective shield should not be confused
with vulnerability factors which place the child at risk and
deter children from healthy functioning. More recently, Eth
and Last44 suggested that during wartime children are
“confused by the endless blur of terrifying scenes”44, and
that the resulting emotional pain makes them more likely to

suffer from a range of medical and psychiatric conditions in
adulthood. Krystal stated that the after effect of severe
childhood trauma is “a lifelong dread of the traumatic state
and an expectation of it”.45

The fundamental expectation of victimization and
dysfunction in standard trauma theory is further
exemplified by theories of intergenerational trauma. For
example, Danieli noted that the children of Holocaust
survivors “seem to have consciously and unconsciously
internalized and absorbed their parents’ Holocaust
experiences into their lives. Many children manifest
Holocaust-derived behaviors, particularly on the
anniversaries of the parents’ trauma”. 46 Danieli also
reported that despite the fact that many post-war Jewish
parents treated the Holocaust with a “conspiracy of
silence,” their children nevertheless sensed the “constant
psychological presence of the Holocaust” in the home.46

In the presence of PTSD stressors, children need to be
protected and shielded from the elements. Research has
demonstrated that in the Middle East, parents act as one of
the largest protective factors for their children during war.
The continuation of routines and daily activities, along with
fear-reducing agents, such as family, school, and other
forces in the protective shield, 47would also benefit children
in these areas by reducing at risk/vulnerability factors.

The DSM, PTSD, and the Ideology of Illness
Since its inception in 1952, the Diagnostic and Statistical
Manual of Mental Disorders (collectively the “DSM,”
including its various revisions)48 has been the helping
professions’ master guide to the diagnostic categories of the
“ideology of illness.” Like other DSM-IV-TR diagnostic
categories, the criteria for a diagnosis of PTSD consist of a
list of pathologies and maladaptive responses. The criteria
for this particular diagnosis include: re-experiencing the
trauma via intrusive thoughts or nightmares; persistent
avoidance of stimuli associated with the trauma, and
increased arousal.13 The “illness ideology” approach of the
DSM-IV-TR can be conceptualized as focused on
“repairing mental illness”; this approach examines
problems, distress, and deviance, and disregards any
growth or protective factors that may coexist with the
maladaptive criteria.46,49 Alternatively, Saleebey urges
social workers to develop an inventory of client strengths
that is “every bit as detailed, descriptive, and refined as the
diagnostic categories of the DSM-IV-TR”.50

The illness ideology of the DSM-IV-TR has played a major
role in focusing studies of war trauma on dysfunction and
maladaptive responses. Although the literature on PTSD
has significantly increased our understanding of the wide
range of ways that individuals cope with trauma, it has
primarily focused on identifying maladaptive risk factors,
both physical and psychological, while overlooking equally
important factors that support resiliency and adaptation.
The language and diagnostic metaphor of the DSM-IV-TR
remains the dominant force that guides the research on
children exposed to war. As a result, most studies continue
to focus on victimization and vulnerability despite growing
indications that children and families are capable of
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responding in very diverse ways to experiences of wartime
violence and trauma. Specifically, studies of children
exposed to war generally tend to focus on maladaptive
symptoms, such as pathological grief,51 anxiety and fear
52,53,54,55,56 depression57, 36, anger, hostility, and
aggression58,59,60,61,62, shame63,64, traumatic
reenactment65,66,67,68,and changes in social identity and
morals69,70,71.

In recent years, there has also been a proliferation of
country-specific studies on children exposed to war that are
firmly nested in the disease model while ignoring positive
consequences. A representative sample of these include
studies on children from Kuwait72,73, Israel74,75,76,77,78

Kurdistan79,80, Iraq and Palestine81,82,83,84,85,86,53,
Cambodia87, Bosnia88, Croatia89, South Africa90,
Afghanistan91, and Sarajevo92.

It is vital for social workers to understand cultural
differences when treating those from non-Western
societies. In the non-Western world, including the Middle
East and Asia, seeking professional help (from social
workers, psychiatrists) may be perceived as a weakness by
these individuals in their traditional culture. In Asia, in
particular, mental health issues are not considered
acceptable and are frequently sidelined. People are often
stigmatized because of mental illness. The belief in
traditional and cultural medicines and practices still
remains pervasive. Accordingly, in many non-Western
cultures, spiritual and supernatural remedies, instead of
prescribed drugs and modern psychiatry, are valued and
advanced. Hence, in moving forward, practitioners must be
aware and culturally cognizant of these beliefs.93

subsequently, they consider seeking the modern system as
submitting to the Western system and disregarding one’s
traditional culture methods. Nonetheless, it is vital for
children, who are most at-risk, to seek the services of
psychiatrists on critical issues such as PTSD. 94

Very few studies, however, have attempted to balance
positive and negative experiences and outcomes, or
examine the nexus of suffering and growth ,represented by
wartime experiences.95 According to Hayes et al.,
traditional research designs provide only a snapshot of the
posttraumatic change process and fail to capture the
nonlinear and fluctuating patterns that characterize the
healing dynamic.96 They found that periods of intense
posttraumatic symptoms might actually serve a positive
function and support the healing process. In addition,
studies failed to report that some behaviors typically
categorized as pathological may actually fall within the
normal range of functioning, depending on their timing and
context.

Other studies 97,98 reported that specific posttraumatic
changes may be considered either pathological or
normative, that traumatic experiences can produce growth
as well as pathology99, and that war experiences do not
necessarily lead to mental health problems.100 Sandler
reported “strong evidence that many children recover from
truly traumatic experiences with little or no residual
damage to their personalities”. 101 Lazarus observed that
“some people appear to have the capacity to view harsh

experiences in a positive, challenging light, while others
seem constantly to view them. as threats”. 102 Lindy
maintained that children are essentially resilient and that
traumatic experiences can in effect act as significant
catalysts.103 Karam104 et al. followed up on this concept of
trauma in children by evaluating PTSD, MDD (Major
Depressive Disorder) and SAD (Separation Anxiety
Disorder) in school children in Lebanese war torn areas.
The authors measured these disorders pre-war, one month
post war, and one year post war. By using a classroom
based program to evaluate these children, the researchers
found that approximately one month after exposure to war
the disorders peaked, but they decreased over the year.
Seemingly, this study demonstrated the enduring resilience
of children after traumatic events. More studies of this
nature need to be replicated in order to gain further insight
into lingering disorders.105 Available research supports this
assertion, as evidenced by the higher levels of self-efficacy
in Bosnian boys 106 and the increased pro-social behavior in
Lebanese children.107

A New Framework for Research
Seligman and Csikszentmihalyi2 assert that the field of
clinical psychology has abandoned a key part of its original
mission by focusing heavily on pathology, while
overlooking growth and healthy adaptation.108In essence, a
convergence of dysfunction and well-being can no longer
be considered contradictions. Additionally, the World
Health Organization defines health as “a state of complete
physical, mental, and social well-being, and not merely the
absence of disease or infirmity”.12

Consistent with that definition, Masten and Curtis contend
that in order to unravel the complexities of adaptation we
would need to consider both pathology and competence and
their interaction. 109 Two studies support this. Fredrickson,
Tugade, Waugh, and Larkin 110 and Richman et al.111

reported that positive emotions serve as a protective
mechanism against disease and play a mediating role in
posttraumatic growth. Linley, Joseph, Cooper, Harris, and
Meyer’s study on vicarious exposure to 9/11 supports the
view that positive and negative effects might occur
simultaneously after a traumatic experience. These studies
support the positive psychology hypothesis that positive
and negative effects are “independent constructs rather than
opposite ends of a bipolar continuum”.41 just as health
cannot be defined as the absence of disease, neither can
traumatic experiences exclude competency and growth.
Undoubtedly, the positive hypothesis gives credence to the
belief that even though resilient children may exhibit higher
levels of distress in response to war exposure, they are
capable of experiencing growth and positive effects as
well.112,113,114,115.

Empirical support already has been found for a
posttraumatic growth (PTG) process in children, although
there have been few studies on this topic.1 In studying the
effects of war on children, it is important that we expand
our traditional focus on mental illness and trauma to
incorporate mental wellness and the potential for growth.116

At the same time, this new emphasis on competence,
adaptation, and growth will not mean overlooking the
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equally important factors of dysfunction and traumatic
distress, nor will it mean abandoning the body of
knowledge that we have accumulated about
psychopathology and vulnerability in response to
trauma.111,117 The more inclusive model of the effects of
wartime trauma that we propose will balance adaptive and
maladaptive responses and lead to a more clinically
relevant perspective. This model will incorporate rather
than resist the emerging understanding of resiliency and
posttraumatic growth 118 and highlight the importance of
optimism, critical judgment, a sense of humor, and societal
support as features of the growth and change
model.119,120,121, 122.

Positive Psychology /Strengths Approach as a
treatment modality with children exposed to
war
Positive psychology and strengths-based social work
provides a shift from pathology-based treatment approaches
to the exploration of and focus on human strengths. The
disease model in the helping professions is apparent by the
manner in which trauma is defined in the DSM-IV-TR,
which states that events are considered traumatic if “the
response of the exposed person involves intense fear,
helplessness or horror”16 This definition implies that (a)
events are traumatic only when negativistic outcomes are
present; (b) children do not have internal strengths; and (c)
children’s responses to trauma are similar. Consequently,
psychotherapy and therapeutic techniques are primarily
focused on exploring the vulnerabilities of children in war
settings and repairing consequences associated with war
stress, rather than on building positive behaviors and traits.
Psychotherapy and therapeutic techniques grounded in
positive psychology/the strengths approach offer
counselors working with children exposed to war an
expanded framework that focuses on the risks, strengths,
and protective factors in the child’s life.36

Integration of Positive Psychology/Strengths
approach into Counseling
The present paper makes a strong case that positive,
psychology-enhanced conceptualizations of the effects of
trauma could be used to provide effective counseling to
children and adolescents who were affected by ongoing
political violence.123 Therapeutic techniques designed to
relieve psychological distress of war should be guided by
balanced and integrated conceptualization of the negative
and positive ways that children and adolescents respond to
the traumatic events. Psychotherapy relying on positive
psychology/strengths approach principles might not be
appropriate in all cases; however, the use of these
principles in therapy services expands the counseling
framework by highlighting the socio-cultural context,
worldview, behavior, and psychological growth of children
of war.124

The counseling framework of positive psychology rests on
the three interrelated pillars of positive subjective
experiences (e.g., happiness, pleasure, and creativity),
positive individual traits, and positive institutions (e.g.,
families, schools, communities).19,125,126 The principles of
therapy such as hope, self-efficacy, forgiveness, happiness,

and creativity are central aspects of self and can be applied
to all three pillars. Gaining an understanding of ways to
identify and increase any one aspect in one or more pillars
is the primary goal of therapists. Within this framework,
the goal for counselors and mental health professionals is to
identify and bolster a variety of positive emotions within
the child, helping him/her to cope with the effects of
violence and the trauma of war.

Positive psychology principles such as hope, creativity,
gratitude, and forgiveness, to name a few, are more than
pleasant emotions that can be momentarily incorporated
into counseling and therapy sessions to help children
exposed to war feel good about their lives.
Researchers127,128,129 have found these constructs useful in
reducing the focus on, and subduing, the effects of negative
emotions. Positive emotions can serve to provide a
psychological break or respite, acting as restorers,
replenishing resources that have been depleted by
stress130,124Contrasted with the negative emotions of
helplessness (hopelessness for the future and limited
creativity in terms of considering viable options that
characterize most descriptions of children of war),
children’s positive emotions lead to exploration of oneself
and of others, which in turn leads to mastery131,132 and
assimilation of the painful war experiences. Psychotherapy
that focuses on positive emotions such as hope, courage,
and forgiveness might also increase positive states, thereby
reducing time spent dwelling on and attempting to
eliminate negativistic, stressful emotions.134 For example,
when a child exposed to war increases the amount of time
spent on thinking of peaceful and calming thoughts, there is
less time and attention spent on “upsetting” and
“unhelpful” thoughts.135

In addition, to be based on the theoretical orientation of
positive psychology, developmental trajectories must
include an integrated focus on pathology and
competence136, rather than the use of a single approach and
focus. Correspondingly, diagnostic procedures in clinical
practice with children exposed to war should be more
holistic and comprehensive and pay attention to positive
outcomes in the lives of trauma-exposed children.
According to Harris, Thoresen, and Lopez, traditional
approaches to counseling and assessment procedures
(intake interviews, history-taking and general assessment
measures) are often institutionalized, and pathology-
focused.136they are preoccupied with locating disorder
within the individual, rather than exploring multiple
systems that influence adaptive and maladaptive
developmental pathways of the individual’s functioning,
behavior, thoughts, and feelings.137

Children may manifest a number of maladaptive behaviors
and developmental issues; however, it is important for
counselors to consider treatment approaches that focus on
strengths of the individuals and emphasize the prevention
of problems. Children exposed to war bring a number of
strengths to the healing process that can be used to facilitate
positive change.138 Psychotherapy and diagnostic
procedures that identify and examine past and current
strength-based coping strategies among children exposed to
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war and their families provide valued knowledge in the
healing process.

Traditional counseling and therapy procedures generally
focused on helping children exposed to war resolve their
problems, primarily using individualistic methods or
remediation of specific deficits. However, children exposed
to war are often in families that have also experienced the
trauma of war. Consequently, the overall family system can
benefit from developing competencies and engaging
successfully in activities that help build a stronger
foundation for their child’s development in times of war.
In this regard, Sheridan, Warnes, Cowan, Schemm, and
Clarke suggested that child treatment should use a family-
based positive psychology framework to foster children’s
empowerment through their families, and identify their
needs, mobilize resources, and accomplish “goals through
the development of personal capacities, strengths, and
abilities”.139 Positive psychology is based on the idea that a
supportive family system and a positive classroom learning
environment can expand a child’s coping capacity and
serve as protective factors in a child’s life.140,137

Counselors and therapists need to conceptualize clients,
conduct diagnostic assessments, and provide psychotherapy
in ways that are inclusive of the multiple ecological
systems that affect the individual child. It is important to
consider the role that contexts play in the development of
children. An ecological context provides both a conceptual
and clinical perspective in which to understand “the
multiple systems, environments, and contexts within which
children function”.141 Moreover, an ecological perspective
is conducive to implementing strengths-based practice,
which involves building clients’ capacities to engage
successfully with their environments.2 Hence,
psychotherapy services and therapy strategies must be
employed on multiple levels to improve the adjustment of
children.

Counseling and therapy practices that incorporate data from
multiple systems help children’s mental health
professionals such as school counselors identify strengths
and vulnerabilities across the child’s life. For example, a
child might demonstrate particular strengths in school, but
exhibit emotional distress at home. Counseling and therapy
can help the child transfer strengths that are used in school
into the home environment.

Finally, psychological adjustment of children exposed to
war cannot be understood in isolation from the social and
cultural contexts in which they are embedded.142mental
health professionals need to be aware that strengths and
weaknesses are culturally constructed and contextually
bound. Culture influences belief systems, cognitions,
values, and behavior.

Much of the trauma literature is filled with the Westernized
psychological concepts of trauma, recovery, and resilience.
Counselors need to remain open to the notion that
psychological concepts relevant to Western cultures may
not be applicable in non-Western populations, and that
trauma should be assessed “within the context of other
chronic stressors in the individual’s life”.143 They must also

be aware of the multiple psychosocial factors, coping
strategies, and resilience characteristics that exist across
cultures. Gaining an understanding of the complexity of
cultural influences on the development of PTSD and
manifestation of positive outcomes is an important need
within the mental health professions, particularly as it is
applied to diverse populations of children who have
experienced war.

Coping Strategies Used by Children: The
Palestinian Case
Studies of children active during the Intifada have validated
that strategies such as active fighting and behavioural
coping were effective in dealing with violence. A study by
Srour demonstrates that children exposed to stressful events
displayed increased behavioural coping strategies, active
fighting, and cognitive strategies while exhibiting limited
emotional models of coping.53 Evidence that effective
behavioural and cognitive coping strategies were used
during, but not prior to, the Intifada, demonstrates that
these were not only an unintended outcome of the
confrontations, but had a protective effect as well.143

In addition to dealing with present violence and decreasing
temporary stress, active fighting has also been shown to
empower youth, provide the illusion of autonomy, and
maintain a sense of high self-esteem.166 These benefits have
caused children who have been active during the Intifada to
engage in confrontation and risk their physical well-being
in order to maintain these traits. Even when personal
security had increased, after the conclusion of the Intifada,
children continued to react as if they were under threat. The
learned behavior associated with personal benefits of
violence was prevalent and children continued to exhibit
violent behavior systematically as teenagers and adults.
Children began using violence against Palestinians and
other soldiers and during the period between the two
Intifadas, there was an increase in violence between
Christians and Muslims, and between nuclear and extended
families.

Nearly all Palestinian children in the West Bank and Gaza
Strip are living with parents who spent most of their life
under the Israeli occupation since 1967. This means that
most of the families live in a state of uncertainty leading to
instability.143 Researchers144 show that well-functioning
families who provide a stable emotional relationship with at
least one of the parents can enhance the child’s well-being
in a stressful environment. Furthermore, children’s ability
to cope with traumatic events is strengthened by positive
attachments to their families and the capacity of parents to
protect children’s sense of stability. These are parameters
that should be taken into account when dealing with
children who have been exposed to traumatic events. In the
Palestinian case, the uncertain parents would be more likely
to fail to provide a stable emotional relationship, and to
project fear and anger onto their children.145 Often, the
individual, family, and socio-cultural aspects are
overlooked in the treatment of children and youth, though
these aspects are vital in developing adjustment and
resiliency.
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Conclusion
Traditional counseling, assessment, and intervention
procedures and strategies focus on the identification of
negative, maladaptive emotional, psychological, and
physiological states of the individual. Moreover, they
generally focus on a single area of the individual’s life,
rather than attend to the multiple ecological environments
and contexts within which children/youth function. Positive
psychology and the strengths approach offer a counseling
framework that helps understand strengths and challenges
of the individual. Infusing positive psychology and
strength-based principles in clinical work with children
who have experienced war, will contribute to better
treatment efficacy, and will provide a more balanced
approach to understanding the levels of adjustment,
development, and posttraumatic growth of the client.146

Recognizing both strengths and challenges experienced by
children exposed to war with the promise of positive
psychology and strengths-based social work, we advocate
moving beyond dichotomous thinking that emphasizes
either strengths or deficits to a more holistic approach that
incorporates the wealth of traditional knowledge in this
field. In this sense, we argue not for a paradigm shift so
much as paradigm enrichment.

Additional empirical work is needed to support this
approach. In the meantime, subtle infusion in counseling
and assessment procedures may be the most effective and
culturally acceptable way to integrate positive psychology/
strengths approach constructs into a progressive counseling
framework, particularly in pathology-focused settings.147
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الملخص
ومنزعج ومریض ضحیةاإلنسانھو ان یصبح الصدمةب الطبیعي مع والتجادائما بالنموذج المرضي على افتراض ان  مرتبطة الصدمة النفسیةأثارتاریخیا كانت 

الرئیسي األسلوبفي توسیع ھذا الفشلوغیر تكیفیھ كتجاوب مع الضغوط وطرق عالجھا وبموازاة ذلك مرضیھأشكالھي تعریف النتیجةوكانت ، ولیس القدرة والنمو
التي یمر بھا واالجتماعیةأوسع على الصدمة النفسیةھ ذات مفھوم والنمو الموجھ كردود فعل للصدمة، في ھذه الورقة سوف نطبق طریقاالیجابيالتجاوبلیشمل 
نحن على قناعھ بان مجالي علم بین االضطراب والتكیف.ذي یوضح التفاعل الذي یتم بعد الصدمةالمعني بالقوة اللألسلوبالحجةالمعرضین للحرب وان نقدم األطفال

 للصدمةالقوه في علم العمل االجتماعي للنموذج التقلیدي أسلوبجوانب من علم النفس االیجابي ومن إضافةان لدیھما ما یقدماه في ھذا الصدد.اإلجتماعيس والعمل النف
 فإنناوعالوة على ذلك في وجھ الصدمات.المرونةھامة لفھم قدراتنا في أضافھوھذا سیشكل قدم ابعد من حدود النموذج المرضي، نحتاجھ فعال للتإطارسوف یقدم لنا 

والتجاوب معھا,ولكن ستقدم مجال كبیر القتراح مھارات الصدمةلتوضیح مفھوم أوسعإطارالقوه لن تعطینا فقط  وأسلوبمفاھیم علم النفس االیجابي دخالإنعتقد ان 
لممارسھ سریریھ فعالھ.   ضروریة
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Abstract
im: To assess psychosocial variables including self-esteem, depression, anxiety symptoms and academic achievement in
a selective sample of preparatory school students. Participants: This is a school based cross sectional study. The sample

consisted of all students in the preparatory stage in a private school of both sexes, age ranged from 12-15 years. The sample was
divided according to the academic performance of the student based on the overall grade of each student at the end of the school
year into: Insufficient <60%, Sufficient 60-70%, Good 70-80% and Very good >80%. Method: All students were given a
questionnaire to assess personal data, family background, past history of medical or psychiatric condition, scholastic
achievement and psychometric tools: including Porteus maze, Coopersmith Self-Esteem Inventory, Children Depression
Inventory (CDI) and, the Children’s Manifest Anxiety Scale. Results: The higher the grades of students, the higher the level of
anxiety and this was statistically significant. Girls had higher levels of anxiety than boys and this reached a statistically
significant difference. There was significant correlation between depression and academic achievement of students. Self-esteem
was significantly correlated with academic achievement. Conclusion: Depression has a significant role in academic
performance of adolescents. Self-esteem of adolescents is highly related to their academic achievement.
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Introduction
School and academic performance are considered highly
complex outcomes. The pupil's intellectual capacities
intervene, and other types of influencing factors can hinder
or boost school performance. These include psychological
factors, such as attitudes, motivation and self-concept;
sociological factors, including cultural, socioeconomic and
environmental; and, finally pedagogical factors, pointing to
purely scholastic aspects such as teaching styles,
methodologies and so on. 1

Despite the likelihood of school difficulties throughout the
entire educational career, school failure can coincide with
the beginning of adolescence, particularly around the
transition into high school. The aetiopathogenesis of school
discomfort is mostly determined by: psychological,
physical, cognitive and environmental aspects. 2

The prevalence of adolescent depression has increased in
recent years with higher than expected depressive
symptoms. However, anxiety symptoms remain extremely
common in childhood and adolescence 3. Experiences of
depression and anxiety can negatively interfere with
general well being, social life, academic performance and
development of social skills. 3, 4

In addition, there is a negative correlation between self-
esteem, depression, anxiety and academic achievement and
self-esteem has a momentous role in personality. People
with high self-esteem have high adaptability, are capable of
initiating good motivation, positive relations with others,
take part in creational works, have an active role in social
groups and are endowed with high self-confidence. 5 In the
present study, we aimed to assess some of the psychosocial
variables influencing academic achievement including self-
esteem, depression and anxiety symptoms in a group of
preparatory school students for better school performance
and service provision.

Participants
This is a school based cross sectional study. In total, 163
participants in the preparatory stage of a private school
were recruited to the study. The sample was divided
according to the academic performance of the student based
on the overall grade of each student at the end of the school
year into: insufficient <60%, sufficient 60-70%, good 70-
80% and very good >80%. Inclusion criteria: both genders
were included and ages ranged from 12-15 year. After
obtaining approval from the school administration, a letter
describing the study was distributed to all students and
written consent was sought from their parent/caregivers
prior to assessment. Exclusion criteria: parental refusal to
participate in the study or any student with below average
intelligence. All parents were cooperative and consented to
having their children participate in the study. All students
were subjected to the study tools. The assessment was
performed either in breaks or at the end of the scholastic
day.

Methods

All students were administered the following

A. designed questionnaire to assess personal data, family
background, parental attitude, parental involvement in
education, parental encouragement of sport, failure
history, social interaction of the student, teachers’
attitude towards students, family history of psychiatric
illness.

B. Assessment of Intelligence using Portieus maze 6: was
applied as a screening tool to test the students’
intelligence so as to exclude below average students
from the study. The Porteus maze is a non-verbal test
of intelligence. It yields information useful in assessing
a person's ability to plan and to follow verbal
directions. The maze test consisted of a set of paper

A
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forms on which the subject is required to trace a path
through a drawn maze of varying complexity from
simple diamond shape for the average 3 years to
intricate labyrinths for adults. The intelligent quotient
(Mental/Chronological age) for each student was
calculated.

C. The Children’s Depression Inventory (CDI) 7(Arabic
version): it is a scale consisting of 27 groups of
statements each group is formed of 3 statements. These
statements are rated from 0 to 2 according to the
severity of symptoms with the total score ranging from
0 to 54. As regards severity for females ranging in ages
10.5 to 13.5 years the scoring was 0-16 none, 17-23
mild, 24-30 moderate and more than 31 severe; and,
for females between 13.5 to 16.5 years the scoring was
0-18 mild, 19-24 mild, 25-30 moderate and more than
31 severe. For males ranging in ages 10.5 to 13.5
years, the scoring was 0-14 none, 15-21 mild, 22-27
moderate and more than 28 severe; and, for males
between 13.5 to 16.5 years the scoring was 0-14
minimal, 15-21 mild, 22-28 moderate and more than
29 severe. Total completion time was between 35 to 40
min.

D. The Children’s Manifest Anxiety Scale (CMAS)
8(Arabic version): This scale consisted of 53
statements, which could be endorsed with either a yes
or no answer. A ‘yes’ response is given a score of 1
and a ‘no’ response is scored as 0. A score of less than
18 placed participants in the ‘none-mild’ category for
anxiety. Scores of 19-28 indicated ‘moderate’ levels
while scores of more than 29 represented ‘severe’
symptom levels.

E. Coopersmith Self-Esteem Inventory 9: (Arabic
version): this self-report measure consists of 25-items
that can either be endorsed with a yes or no answer.
Instructions state that there is no right or wrong answer
for each statement. Scores below 14 indicate low self-
esteem.

Statistical Methods

The coded data were entered into a computerized database
developed for data entry on Microsoft Office Excel
program for Windows 2007. Data were transferred to the
Statistical Package of Social Science, version 16 (SPSS
v.16) for analysis. Simple frequencies were used for data
checking. Descriptive statistics were used for data
summarization. Suitable statistical tests of significance
were used when appropriate. Differences between studied
groups were considered statistically significant at P value <
0.05.

Results

Descriptive results
Porteus maze was applied as a screening tool to test the
students’ intelligence in order to exclude below average
students from the study as below average intelligence could
affect academic achievement. All students recruited to the
study were average and above average intelligence. This
finding was supported by the fact that the participants
attended a private school which had IQ tests as part of the
student selection criteria.

Table (1): Distribution of the different variables

Variables No %

Gender
Male
Female

81
82

49.7
50.3

Age distribution
12 years
13 years
14 years
15 years

28
41
46
48

17.2
25.2
28.2
29.4

Score distribution
Insufficient
Sufficient
Good
Very Good

48
12
30

113

29.4
7.4

18.4
69.3

Anxiety
None
Moderate
High

44
73
46

27
44.8
28.2

Depression
None
Mild
Moderate
Severe

111
36
12
4

68.1
22.1
7.4
2.5

Self-Esteem
Low
High

73
90

44.8
55.2
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Table (2): Psychosocial factors associated with the students' scores

Depression
None
Mild
Moderate
Severe

Scores value df P

Insufficient Sufficient Good Very good

No. % No. % No. % No. %

2 25 4 33.3 18 60 87 77 63.5 9 0.000

1 12.5 2 16.7 8 26.7 25 22.1

3 37.5 5 41.7 3 10 1 0.9

2 25 1 8.3 1 3.3 0 0

Self-esteem

Low
High

8 100 9 75 17 56.7 39 34.5 20.8 3 0.000

0 0 3 25 13 43.3 74 65.5

Anxiety

None
Moderate
High

3 37.5 2 16.7 7 23.3 32 28.3 8.1 6 0.229

2 25 5 41.7 10 33.3 56 49.6

3 37.5 5 41.7 13 43.3 25 22.1

Teacher attitude

Encouraging
-ve
+ve

7
1

87.5
12.5

7
5

58.3
41.7

11
19

36.7
63.3

25
88

22.1
77.9

20.8 3 0.000

Criticizing
-ve
+ve

5
3

62.5
37.5

9
3

75
25

24
6

80
20

107
6

94.7
5.3

14.3 3 0.003

Comparing
-ve
+ve

2
6

25
75

7
5

58.3
41.7

24
6

80
20

93
20

82.3
17.7

16.6 3 0.001

Failure history
Negative
Positive

4 50 9 75 28 93.3 111 98.2 34.5 3 0.000

4 50 3 25 2 6.7 2 1.8

Parental involvement
in education
Negative
Positive

3 37.5 2 16.7 5 16.7 4 3.5 15.6 3 0.001

5 62.5 10 83.3 25 83.3 109 96.5

Parental attitude

Authoritarian
-ve
+ve 6

2
75
25

10
2

83.3
16.7

26
4

86.7
13.3

106
7

93.8
6.2

5.02 3 0.17

Permissive
-ve
+ve

8
0

100
0

11
1

91.7
8.3

28
2

93.3
6.7

108
5

95.6
4.4

0.97 3 0.81

Overprotective
-ve
+ve

3
5

37.5
62.5

6
6

50
50

14
16

46.7
53.3

57
56

50.4
49.6

0.58 3 0.89

Discrepancy
-ve
+ve

4
4

50
50

7
5

58.3
41.7

24
6

80
20

104
9

92
8

19.6 3 0.000

Appreciation
-ve
+ve

7
1

87.5
12.5

11
1

91.7
8.3

20
10

66.7
33.3

68
45

60.2
39.8

6.7 3 0.08

Authoritative
-ve
+ve

6
2

75
25

5
7

41.7
58.3

16
14

53.3
46.7

26
87

23.0
77

17.6 3 0.001

Parental relation

In accord 3 37.5 8 66.7 19 63.3 91 80.5 15.9 9 0.06

Divorce 2 25.0 1 8.3 2 6.7 5 4.4

Death of either 0 0 1 8.3 2 6.7 7 6.2

Discord 3 37.5 2 16.7 7 23.3 10 8.8

NB: Chi Square test was used.
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Table (3): A comparison of depression, self-esteem and anxiety among male and female students

Depression

-None

-Mild

-Moderate

-Severe

Gender

value df PMale Female

No. % No. %

56 69.1 55 67.1

0.114 3 0.99
17 21 19 23.2

6 7.4 6 7.3

2 2.5 2 2.4

Self-esteem

-Low

-High

31 38.3 42 51.2
2.76 1 0.096

50 61.7 40 48.8

Anxiety

-None

-Moderate

-High

26 32.1 18 22

6.052 2 0.0439 48.1 34 41.5

16 19.8 30 36.5

NB: Chi Square test was used.

The parental divorce rate and marital discord was higher in
the insufficient group, but was not a statistically significant
difference. Discrepancy and authoritative parental attitude
were statistically significantly correlated with education
and academic achievement. There was a statistically
significant difference in the correlation between past failure
history and academic achievement of students. Teachers’
attitudes towards students (encouraging, criticizing,
comparing) were significantly correlated with the academic
achievement of students. No correlation was found between
anxiety and the scores of students. It was found that
moderate and severe depression was proportionate with
those students who were categorized as academically
insufficient and sufficient unlike the good and very good
groups. This difference was statistically significant. Self-
esteem was significantly correlated with the scores of
students. There was no correlation between gender and
severity of depression. Females had lower self-esteem than
males; however, this difference was not statistically
significant. Females had higher levels of anxiety and this
difference was statistically significant.

Discussion
In the present study, although statistically non-significant,
parental divorce and discord were high among the group of
students with insufficient academic scores yet divorce
could lead to neglect of the children. Studies have shown
that neglected children might be prone to anxious,
inattentive behaviors and may have difficulty
understanding their schoolwork10. Also insufficient
scholastic achievement could be a reflection of relationship
difficulties between father and mother, parental divorce and
separation, which have been considered to be events that
impact adversely on the academic development of
children11. Marital distress, conflict, and disruption are

associated with depression, withdrawal, poor social
competence, health problems, poor academic performance,
and a variety of conduct-related difficulties in school age
children12. The developmental maladjustment of children is
not triggered by divorce itself, but rather by other risk
factors associated with it, such as interparental conflict,
parental psychopathology, decline in socio-economic level,
inconsistency in parenting styles, a parallel and conflicting
co-parenting relationship between parents and low levels of
social support. Such risk factors trigger maladjusted
developmental pathways, marked by psychopathological
symptoms and poor academic performance 13. Results from
the present study reflected similar findings from Morkos et
al. 14 who linked academic failure with parental conflicts,
separation and divorce. Regarding correlation of parental
attitude with the scores of students in the present study, our
results showed significant effect of the discrepancy and
authoritative parental attitude on academic achievement.
This was supported in research by Aishwaryaet al.15 who
found that parental acceptance and encouragement were
positively associated with academic school success and
academic competence as parental involvement and attitude
affect motivation and only motivation directly affects
academic achievement. All other factors impact upon
achievement only through their effect on motivation16. Also
the results matched with Shonket al.17who found that
maltreatment was predicted to negatively affect children's
academic and behavioral adjustment and they stated that
parents who are perceived as being more accepting and use
less hostile psychological control tend to have children with
higher academic performance.
Additionally, parental involvement in education was found
to be significantly correlated with the academic
achievement of students as unemotional detachment, lack
of involvement, and control through hostile rejecting.
Harsh discipline can cause children to feel misunderstood,
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rejected or potentially abandoned 18. This was supported by
Fialaet al.19 who found that when parents are actively
involved in their child's education, the results are increased
student academic achievement and improved student
attitudes. A history of academic failure impacted negatively
upon the academic achievement of students in the present
study, which was supported by O'Sullivan20 who
demonstrated how previous failure is a risk factor for poor
academic performance. Multiple retentions in the same
grade also can be a risk factor for further failures. In other
words, failure begets failure. Lowered self-esteem
following failure can also result in the academically low
student with already poor self-esteem to downplay the
importance of appearing competent to others thereby
associating themselves with failure on an implicit level21.
Teacher attitude (encouraging, criticizing, comparing) was
found to correlate significantly with the academic
achievement of students, which was consistent with
previous research findings from Adediwura et al.22 Their
results showed that students' academic performance
correlated positively and depended significantly on
student’s perception of teacher attitude toward them in the
classroom because continuous negative judgments on the
behavior and thinking of the student from the teacher has
adverse consequences on academic attainment. It follows
that positive encouragement is more likely to inspire
children to behave in socially accepted ways, which
promotes positive self-image and can lead children to feel
more comfortable when taking risks associated with
learning something new. Such positive reinforcement for
children also has been found to enhance their
communication skills 23.
The present study results demonstrated no significant
correlation between anxiety and the scores of students,
which is supported by Bodes24 whose results did not
provide sufficient evidence for a significant role of anxiety
in the prediction of academic achievement. Also, we agreed
with Fernandez et al.1 who found the presence of anxiety
symptoms did not suggest a significant association with
academic performance. The relationship between academic
performance and anxiety symptomatology is complex.
Several factors would influence this relationship through a
series of multiple interactions, including the individual's
affective and cognitive profile, family influence and
socioeconomic status.25 In addition, high levels of anxiety
hinder the performance of any task since attention,
concentration and effort are not functioning fully 26 while
moderate levels of anxiety produce a state of alert or of
tension that can improve performance on tasks that require
such alertness.27 Our results showed that females had
higher levels of anxiety than males and the difference was
statistically significant. This finding was consistent with
previous research results, such as those reported by
Costello et al.28which found that females in their study
demonstrated almost twice the risk of males regarding
anxiety and underestimation of their academic competence
as compared to males who showed the opposite tendency
and overestimated their competence.29Mazzone et al.25

explained this gender difference in anxiety symptoms as a
consequence of the hormonal changes that occur in males
and females during puberty.
In the present study, moderate and severe depression was
higher in students with insufficient and sufficient scores

than the students with good and very good scores and this
difference was statistically significant. One of the cardinal
symptoms of depression is diminished ability to think or
concentrate, which has the potential to impact upon
academic achievement and scores. Also, depression could
be attributed to impairment of cognitive functioning, thus
depression which is known to disrupt attention and
concentration in school, is likely to undermine academic
performance.30,31 In addition, adolescents with depressive
symptoms have difficulty in expressing how they feel and
may use means of expression such as acting out, which is
often interpreted as misbehavior.10

A significant positive correlation between self-esteem and
academic achievement was demonstrated in this study and
agreed with Aryana32 who reported that there was a
significant positive relationship between self-esteem and
academic achievement among pre-university students as
low self-esteem is related to child psychopathology,
including anxiety, depression and eating pathology.33

People with high self-esteem have high adaptability, are
capable of initiating good motivation, positive relations
with others, take part in creational works, have an active
role in social groups and are endowed with high self-
confidence, it was found also that self-esteem positively
impacted upon academic achievement.5 However, certain
studies found that low general self-esteem did not
necessarily signal a poor academic achievement. Such
results have demonstrated that low (not high) general self-
esteem can be a significant predictor of superior school
performance. 34

Limitation
The results in the present study should be interpreted in
light of the following limitations:
First, the study was a cross-sectional study, which did not
involve children under 12 years old and those above 15
years old and it would be inappropriate to generalize our
results.
Second, we could not take a comparing group from
governmental school because of the difficult legislations.
Third, we focused only on depression and anxiety
symptoms and did not apply a symptom checklist
questionnaire to screen other symptoms that also may have
affected academic performance.

Conclusion
For the present study, student academic achievement was
grossly related to multiple factors including individual,
family and school levels. Depression, self-esteem and
anxiety were important factors in the academic
performance of adolescents. Schools and teachers certainly
play a significant role as encouraging teacher altitude
significantly affected the students’ academic achievement.
Also, the study found that parents matter a great deal since
parental involvement in children's school lives has been
considered a crucial determinant of whether an adolescent
is likely to become a high achiever or conversely is a risk
for school failure, truancy or dropping out. Female
academic achievement was affected by anxiety and self-
esteem more than males.
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الملخص 
التغییراتھيالرشدإلىالطفولة من باإلنسان تنتقل التيالمرحلةھذه في الخطرومكمنالمختلفة،أطواره ضمن اإلنسانبھایمرالتيالمراحلأخطر من المراھقة تعد
انتشار نسبة تتراوح.وخارجیةداخلیة،متعددةصراعاتإلىاإلنسانفیھایتعرضولما،)واإلنفعالیةواإلجتماعیةوالفسیولوجیةالجسمیة(المختلفةالنمومظاھر في

 صحة على المھمةالمؤشرات من والسلوكیةالنفسیةاإلضطراباتإعتبار.الممكنومن%20و10بینالمدارسأطفالبینالسلوكیةوالمشاكلالنفسیةاإلضطرابات
ناحیة من الدراسيالتحصیل على القدرةوبینناحیة نم المشاكلھذهظھوربینوثیقارتباطوجودذلكإلىیضافواإلجتماعيوالعاطفيوالسلوكيالعقليالنمو

 على الدراسةأجریت:الطریقة.اإلعدادیةالمرحلة في للطالباألكادیميواألداءالذاتوتقدیرواإلكتئابالقلقأعراضبینالعالقةدراسة:الدراسة من الھدفأخرى
كاف:إلىالدراسيالعامآخر في لدرجاتھموفقاً قیس قد والذيالدراسيألدائھموفقاً مجموعات4إلىتقسیمھموتمالخاصة،المدارسإلحدىاإلعدادیةالمرحلةطالب

%44.8:النتائج.الذاتلتقدیركوبرسمیثمقیاس,االكتئابمقیاس,القلقمقیاس,واجتماعي نفسي بحث استمارة- : شملت البحثأدوات.جداً جید،جید،كافغیر،
العینة من% 44.8. مرتفع إكتئابلدیھم%2.5متوسط،إكتئابلدیھم%7.4، منخفض إكتئابلدیھم% 22.1.مرتفع قلق لدیھم%28.2متوسط،   قلق لدیھمالعینة من

أسلوبأخرىناحیةومنالمعاملة في بالتفرقة یتسمالذي لألبناء الوالدین معاملة أسلوببینالعالقة في إحصائیةداللةذاتفروقوجود. منخفض الذاتتقدیرلدیھم
.إحصائیةداللةذوكانالفرقوذلكالذكور من أعلىاإلناث عند القلق نسبة إنُوجد.للطالباألكادیميواألداءوالحنانالحزمبینوجمعھباإلعتدالیتمیزالذيالمعاملة

األكادیميواألداءالذتتقدیربینالعالقة في إحصائیةداللةذاتفروقوجود.للمراھقیناألكادیميواألداءاإلكتئاببینالعالقة في إحصائیةداللةذاتفروقوجود
.للمراھقین
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جتماعیةإالروابط النفس :راھقات المصریة لدي عینة من الفتیات الماإلكتئاب
نیفرت زكي،والء صبري،رشا بسیم ،دعاء رضوان،الغنیمي سھیر 

Abstract
ackground: Female gender is one of the risk factors that may influence the development of depression among
adolescents. Recognizing other factors that may contribute to the development of early onset depression is therefore

important and would help in treatment. Objective: To identify psychosocial correlates of depression in a representative sample
of Egyptian secondary school female students. Methods: This study was designed as a school-based case-control study; 602
female adolescent students were recruited from public and private schools in Eastern Cairo and interviewed by a team of
researchers from the Institute of Psychiatry Ain Shams University between 2007 and 2008. All subjects were administered:
the General Health Questionnaire (GHQ) [Arabic version] and the Arabic version of the Children’s Depression Inventory (CDI).
In addition, all were administered a psychosocial questionnaire based on an Institute of Psychiatry-Ain Shams University form.
To identify cases with clinical depression, subjects scoring 24 or higher on the CDI were administered the Structured Clinical
Interview for DSM-IV (Axis I) Diagnoses (SCID-I) and the Hamilton Rating Scale for Depression (Ham-D). A total of 80
female adolescents with depression were identified and subsequently compared to 160 controls matched on school grade and
socioeconomic status. Results: There were no significant differences between cases and controls in age, age of menarche or
history of substance use. Female adolescents with depression, however, had significantly lower school performance and lower
engagement in outdoor activities than controls. They also had a significantly higher frequency of a family history of psychiatric
disorders and troubled home atmosphere. They were more likely to have experienced negative life events and a break-up of
romantic relationship. Cases did not differ significantly from controls in their history of substance use. Conclusion: We
concluded that different psychosocial correlates may influence the development of depression among female adolescents. These
correlates include poor scholastic performance, lack of outdoors activities, disturbed home atmosphere, positive family history
of psychiatric disorders, history of negative life events and break up of romantic relationship. Addressing these correlates may
be important to improving outcome and quality of life in depressed adolescent females.

Key words: Depression, female, adolescents, life events.
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Introduction
Adolescence is a period of rapid physical (pubertal),
emotional, cognitive and social development. Depression in
adolescence was once seen as a normal part of
development, the so-called “adolescent turmoil.” It is now
widely recognized that adolescent depression deserves
more attention.1 Depression may affect 2% of children and
4% to 8% adolescents with a peak incidence around
puberty.2 Adolescent depression is impairing and is
associated with many problems including under-
achievement, impaired productivity, potentially harmful
lifestyle choices, increased risk of suicide, and poor long-
term outcome especially in untreated cases. It is also
associated with problematic peer and family relationships,
as well as anxiety, eating, and disruptive-behavior
disorders.3 Studies have shown that female gender is one of
the risk factors that may influence the development of
depression in adolescents.4 Depressive disorders are
significantly more common in females than in males, with
lifetime prevalence of 14.1% for females and 8.6% for
males.5 Young and Altemus (2004)6,7 have suggested that
the high level of ovarian hormones which are present in
females at puberty may impair the ability of another
hormonal axis “the hypothalamopituitary- adrenal (HPA)
axis” to regulate itself through feedback mechanisms. This
would result in high levels of adrenal cortisol that is widely
acknowledged as central to the pathogenesis of depression.
Therese observations have led to the hypothesis that there
is a biological explanation for the two to three times
increased risk of depression observed in adolescent females
when compared to their male counterparts.8 It has also been
suggested that because pubertal changes in females are

more dramatic than in males, they are more likely to have
difficulty coping with their new self image. As a result,
female adolescents may be more likely to suffer from low
self-esteem and depression than their male
counterparts.9Besides self image, a number of other
psychosocial correlates may be important in the
pathogenesis of adolescent depression. As adolescents
make the transition from childhood to adulthood, they
experience cognitive, emotional, social and role changes,
all of which, though normal, are stressful.8,10 Domestic
violence which is not necessarily peculiar to adolescents
may also be associated with depression in this age group.10

In this study we test the hypothesis that there are specific
psychosocial correlates of depressive disorders among
female adolescents and attempt to identify correlates that
may be important in the development of depression in a
sample of Egyptian female adolescents.

Subjects and Methods

Study Design
The study was designed as school-based cross-sectional,
case-control study conducted during the academic year
2007-2008.

Study Site
This study was conducted in Cairo, Egypt. A stratified
sample of female adolescent school students in Eastern
Cairo was drawn. Six schools were selected from two
educational districts, one district representing a higher
socio-economic status (3 schools) and the other a less
affluent status (3 schools). From each school, 3 classes
were selected and all students in each class were included.

B
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Sampling technique and sample size
The sampling frame was obtained from the Ministry of
Education. The sampling strategy was designed to
maximize the potential to identify actual cases of
depression and obtain matched controls in school-attending
adolescent females. It allowed each relevant factor to
contribute in the constitution of the final sample a share
that was proportionate to its weight in the parent
population. Determination of the size of the sample was
done after consultation with a statistician. Sampling was
conducted as follows:

1. The city (Cairo) has 5 major geographical areas
from which one was selected (Eastern Cairo).

2. The educational system in Eastern Cairo was
divided into two major categories (private and
public) based on socioeconomic profiles.

3. From each category three schools were chosen.
4. Schools were chosen from two educational

districts, one represents higher socioeconomic
status (private schools) and the other a less
affluent status (public schools). Those districts
were Heliopolis and El-Zaytoun.

5. From each school, 3 classes (one class represents
each secondary grade) were selected and all
students in each class were included. Class
selections were made by school authorities.

Assessments
The following assessments were conducted for all students:

1. Psychosocial Questionnaire: This self-rated
questionnaire containing yes/no, multiple choice,
and closed ended questions was based on an
Institute of Psychiatry-Ain Shams University
form. It was designed for the study to collect
personal (demographic) data and assess
psychosocial problems across the following
domains: negative life events (death of one or both
parents /near relative or friend, parental separation
or divorce in the previous 6 months), termination
of a romantic relationship within six months of the
interview, scholastic achievement based on grades
(%), pubertal history, past history of substance
abuse, family background and relationships,
family history of psychiatric disorder, and past
history of medical diseases.

2. The General Health Questionnaire (GHQ): The
GHQ is a screening instrument for psychiatric
illness designed to detect psychiatric disorders in
community settings.11 The version used in this
study is the Arabic version of a short 28-item scale
with the sample scorer method which is (0-0-1-
1).12 Consistent with previous studies, we used a
cut-off point of 7 to minimize the associated
fallacies with the original lower threshold score.13

3. The Children Depression Inventory (CDI): The
CDI14 assesses depression in children and
adolescents from 7 to 18 years old. It contains 27
items each of which has three statements
addressing the subject’s feeling in the last two
weeks. The score is from 0-2 depending on the
symptom severity and the total score ranges from
0-54. The cut-off point used for this study was 24

as similar previous national studies.15 It has been
standardized and translated to Arabic version.16

4. Adolescents who scored more than 24 on the
CDI were further evaluated with the following
instruments:

1. Structured Clinical Interview for DSM-IV Axis I
Disorder (clinician version) (SCID-I): The SCID
is a semistructured diagnostic interview based on
an efficient but thorough clinical evaluation.17 The
study used the Arabic version of the Structured
Clinical Interview for DSM-IV axis I Disorders
(SCID-I).18

2. The Hamilton Rating Scale for depression (Ham-
D): The Ham-D19 measures severity of depressive
symptoms in patients with primary depressive
symptoms. It is a checklist of items that are ranked
on a scale of 0-4 or 0-2. Scoring: very severe >23,
severe 19-22, moderate 14-18, mild 8-13 and
normal < 7.

Identification of Cases and Controls: Eighty adolescent
females, aged 14-17, met diagnostic criteria for depression
on the SCID and symptom severity criteria on the HAM-D
and were identified as cases. One hundred and sixty
matched controls (double the number of cases) were
selected from the larger sample. Controls had to have no
evidence of depression. Matching criteria were school
grade and socioeconomic status.

Statistical analysis
Characteristics of the final sample were analyzed using
descriptive statistics (means and standard deviations for
numeric data, counts and frequencies for categorical or
nominal variables). Relationships between potential
psychosocial correlates and depression were assessed by
comparing cases with matched controls using the chi-
square test for qualitative variables and the student t-test or
paired student t-test for numeric variables. The P value was
interpreted as P<0.05 (significant), P≤0.01 (highly 
significant), and P≤0.001 is (very highly significant). All of 
the statistical analyses were performed using SPSS
“Statistical Package for Social Science version 15.
Ethical considerations: Ethical approval for the study was
granted from the Ain Shams University Ethical Committee
and permission was obtained from the Ministry of
Education and school authorities. Prior to visiting schools
and collecting data, administrative clearances were
obtained. All students and their parents or guardians were
informed about the aim and procedures of study prior to
participation in the research and assured of the
confidentiality of the obtained information. Consent was
obtained from the participants. The appropriate dates and
time for the assessment were established by the school
principle.

Results

I-Description of the sample
As shown in Table 1, the identified potential participants
were 676 female secondary school students. Eighteen
parents or guardians and 27 students refused to participate.
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All students were examined by a qualified paediatrician to
exclude those who had medical illness. Twenty-five
students were excluded for medical problems. Four
students were excluded because they were on long term
medical sickness leave. Of the remaining 602 students, 292
(48.5%) were enrolled in private schools and 310 (51.5%)
were in public schools. Of these 602 students, 80 (13.3%)
met criteria for clinical depression based on the SCID-I and
the Ham-D. The final sample included these 80 cases and
160 control subjects (double the number of cases) matched
on school grade and socio-economic status.

Table 1: Description of Sample
N

Total Sample 676

Excluded 74

Student refused to participate 27

Parent refused permission 18

Student excluded due to illness 25

Student on sick leave 4

Available Sample 602

Cases with Depression 80

Matched Controls 160

I-Psychosocial Correlates of Adolescent Depression

As shown in Table 2, the mean ± s.d. age of the case group
was 15.5 ± 0.9 years and that of the control group was 15.4
± 1.1 years. This difference was not statistically significant.
The mean ± s.d. age of menarche was 12.34 ± 1.13 years
and 12.6 ± 1.4 years for the case and control groups
respectively. This difference was also not significant.
Although a history of substance use was slightly higher in
the case group (9% vs. 7%), this difference was not
statistically significant.

Adolescent females who met clinical criteria for
depression, however, showed significantly lower academic
grades (77.7 ± 10 points) compared to controls (88.9 ± 6
points). This difference was highly significant (p<0.0001).
Their rate of engagement in outdoor activities was also
significantly lower than that of controls (31% vs. 51%,
p<0.004). Moreover, almost 1 out of 5 (18%) of the
adolescent females with depression compared to none of
the controls reported a family history of psychiatric
disorder. This difference was highly significant (p<0.0001).
Additionally, adolescent females with depression were
more than 10 times as likely as controls to report coming
from a quarrelsome home (67% vs. 6%, p<0.001). A
significantly higher proportion of cases had a of a history
of negative life events [24% vs. 1%, p <0.0001) and a
significantly larger proportion reported experiencing a
break-up in a romantic relationship (35% vs. 6%) in the last
6 months (p<.0001).

Table 2: Psychological Correlates of Female Adolescent Depression (Cases vs. Controls)

Case Control Test statistic P-value

Characteristic N (80) N (160)

Age; mean ± s.d 15.5 ± 0.9 15.4 ± 1.1 t = 0.61 NS

Age of menarche; mean ± s.d 12.34 ± 1.13 12.6 ± 1.4 t = -1.79 NS

Grades; mean ± s.d 77.7 ± 10 88.9 ± 6 t = -10.7 0.0001*

Outdoor activities; n (%) 25 (31%) 81 (51%) X2 = 8.2 0.004*

Family history of psychiatric disorders; n

(%)

14 (18%) 0 (0%) X2 = 29.7 0.0001*

Quarrelsome home; n (%) 54 (67%) 10 (6%) X2 = 102.3 0.0001*

Negative life events; n (%) 19 (24%) 2 (1%) X2 = 33.8 0.0001*

Breakup of Romance; n (%) 28 (35%) 9 (6%) X2 = 35.3 0.0001*

Discussion
Adolescence is an important developmental period for
understanding the nature, course and treatment of
depression in young people.4 Youth exhibiting recurrent
depression by the age of 15 have a high risk for persistent
depression with maladjustment over their lifetimes.20

Symptoms and the full syndrome of depression may differ
as a function of age and development given the cognitive,
social, emotional and biological changes that appear

throughout childhood and adolescence.21 There is an
enormous literature on adolescent depression that covers
clinical, treatment findings and etiological perspectives as
well.3 The focus of the current study was on the
psychosocial correlates that may influence the development
of depression among Egyptian female adolescents.

In our sample of Egyptian adolescent females, age was not
significantly associated with depression. This finding is
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consistent with two previous reports,22, 23 but it differs
from results reported by Hankin (2006)21 who found that
depression is generally low in childhood and then increases
in middle to late adolescence when it reaches rates
observed throughout adulthood. It appears that the age
factor in adolescent depression is controversial and needs
more validation.

Nor did we find an association between age of menarche
and the presence of clinical depression. Some authors, e.g.
Kutcher et al.23 have suggested that menarche marks a
transition in the risk for depression in girls. However, it has
also been suggested that menarche onset has its impact on
depression and its severity among adolescent girls only if
associated with girls’ self-experience of their pubertal
physical changes. This may occur in the middle or late
pubertal stages since it may be associated with
dissatisfaction with the weight attainment of a mature
female body.24 Awareness of the importance of self-image
to the adolescent especially in females is a sensitive area
that should be considered always when dealing with
adolescents’ age group.

Our results support previous findings of a significant
relationship between lowered scholastic achievement and
depression.24,25 Whether depression causes deterioration in
scholastic performance or vice versa is a matter of debate.
Previous studies have suggested that poor academic
achievement is a consequence of depression.3,24,26 On the
other hand, doing poorly at school can lead to low self-
esteem and a poor self-image that can contribute to the
development of depression. Such effects may be
aggravated in the context of scholastic competition.
Adolescents may interpret competitive loss with failure, an
interpretation that hinders interpersonal relationships and
thereby damages self-esteem. In such cases, instead of
being a demonstration of strength and confidence,
competition leads to insecurity. One implication is that too
much emphasis on competition may be disservice by
educators who should focus as much on improving the
adolescents’ ability to relate well with others.
Unfortunately the spirit of competition held in many
schools especially in our country serves to block healthy
communication. Therefore, evaluation of the academic
achievement of adolescents is extremely important cross-
sectionally and longitudinally to determine whether it is a
causal factor or an integral part of depression.

Our results also confirm previous findings of relationships
between low engagement in outdoor activities and
adolescent depression.27 Again, whether low engagement in
outdoor activities is a cause or consequence of depression
is not known. Previous work has shown that exercise
increases serotonin, the body’s naturally produced
antidepressant, and endorphins as well.5Conversely,
depression is associated with a loss of interest and loss of
enjoyment in things a person previously enjoyed. 28, 29These
symptoms may lead to reductions in outdoor activities.

Our results with adolescent Egyptian females are also
consistent with previous work showing that a family
history of psychiatric disorders is a strong risk factor for
adolescent depression.24It is generally recognized that

familial vulnerability to depression is common in teens
with depression and encompasses both psychological and
biological etiological factors. The latter may lead to what is
called genetic anticipation with earlier and more severe
presentation of the disorder in the offspring of mentally ill
parents.8,30,31 Although Torros et al. (2004)25 did not found
a relationship between parental psychiatric disorders and
adolescent depression, this may be because psychiatric
disorders were not identified or because family dysfunction
was more critical than a genetic cause.8

A quarrelsome home atmosphere was identified in our
study as an important factor in developing depression
among adolescents. Generally, in Egyptian culture, the
father plays a dominant role within the family. He
determines the rules governing the family and because of
his role as the main provider of financial support he may
have a limited relationship with children. The mother is
often closer to her children and more understanding of their
problems. In some cases, there may be a lack of agreement
between parents on discipline and rearing issues. This can
lead to a quarrelsome home atmosphere and the
development of psychological problems in the adolescent
age group. Additionally, the economic burden of poorer
Egyptian families may lead to more quarrels and family
discord provoking parental separation or divorce with
serious psychological impacts on adolescent life. Our
results, showing a strong association between a
quarrelsome home atmosphere and adolescent depression
are consistent with other studies indicating that adverse
family dynamics and discord increases vulnerability of
adolescents to depression. 23, 25, 32 Some authors have
argued that negative evaluation and perception of family
circumstances in depressed adolescents is a result rather
than a cause of adolescent depression.33 Researchers have
also indicated that parents of depressed pre-adolescent
children display less positive rewarding and supportive
behaviors than do parents in comparative families.34 In
reality, depression in adolescents is likely to be due to a
combination of factors rather than a single cause.

Our study suggests that a history of negative life events and
the termination of a romantic relationship had a strong and
significant relationship to adolescent depression. These
results are consistent with those of Hammen, 2009 3 and
others5, 35 who found that negative life events (death of a
parent, end of a romantic relationship or an unhappy
relationship) are likely to increase depressive
symptomatology among adolescents. A limitation in such
studies and of ours, however, as well as ours is that cross-
sectional data collected mainly through self-report check-
lists do not establish a causal relationship. Negative life
events could be a cause or a result of adolescent depression.
Despite the observation that alcohol and drug use often
accompany adolescent depression,2,4 we were not able to
confirm any relationship between substance use and female
adolescent depression in our sample of female Egyptian
adolescents. This may be because the rate of substance use
among Egyptian female adolescents is relatively low
compared to boys or to adolescents in western countries.

Overall, the results of our study support the view that
psychosocial correlates are important concomitants in
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female adolescent depression and may influence its onset
and development. Of particular concern for adolescent
females are the following: deteriorated scholastic
achievement, an absence of outdoor activities, a
quarrelsome home atmosphere, a family history of
psychiatric disorders, negative life events, and the recent
termination of romantic relationship. These potential
correlates may represent risk factors and should be
thoroughly investigated when assessing adolescents for
depressive disorders. Attending to these correlates may also
lead to better understanding, earlier diagnosis and better
management with improvement of the quality of life of
depressed adolescents.

Limitations and Recommendations: One strength of this
study was the use of structured diagnostic instruments to
identify cases of depression. Another strength was the size
of the sample and the use of carefully matched controls.
The interpretation of our results is limited, however, for at
least four reasons. First, because of the cross-sectional
nature of the study, we do not know if the psychosocial
correlates are causes or consequences of depression.
Second, all of the data were self-rated in school settings
during school hours. Previous studies have indicated that
self-rated measures collected in nonclinical population can
result in inflated scores.36These potential effects might be
avoided if questionnaires were completed confidentially in
large groups in a classroom setting. Third, because of time
constraints imposed by the schools, we were unable to
collect detailed, structured information on negative life
events. Fourth, the study was limited to six private and
public schools in one geographical location (Eastern
Cairo). It is possible that inclusion of a larger number of
schools covering a variety of geographic locations and
different educational system (e.g.
technical/commercial/Islamic-Azharic secondary schools)
would have produced different results.

Future studies, using longitudinal cohort designs with boy
and girl adolescents should be considered to better track
and evaluate the contributions of psychosocial correlates to
the onset, presentation and adult outcomes of adolescent
depression. In the meantime, our results support the value
of addressing all aspects of the depressed female
adolescent’s world including her school life, outdoor
activities, cumulative life stresses, friendship network and
her self esteem in the evaluation and treatment of
depression.
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الملخص 
و ذلك لنقص البیاناتإلیھعند األطفال و المراھقین بینما تساءل القلیل منھم عن األسباب المؤدیة اإلكتئاببمرض متزایداً أظھرت العدید من المقاالت و األبحاث اھتماماً 

اإلكتئابفئة المراھقین أن اإلناث ھم األكثر عرضة لمرض  ىكما أوضحت الدراسات عل.لمراھقینضطربات النفسیة لدي األطفال و او اإلحصاءات المبینة الخاصة باإل
محاوالت ،الخالفات األسریة،اسيالتأخر الدر:كتائبیة بین المراھقین في عدة صورو مشكالت مختلفة مثلاإلاإلضطراباتكما تظھر .م من الذكوربالمقارنة بمثلیھ

من طالبات المرحلة الثانویة اإلكتئابفتاه یعانین من 80ھذه الدراسة كدراسة عرضیة مقارنة حیث تم تضمیین أجریت:طریقة البحث.نتحاریة و أعراض نفسجسمیةإ
و قد خضعت كل مشاركة الستبیان .جمھوریة مصر العربیة تم مطابقتھم مع عدد مضاعف من قریناتھن لضمان نتائج إحصائیة جیدة-بمدارس المنطقة الشرقیة بالقاھرة

و خضعت ،بمستشفیات جامعة عین شمس-النفسيمة في مركز الطب جانب استبیان المقابلة الشخصیة كالمستخدإليعند األطفال اإلكتئابالصحة العامة ومقیاس 
النتائج أظھرت:النتائج.اإلكتئابمقیاس ھامیلتون لقیاس ،ل للدلیل التشخیصي الرابع المرجعالفتیات المصابة للمقابلة اإلكلینیكیة المعیاریة للتشخیص علي المحور األو

اإلكتئابكما أرتبطت نسبة .بالمقارنة بمثلیتھن من المرھقات األصحاءالمتعددةكتئاب ھن األقل في التحصیل األكادیمي و ممارستھن لألنشطة أن الفتیات المصابة باإل
من تاریخ سابق اإلكتئابعانت الفئة التي تعاني من.معایشتھن مناخ أسري غیر مستقرإلى باإلضافةمع وجود تاریخ مرضي نفسي باألسرة طردیاً بین الفتیات ارتباطاً 

 لإلصابةمن المراھقین أكثر عرضة اإلناثإنتظھر الدراسة :اإلستنتاج.ألحداث حیاتیة سلبیة و تجربة فاشلة لعالقة عاطفیة بالمقارنة بقریناتھن من الفتیات األصحاء
ي وجود تاریخ مرضي نفس،عدم ممارسة األنشطة،أخر الدراسيالت:العمریة  ةئلدي تلك الفاإلكتئابأھم المسببات لحدوث مرض من  اآلتیةو تعتبر العوامل باإلكتئاب

 حتىأحداث حیاتیة سلبیة و فشل عالقة عاطفیة و من الضروري مراعاة تلك العوامل عند وضع خطة عالجیة لتلك الفئة العمریة ، مناخ أسري غیر مستقر،باألسرة
.یتثني رفع النتائج المتوقعة من العالج و تحسین جودة الحیاة لدي المراھقات الالتي یعانین من الألكتئاب
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The impact of sociodemographic variables on the autistic symptoms and maladaptive behavior

among a sample of Jordanian children with autistic disorder
Dahoud Raddad, Ghazi Chakroun, Shatha Abu-Hamada, Mousa Hassan, Loai Saqer, Mostafa Amr.

االجتماعیة والدیموجرافیة علي اعراض التوحد واالنحرافات السلوكیةاثر المتغیرات 

في عینة من االطفال االردنیین المصابین باضطراب التوحد
مصطفي عمرو، لؤي صقر، حسان ىموس، شدا ابوحمدا، غازي شكرون، داھود رداد

Abstract
ntroduction: Although autistic disorder (AD) is a global disorder, relatively little is known about its phenomenology and

sociodemographic correlates in developing countries, such as Jordan. Aims: To investigate the impact of sociodemographic

variables on the autistic symptoms (AS) and maladaptive behavior (MB). Methods: After informed consent was obtained from

the parent or guardian, DSM-IV-TR diagnosis of autistic disorder was assigned in each child by a clinical interview based on

DSM-IV–TR criteria. The clinical diagnosis of autistic disorder was corroborated using the Arabic version of the Indian Scale

for Assessment of Autism (ISAA). The Achenbach Child Behavior Checklist (CBCL) and the Wechsler Intelligence Scale of

Intelligence (WISC) were used for the assessment of child psychopathology and intelligence respectively. Results: 22 Children

received a diagnosis of autistic disorder in Amman (Jordan). There was a significant main effect of gender for the emotional

responsiveness and behavior patterns subscales of ISAA, the delinquent behavior and social problems subscales of CBCL. The

interaction between education and socioeconomic status was statistically significant for the social relationship and reciprocity

ISAA subscales and social problems, attention problems, aggressive behavior subscales and total CBCL. IQ was significant for

social relationship and reciprocity, speech-language and communication, sensory aspects, cognitive component subscales of

ISAA and the withdrawn, somatic problems, social problems, thought problems, attention problems and aggressive behavior

subscales of CBCL. Conclusions: Findings from the current study suggested that the clinical presentation of autistic symptoms

and comorbid behavior problems are shaped by various socio-cultural factors. Future studies are important to examine the

differences in how children with autistic disorder function within different cultural settings.

Declaration of interest:None

Keywords: Autistic disorder, maladaptive behavior, children, IQ, socio-demographic variables

Introduction
The comparative approach to study variation in human

behavior was initially formulated for Western populations,

but eventually the diagnostic categories of Western

psychiatric nosology was advocated as universally

applicable to all humankind. Westermeyer1 cited that the

forms of psychiatric disorders remain essentially constant

throughout the world, irrespective of the culture in which

they appear. In contrast, Kortmann, 2 confirmed that

cultural variation is particularly important in modes of

distress and help-seeking behavior. Focusing on a less

frequently reported condition like autistic disorder (AD)

may be a starting point in teasing out this cultural dilemma.

For instance, autism is conceptualized in the industrialized

world as a predominantly genetic disorder; 90% of the

variation is said to be caused by genetic factors. However,

it is not known if this is also true in developing countries,

especially those of Asia and Africa. Children with AD

often exhibit maladaptive behaviour (MB), defined as co-

occurring internalizing (e.g. emotionally reactive,

depressed/anxious affect, somatic complaints and

withdrawal) and externalizing (e.g. aggression, defiance

and inattentive) behavior problems that negatively impact

everyday activities 3.

Investigation of the subject characteristic correlates of

maladaptive behaviors in young children with AD such as

age, gender, schooling, IQ and social status of parents is

needed to identify at-risk subgroups in developing

countries. For example, epidemiological studies conducted

on Western populations have suggested that males suffer

more from AD than their female counterparts with a mean

male to female ratio of 6:1 4. Moreover, if autism is

identified in females, it is often associated with poor

prognosis for educational attainment, employment,

relationships and independent living. Undermined by

anxiety and depression, girls with autism had more trouble

with social networks and appear to be more often confined

to the small world of their families 5. In patriarchal

societies such as those from the Arab world, females are at

a socio-cultural disadvantage in relation to males 6. In

many Arab communities, boys in the family are regarded as

capital investments to the social prestige of the family

while females are relegated to burdensome and a potential

source of shame 7in this work, we don't intend to

comment about the epidemiology of ASD in Jordan, but

only to examine the contributions of demographic variables

(age, gender, socioeconomic variables) and intellectual

correlates among a sample of Jordanian children with AD

I
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who attended the center for Early Diagnosis of Children's

Disabilities (EDCD) in Amman, Jordan

Method
Setting

The center for Early Diagnosis of Children's Disabilities

(EDCD) is the tertiary referral center in Amman, the capital

of Jordan

Participants

The sample comprised a group of 22 children referred to

the EDCD center in Jordan for symptoms related to AD.

Exclusion criteria included the presence of neurological

disorders of known etiology, major physical abnormalities,

and serious head injury. Informed consent was obtained

from the parent or guardian before participation in the

study. DSM-IV-TR diagnosis of autistic disorders was

assigned in each case by two authors after consensus

discussions. The individual diagnoses were based on all

available information including clinical status of the patient

and a clinical interview based on the Diagnostic and

Statistical manual of Mental Disorders (fourth edition, text

revision). DSM-IV-TR criteria for autistic disorder were

reframed into questions. The interviewers read literally

these close-ended questions as verbatim as possible to the

interviewees. The diagnosis was made according to the

number of affirmative replies to the specific questions. The

clinical diagnosis of autistic disorder was corroborated

using the Arabic version of the Indian Scale for Assessment

of Autism (ISAA). The Achenbach Child Behavior

Checklist (CBCL) and the Wechsler Intelligence Scale of

Intelligence (WISC) were used for the assessment of child

psychopathology and intelligence respectively.

Measures

1- A semi-structured questionnaire

The questionnaire would include the various

demographic and academic characteristics including

age, gender, educational status that include whether the

autistic child attended a special school or not and

parental educational status either above or below

secondary school. Entry of these variables combined

resulted in six probable possibilities and

socioeconomic status probes such as family size (less

than five members or more), income (satisfactory,

unsatisfactory), residence (rural or urban), parental

occupational status (professional or others). Entry of

these variables combined resulted in 11 probable

possibilities.

2- Arabic version of the Indian Scale for Assessment of

Autism (ISAA)

The ISSA was commissioned by the National Institute

for the Mentally Handicapped 8 (NIMH) as a suitable

tool for identification and rating the severity of autism

in developing countries as opposed to the present tests

that have mostly Western parameters, e.g. Childhood

Autism Rating Scale (CARS) 8. Children were rated

according to the ISAA, based on behavioral

observation and interaction with the examiner and

parents. The ISSA evaluation was completed by an

independent qualified child psychiatrist, blinded to the

DSM-IV-TR diagnosis. The scale has 40 items,

divided under six domains: (1) social relationship and

reciprocity, (2) emotional responsiveness, (3) speech-

language and communication, (4) behavior patterns,

(5) sensory aspects, and (6) cognitive component.

Participants’ behaviors were rated on a five point scale

(rarely, sometimes, frequently, mostly, always).

According to the ISSA manual, autism is defined by a

score of 70 points. Total scores of 70 to 106 indicate

mild autism, 107-153 moderate autism, and scores of

153 and above indicate severe autism. The cut- off

point had a sensitivity of 94.3% and a specificity of

92.0%. The Cronbach coefficient alpha of internal

consistency was 0. 97 with an inter-rater reliability

coefficient of 0.83 (p<0.001). The criterion test

validity of ISAA was determined by comparison of

total scores obtained on the tool with those on CARS.

Pearson Product moment correlation was computed

and the resulting correlation r = 0.77 (p<0.001) reveals

that ISAA has high degree of validity as that of CARS.

3- The Achenbach Child Behavior Checklist (CBCL)

CBCL is a factor analytic derived behavior checklist

completed by parents or guardians9, 10. The CBCL has

extensive normative data. Assessed are total behavior

problems, broad-band behavior problems (e.g.,

internalizing behavior problems, externalizing

behavior problems), and more narrow-band behavior

problems (e.g., attention problems, anxious/depressed

mood, aggressive problems, delinquent problems, etc.).

The CBCL can be given to parents of children aged

from 4 to 18 years old. In this study, we used the

Arabic version which had a similar reliability and

validity to the original version11.

4-The Wechsler Preschool and Children's scale of

Intelligence

The Wechsler Preschool Scale of Intelligence Test

(Jordanian version) was used with children between

the ages of 4 and 7 years old, but the children

Wechsler Scale of Intelligence was employed for

children of 5 to 15 years old12.

Results
Sample characteristics

We examined 22 children (13 boys and 9 girls) diagnosed

with autistic disorder during their regular follow-up at the

EDCD center. Mean age of the sample was 8.14 ± 1.89
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with a range from 4 to 11 years. Most of the autistic

children (83%) were from families of low socioeconomic

standards with unsatisfactory income and lower parental

education with occupying of non-professional jobs.

Affected children came from urban areas. Regarding

intellectual attainment, the mean IQ was 58.7±IQ (median

of 54.0) and ranged from 20-97.

Analysis of variance (ANOVA) models

An analysis of variance (ANOVA) with SPSS software was

conducted for the child outcomes on ISAA, CBCL scores.

The ANOVA included the effect for independent variables

such as age, gender, education (school placement,

education of father and mother), socioeconomic status

(occupation of father and mother, residence, family size

and income) and IQ. The effect of interaction of some of

these variables on ISAA scoring is in the tables 1, 2, on

CBCL scoring in tables 3 and 4.

The small number of 22 children in the sample doesn’t

permit SPSS to realize ANOVA with interaction of five

independent variables. We analyzed the effect of each

variable and interaction between two and sometimes

between three variables with dependent variables ISAA,

and CBCL scores. Table 1, displayed that for age and

gender, values of F indicate significant main effect of

gender for the emotional responsiveness, behavior patterns

subscales and total ISAA score. For education and socio-

economic status, values of F indicate significant main

effect of education for the social relationship and

reciprocity, behavior patterns subscales and Total ISAA

score. Moreover, the interaction between education and

socio-economic status was statistically significant for the

social relationship and reciprocity and total ISAA.

Table (1): The effect of various variables (age, gender, education and socioeconomic status) on ISAA scoring
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F P F P F P F P F P F P
social relationship - - - - - - 6.413 .04 - - 18.647 .01

emotional
responsiveness

- - 6.730 .02 - - - - - - -

speech-language
and communication

- - - - - - - - - - - -

behavior patterns - - 8.240 .01 - - 22.956 .005 14.954 .009 - -

sensory aspects - - - - -- - - - - - - -

cognitive
component

- - - - - - - - - - - -

Total - - 4.770 .05 - - 33.040 .002 23.455 .004 47.572 .002

Table 2, showed that for IQ and education status variables,

values of F indicate significant main effect of education for

the total ISAA but the IQ was significant for social

relationship and reciprocity, speech-language and

communication, sensory aspects, cognitive component and

the total ISAA. For variables such as, IQ and socio-

economic status, values of F indicate significant main

effect of socio-economic for behavior patterns subscales.

But the IQ was significant for behavior patterns subscales

and the total ISAA. Moreover, the interaction between

education, socio-economic status and IQ was statistically

significant for the behavior.
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Table (2): The effect of various variables (IQ, education and socioeconomic status) on ISAA scoring

Education IQ Education
x IQ

Socio-
economic

IQ
Socio-

economic x
IQ

F P F P F P F P F P F P

social relationship - - 4.029 .03 - - - - - - - -

emotional
responsiveness

- - - - - - - - - - - -

speech-language
and

communication

- - 4.512 .02 - - - - - - - -

behavior patterns - - - - - - 7.660 .03 19.155 .006 - -

sensory aspects - - 3.616 .04 - - - - - - - -

cognitive
component

- - 3.573 .04 - - - - - - - -

Total 11.523 .04 8.249 .002 - - - - 14.11 .01 -- -

patterns subscale and total ISAA. For variables age and

gender, Table 3, values of F indicate significant main effect

of gender for the delinquent behavior and social problems

subscales of CBCL. Moreover, values of F indicate

significant main effect of socioeconomic status and the

interaction between education and socio-economic status

for social problems, attention problems, aggressive

behavior subscales andtotal CBCL.

Table (3): The effect of various variables (age, gender, education and socio-economic status ) on CBCL scoring
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F P F S F S F S F S F S
Withdrawn - - - - - - - - - - - -

Somatic problems - - - - - - - - - - - -

Anxiety/depression - - - - - - - - - - - -

Social problem - -- 4.849 .05 - - - - 6.640 .04 8.688 .03

Thought problems - - - - - - - - - - - -

Attention problem - - - - - - - - 6.612 .04 6.628 .05

Delinquent behavior - - 9.705 .01 - - - - - - - -

Aggressive behavior - - - - - - - - 11.283 .01 10.342 .02

Internalizing - - - - - - - - - - - -

Externalizing - - - - - - - - - - - -

Total - - - - - - - - 8.409 .02 6.764 .05

Table 4 showed that in variables like IQ and education

status, values of F indicate significant main effect of IQ for

the withdrawn, somatic problems, social problems, thought

problems, attention problems and aggressive behavior

subscales of CBCL. For variables IQ and socio-economic

status, values of F indicate significant main effect of socio-

economic status for the aggressive behavior and IQ for the

social problems.
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Table (4): The effect of various variables (age, gender, education and socio-economic status) on CBCL scoring

Education IQ Education
x IQ

Socio-
economic

IQ
Socio-

economic x
IQ

F P F P F P F P F P F p
Withdrawn - - 4.109 .02 - - - - - - - -

Somatic problems - - 4.903 .01 - - - - - - - -

Anxiety/depression - - - - - - - - - - - -

Social problem - - 5.654 .01 - - - - 6.711 .04 - -

Thought problems - - 6.983 .005 - - - - - - - -

Attention problem - - 3.673 .03 - - - - - - - -

Delinquent behavior - - - - - - - - - - - -

Aggressive behavior - - 3.403 .05 - - 5.869 .05 - - - -

Internalizing - - - - - - - - - - - -

Externalizing - - - - - - - - - - - -

Total -- - - - - - - - - - - -

Discussion
This preliminary study describes the correlates of autistic

symptoms and maladaptive behavior of a group of children

diagnosed with autistic disorder at a child disability center

in Jordan.

Our study has investigated the subject characteristic

correlates of AS and MB in a group of young children with

AD. Age was largely unrelated to AS and MB. This finding

contradicts previous findings that there is a general

tendency of modest improvement and decline in AS and

MB in typically developing children across studies despite

wide variation in design, measurement and diagnostic

criteria 13-15. It is difficult to determine whether this finding

reflects differences in AS and MB because Jordan is a

developing country with differences in socioeconomic

status, measurement methods or differences in parent

perspectives. Past research has examined three individual

characteristics in addition to age that may be important

correlates of the level of AS and MB, gender, a co-morbid

diagnosis of mental retardation, education and

socioeconomic level 16, 17. In terms of an association

between gender and autism symptoms, findings were

mixed. A recent study reported that females with AD

showed more lifetime sensory symptoms, fewer current

socio-communication difficulties, and more self-reported

autistic traits than males. In addition, females with AD who

also had developmental language delay had lower current

performance IQ than those without developmental

language delay, a pattern not seen in males 18. However,

other studies have not found gender differences in language

level, unusual verbal behaviors, or the level of repetitive

behaviors 5. Furthermore, Hartley et al., 2008 19 proposed

that male gender was significantly correlated with the

CBCL. Sleep Problems and Emotionally Reactive

syndrome scales and boys with AD had higher scores than

girls. Our findings that the gender was associated with

differences in the emotional responsiveness and behavior

patterns of ISAA, social problems and delinquent behavior

of CBCL and ADHD support the previous studies.

In our study, cognitive ability as determined by IQ was the

strongest predictor of most of the ISAA and CBCL scoring

.This finding is consistent with research in older children

and adults with ASD 20, 17, and indicates that across the

lifespan, individuals with low cognitive ability and

adaptive behavior are at a greater risk for maladaptive

behaviors than high functioning individuals. Also, having

mental retardation is frequently related to greater severity

of autism symptoms, poorer overall outcome, and a

decreased likelihood of improvement 21, 13, 17.

The main significant effect of education (schooling of the

child, education of the father and mother) was a stronger

predictor of autistic symptoms compared with the

socioeconomic level as examined by the size of family,

income, paternal occupational status. This finding was

consistent with previous findings that reported the

beneficial effect of early intervention programs for children

in school settings 22,23. Stahmer and Ingersoll, 24found

comprehensive outcomes on standardized assessments as

well as communication skills, social interaction skills and

play skills of 20 children with autism in an inclusive

setting, with 90% of children using a functional

communication system at exit compared to 50% at entry.

A recent study by Ruble et al., 25 examined the effects of a

teacher consultation intervention - namely, the

collaborative model for promoting competence and success

(COMPASS), which was designed to improve objectives of

individualized education programs for children with

autism. They found that the intervention teacher-child

dyads showed improvements in individualized education

program objectives compared to the nonintervention

teacher-child dyads, with a large effect size.

In a study examining pre-school children with AD,

Leventhal et al., 26 found that children whose mothers were

more highly educated were receiving doctor visits,
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educational services, and psycho-social services while

children whose mothers had fewer years of education were

receiving doctor’s visits only. This difference in receipt of

services could indicate that children with autism whose

mothers were more highly educated might have had more

opportunity to participate in early intervention than

children whose mothers had fewer years of education,

thereby perhaps mitigating other developmental problems

such as cognitive impairment.

Findings of this study suggested that the clinical

presentation of autistic symptoms and comorbid behavior

problems are shaped by various socio-cultural factors.

Future studies are important to examine the differences in

how children with autistic disorder function within

different cultural settings.

Conclusion
This study found a significant main effect of gender,

cognitive ability, education and socioeconomic level on the

autistic symptoms. However, education was more closely

associated with AS than socioeconomic adversity. In

addition, cognitive ability was highly significant on most of

the ISAA and CBCL subscale scoring. Although these

findings are preliminary in nature and derived from a

tertiary center, they highlight the need to include

behavioural and educational management strategies in any

comprehensive intervention program for young children

with AD. This work may be promising and future research

in other Arab countries is required to verify the results.
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الملخص
جتماعیة والدیموجرافیة معروف في البلدان عن ھو ظواھره و المتغیرات اإلعلى الرغم من أن اضطراب التوحد ھو اضطراب عالمي، إال ان القلیل نسبیاً : مقدمة

یستند :الطریقةواالنحرافات السلوكیة)ع(جتماعیة والدیموغرافیة والفكریة على أعراض التوحد التحقیق في أثر المتغیرات اإل:األھداف .النامیة، مثل األردن

ام مقیاس وكسلر ستخدإي لتقییم التوحد وتقییم الذكاء بللمقیاس الھندمریكي للتشخیص وتكملھ المالحظة المباشرة وفقاً عاییر الطبعة الرابعة  للنظام األالتشخیص على م

ضطراب التوحد ووجد إطفال مصابین ب 22 ىتم الدراسة عل:النتائج.(CBCL)تصنیف اآلباء أطفالھم على الئحة سلوك الطفل لآلخینباخو(WISC)للذكاء لألطفال

من المستوى رتباطاً إالتعلیم والقدرة المعرفیة أكثر على مستوى  التوحد ولكنقتصادیةجتماعیة واإلوالقدرة المعرفیة والتعلیمیة واإلللجنس ، ان ھناك تأثیر كبیر

الھندي لتقییم التوحد والئحة سلوك الطفل لآلخینباخفي للمقیاسبمعظم  المقاییس الفرعیة رتباط  مؤثراً إ، بینما ترتبط  القدرة المعرفیة قتصاديجتماعي واإلاإل

)CBCL(ضطراب إمج تدخل شامل لألطفال المصابین بالضوء على الحاجة إلى إدراج استراتیجیات إدارة السلوكیة والتعلیم في أي برناتسلط النتائج:ستنتاجاتاإل
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Gestational diabetes and postpartum depression
Mesfer S. Al-Shahrani, Mohammed Al-Sunaidi , Hassan Al-Amri, , Sami Al-Maswary , Khaled Al-Gelban

سكر الحمل واالكتئاب بعد الوالدة
خالد ال جلبان،سامي المصوري،حسن العمري، محمد السنیدي،مسفر الشھراني

Abstract
bjective: To examine the association between gestational diabetes and postpartum depression. Study design:A
prospective study was conducted using Edinburgh Postnatal Depression Scale (EPDS) for all postpartum women with

gestational diabetes and a control sample (women who gave birth in the same period without gestational diabetes), over the
period (January 1st /2001 to March 31st /2001).Setting: Abha maternity hospital. ABHA, Saudi Arabia. Results: In this study
we found that the possible diagnosis of postpartum depression was found in 20.35 % of those with gestational diabetes
compared with 18.58 % in those without gestational diabetes, which was statistically not significant. The overall possible post-
partum depression in both(study and control samples) was 44 out of 113 patients (38.9 %).Conclusion: A similar and high rate
of postpartum depression was found in women with gestational diabetes and those without gestational diabetes.

Key words: Gestational diabetes, postpartum depression, postnatal depression
Declaration of interest: None

Introduction
The prevalence of postpartum depression is between 10%
and 20% of parturients depending on the diagnostic criteria
used and the time of symptom onset 1,4.While the
prevalence of depression is similar in pregnant, postpartum,
and non pregnant women, onset of new depression is
higher during the perinatal period 1.Postpartum depression
has been the subject of an increasing number of
publications. The majority of these papers are European or
North American. In developing countries, few studies have
examined the occurrence of depressive disordersduring
pregnancy and postpartum period 4,9.Untreated antenatal
and postpartum depression can have long lastingnegative
effects on the woman,the mother-child relationship, child
development,the marital relationship, and the mental health
of the affected woman’spartner.10,13 .Prior studies have
established an association between diabetes and depressive
disorders in general adult populations.14,15 , Ghubach et al.
validated into Arabic the Edinburgh Postnatal Depression
Scale (EPDS) and reported a high sensitivity and
specificity for screening.7Chaaya et al. used the same
version to assess the prevalence of postpartum depression
in Lebanon. 8Saudi Arabia is Arabic country with a
population of 26 million. To our knowledge there is no
published data concerning the prevalence of post partum
depression in Saudi population.
The aim of our study was to find any association between
gestational diabetes mellitus and postpartum depression
amongst a sample of Saudi women at Abha following
delivery.

Method
The recruitment of patients for this study was done at Abha
Maternity Hospital, Asir region, Saudi Arabia. This is a
maternity hospital with about 6000 deliveries annually.The
sample consisted of all women who had given birth and
had been diagnosed with gestational diabetes. The control

sample was women who had given birth at the same period
and had been diagnosed not to have gestational diabetes.
The sampling took place across a three-month period: from
January 1st 2001 to March 31st 2001.
Informed consent was obtained from all the patients
enrolled and all patients who had positive screening for
postpartum depression were referred to a psychiatrist for
further evaluation. We offered to all pregnant patients a
universal screening for gestational diabetes using the 50
grams oral glucose tolerance test.Those who screened
positive were subsequently offered a diagnostic test using
75 grams oral glucose tolerance test. The biodata were
collected from the patients’ charts. The Edinburgh
Postnatal Depression Scale (EPDS) was given to the
patients to be filled by them during their first week
postpartum.The EPDS is a10-item self-report scale,
specifically designed to screen forpostnatal depression in
community samples. Each item is scored on a 4-point scale
(from 0 to3), the minimum and maximum total scores
being 0 and30, respectively. The scale assesses the
intensity of depressive symptoms present within the
previous seven days. In this sample of patients, we used 12
points of EPDS as a cut-off for possible diagnosis of
postpartum depression. The data were analyzed using SPSS
16.0. The sample was divided into two groups: those with
gestational diabetes and those without gestational diabetes.
AChi-square test was used for data analysis. The level of
significance was set at 0.05

Results
A total of 113 women were recruited for the study. Out of
those, 56 patients diagnosed with gestational diabetes and
57 patients without gestational diabetes were introduced as
a control group. The sociodemographic, obstetrical and
medical characteristics were similar between the two
groups (Table1).

O
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Table 1. Characteristics of pregnant women with gestational diabetes (GDM) compared with those without gestational
diabetes (GDM), Abha Maternity Hospital, Saudi Arabia

Pregnant women with GDM

N ( % ) Pregnant women without GDM N ( % )

Age

20-30 years 15 ( 13.3 % ) 40 ( 35.4 % )

31-40 years 35 ( 30.9 % ) 16 ( 14.2 % )

> 40 years 6 ( 5.3 % ) 0 ( 0 % )

Nationality

Saudi 48 ( 42.5 % ) 53 ( 46.9 % )

Non Saudi 8 ( 7.1 % ) 4 ( 3.5 %)

Parity

Nullipara 0 ( 0 % ) 2 ( 1.8 % )

Primipara 3 ( 2.7 % ) 13 ( 11.5 % )

Multipara 28 ( 24.8 % ) 34 ( 30.1 % )

Grand multipara 25 ( 22.1 % ) 8 ( 7 % )

Previous GDM Yes 30 ( 26.4 %) 1 ( 0.88 %)

No 26 ( 23.02 % ) 56 ( 49.6 % )

Other medical problems in

this pregnancy

Yes 20 ( 17.7 % ) 10 ( 8.8 % )

No 36 ( 31.9 % ) 47 ( 41.6 % )

Previous psychiatric problem Yes 2 ( 1.8 % ) 1 ( 0.88 % )

No 54 ( 47.8 % ) 56 ( 49.6 % )

Planned pregnancy

Yes 37 ( 32.7 % ) 45 ( 39.8 % )

No 19 ( 16.8 % ) 12 ( 10.6 % )

Level of education

Illiterate 7 ( 6.2 % ) 6 ( 5.3 % )

Primary 9 ( 7.9 % ) 6 ( 5.3 % )

Intermediate 8 ( 7 % ) 5 ( 4.4 % )

secondary 14 ( 12.4 % ) 18 ( 15.9 % )

University 18 ( 15.9 % ) 22 ( 19.4 % )

Antenatal care

Regular 40 ( 35.4 % ) 36 ( 31.8 % )

Not regular 16 ( 14.2 % ) 21 ( 18.6 % )

Gestational age at delivery

Less than 32 weeks 1 ( 0.88 % ) 1 ( 0.88 % )

32-37 weeks 12 ( 10.6 % ) 5 ( 4.4 % )

More than 37 weeks 43 ( 38. 05 % ) 51 ( 45.1 % )

Induction of labor

Yes 6 ( 5.3 % ) 11 ( 9.7 % )

No 50 ( 44.3 % ) 46 ( 40.7 % )

Mode of delivery

Vaginal 18 ( 15.9 % ) 27 ( 23. 9% )

Cesarean section 38 ( 33.6 % ) 30 ( 26.6 % )

The mean maternal age was 33.8 years (range 20-45), only
10.6 % of the patients were non Saudi. Most of the sample

54.9 % were multipara and 29.1 % were grand multipara
(defined as para 5 or more) 67.2 % were attending antenatal
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care regularly. Out of our sample 72.5 % reported that the
pregnancy was planned, and 63.6 % they have a higher
level of education (secondary or university level). Possible
diagnosis of postpartum depression was found in 20.35% of

those with gestational diabetes compared with 18.58% in
those without gestational diabetes. This difference was not
statistically significant. (Table 2)

Table 2.Postnatal depression among pregnant with and without gestational diabetesmiletus usingtheEdinburgh
Postnatal Depression Scale(EPDS),Abha Maternity Hospital, Saudi Arabia

Type Post natal Depression Total P

Yes N (%) No N (%) Value
Patients with GDM 23 (20.35%) 33 (29.24%) 56 0.39

57
Total 44 (38.9%) 69 (61.1%) 113

The overall possible postpartum depression in the whole
sample was 44 out of 113 patients (38.9 %). We compared
the group of possible depression with those without
possible depression by testing the association of possible

depression with sociodemographic and obstetrical factors.
No significant difference was found between the two
groups. (Table 3)

Table 3. Other risk factors for postnatal depression among pregnant women,Abha Maternity Hospital, Saudi Arabia
Pregnant women with

postpartum depression

N ( % )

Pregnant women without

postpartum depression

N ( % )

P Value

Age

20-30 years 22 ( 19.46 % ) 33 ( 29.21 % ) 0.34

31-40 years 21 (18.59 %) 31 ( 27.44 % )

> 40 years 1 ( 0.88 % ) 5 ( 4.42 % )

Nationality

Saudi 40 (35.39 % ) 61 (53.98 %) 0.46

Non Saudi 4 ( 3.53 % ) 8 ( 7.1 % )

Parity

Nullipara 0 ( 0 % ) 2 ( 1.77 % ) 0.46

Primipara 8 ( 7.1 % ) 8 ( 7.1 % )

Multipara 25 (22.12 % ) 37 ( 32.74 % )

Grand multipara 11 ( 9.72 % ) 22 ( 19.45 % )

Other medical problems in this

pregnancy

Yes 11 ( 9.72 % ) 19 ( 16.83 % ) 0.47

No 33 ( 29.2 % ) 50 ( 44.25 % )

Previous psychiatric problem Yes 1 (0.88 % ) 2 ( 1.77 % ) 0.66

No 43 ( 38.06 % ) 67 ( 59.29 % )

Planned pregnancy Yes 33 ( 29.2 % ) 49 ( 43.36 % ) 0.4

No 11 ( 9.75 % ) 20 ( 17.69 % )

Level of education

Illiterate 1 ( 0.88 % ) 12 ( 10.63 % ) 0.04

Primary 4 ( 3.54 % ) 11 ( 9.75 % )

Intermediate 7 ( 6.20 % ) 6 ( 5.30 % )

secondary 12 ( 10.63 % ) 20 ( 17.69 % )

University 20 ( 17.69 % ) 20 ( 17.69 % )

Antenatal care

Regular 26 ( 23 % ) 50 ( 44.25 % ) 0.1

Not regular 18 ( 15.93 % ) 19 ( 16.82 % )
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Gestational age at delivery

Less than 32

weeks

1 ( 0.88 % ) 1 ( 0.88 % ) 0.1

32-37 weeks 10 ( 8.86 % ) 7 ( 6.19 % %)

More than 37

weeks

33 ( 29.2 % ) 61 ( 53.99 % )

Induction of labor

Yes 5 ( 4.43 % ) 12 ( 10.62 % ) 0.27

No 39 ( 34.51 % ) 57 ( 50.44 % )

Mode of delivery

Vaginal 21 ( 18.58 % ) 24 ( 21.23 % ) 0.1

Cesarean section 23 ( 20.36 % ) 45 ( 39.83 % )

Discussion
The findings of our study indicate that, for the present
sample, there was no difference in postpartum depression
rate between mothers with gestational diabetes(20.35%)
and those without gestational diabetes (18.58%). This
finding was inconsistent with what hs been previously
published by Kozhimannil15, in the sample of women who
gave birth, 15.2% (n=100) with prepregnancy or gestational
diabetes and 8.5% (n=886) without diabetes were
depressed during pregnancy or postpartum. After adjusting
for age, race, year of delivery, and gestational age at birth,
women with diabetes compared with those without diabetes
had nearly double the odds of experiencing depression
during the perinatal period (odds ratio, 1.85; 95%
confidence interval.1,45,2,36This finding was supported in a
systematic review and meta-analyses of the relationship
between diabetes mellitus and major depressive disorder in
a general adult population. 14, 16 Neither preexisting
diabetes nor GDM was independently associated with
increased risk of antenatal depression 17.In the present
study we found a very high prevalence of postpartum
depression (38.9 %), with the results of the study of Abou-
Saleh and Ghubash, who reported that 18% of mothers
assessed on day seven after delivery, were depressed
according to the EPDS. Their study included 95 women
admitted for childbirth to the New Dubai Hospital, United
Arab Emirates5. In Lebanon, another Arabic country,
Chaaya et al. reported an overall prevalence of 21% 8. In a
Moroccan sample, Agoub et al. reported an overall
prevalence of 20.1%18. The previous studies, including the
present survey, used the same version of the EPDS.In other
developing countries, high rates of postpartum depression
were reported. Patel et al. detected a depressive disorder in
23% of mothers at 6–8 weeks after childbirth in Goa,
India6. A similarly high prevalence was reported in a South
African periurban survey (34.7%).19To the best of our
knowledge,the present study is the first studyto indicate the
prevalence of postpartum depression in Saudi Arabia. Al-
Gelban et al, found that the prevalence of symptoms of
depression was 41.5 % among secondary school girls in
Abha city, Aseer Region, Saudi Arabia. 20In the same city
also 25% of male secondary school teachers haddepression,
and 38.2% of secondary school boys also had
depression.21,22From these studies conducted in the general
population of the same city may explain for us the high
prevalence of postpartum depression in our study.The
present study did not find a relationship between

postpartum depression and sociodemographic factors. And
this was similar to other studies which demonstratedsimilar
findings.18, 23,24The Arabic version of the EDPS indicated
good psychometric properties among the present sample.
Ghubash et al. reported that the sensitivity and specificity
of this version were respectively 73% and 90% using a cut-
off score of 12; and 91% and 84% witha cut-off score of
107. In Agoub (Moroccan) study, with a cut-off score of 12,
the sensitivity, specificity and positive predictive value
were 92%, 96% and 86%. These findings suggested that a
cut-off score of 12 was optimal for screening in their
population also18. The present study has some limitations.
First, the sample size was very small. The assessment of
depressive symptoms was done only on postpartum period
once immediately after delivery, and nothing done during
pregnancy. In conclusion, the present study showed that
gestational diabetes was not a risk factor for postpartum
depression for the sample studied. The study also indicated
a very high prevalence of possible postpartum depression
in our area. Larger studies preferred at the national level
should be conducted to evaluate the prevalence of
postpartum depression among Saudi mothers and also to
evaluate the association between gestational diabetes and
postpartum depression with a larger sample size.
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الملخص
اكتئاب ما بعد أجریت دراسة استطالعیة باستخدام مقیاس أدنبرة :البحثطریقة .دراسة العالقة بین مرض سكري الحمل  واالكتئاب بعد الوالدة: ثالبحأھداف 
1(أشھر 3لجمیع النساء المصابات بسكري الحمل بعد الوالدة والسیطرة على النساء اللواتي وضعن في نفس الوقت دون سكري الحمل ، خالل فترة (EPDS)الوالدة
في ھذه الدراسة وجدنا أن التشخیص المحتمل لالكتئاب بعد :نتائج البحث.أبھا ، المملكة العربیة السعودیة،في مستشفى أبھا العام )2001/مارس 31إلى 2001/ینایر 

كان   .٪ في المرضى الغیر مصابین  بسكري الحمل، والتي كانت غیر ذات داللة إحصائیة18،58٪ من المصابین بسكري الحمل مقارنة مع 20،35الوالدة في 
اكتئاب ما بعد الوالدة لدى النساء المصابات بسكري الحمل وأولئك غیر :االستنتاج)٪ 38.9(مریضا 113من أصل 44اكتئاب بعد الوالدة المحتملة في مجمل العینة 

.المصابین بسكري  الحمل متماثلة وال یوجد فرق ،   أیضا لدینا معدالت عالیة جدا من اكتئاب ما بعد الوالدة في ھذه المنطقة
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Empowerment and psychological wellbeing of women in the southern region of Jordan: in the

context utilization of reproductive health care services
Radwan A. Banimustafa, Ayman M. Hamdan-Mansour, Diana Hashem Arabiat ,Tokiko Sato, Batoul Obaid, Atsuko Imoto

في سیاق الرعایھ الصحیھ االنجابیھ:تمكین المرأة وتأثیره على الصحة النفسیة في جنوب األردن 
اتسوكو اموتو، بتول عبید، توكیكو ساتو، دیانا ھاشم عربیات، ایمن حمدان منصور، رضوان بني مصطفى

Abstract
urpose: The purpose of this study was to examine the relationship between empowerment and psychological wellbeing

among women in the southern region of Jordan. The study addressed women's empowerment in terms of their abilities to

make decisions related to family planning, utilizing pre and postnatal care, and pregnancy related issues.Methods: A

descriptive-correlational design was used to collect data from 807 women in the southern region of Jordan in relation to

empowerment and psychological wellbeing variables. Results: Analysis showed that women have moderate to high level

abilities to make decisions related to their reproductive health (M=32.4, SD=5.6). Women displayed a high level of self-

confidence (M=17.2, SD=2.2) and moderate to high level of psychological wellbeing in the three domains of the scale:

autonomy (M=13.6, SD=3.5), environmental mastery (mean=13, SD=3.5) and self-acceptance (mean= 13.5, SD= 3.2). Positive,

but low correlation magnitudes were observed between empowerment variables and psychological wellbeing ones. Conclusion:

The findings indicated that the psychological wellbeing of women in Jordan was compromised. The study provided baseline

data for health professionals on the connection between empowerment, psychological health and reproductive healthcare.

Key words: Jordanian women, psychological wellbeing, women empowerment.
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Introduction
Over the past few decades, great strides have been made

toward improvement of women’s health status. As part of a

wide international effort, the third goal of the Millennium

Development Goals (MDGs) was to address gender

equality and empowering women. The MDGs aimed to

achieve this goal through policies and programs that are

based on building women’s capabilities and improving

their access to economic and political opportunity while

guaranteeing their safety. Therefore, the concept of women

empowerment is considered an important component of

women's health. The concept of women empowerment is

not simply a marginal increase in income; rather it requires

a transformation of power relations. This includes

acquiring knowledge and understanding of gender

relations, developing a sense of self-worth, believing in

one's ability to secure desired changes, and demonstrating

the right to control one's own life 1,2. It involves also

gaining the ability to make choices, exercise bargaining

power and develop the ability to organize and influence the

direction of social change 2,3.

Kabeer4 maintained that empowerment is the expansion in

people's ability to make strategic life choices within a

context where this ability was previously denied to them.

On the other hand, Bennett 5 presented the social inclusion

concept and maintained that empowerment and social

inclusion are closely related. During the last decades,

researchers recognized the effect of factors such as

education and financial status on women empowerment and

gender equality. Studies reported a significant association

between women's education, women’s reproductive health,

and access to care 1, 6,7.

The ill-health process is one of the major factors affecting

women; particularly poor women. In many parts of the

developing countries, such as Jordan, women are given the

chance to use the resources to improve their health,

although health services are not widely available. In such

situations, women are deprived from receiving essential

health care. It is estimated that there are 600,000 pregnancy

related deaths each year; 99% of them are in developing

countries 8. Several studies discussed the positive effect of

contraception on women's wellbeing. Using contraceptive

methods relieved woman's anxiety regarding possible

pregnancy and abortion 9. In addition, using contraceptives

was found to have promoted woman's sense of autonomy,

increased her decision making ability in other areas of her

life and improved her economic and social values 10,11. On

the other hand, negative effects may occur if women fear

their husband's disapproval of using contraceptives 12. This

connects the concepts of women empowerment with

women's ability to utilize and access reproductive health

services. The use of reproductive health services may

influence contraceptive use and affect the childbearing

experience, and consequently, woman’s general health and

wellbeing. The use of contraception has a direct impact on

a woman's childbearing experience, pregnancy, woman's

ability to space, delay or limit children, experience with

infertility, and child loss or planned or unplanned

childlessness. Thus, using contraceptives might affect the

general reproductive health of the woman.

P
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In Jordan, reproductive health indicators represented by the

maternal mortality rate and related indicators are accepted

in comparison to other countries in the region. When rural

and urban areas are compared, the rate of contraceptive use

was higher by 6% among women living in urban areas

(57%) as compared to women in the rural areas (51%).

Women in urban areas tend to use modern methods as

compared to women living in the rural areas (43% and

36%, respectively). Thus, women in rural and remote areas

are challenged in terms of access and utilization of

reproductive health services. Under such circumstance, and

in order to enhance the feasibility in contraception uses that

are currently at plateau, attention should be given to

women living in rural areas through investigating current

issues such as empowerment and psychological wellbeing.

Concepts such as self-esteem, self-confidence, decision

making and importance of utilization of health services are

also important elements that form and influence women’s

behavior in the rural areas. Particularly in regards to

women’s access and utilization of reproductive health

services. Investigating those elements would enable health

care providers to foster better planning, usage and

adherence to reproductive health services. This raises the

issue of the positive expected impact of women

empowerment at the rural areas of Jordan on their

reproductive health practices and psychological wellbeing.

Women recruited to this study came from rural and remote

areas where gender role bias is a major societal description.

In this culture, women are expected to be dependent and

live within the tribal regulations and rules. This may limit

their abilities to access and utilize the health care services

and eventually may end with negative health consequences.

Negative consequences on women’s health are not limited

to physical aspects only, but extend to affect their

psychological wellbeing as well. To our knowledge, no

previous studies have addressed issues of women

empowerment within the reproductive health context in

Jordan and the Arab world. In particular, there is scarce

literature related to empowerment and wellbeing of women

in rural and remote areas. This needs further follow up

where woman lack access to health services and suffer

from socioeconomic constraints.

The overall purpose of this study was to examine the

relationship between empowerment variables and

psychological wellbeing among women in the southern

region of Jordan within the context of family planning

practices. Women’s empowerment was addressed in terms

of their abilities to make decisions related to family

planning, utilizing pre and postnatal care and pregnancy

related issues. This study attempted to explore the factors

that could relate between empowerment and perception of

psychological wellbeing among women in the southern

region of Jordan. The specific aims were to:

1. Examine the concepts of women empowerment and

psychological wellbeing among women in the southern

region of Jordan in the context of reproductive health

practices.

2. Examine the relationship between women

empowerment and perception of psychological

wellbeing among women in the southern region of

Jordan.

Methodology
Design

This descriptive-correlational study was conducted in the

southern region of Jordan. Potential participants were

identified using a stratified random sampling. Data were

collected by trained interviewers at the home of the women

using structured interviews. Trained interviewers collected

information related to demographic data, psychological

wellbeing, and women empowerment in relationship to

reproductive health care.

Sample and setting

A total of 915 women were recruited using a stratified

random sampling for houses from the southern region of

Jordan. A total of 807 women agreed to participate in the

study with an 88% response rate. Sampling was done

through the Department of Statistics (DOS) who provided

statistics for 29 randomly selected villages in the study area

out of 74 villages located in southern Jordan. Twelve

villages from Karak, four villages from Tafileh, nine

villages from Ma'an and four villages from Aqaba were

chosen according to the governorates' population size.

After the completion of data collection, the sample was as

follows: Al-Karak (n=364), Al-Tafilah (n=89), Ma'an

(n=328), and Aqaba (n=134). Inclusion criteria were: ever-

married women between 15 – 49 years of age.

Instrumentation

For the purpose of the present study, an empowerment

scale was adopted and modified by the authors. All original

norms were applied to the translated scales. Translation and

back translation was carried out by linguistic professionals,

and a pilot test of the instrument was carried out to check

for understanding and clarity of the questionnaires. The

scales were also evaluated for cultural variations. Women

empowerment was measured in terms of self-confidence,

decision making, importance of health and belief in

community norms. All questions related to reproductive

health. The questionnaire items were developed by utilizing

the conceptual definition and measurement of women

empowerment as introduced by Malhotra, Schuler, and

Boender13. The self-confidence scale consisted of 7 items

with responses ranging from disagree (1) to agree (3). The

decision making scale consisted of 12 items with responses

ranging from never (1) to always (4). The importance of
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health consisted of 17 items with responses dichotomized

into yes (1) and no (0). The beliefs in community norms

scale consisted of 18 items with responses ranging from

never (1) to strongly (3). Content and face validity were

conducted to assure validity of the scales. The scales were

pilot tested and checked for reliability, validity, and

understandability. In the present study, Cronbach's alpha

for the scales were: self-confidence= .73, decision making

= .79, importance of health = .78 and beliefs in community

norms = .76.

Psychological wellbeing was measured using the short

form of the psychological wellbeing scale 14. The short

form consisted of nine items. The original scale was

constructed to measure the dimensions of autonomy,

environmental mastery, personal growth, positive relations

with others, purpose in life, and self-acceptance. For the

purpose of the present study the following domains were

used for their relationship to women empowerment:

environmental mastery, self-acceptance, and autonomy.

Responses were made on a Likert scale and ranged from

strongly disagree (1) to strongly agree (6). Responses to

negatively scored items (-) were reversed in the final

scoring procedures so that high scores indicated high self-

ratings on the dimension assessed. The psychological

wellbeing scale has good internal consistency with

Cronbach’s Alpha ranges from.83 (autonomy) to .91 (self-

acceptance) 14. In the present study, Cronbach’s alpha for

the nine items was .71. For the ‘autonomy’ subscale: high

scores indicated that the person is self-determining and

independent; able to resist social pressures to think and act

in certain ways; regulates behavior from within; evaluates

self by personal standards. Low scores indicated that the

person is concerned about the expectations and evaluations

of others; relies on judgments of others to make important

decisions; conforms to social pressures to think and act in

certain ways. For the ‘environmental mastery’ subscale:

high scores indicated that the person has a sense of mastery

and competence in managing the environment; controls

complex array of external activities; makes effective use of

surrounding opportunities; able to choose or create contexts

suitable to personal needs and values. Low scores indicated

that the person has difficulty managing everyday affairs;

feels unable to change or improve surrounding context; is

unaware of surrounding opportunities; lacks sense of

control over external world. For the ‘self-acceptance’

subscale: high scores indicated that the person possesses a

positive attitude toward the self; acknowledges and accepts

multiple aspects of self, including good and bad qualities;

feels positive about past life. Low scores indicated that the

person feels dissatisfied with self; is disappointed with

what has occurred in past life; is troubled about certain

personal qualities; wishes to be different than what he or

she is.

Potential covariates: age, woman's level of education,

working status, marital status, length of stay in the present

address, husband’s level of education, relationship to

members of household, numbers of live births and infant

mortality. The demographic information was obtained from

an investigator-developed subject profile.

Data collection

After obtaining ethical approval from the Jordan Ministry

of Health ethics board, the research associates visited the

randomly selected households and interviewed women who

were eligible for the study at their home place. The

researchers first explained the purpose of the study,

answered women’s questions and assured confidentiality of

the study. Research associates requested women’s

participation and informed them that they would be asked

questions related to their perception of psychological

wellbeing and health belief and practices related to

reproductive health. Upon receiving the signed consent

forms, the surveys were filled out using structured

interviews. The interviews took 25 minutes to complete

Data analysis plan

Concepts of women empowerment and psychological

wellbeing described using the central tendency measures

(means, and medians) and the dispersion measures

(standard deviation and ranges). Chi-square was used to

examine the differences in psychological wellbeing and

women empowerment variables in relation to demographic

and personal characteristics. Pearson r and kendall's tau-b

and ETA were used to examine the relationship between

using contraceptive methods and domains of psychological

wellbeing and women empowerment.

Results
Demographic Characteristics

The mean age of participants was 34.6 years old (SD + 8.5)

(see table 1). Analysis showed that most of the sample

came from Al-Karak and Ma'an governorate (35.8%,

n=324;39.8%,n=364) respectively. Among all the surveyed

women, 85% (n=778) were married, 2.7% (n=25) were

widows, and 0.4% (n=4) were divorced. About 63%

(n=578) had experienced some schooling in their lives.

Among those, only 25% (n=144) had a post-secondary

education compared to 30% (n=173) who had secondary

and 45% (n=260) had less than secondary level of

education.
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Table 1: Demographic Characteristic of the Participants

Variable % N
Marital status
Married 85.0 778
Widow 2.7 25
Divorced .4 4
Previous place of living
Amman 1.7 16
Other city 10.3 94
Camp 2.1 19
Village 16.6 152
Outside the country .5 5
Had some schooling education
Yes 63.2 578
No 25.0 229
Women's level of education
Old-elementary 17.2 99
Old-preparatory 16.6 96
Old-secondary 17.5 101
New-elementary 10.7 62
New-secondary 12.7 73
Diploma 12.8 74
Baccalaureate 11.4 66
Graduate 1.0 6
Ever give birth
Yes 80.2 734
No 7.9 72
Ever give birth and child died
Yes 12.0 110
No 76.1 696
Gender of the latest birth
Male 43.6 399
Female 36.6 335

Women empowerment

Decision making

As demonstrated in Table 2, the analysis showed that

women had a moderate to high level of ability to make

decisions related to reproductive health with a mean score

of 32.4.2 (SD=5.6). About 50% (n=458) of the women

scored 33 or above (range=12- 48) indicating that women

feel independent and willing to make their own decisions.

In terms of decisions related to using contraceptives,

decisions related to a wife's life, and decisions related to

time and timing of pregnancy, women reported that their

husbands had no significant influence on them. However,

in relation to important decisions that women make, the

analysis showed that 46% (n=421) of the them reported not

making the decision related to the time of getting pregnant,

93% were forced to get pregnant, and 41% (n=375)

reported not making the decisions related to education and

using contraceptives. On the other hand, and unlike the

above results, 59% (n=540) of the women reported that

their husbands never made the decisions related to their

daily life activities, and 55% (n=503) reported that they

discussed with their husbands the decisions they made.

Generally, the results indicate that women have limited

authority to make their own decision. Women share their

husbands making decisions related to several important

aspects of reproductive health practices. In other occasions

they had no power or authority to practice other important

decisions such as deciding when to become pregnant.

Therefore, the results are controversial. At a time where

women reported that their husbands do not interfere with

decisions that they made, they have also reported that their

husbands made most of the important ones. One

explanation is that women signify discussing the decisions

and not executing them. Thus, women delegate the final

decision to their husbands and they felt satisfied by

participation rather than making the decisions.

Beliefs in community norms

The analysis showed that women had moderate to strong

beliefs in community norms related to reproductive health.

The mean score was 32. 2 (SD=8.6) (see Table 1). About

50% (n=458) of the women had a score above 31(range=

18–54) which indicated that women in general had
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moderate to strong beliefs in their community norms

related to reproductive health practices.

In addition, women believed in differences between males

and females in relation to household responsibilities,

educational privileges and authority in making decisions.

The results showed that 50% (n=458) of the women

believed that wives’ work is confined to households, and

(42%) (n=384) of them believe that women are responsible

for all household matters. On the other hand, about 78% (

n=713) of the women did not agree that after marriage

women should devote themselves to husbands and families,

and 68% did not agree that girls are there just to serve boys.

Interestingly, women had a high disagreement response to

the belief that "woman should keep bearing children until

she gives birth to a male child" (disagreement=83%,

n=760). Whereas, women strongly agreed that women and

men have different tasks (53%, n=458).

Table 2: Descriptive statistics of women empowerment and psychological wellbeing variables (N = 807)

Variable Mean SD P25 P50 P75
Range

Min Max

Women Empowerment

Decision–making 32.4 5.6 29.0 33.0 36.0 12.0 48.0

Belief in community norms 32.2 8.6 27.0 31.0 37.0 18.0 54.0

Importance of self health care 9.6 2.1 8.0 10.0 11.0 0 17.0

Self–confidence 17.2 2.2 16.0 17.0 19.0 7.0 21.0

Psychological well-being

Autonomy 13.6 3.5 12.0 13.0 14.0 3.0 18.0

Environmental mastery 13.0 3.5 12.0 13.0 14.0 3.0 18.0

Self–acceptance 13.5 3.2 12.0 12.0 13.0 3.0 18.0

Importance of self-care

In general, women had positive attitudes towards their

health (Mean=9.6,SD=2.1) (see Table 1). The analysis

showed that 50% of the women had a score of 10 or above

(range=0–17) indicating that most of the women believed

that their health is important and they were able to

outweigh their health over their personal needs. About 96%

(n=878) of the women reported that they needed to ask for

their husband’s permission before they seek a doctor’s

help, and 90% (n=823) reported that their husbands asked

them to seek a doctor when theygot sick.

Time and family responsibilities were not the main

obstacles that prevented women from seeking healthcare.

For example, only 31% (n = 284) reported that their family

obligations hindered them from seeking health care, and

86% (n =787) reported they had the time to seek medical

help while they were sick. In addition, 83% (n = 759) of the

woman reported that their husbands helped them in taking

care of children when they were visiting their doctors.

However, seeking medical advice through health care

centers was not a high priority for women (72%, n = 659).

About 72% (n = 659) of the women chose not to seek

health care unless they had health problems. The results

indicated that women did not consider seeking health care

unless they are seriously ill. Women had negative attitudes

toward health promotion and maintenance measures as they

had not prioritized their health nor had they visited health

care center when they were not physically sick. The results

confirmed that women in the southern part of Jordan were

influenced by community norms and cultural factors.

Women reported their highest priority was their family and

children. They believed that being a sick wife gave their

husbands a good reason to marry another woman which is

legally and culturally accepted in Arab and Muslims

communities. In relation to the current practices of

reproductive choices, results were controversial. For

example, although women reported high responsibilities to

take on and keen actual practice of discussions related to

timing of pregnancy and spacing (> 90%, n=823), only

57% (n=521) reported that they had the ability to make

decisions and 50% (n=458) had the ability to execute the

decisions they had made.

Self confidence

Results showed that women displayed a high level of self-

confidence with a mean score of 17.2 (SD=2.2) (see Table

1). About 50% (n=458) of the women scored 17 or above

(range=7-21) in the self-confidence scale indicating that

women, in general, had a high perception of self-

confidence. This implied that women have positive feelings

about themselves and trusted their abilities and competency

in managing their life situations.

Psychological wellbeing

As shown in Table1, analysis indicated that women had a

moderate to high level of psychological wellbeing in the

three domains of the scale; autonomy, environmental

mastery, and self-acceptance. Women reported a high level

of perception related to autonomy (mean=13.6, SD=3.5).

About 50% (n=458) of the women scored > 13 (range=3–

18) on the autonomy subscale indicating they had a high

level of self-determination and independence, had the

ability to resist social pressures, think and act in certain

142



Empowerment of women in Jordan

ways, regulate behavior from within, and could self-

evaluate by personal standards. Moreover, women had high

level of perception of environmental mastery (mean=13,

SD=3.5) and self-acceptance (mean=13.5, SD=3.2). The

high scores on environmental mastery indicate that women

have sense of mastery and competence in managing the

their environment, controlling a complex array of external

activities, making effective use of surrounding

opportunities, and capabilities in choosing or creating

contexts suitable to personal needs and values. The

women's high perception of self-acceptance indicated that

women had a positive attitude toward the self;

acknowledged and accepted multiple aspects of self,

including good and bad qualities; felt positive about past

life.

Correlation between empowerment and

psychologicalwellbeing variables

As shown in Table 3, empowerment variables had very low

correlation magnitudes with the psychological wellbeing

variables. The highest correlation observed between

autonomy and self-acceptance with self-confidence (r=.22).

The analysis also showed that women’s belief in

community norms had the lowest correlation with

psychological wellbeing variables. Despite the low

magnitudes of correlation, the analysis showed that some

were statistically significant. Belief in community norms

had a statistically significant correlation with

environmental mastery (r=.10). All psychological

wellbeing domains (autonomy, environmental mastery, and

self-acceptance) had a significant and positive correlation

with decision making, importance of self health care, and

self-confidence. This indicated that woman's perception of

psychological wellbeing contributed positively to her

feelings of empowerment. In other words, psychological

wellbeing was associated positively with women

empowerment. The results inferred that women who

expressed positive perceptions about their psychological

status were willing to make decisions related to their

reproductive health, value the importance of their health

practices, and demonstrated the ability to trust their ability

and feel self-confident in regards to practices of

reproductive health.

Table 3: correlation between empowerment and psychological wellbeing variables (N=807)

** Correlation is significant at the 0.01 level (2-tailed).

* Correlation is significant at the 0.05 level (2-tailed).

Discussion
The present study illustrated the aspects that may

contribute to women’s empowerment in relation to

practices of reproductive health and decision making. In

addition, it aimed to explore the relationship between

women’s empowerment domains and psychological

wellbeing variables. The results revealed that women had

moderate to high level of abilities in making decisions

regarding their reproductive health, high level of self-

confidence and highly valuing the importance of self-health

care. Results also revealed that women have the ability to

make right choices regarding their reproductive health and

life. However, Jordanian women reported strong belief in

community norms that might weaken their ability to

execute the decisions they made. Jordan is a patriarchal

society where women are inclined to submit to the

authority of their husbands. The results of the present study

indicated that the women who were surveyed also agreed

with this value. Possible explanation for this finding is the

cultural influence where women limit their role in decision

making by just asking their husband for approval. They

were satisfied just because they were given the chance to

be listened to without actually participating or executing

decisions related to their health and life. It can be assumed

that women in the southern region of Jordan are perhaps

not as aware of their rights and not given the opportunity to

participate effectively in practicing their rights. Therefore,

women reported a high level of confidence and ability to

make decisions while not participating effectively in

making them. Religion also might be another significant

factor in forming the women’s decision related to using

contraceptive methods. However, in Jordan, using

contraceptives is permitted and there are no religious

constraints on using various contraceptive methods.

Therefore, a woman’s personal beliefs are dominant to

religious views when making the appropriate decision

whether to use or not to use contraceptives. This particular

factor has been found to be associated with internal feeling

or power and their psychological wellbeing (environmental

mastery and autonomy).

Self-acceptanceEnvironmental
mastery

AutonomyVariables

.10**.09*.12**Decision-making
.06.10**-.07Belief in community norms

.14**.18**.12**Importance of health self-care

.22**.19**.22**Self-confidence
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No previous studies either at national or international level

considered women empowerment within the reproductive

health context. Therefore, the result of the present study is

the first to address this issue and provoke the attention of

researchers and health professionals to the important link

between empowerment factors and psychological well-

being among women within the reproductive health

context.

While some researchers maintained that women

empowerment includes acquiring knowledge and

understanding of gender relations and developing a sense

of self-worth1, others 2,3 maintained that empowerment

should include gaining the ability to make choices and

exercise bargaining power. In our study, Jordanian women

had the sense of being able to make their own decisions;

however, they lack the knowledge and understanding of

gender relation, those women had never exercised

bargaining power. This clears the link between

empowerment and practicing reproductive health among

Jordanian women in the rural areas. The literature 12

reported negative effects may occur for a woman if she

fears the husband's disapproval of using contraceptive. This

actually applied to Jordanian women who have limited

rights in using contraceptive methods and reproductive

health services, mainly when they assumed their husbands

were the one to choose time and timing for getting

pregnant. This connects the concepts of women

empowerment with women's ability to utilize and access

reproductive health services.

In summary, women's health can be at risk and may be

endangered due to lack of understanding and inappropriate

practices related to women’s right and gender relations.

This also connects empowerment factors with women's

perception of psychological wellbeing. Autonomy,

environmental mastery and self-acceptance correlated

significantly with empowerment factors. This suggests that

women's perception was linked to their practices. Women

with positive perceptions about themselves have sense of

power and able to appropriately access and utilize

reproductive health care services.

One limitation of the present study is related to the

magnitudes of correlations among the concepts of women

empowerment and psychological wellbeing. The slight and

weak correlation was not clinically significant and this

limits the generalization of the results.

Conclusion
The survey discussed in the present study examined

sensitive problems encountered in many societies

throughout the world. The results of the present study

showed that women in the southern region of Jordan lacked

the power to make decisions related to their reproductive

health. Although women had moderate to high scores in all

empowerment and psychological wellbeing domains, the

study revealed that women lack the appropriate

understanding and knowledge related to gender relations

and ability to make decision related to reproductive health

care access and utilization. Therefore, health professionals

in health care centers need to assess all components of

women’s empowerment and its consequences on women’s

health, in particular, reproductive health practices. There is

also an urgent need to set up services in the remote and

rural areas of Jordan, such as centers for counseling and

enrichment for families, and enhancement of women in

areas of education, health, economy and community.

There is a need to achieve equality and empowering

women in Jordan through revising policies and programs

that should aim at building women’s capabilities. This can

be achieved by encouraging women to finish their

education and fostering their self-confidence and sense of

self-worth. Also, helping women achieve equal opportunity

in getting jobs and financing themselves without the need

for being dependent on their husbands.

In summary, the results of the present study have

implications for not only health care providers but also for

policy makers, the wider community and women

themselves. Women in remote and rural areas of Jordan

suffered from similar problems compared with their

counterparts in urban and inner city areas. However, there

is a need to consider the social structure of the Jordanian

culture where the basic element is the family. Despite

moves toward nuclear family for people in the urban areas

and the capital, the extended family remains an important

icon for people living in the rural and southern regions of

Jordan. This gives rise to “the tribe laws” whereby

whatever befalls one member of the family affects the

whole family, and this includes both shame and honor.

Therefore, more attention is needed to support those

women and to include issues of women empowerment as

part of a routine health education and assessment of

psychological wellbeing. This should be part of routine

checkup in the maternal and child health clinics. In

addition, there is a need for systematic and structured work

that aims at improving women’s health status at all levels

and in all areas, including health care access and utilization,

education and economy.
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 ملخص
طریقة العنایة الطبیة قبل وبعد الوالدة وقضایا ,ھدفت الدراسة إلى فحص العالقة بین تمكین المرأة من حیث قدرتھا على اتخاذ قرارات متعلقة بالتخطیط لعدد األطفال 

امرأة عن تمكین المرأة وعن 807یانات من ھذه دراسة وصفیھ جمعت ب.بین النساء في جنوب األردن،أخرى لھا عالقة بالحمل  وبین التمتع بصحة نفسیھ جیده 

أظھر تحلیل النتائج أن لدى النساء قدرات .الصحة والرخاء النفسي من خالل تطبیق مقیاس التمكین المَعدل ومقیاس الثقة بالنفس ومقیاس التمتع بصحة نفسیھ جیده

یھ بالنفس ورخاء صحي نفسي متوسط إلى عالي في ثالث جوانب من المقیاس ھي متوسطھ إلى عالیھ على اتخاذ القرارات المتعلقة بصحتھم اإلنجابیة وثقھ عال

.كان ھناك عالقة ایجابیھ لكنھا متدنیة بین عناصر التمكین و عناصر الرخاء النفسي.ألقدره على السیطرة على المحیط وتقبل النفس،االستقاللیة 
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Sociodemographic and clinical characteristics of victimized versus non victimized patients with
Schizophrenia: an Egyptian study

El Missiry A, Abd El Meguid M, Soltan M, El Missiry M.

مقارنةلإلیذاءلمرضى الفصام المعرضین اإلكلینیكیةالخصائص االجتماعیة والدیموجرافیة و 
دراسة مصریة:لھبغیر المعرضین

المسیريمروة ،عبد المجید ، مروة سلطانمروى،احمد المسیري

Abstract
ackground: Persons with mental disorders living in the community are liable for victimization and are considered as a
high-risk group.Objectives: To explore the sociodemographic variables and clinical characteristics related to

victimization of patients with schizophrenia in comparison to their non victimized counterparts. Subjects and methods: One
hundred patients were recruited from the inpatient wards and outpatient clinics of the Institute of Psychiatry, Ain Shams
University. They were subjected to Structured Clinical Interview for DSM-IV Axis I diagnosis (Clinical Version); Positive and
Negative Syndrome Scale (PANSS); Global Assessment of Functioning (GAF); Clinical Global Impression (CGI); designed
extensive questionnaire to elicit demographic data; inquiry about drug compliance and Victimization Questionnaire.Results: 70
patients of the studied sample were non victimized and 30 patients were victimized. Victimized patients were significantly
younger, living mainly in urban areas, had less frequent history of bullying at school. There were exposed significantly to higher
frequency of family domestic violence and childhood abuse. They scored higher for all subscales and in total PANSS scores and
they were less compliant on medication than did their non victimized counterparts.Conclusion: Studies of victimization of
mentally ill did not draw the attention of researchers and clinicians in Arab world. This study proves that victimization is not
uncommon among patients with schizophrenia; Clinicians should include assessment for victimization of their patients as a
routine work. The current study provides preliminary data for clinicians and policy makers to consider strategies to protect
patients with various mental illnesses from being victimized.

Keywords:Victimization,schizophrenia, sociodemographic, severity.
Declaration of Interest: None

Introduction
Persons with mental disorders, especially those with severe
mental illness, living in the community are liable for crime
victimization and are considered as high-risk group 1, 2.
Victimization is largely operationally defined as either
covert/relational victimizationor overt/physical
victimization, in which a person is threatened with or dealt
corporeal damage 3Criminal victimization is a serious and
pervasive problem for people who are homeless and
seriously mentally ill 4. Chuang and colleagues 5 found that
patients with schizophrenia were three times more likely to
be victims of violent crime than persons who did not have a
mental illness. Teplin et al., 2 estimated that 25% of
mentally ill are victimized in comparison to 3% of the
general population. Walsh et al., 6 estimated that 16% of
patients with psychosis were violently victimized over one
year. Choe et al., 7 have concluded in his study that 2% to
13% of mentally ill had perpetrated violence in the past six
months of his study to three years, compared with 20% to
34% who had been violently victimized; indicating that
victimization of mentally ill is of greater importance than
perpetration of violence by mentally ill.
Individuals who have schizophrenia have been said to
represent a potentially vulnerable population that is at risk
of significant victimization in the community 8. Brekke et
al., 9 studied 172 outpatient clients with schizophrenia, they
found that 38% of patients had been victimized within the
preceding 3 years; 91% of the incidents were violent. They
are at increased risk of victimization, both of the violent
and non-violent type 10; violent victimization includes rape
and sexual assault, robbery, and physical assault 11.
Moreover, Lam and Rosenheck4 concluded past
victimization has a significant impact on two important
areas of client outcome; it had a significant impact on

clinical outcomes in terms of increased homelessness and
decreased quality of life, and moreover it is predictive of
future victimization. They viewed that victimization
perpetuates homelessness, lowers self-rated quality of life,
and decreases the likelihood of employment.
Walsh et al., 6 showed that those who have been victimized
were significantly more likely to feel threatened and unsafe
than others and consequently it is more likely that they will
engage in violence themselves. It is therefore conceivable
that victimization and violence in severe mental illness
share a common pathway and that the occurrence of one or
both outcomes will be determined by complex interactions
between these factors across the life cycle, indicating that
an individual’s own violence may only explain a proportion
of violent victimization in the sample. Furthermore, the
link between severe mental illness and violent victimization
has
Many causes were attributed to the increased risk of
victimization of mentally ill , such as impaired reality
testing, disorganized thought processes, impulsivity, poor
planning and problem solving can compromise one’s
ability to perceive risks and protect oneself13; 14 , 15. On the
other hand, several predictors of victimization among
homeless persons were identified: severe psychiatric
symptoms, substance abuse 4; 9, Concurrent personality
disorder 6, lack of meaningful daily activities 10, poor
financial support 16, conflicted social relationships, poverty,
and homelessness are factors correlated with victimization
17; 18; 19, Moreover, individual risk for victimization varies
according to demographic and psychosocial characteristics.
Most important among these risk factors are sex, race,
employment status, social environment, economic status,
poor physical health, criminal history and historyof
victimization 4. Regarding employment; Lam and
Rosenheck, 4 have found that the relationship between

B
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employment and victimization is noteworthy. The more
days a client had worked in the past month, the more likely
he or she was to have been a recent crime victim. This
association may be due to the fact that workers are more
likely to be carrying money and thus to be targets of crime.
Hiday20 posited a theoretical model whereby social
disorganization and poverty phenomena are common
among many persons with severe mental illness increasing
persons’ vulnerability to victimization and their propensity
to perpetrate violence. Repeated victimization may lead to
suspicion and mistrust, which in turn may lead to
conflictive and stressful situations in short, a cycle of
victimization and perpetration.
Finally, Lam andRosenheck, 4 concluded that the most
severe psychiatric symptoms, substance abuse problems
and criminal histories are caught in a vicious, reinforcing
cycle of victimization and homelessness. The effect of
violence goes beyond the physical consequences and
includes "psychological demoralization and the ever-
present fear and distrust of others frequently reported by
homeless people”.
Aim: The aim of this study was to explore the
sociodemographic variables and clinical characteristics
including severity of symptomatology and level of
functioning in patients with schizophrenia who were
victimized in comparison to their non victimized
counterparts.

Subjects and methods
Site of study
Patients were recruited from the inpatient wards and
outpatient clinics of the Institute of Psychiatry, Ain Shams
University. The institute is located in Eastern Cairo and
serves a catchment area of about the third of Greater Cairo.
It serves both urban and rural areas, including areas around
Greater Cairo as well.

Participants
The sample was a convenient one; males and females
patients were included, aged 18 years or older. They are
fulfilling the diagnosis of schizophrenia according to DSM-
IV as a primary diagnosis not secondary to substance
misuse. Subjects had to have been ill for more than one
year with absence of organic brain damage. The researchers
interviewed potential participants and explained the details
of the research goals, ensured that the obtained data will be
confidential and that participants could withdraw from the
study at any time, and those who refused to participate or
withdraw during the interview were excluded (n=18). The
recruitment continued until we had 100 patients with
different types of schizophrenia included. The research
including the pilot study was performed during the period
from June 2008 till the end of January 2010.

Preparation and pilot study
Prior to the pilot study, the research team prepared the
Victimization questionnaire to collect data from patients
about being victimized. It was adapted from the Criminal
Victimization Questionnaire Package 21 and the Juvenile
Victimization Questionnaire "JVQ" 22. The questionnaire
included questions about conventional crime like: personal
theft, robbery, burglary, vandalism, assault with or without

weapon, attempted assault, biased physical and verbal
assault, kidnapping, threatening, blackmailing, sexual
harassment either verbal or physical, emotional abuse,
financial abuse or any type of physical abuse. The overall
Cronbach α for the JVQ for respondents answering all 34 
items is .80, which is very good 22.The questionnaire was
translated to Arabic and back translated to English and was
applied on 30 patients with different psychiatric disorders;
the language was readjusted to fit to the Egyptian culture
according to patients ‘comprehension. The research team
was trained on the use of tools prior to the study; the team
included both junior and senior psychiatrists who were
responsible for data collection.

The main study
Following a pilot study, interviewing for the main study
was performed in the assessment office in the inpatient
department or the outpatient clinics.The average time
needed to complete the patient interview was about 90 to
120 minutes; sometimes divided in two sessions according
to the levels of cooperation from patients.

Tools
1. Structured Clinical Interview for DSM-IV Axis I

diagnosis Clinical Version 23: a semistructured
diagnostic interview based on an efficient, but
thorough clinical evaluation administered by an
experienced trained bilingual researcher to match
Arabic speaking patients. SCID-I was used in previous
Egyptian studies 24, 25, 26, 27.

2. Positive and Negative Syndrome Scale (PANSS) used
for measuring symptom severity of patients with
schizophrenia 28. The PANSS was used in research on
Egyptian population 29.

3. Global Assessment of Functioning (GAF) is a numeric
scale (0 through 100) to rate subjectively the social,
occupational, and psychological functioning of adults,
e.g., how well or adaptively one is meeting various
problems in living 30. The GAF had been used on
Egyptian patients 31.

4. Clinical Global Impression (CGI) 32: is a 7-point scale
that requires the clinician to rate the severity of the
patient's illness at the time of assessment, relative to
the clinician's past experience with patients who have
the same diagnosis. Considering total clinical
experience, a patient is assessed on severity of mental
illness at the time of rating. There already has been a
study with Egyptian patients using this measure31.

5. Designed extensive questionnaire to elicit
demographic, other information and inquiry about drug
compliance. Also we used the Fahmi and El Sherbini
Scale 33 for social class determination.

6. A victimization questionnaire was developed by the
researchers.

Ethical issues
Ethical approval of the protocol of research was
obtained by the authority of Ain Shams University
Ethical and Research Committee. The researchers
described the study to the patients, ensured the
confidentiality of information and obtained their
informed consent for participation. It was stated that
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the participation in the study was voluntary and they
would have the freedom to withdraw from the
assessment at any time.

Statistical analysis
Data analysis was done using Statistical Package for Social
Sciences Version-15 (SPSS-15). Student's t
for comparison between means of the different groups.
Pearson Chi-Square Test (χ2) was used for comparison 
between qualitative variables. P value was used to indicate
the level of significance where P≤0.05
significant (SIG), P≤0.01 is highly significant (HS), 
P≤0.001 is (VHS) very highly significant. 
regression analysis was used, which is for prediction of the
probability of occurrence of an event by fitting data to a
logistic curve.

Results

•Sociodemographic variables:
The studied sample consisted of 60 male and 40
female patients labeled with the diagnosis of
schizophrenia according to the DSM-IV classification.
It was found that 70 patients of the whole population
were non-victimized and 30 patients were victimized
(Figure 1) hence the studied group was divided into:
the non-victimized group (mean age 35±9.1) and the
victimized group (mean age 30±6.2). Data in
revealed that the victimized patients were significantly

Table 1: Sociodemographic characteristics: victimized versus non
- Non

Mean Age

Gender
Male 44

Female 26

Marital status

Single 52

Married 12

Separated 4

Widowed 2

Place of living
Rural 16

Urban 54

Bullying at school
Negative 16

Positive 54

Stability at work
unemployed 40

Regular 18

Irregular 12

Social class

High 38

Middle 8

Low 8

Very Low 16

Education
Illiterate 4

Primary 2

Preparatory 4

Secondary 14

Technical 14

University 22

Post Graduate 10

A. El Missiry et al.
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the freedom to withdraw from the

Data analysis was done using Statistical Package for Social
t test was used

for comparison between means of the different groups.
Square Test (χ2) was used for comparison 

between qualitative variables. P value was used to indicate
is considered

≤0.01 is highly significant (HS), 
≤0.001 is (VHS) very highly significant. A logistic

which is for prediction of the
probability of occurrence of an event by fitting data to a

60 male and 40
the diagnosis of

IV classification.
It was found that 70 patients of the whole population

and 30 patients were victimized
studied group was divided into:

victimized group (mean age 35±9.1) and the
victimized group (mean age 30±6.2). Data in Table 1
revealed that the victimized patients were significantly

younger (p=0.028), living mainly in urban areas
(p=0.004), and had less frequency history of bullying
at school (p=0.017) than their non
counterparts although the majority of victimized
patients were exposed to bullying. There was no
statistical difference between the two groups as regard
gender, marital status, occupational status, type of
work, educational attainment and social standard
(Table 1).

Figure 1: Rates of victimization among patients with

schizophrenia

Table 1: Sociodemographic characteristics: victimized versus non-victimized patients
Non –Victimized

N=70
Victimized

N=30
test

35±91 30±6 t= 2.23

(62.9%) 16 (53.3%)
X2

(37.1%) 14 (46.7%)

(74.3%) 22 (73.3%)
df=3

X2=2.574
(17.1%) 6 (20%)

(5.7%) 0 (0%)

(2.9%) 2 (6.7%)

(22.9%) 0 (0%) df=1
X2=8.163(77.2%) 30 (100%)

(22.9%) 14 (46.7%) df=1
X2=5.669

(77.1%) 16 (53.3%)

(57.1%) 12 (40%) df=2
X2=2.575

(25.7%) 10 (33.3%)

(17.1%) 8 (26.7%)

(54.3%) 16 (53.3%)
df=3

X2=1.66
(11.4%) 2 (6.7%)

(11.4%) 6 (20%)

(22.9%) 6 (20%)

(5.7%) 2 (6.7%)

X 2= 11.092
df = 6

(2.9%) 0 (0%)

(5.7%) 0 (0%)

(20%) 12 (40%)

(20%) 4 (13.3%)

(31.4%) 12 (40%)

(14.3%) 0 (0%)
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Non-
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• Exposure to violence:
According to data displayed in Table 2, victimized
patients were exposed significantly to higher frequency
of family domestic violence (p=0.005). Surprisingly in
the victimized group, violence towards father was
found in 20% while towards mother was in 13.3%
compared to only 2.9% and 5.7% towards father and
mother respectively in the non-victimized group.
According to the definition of child abuse by the WHO
(34) which referred to all forms of physical and/or
emotional ill-treatment, sexual abuse, neglect or
negligent treatment or commercial or other
exploitation, resulting in actual or potential harm to the
child’s health, survival, development or dignity in the
context of a relationship of responsibility, trust or
power.’’ Inquiry about child abuse in our research, we

found that there were statistical differences between
the two groups of study (p=0.000). Victimized patients
reported having been exposed to more emotional and
physical abuse in their childhood than non-victimized
patients.
Neither history of parental separation by divorce or
early parent's death nor the age at the time of
separation had an affect later on victimized or non-
victimized patients (Table 2).
Family history of psychiatric disorders was
encountered more significantly in the non-victimized
group (34.3%) comparedto (13.3%) in the victimized
patients (p=0.048). On the other hand, no significant
differences were found between the studied groups as
regards family history of drug and alcohol abuse
(p=0.087) (Table 2)

Table 2: Family Characteristics: victimized versus non-victimized patients

Non–victimized
N=70

Victimized
N=30

p-value

Parental
separation

Negative 46 (65.7%) 20 (66.7%) df=3
X2=5.685

0.128 (NS)Divorced 8 (11.4%) 4 (13.3%)

Early death 16 (22.9%) 4 (13.3%)

Working
abroad

0 (0%) 2 (6.7%)

Age of separation 5.06±8.423 8.27±12.292 t=- 1.512 0.134(NS)

Family
domestic
violence

Negative 64 (91.4%) 20 (66.7%) df=2
X2=10.771 0.005 (HS)To mother 4 (5.7%) 4 (13.3%)

To father 2 (2.9%) 6 (20%)

Child abuse
Negative 66 (94.3%) 18 (60%)

df=3
X2=18.685

0.000
(VHS)

Emotion. 2 (2.9%) 8 (26.7%)

Physical 2 (2.9%) 4 (13.3%)

F.H of
psych.
illness

Negative 46 (65.7%) 26 (86.7%) df=3
X2=6.085 0.048 (Sig)

1st degree 14 (20%) 4 (13.3%)

2nd degree 10 (14.3%) 0 (0%)

F.H of
drug/alcoh.

abuse

Negative 58 (82.9%) 24 (80%) df=3
X2=4.878 0.087

(NS)
Abuse 12 (17.1%) 4 (13.3%)

Depend. 0 (0%) 2 (6.7%)

Clinical Profile
Severity of illness was assessed by PANSS and revealed
that victimized patients scored higher than non-victimized
group in all subscales as well as in the total PANSS score
(p=0.000). They had more significant positive symptoms
(including delusions, conceptual disorganization,
hallucinatory behavior, excitement, grandiosity,
suspiciousness and hostility), negative symptoms
(including blunted affect, emotional and social withdrawal,
difficulty in abstract thinking), and they obtained also
significant higher scores on general psychopathology
(including presence of anxiety and depression, poor
attention, disorientation, lack of judgment, poor impulse

control). Data in (Table 3) indicates that the more severity
on PANSS scores, the more, the likelihood of being
victimized.
It was noticed that the Global Assessment of Functioning
"GAF" scores of victimized group that were slightly lower
than the non-victimized group; however, there were no
statistical difference between both groups.
Compliance to medication was obtained by asking the
patient to self-rate their compliance. It was found that
victimized patients were less compliant than those who
were not victimized with a high statistical significant
difference between both groups (Table 3).
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Table 3: Mean scores of PANSS, GAF and compliance rates: victimized versus non-victimized patients
PANSS Non-victimized Victimized 95% Confidence

Interval
p-value

mean±SD mean±SD

Positive symptoms 20.14 ±7.897 26.80±7.797 -10.064; -3.250 0.000(HS)

Negative symptoms 23.97 ±10.562 28.57±10.637 -9.917; -0.012 0.049(Sig.)

General
psychopathology

26.29 ±13.886 35.03±10.692 -14.387; -3.108 0.003(HS)

Total PANSS scores 70.26 ±25.096 90.43±24.517 -30.970; - 9.382 0.000(HS)

GAF 32.8±7.44 31.23±7.016 -4.666; 1.523 0.316 (NS)
Compliance rate 60.29±29.11 40±33.83 7.03; 33.532 0.006(HS)

CGI: Clinical global Improvement

Assessment of the whole group by the Clinical Global
Impression "CGI" revealed that the degree of severity was
found to be statistically significant (p=0.011) as the
victimized group was evaluated to be more among severely
ill or extremely ill than the non-victimized group. Although

the degree of improvement did not differ statistically
(p=0.714) between the two groups, yet it was noticed that
the victimized patients showed higher non-statistical
significant minimal improvement (26.7%) in comparison to
(20%) of the non-victimized group (Table 4).

Table 4: Clinical global improvement: victimized versus non-victimized patients
Non Victimized Victimized Test P-value

CGI severity N % N %
Moderately ill 14 20% 0 0%

X 2= 11.111
df = 3

0.011
significant

Markedly ill 0 0% 2 6.7%
Severely ill 52 74.3% 26 86.7%

Extremely ill 4 5.7% 2 6.7%
Total 70 100% 30 100%
CGI Improvement
Not assessed 2 2.9% 0 0%

X 2= 11.363
df = 3

0.714
Non

significant

Very much improved 16 22.9% 6 20%
Much improved 38 54.3% 16 53.3%
Minimally Improved 14 20% 8 26.7%
Total 70 100% 30 100%

CGI: Clinical global improvement

Concerning putative risk factors associated with
victimization of patients with schizophrenia; Logistic
regression analysis was performed to explore these risk
factors. It was found, as displayed in Table 5, that the
greatest risk was the place of living, (being in an urbanized
place) followed by low scores on the level of functioning as
measured by GAF; then comes the higher exposure to child
abuse followed by the greater severity of illness as
measured by the total scores of PANSS. Other factors were
not found to be significant risk factors.

Table (5): Putative risk factors found to be significant for
victimization (Regression analysis)

Risk factors t—value p-
value

Significance

Place of living 3.616 0.001 HS
GAF 3.156 0.002 HS

Childhood abuse 3.105 0.003 HS
PANSS-total score 2.413 0.018 Sig

Family domestic violence 2.150 0.035 Sig

N.B.: other studied variables were found to be non
significant risk factors

Discussion
Patients with schizophrenia are at increased risk of being
victims of violent and non-violent crime,35Teplin et al., 2

stated that the incidence of violent crime was four times
greater among persons with severe mental illness than the
incidence reported in general population. The disturbed
behavior in schizophrenia is sometimes culturally attributed
to acts of possession by spirits, jinni, sorcery, or envy-eye
36. This in itself can predispose to a unique type of physical
abuse since families with such beliefs usually take their
patients to traditional healers who hit them, or even
suffocate them in order to get rid of the evil spirit or jinni
37.

Sociodemographic variables
The current study assessed the sociodemographic variables
related to victimization of patients with schizophrenia to
identify factors which potentiate victimization of those
patients and assess the severity and clinical profile of
victimized patients versus non victimized patients. We
found that 30 out of 100 patients with schizophrenia were
victimized (30%). The recorded rate in our study (despite
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the sample not being a representative one) wasconsidered
average relative to the prevalence found in previous studies
done by Brekke et al., 9 who found that 38% of 172 patients
were victimized; and Teplin et al., 2 who recorded that 25.3
% in his study were victimized. Lower rates were found by
Walsh et al., 6 (16% to 18%); Brunette and Drake, 38 (18.3
%) and Hiday et al 1 (10%). Differences in the recorded
rates may be attributed to differences in the sampling
methods, tools of assessment and definition of
victimization.
In the current study, we found that victimized patients were
significantly younger than non-victimized patients. Similar
results were found in a study by Walsh et al., 6, Brekke et
al., 9 and Lehman and Linn 39. Hiday et al., 14 studied a
sample of patients with severe mental illness in different
age groups from 19 years old to 65 years; they found that
the prevalence of exposure to violent and non-violent
crimes was higher in patients with ages ranging from 18-29
years followed by those ranging from 30–44 years. They
found that the lowest prevalence was among those above
65 years of age, which was attributed to the tendency of
older patients to stay at home more than younger persons
thus reducing their exposure to crime from strangers
outside their homes 36, 37. On the other hand, younger
patients were exposed to threatening condition both outside
and inside their homes.40, 41Conversely, Fitzgerald et al., 10

did not find a significant difference between the age of
victimized and non-victimized patients in his sample.

In the current study, more men (53.3%) than women
(46.7%) were victimized, however, no significant statistical
differences were found in comparison to non-victimized
patients. Hiday et al., 14 found that more men were exposed
to violent crime; however, more females were exposed to
non-violent crime. Also, Lam and Rosenhech, 4 found that
women were more likely than men to have been victims.
This difference could be explained in the context of the
cultural background of the Egyptian society which may
consider violence against women, especially from strangers
outside home, as a shameful experience. In our study,
marital status was not found to be a risk factor for being
victimized compared to other studies which stated that
living without a partner or spouse may expose patients with
schizophrenia to the threat of being victimized Walsh et al.,
6 and Fitzgerald et al., 10.
Living in urban rather than rural areas is one of the most
important risk factors related to the exposure of patients
with schizophrenia to victimization. According to previous
findings which stated that many people with mental illness
in villages in the developing world are better accepted, less
stigmatized, less victimized and more likely to find work in
the subsistence agricultural economy or to engage in
meaningful labor 42, 43, 44, 45. In contrast, patients with
schizophrenia in urban regions were significantly exposed
to stigmatization, discrimination and victimization 46, 47. In
an interesting study in Al Mansoura University, Egypt,
Fawzy and his colleagues48 found that paranoid
schizophrenia was more common in urban than rural men
because those experiencing the condition were more prone
to stressful reactions such as loss of sympathizing relations
with neighbors, friends and relatives, as well as loosening
of family ties. These factors start to threaten the psychic
stability and make one lose trust in others. In western

communities, there are controversial findings, while
Honkonen et al., 15 revealed no urban– rural difference
found among his victimized patients with schizophrenia,
Castalano, 49 and Hiday et al., 14 reported that patients
living in urban areas were more exposed to victimization.
Our research did not demonstrate a link between the level
of education and being victimized. It was observed that
around 80% of victimized patients were undertaking either
secondary or university education. Some researchers found
that having higher educational level increased
victimization14; contrary to the expected inverse
association. Previous research has found a similar
relationship between level of education and perceptions of
coercion50. It was noticed in our study that working pattern
was not found to differ statistically between the two
groups. Moreover, it was noteworthy that the victimized
patients in the current study were enrolled in regular jobs
more often than the non-victimized. This finding (despite
being surprising) could be explained by the extreme need
of the victimized patient to earn money having possibly
experienced rejection by their relatives; in addition to the
possibility of exposure to threatening circumstances outside
their homes and work places.

Exposure to violence
A statistically significant difference was found regarding
history of bullying at school.It was observed that 53.3% of
victimized patients had a positive history of bullying at
school. This finding was consistent with previous findings
which concluded that being a victim of bullying is
associated with internalizing problems including affective
disorder, anxiety disorder or psychotic disorder 51, 52, 53.
In our study, exposure to family domestic violence was one
of the risk factors of being victimized (p=0.035).
Surprisingly, we noticed that among the victimized group,
we found that violence towards fathers (20%) exceed that
directed towards mothers (13.3%). This finding could
reflect the lack of patient’s development within a normal
family having two adequate parental figures, and the
development of skewed relationships between the patient
and his parents who are a defective one (may be the father)
and domineering demanding one (may be the mother). This
leads to unsatisfactory parenting model and interpersonal
relationship54.
We agreed with the statement that being victimized in
childhood will lead to victimization in adulthood 55. Our
study emphasized that exposure to child abuse is one of the
important putative risk factors for being victimized
(p=0.003). Coid et al 55concluded that childhood
maltreatment increased the risk of adulthood
revictimization; in other words domestic violence and
victimization are interrelated and potentiating each other.
He added that child abuse, bullying at school, self-abuse by
psychoactive substances, expressed emotions by relatives
or employers are intermingled factors in producing
victimization.

Family history of psychiatric illness
Non-victimized patients had a more significant family
history of psychiatric illness than victimized patients. This
finding may reflect that families with psychiatric illnesses
have more tolerance to mental symptoms of their offspring
42. Family climate plays an important role in the inter-
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personal relationship in families with schizophrenia. In this
respect, the concept of expressed emotions has gained
ground in the field of psychiatry. It includes five
component; criticism, hostility, emotional over
involvement, warmth and positive remarks 56. In the
Egyptian community, unexpectedly, many reports found
high values of warmth among families of patients with
schizophrenia which may cause better enhancement of their
psychosocial adjustment 57, 58. Moreover, Okasha et al 59,
concluded that criticism is an accepted and acceptable
component of interpersonal relations in Egyptian culture
and that it might well reflect an element of care. It is also
possible that criticism and over involvement are
intertwined and that warmth might act as a key protective
factor.

Clinical Assessment
The current study revealed that the victimized patients were
more likely to have severe symptom levels, according to
PANSS, in positive, negative and general psychopathology;
other studies found similar results 6; 9; 10. Shomerus et al., 35

found that the level of positive symptoms was associated
with the experience of victimization indicating that the
more disturbed the patient the more vulnerability of being
victimized. Fitzgerald and colleagues, 10 stated that patients
with positive symptoms such as persecutory delusions
could report victimization events that have not actually
occurred; falsely elevating the rates of reported
victimization. The current study proved that a greater
severity of clinical symptoms as measured by the Clinical
Global Improvement scale "CGI" was associated with a
higher probability of being victimized. This was confirmed
in previous studies in this field 1, 6, 9, 60, 61.

Level of functioning
The level of functioning of the studied group was estimated
using the Global Assessment of Functioning scale "GAF";
data revealed that no statistical differences were found
between both groups despite the difference in severity.
Although Fitzgerald and colleagues, (10) found that the
major predictors of victimization in their studied sample
was among those who had no substantial daily activities
and those with high degree of psychosocial disability.

Compliance to medication
Compliance to medication was found to be lower in
victimized group than non-victimized with a high statistical
significant difference. Previous studies revealed that non
adherence is also associated with poor social outcomes,
including greater risk of arrest, violence, victimization, and
substance use and poorer mental functioning and life
satisfaction 62, 63, 64. Hiday et al., 1 reported 74.9% of a
sample of patients with schizophrenia who were exposed to
crime victimization during the year following their
discharge from hospital to be non compliant. Also, Torrey
65 concluded, based on previous study by Hiday et al., 14

that there is a direct relationship between medication
noncompliance and criminal victimization, which could be
observed anecdotally among patients. Medication
adherence can be expected to reduce symptoms of severe
mental illness and thus reduce victimization 1. Psychotic
symptoms and bizarre behavior can lead to tense and
conflictual situations 20, which, in turn, may result in a

patient’s victimization either because others become
violent toward the patient or because the patient lashes out
physically and others react with stronger violence. By
facilitating adherence and ensuring more consistent follow-
up, outpatient commitment may lead to reduced symptoms,
better functioning in social relationships, and improved
judgment66.This finding enlightens the interrelation which
could be present between severity of illness, compliance
and victimization. In other words, lack of compliance will
lead to more severity of illness hence increasing exposure
to victimization; also being victimized especially by family
members reveal negligence and rejection hence non
compliance will be more pronounced.

Conclusion
Studies examining the victimization of mentally ill have
not drawn the attention of researchers and clinicians in
Arab world. The current study demonstrated that
victimization was not uncommon among patients with
schizophrenia within the cohort studied; being more
pronounced in those who have more severe
symptomatology and non compliance to medication.
Patients who were exposed to victimization were male,
single and living in urban area. Domestic violence, history
of child abuse and bullying at school were among variables
correlated with current victimization. The presence of
family history of psychiatric illness was not associated with
victimization. Clinicians should include assessment for
victimization of their patients as part of their routine work.
The current study provides preliminary data for clinicians
and policy makers to consider strategies to protect patients
with various mental illnesses from being victimized.

Strength and Limitations
To the best of our knowledge, the current study was the
first Egyptian study done to estimate prevalence of
victimization in a sample of patients with schizophrenia
and to examine their sociodemographic and clinical
characteristics.
However, some limitations in our study must be
acknowledged and taken into account. As the sample was
convenient, the result of our study could not be
generalized; however, findings should be considered as
preliminary results. Future studies involving a larger sized
random sample could provide further important
information. Moreover, correlation to specific
symptomatology should be considered in further studies.
The victimization questionnaire being specially designed
for this research, we relied on the reliability and validity of
the original tools from which it was derived, however, the
need of future use for standardization on Egyptian
population is recommended.Studies of other categories of
mental and psychiatric disorders are highly recommended
to provide data about victimization of mentally ill patients
in Egyptian community and in various Arab Countries.
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الملخص
.المرتبطة بإیذاء مرضى الفصام مقارنة مع نظرائھم من غیر الضحایااإلكلینیكیةوالخصائص والدیموجرافیةإن ھذا البحث یھدف إلي استكشاف المتغیرات االجتماعیة 

جامعة  - ركز الطب النفسي من المرضى المترددین علي العیادات الخارجیة و المحجوزین بالمستشفي في موقد اشتملت ھذه الدراسة علي مائة مریض مصاب بالفصام
SCID، وقد تم بالفعل عمل المقابلة النفسیة والتشخیص باستخدام دلیل المقابلة اإلكلینیكیة المبنیة على الدلیل األمریكيعین شمس I كما تم تقییم شدة األعراض الذھانیة،

،وتم أیضا تصمیم استبیان للحصول على البیانات الدیموجرافیة (CGI)، اإلنطباع اإلكلینیكي الشامل;(GAF)تقییم شامل لألداءPANSSدام مقیاس بانزباستخ
ن المرضى المعرضین لألیذاء كا،  ومریضا قد تعرضوا لألیذاء30مریضا لم یتعرضوا لألیذاء و 70واالستبیان عن اإلیذاء البدني و المعنوي و اللفظي؛ حیث وجد أن 

كما كانوا أكثر تعرضا  للعنف المنزلي تجاه الوالدین، وإساءة المعاملة في .في المدرسةلإلیذاءو لدیھم تاریخ للتعرض ھبیعیشون في مناطق حضر أصغر سنا و 
لم یتطرق الباحثون واألطباء :الخالصة .أقل طواعیة للعقاقیر عن نظرائھموكانوا PANSSأعلى الدرجات في مقیاسلإلیذاءو قد سجل المرضى المعرضین .الطفولة

وقد أثبتت ھذه الدراسة أن مرضى الذین یعانون من الفصام ، یذاء بین المصابین بأمراض عقلیةفي العالم العربي من قبل لعمل دراسات خاصة عن التعرض لإل
والدراسة الحالیة توفر بیانات لألطباء وصانعي السیاسات  .كانوا قد تعرضوا لإلیذاء من قبل أو الإذامرضى عما معرضین لألیذاء ، وبالتالي ال بد أن یشتمل تقییم ال

.عند وضع االستراتیجیات الالزمة لحمایة المرضى المصابین بأمراض عقلیة مختلفة من الوقوع كضحایا لإلیذاء
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Abstract
bjectives: to assess and compare the attitude of first and sixth year medical students in Cairo University towards

psychiatry; as a medical discipline and a profession, psychiatrists, psychiatric treatments and psychiatric teaching.

Method: 848 students responded anonymously on a 25 statement questionnaire that was developed from an original 53 item

questionnaire used in a previous study. Questionnaire statements were judged to be valid, culturally sensitive and reliable

(alpha=0.74). First year students had no encounter with psychiatry while sixth year students were approached right after the end

of their three-week psychiatry attachment. Results: psychiatry is viewed as being vague and a waste of medical training by both

first and sixth year students. It is viewed as a possible last resort residency by sixth year students. Although the importance of

psychiatric drug treatments and hospitals are recognized, the harms are over emphasized. Psychiatrists are “normal” and valued

for their humanistic qualities but hard to consider as “equal” to other doctors especially by first year students. Psychiatric liaison

consultations and teaching are recognized as being important for other medical patients especially by sixth year students.

Psychiatry’s position as “the important” branch in the medical curriculum is perceived worse by sixth year students and

psychiatry teaching is seen as inefficient because it is amorphous. Conclusions: Some positive difference is seen in the attitudes

towards psychiatry by sixth-year students, especially for psychiatric consultation and hospitals. However, community held

attitudes towards psychiatry and psychiatric treatments hazards are not changed by the teaching experience.

Key words:Attitude, medical students, psychiatry, Cairo, teaching.
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Introduction
Psychiatry has an image problem that is widespread

reflecting community perceptions 1, 2. Previous research has

centered on the perceived attitudes of medical students

towards psychiatry and its implications for recruitment.

Improvement in the attitude towards psychiatry may lead to

an increase in the number of students planning to

specialize, and eventually pursue a career, in psychiatry 3, 4.

Several previous studies have found that medical students

undertaking psychiatric clerkship do develop more positive

attitudes toward psychiatry after their psychiatry

attachment 4, 5, whereas some studies have found no

measurable change 6. It is critical that all future doctors

have the skills and confidence to deal with people suffering

from mental health problems. Positive attitude to

psychiatry may make future doctors more responsive to the

psychological needs and comorbidity of patients in all

branches of medicine 4.

Undergraduate psychiatric teaching is an essential part of

medical training and practice 7. It has been noted that

primary interest as well as clinical experience affects the

student’s perception and his or her attitude towards

different medical fields including psychiatry 8. The aim of

this work is to assess the attitudes of both first and sixth

year medical students in the faculty of medicine, Cairo

University, (known as Kasr Al Ainy medical school)

towards psychiatry as a branch of medicine and to explore

whether the experience of psychiatric clinical course

attachment in the sixth year affects this attitude.

Method

Subjects and methods

The original sample of this study was a survey conducted

on a sample of 414 first year, 434 sixth year medical

students, and 200 medical staff members of Kasr Al-Ainy

medical school, Cairo University. The survey explores their

attitudes towards the field of psychiatry, career intention to

psychiatry, psychiatrists, mental health services and

treatments, attitudes towards mental illness and mentally ill

patients, etiology of mental illness, and social acceptance

and human rights of the mentally ill 9. First year students

are in their pre-clinical years and have no theoretical

knowledge or clinical experience of psychiatry. Sixth year

students are in their last clinical year and have just finished

a three-week course of psychiatry.

The items of the original survey questionnaire (53 items)

were generated from five different questionnaires 5, 10, 11, 12,

13. These items were translated into Arabic then back

translated by the authors. Face validity of the questionnaire

statements was judged by two professors from the

psychiatry department as relevant and culturally sensitive.

Responders were asked to respond to the statements in

terms of: agree, disagree and don’t know. The

questionnaire was distributed by hand among first year

students in their lessons and lectures and among sixth year

students after their psychiatric round. Respondents were

asked to fill the questionnaire anonymously. For first and

O
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sixth year students, response rate was 48.7% and 86.8%

respectively.

Of the 53 items, 30 items were grouped as judged to

measure attitudes towards psychiatry as a profession and a

branch of medicine and psychiatrists as physicians. In the

sample of students who fully answered those items (n=652

students), corrected item total correlation were calculated.

Items were deleted if the corrected item total correlation

was less than 0.11. Five items were deleted. Reliability was

tested using Cronbach's Alpha coefficient. Coefficient

alpha for the 25 item scale was 0.74 (table 1) indicating

strong reliability 14 and reflecting consistency and

uniformity among the resulting statements.

The 25 item questionnaire -eleven of the statements

positively phrased and fourteen negatively phrased- was

used to describe and compare the first and sixth year

students’ attitude towards psychiatry and psychiatrists.

The questionnaire results are only presented in percentages

of students who displayed the positive attitude for each

statement. No scoring was attempted. Generally, the

sample attitude was considered to reflect a positive attitude

if around 40% or more of the sample chose a statement’s

positive position.

Table (1) Item-total statistics and reliability coefficient of 25 statements measuring attitude towards psychiatry and
psychiatrists in 652 medical students

Item Corrected Item- Total
Correlation

Alpha if Item Deleted Reliability Coefficients

N of Cases = 652
N of Items = 25

S1 .3127 .7317
S2 .3541 .7291
S3 .3335 .7304
S4 .3378 .7297
S5 .3190 .7315
S6 .2682 .7349
S7 .1850 .7408
S8 .2853 .7338

S10 .1593 .7410
S12 .2469 .7369
S13 .3648 .7279
S14 .3114 .7321
S16 .2609 .7353 Alpha = .7422
S18 .2402 .7373
S19 .2820 .7339
S20 .2745 .7346
S21 .1657 .7406
S23 .3290 .7311
S24 .3564 .7298
S25 .1129 .7449
S26 .2592 .7354
S27 .2742 .7344
S51 .2546 .7357
S52 .2334 .7371
S53 .3858 .7265

Statistical analysis

Data collected was analyzed using the SPSS version 16. To

describe and compare attitudes of first year and sixth year

students, percentages and chi-square test was used for

ordinal data. P value was considered significant at < 0.05.

Results
The low response rate of the first year students (48.7%), as

compared to that of the sixth year students (86.8%),

reflected the reluctance of the first year students to

participate in a survey that they do not find immediately

touching their academic year experience. Though this low

response has limited the generalization of results, a

selection bias of responses was judged to be a remote
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possibility. First year students who had positive and those

with negative attitudes had the same opportunity and drive

to express their opinions.

Forty percent of first year and 34% of sixth year students

recognized psychiatry as a rapidly expanding branch of

medicine. Forty two percent and 43% wouldn’t exclude

psychiatry from their three most exciting medical branches.

Twenty six percent of first year and 23% of sixth year

students thought of becoming psychiatrists.

Table (2) percentages of first and sixth year students who showed positive attitudes on the 25 statement questionnaire
exploring attitudes towards psychiatry and psychiatrists

SStatement [reference]P6th year
students

%

1st year
students

%

Answer

.ضئیال من تدریب الطبیب الطبيالطب النفسي ال یستھوي األطباء ألنھ ال یستخدم إال قدرا 1 [11]
Psychiatry is unappealing because it makes so little use of medical training

NS32.330.6Disagree

.بشكل عام، الذین یلتحقون بالطب النفسي یھربون من ممارسة الطب الحقیقي2 [11]
On the whole, people taking up psychiatric training are running away from participation in real medicine

NS58.354.7Disagree

.أغلب األشیاء المسماة في الطب النفسي حقائق ھي في حقیقة األمر تخمینات مبھمة3 [11]
Most of the so-called facts in psychiatry are really just vague speculations

NS30.231.7Disagree

.تخصصات طبیة إثارة بالنسبة لي، فإني سأستبعد الطب النفسي3إذا سئلت عن أكثر 4 [11]
If I were asked what I considered to be the three most exciting medical specialties, psychiatry would be excluded

NS43.342Disagree

.الطبیة التي تتقدم بسرعةالطب النفسي من الفروع 5 [10, 12]
Psychiatry is a rapidly expanding frontier of medicine

NS34.740.4Agree

.لو أن أحدا من عائلتي تكدر ولم یتحسن بسرعة، فإني أنصحھ باستشارة طبیب نفسي6 [10, 12]
If someone in my family was very emotionally upset and the situation didn’t seem to be improving, I would recommend a

psychiatric consultation.

.00865.660Agree

.أنا أود أن أكون طبیبا نفسیا7 [11]
I would like to be a psychiatrist

NS2326.3Agree

.ممارسة الطب النفسي تتیح الفرصة لتكوین عالقات مجزیة مع الناس8 [11]
The practice of psychiatry allows the development of really rewarding relationships with people

NS69.271.2Agree

.یدخلون الطب النفسيكثیر من الناس الذین لم یتمكنوا من الحصول على نیابة في التخصصات األخرى 10 [10]
Many people who could not obtain a residency position in other specialties eventually enter psychiatry

.01313.220.8Disagree

الذین غالبا ما ینظر إلیھم على أنھم غریبي األطوار لو أن طالبا أبدى رغبة في ممارسة الطب النفسي ، فإنھ یخاطر بأن ینضم إلى مجموعة من األطباء النفسیین 12
.، غیر مألوفین أو ُعصابیین [10,12]

If a student expresses interest in psychiatry, he or she risks being associated with a group of other would be psychiatrists
who are often seen by others as odd, peculiar or neurotic

NS43.644Disagree

.األطباء النفسیون یتكلمون كثیرا ویعملون قلیال13 [11]
Psychiatrists talk a lot but do very little

NS36.641.5Disagree

.األطباء النفسیون متزنون بدرجة ال تقل عن األطباء اآلخرین14 [11]
Psychiatrists tend to be at least as stable as the average doctor

NS63.759.8Agree

.األطباء النفسیون یفھمون ویتواصلون مع الناس أفضل من األطباء اآلخرین16 [12]
Psychiatrists understand and communicate with people better than the average physicians

NS67.470.8Agree

.تصور أن األطباء النفسیین مساوون لألطباء اآلخرینبعض األوقات یصعب في 18 [11]
At times it is hard to think of psychiatrists as equal to other doctors

.00041.529.4Disagree

.المستشفیات النفسیة أشد من السجون19 [11]
Psychiatric hospitals are little more than prisons

.00024.826Disagree

.المستشفیات النفسیة لھا دور خاص ال یمكن االستغناء عنھ في عالج المرضى النفسیین20 [11]
Psychiatric hospitals have a specific contribution to make to the treatment of the mentally ill.

.00180.168.3Agree

.النفسیین من استخدام العنف و إیذاء اآلخرینالمستشفیات النفسیة مطلوبة لمنع المرضى 21 [13]
Mental hospitals are needed to prevent mentally ill patients from committing violence and injuring others

.00084.367.8Agree

.فاعلیتھاممارسة جلسات العالج النفسي في األساس خدعة، ألنھ ال توجد دالئل قویة على 23 [11]
The practice of psychotherapy basically is fraudulent since there is no strong evidence that it is effective

NS36.737.8Disagree

.في السنوات األخیرة أصبح العالج النفسي الدوائي أكثر فاعلیة24 [11]
In recent years psychiatric treatment has become quite effective

NS61.357.7Agree

.العالج بالصدمات الكھربائیة ال بد أن یمنع25 [5]
ECT should be banned

.00030.514.6Disagree

.األدویة النفسیة تضر أكثر مما تنفع26 [5]
Psychiatric drugs do more harm than good

.01324.525.5Disagree

النفسیة لمرضى الجراحة أو الباطنة نادرا ما تكون مفیدةاالستشارة27 [10,12]
Psychiatric consultations for medical or surgical patients are rarely helpful.

.0004630.5Disagree

.تعلیم الطب النفسي یزید من فھم مرضى الجراحة والباطنة51 [11]
Psychiatric teaching increases our understanding of medical and surgical patients

.00061.344.9Agree

.في مناھج التعلیم الطبي المعاصرة، أصبح الطب النفسي أھم جزء من المنھج التعلیمي52 [11]
These days psychiatry is the most important part of the curriculum in medical schools.

.02740.842.1Agree

.الطب النفسي غیر محدد المعالم لدرجة أنھ ال یمكن تدریسھ بطریقة فعالة53 [11]
Psychiatry is so amorphous that it cannot really be taught effectively

NS33.930.7Disagree

Statistical test= Chi- Square test.NS = not significant.
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Negative Attitude

Psychiatry is a waste of medical training. The majority of

its facts are vague speculations which affect the interest of

physicians to specialize in it and affect its teaching. It is a

last choice for those who couldn’t specialize in other

medical specialties (S 1, 3, 53, 10).

Psychiatric drugs do more harm than good, psychotherapies

are fraud, electro convulsive therapy should be banned, and

mental hospitals are a little more than prisons (S 26, 23, 25,

19). Although there was a more positive attitude of the

sixth year students regarding ECT, the percentage of

students disagreeing to ban it was 30%.

Positive Attitude

Psychiatric practice allows rewarding relations,

psychiatrists communicate better with people, and they are

stable, not odd or neurotic. They work not only talk, and

join psychiatry not running away from real medicine (S 8,

16, 12, 13, 2).

Psychiatry teaching is important to understand other

patients, and psychiatric consultation is recommended to

relatives who have psychiatric troubles (S 51, 6).

Psychiatric treatments are efficacious and psychiatric

hospitals are important (S 24, 20, 21).

Significant Difference of Attitude(Table 3)

Table (3) differences in the attitude of first and sixth year students towards psychiatry and psychiatrists

X2is the Pearson Chi-Square. Numbers written in Bold are the percentages of the positive attitude response for each question.

Improvement of attitude appeared in the sixth year

students. A higher percentage disagreed that it is hard to

think of psychiatrists as equal to other doctors, and that

psychiatric consultations are of no importance (S 18, 27).

They had a more positive attitude regarding the role of

psychiatric hospitals, ECT, and the importance of

psychiatric teaching in understanding medical patients (S

20, 21, 25, 51) than first year students.

The sixth year students became more decisive (S 6) in

choosing to consult a psychiatrist for their relatives who are

suffering (whether agreeing or disagreeing rather than not

knowing compared to first-year students). The sixth year

students were less decisive about mental hospitals

described as prisons (S 19) than first year students whose

opinions were more differentiated.

A higher percentage of the sixth year students adopted a

more negative attitude (S 26, 52) regarding the psychiatric

drugs harms and the importance of psychiatry in modern

medical curriculum, as compared to first year students who

were indecisive. Furthermore, sixth year students were

more doubtful than first year students that people joined

psychiatry as a result of their failure to obtain residency in

other positions (S 10).

Discussion
Psychiatry and Psychiatrists Image

Though psychiatry in our study was not seen as a deliberate

escape from medical practice by whoever joins it, it was

not seen as a part of the “orthodox” medical training and

practice. Sixth year students were significantly indecisive if

it is sought as a last resort for residency when no other

residency is available.

S 1st Year Students 6th Year Students X2 P

Agree Don’t know Disagree Agree Don’t know Disagree

N % N % N % N % N % N %

6 242 60 73 18.1 88 21.8 274 65.6 44 10.5 100 23.9 9.668 .008

10 107 27.1 206 52.2 82 20.8 113 27.6 243 59.3 54 13.2 8.701 .013

18 191 48 90 22.6 117 29.4 181 43.9 60 14.6 171 41.5 16.157 .000

19 146 36.9 147 37.1 103 26 106 25.7 204 49.5 102 24.8 15.300 .000

20 274 68.3 76 19 51 12.7 339 80.1 49 11.6 35 8.3 15.124 .001

21 269 67.8 67 16.9 61 15.4 355 84.3 35 8.3 31 7.4 30.997 .000

25 187 48.8 140 36.6 56 14.6 125 31 155 38.5 123 30.5 37.677 .000

26 94 24.9 187 49.6 96 25.5 133 34.3 160 41.2 95 24.5 8.650 .013

27 104 27.6 158 41.9 115 30.5 110 28.4 99 25.6 178 46 27.133 .000

51 169 44.9 151 40.2 56 14.9 236 61.3 92 23.9 57 14.8 25.315 .000

52 160 42.1 145 38.2 75 19.7 162 40.8 126 31.7 109 27.5 7.259 .027

159



D. Amer, M. ElShami

This perception of psychiatry as vague and “less medical”

than other medical fields was commonly held by first year

students and reflected the public opinion. It remained

unchanged for sixth year students even after their

psychiatric attachment, which indicates the failure of the

psychiatric teaching and training in changing this attitude.

Stigma is most strongly ascribed by the public to illnesses

that are perceived as less “biological”, and the practice of

psychiatry, in general, isnot seen as emphasizing

“physiological” factors or as being “scientific” enough. 15.

The attitude seems to be spread in many cultures 15. In a

study of 223 freshman medical students in the US, students

began their medical training viewing a career in psychiatry

as distinctly less attractive as other specialties surveyed 1.

Approximately 60% of respondents (N=85) identified the

field itself as a major aversive factor, citing a lack of

scientific foundation, a lack of clinical efficacy of

psychiatric treatments, or both, which made a career in

psychiatry seem excessively “frustrating”. They also

estimated the degree to which they, their families,

classmates, and other physicians respected the skills and

knowledge of psychiatrists to be substantially lower than

each of the other three types of specialists.

In another study, first year Australian medical students held

a view of psychiatry as distinctly less 'attractive' than other

career options. In comparison with other disciplines,

psychiatry was regarded as more interesting and

intellectually challenging, but also as lacking a scientific

foundation, not being enjoyable and failing to draw on

training experiences 2.

In a questionnaire survey of medical graduates in the UK

who initially chose psychiatry as a career but did not

pursue it, there were two statements with which half or

more of all psychiatry leavers agreed: ‘psychiatry had a

poor public image’ and ‘psychiatry was not sufficiently

respected by doctors in other specialties 16.

Two Arab world studies examined the change of attitude of

medical students before and after psychiatric clinical

attachment. In a Saudi study 17 of the attitude of 56 male

students on an (agree/disagree) response scale, a favorable

attitude was expressed by students after they had some

experience with the discipline. In spite of this more

favorable attitude, still only 51.9% agreed that psychiatry

has a high status among medical disciplines. The percent of

students who viewed psychiatry as unscientific and

imprecise rose from 40% to 51.9% after a six-week rotation

of 25 hours of theoretical lessons and 180 hours of clinical

practice. In the Omani study 18 of the attitude of 69 male

and 102 female students, the perception of psychiatry was

highly positive prior to clerkship and became even more so

upon completion of the eight week training. For example,

approximately 82% of students disagreed that psychiatry

was unscientific and imprecise. The vast majority of

students (86%), both before and after their rotation,

disagreed that entering psychiatry was a waste of medical

education. After rotation, the number who agreed that

psychiatry has a high status significantly increased, while

the number of “doubters” decreased. However, only 46.4%

of males and 42.2% of females after rotation agreed -on a

three point scale- that psychiatry has within medicine a

high status. There was a significant drop in the proportion

of students who indicated that they might choose a career

in psychiatry. The image of psychiatry among medical

students that it is less prestigious than other disciplines

seems to be solid in the Arab studies mentioned. Whether it

reflects a true or imagined place of psychiatry in the

medical field it seems likely to have an effect on the

recruitment of young doctors to psychiatry.

In our study, the perception of the human and rewarding

aspects of psychiatrists’ profession was generally positive.

The “normality” of psychiatrists was also recognized with

the “equality” to other doctors less adopted but more

improved for the sixth year doctors after personal contact

with the psychiatry staff. Similarly, in the Omani study,

most students, before and after rotation, agreed that

psychiatrists understand and communicate better with

people than average physicians. However, a large

proportion (42%) was undecided, both before and after

their rotation, that psychiatrists were fuzzy thinkers 18. In

Saudi Arabia, 82% endorsed the observation that medical

students risk being perceived as “odd, peculiar, or neurotic”

if they express interest in psychiatry 17.

Psychiatric consultation and the attitude towards

psychiatric treatments

The importance of liaison psychiatric consultation in

treating medical and surgical patients during medical

practice is well recognized. Sixth year students were more

agreeing to consult a psychiatrist for their suffering

relatives than first year students. This was also found in the

Saudi study - where the percentage who would recommend

a consultation to a suffering relative and who viewed

psychiatry consultation as helpful to medical patients

doubled after clerkship. The Omani students’ attitude for

psychiatric consultations to relatives and patients was high

before and significantly increased after attachment.

For psychiatric patients, psychiatric treatments

wererecognized as efficacious and psychiatric hospitals as

important especially by the sixth year students. However,

the harmful and negative aspects of psychiatric treatments

wereover emphasized regarding the harms of drugs,

psychotherapies, ECT and the imprisonment perception of

the hospitals. Being ready to consult but not quite ready to

enroll in treatment may have its roots in the society’s

negative perception attached to psychiatric treatments. If

psychiatry is to improve its public image, the ideas about
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the negative aspects of psychiatric treatments should be

widely challenged and corrected.

In our study, the role of ECT as a treatment was

significantly more approved by the sixth year students

while, surprisingly, the increased “harm to benefit” nature

of the psychiatric drugs was significantly more

emphasized. There also were more doubters, among sixth

years, of the imprisonment nature of psychiatric hospitals.

Compared to the 30% of our sixth year students who

disagreed to ban ECT, 94% of the students after their

rotation in the Omani study disagreed that there is no place

for ECT in modern medicine; a remarkably positive

attitude towards ECT in the Omani culture that needs to be

explored in other Arab cultures. Our students have no

opportunity to follow up the prognosis of patients receiving

ECT and pharmacotherapy so as to evaluate their efficacy

and side effects. They have neither clinical experience with

psychotherapies nor field visits to mental hospitals to see

their nature which explains their attitudes towards those

lines of treatments.

Psychiatric teaching

Psychiatric teaching was recognized as important in

understanding medical patients by both first and sixth year

students. Sixth year students however, significantly

disagreed that psychiatry has become the most important

part of modern medical curricula. Still, a good percentage

of them adopted a positive attitude. In a study in the UK 19

examining whether students consider that their

undergraduate education in psychiatry is useful and

relevant for their future careers, students thought that

conditions that are commonly seen in the general hospital

are important and that liaison psychiatry was useful.

However, they did not believe that knowing how to manage

psychiatric disorders such as schizophrenia or bipolar

disorder was important; despite that patients with these

disorders will be encountered by all doctors and this

knowledge is considered integral to an undergraduate

psychiatry curriculum.

In a 2002 study 20 that compared the attitude towards

psychiatry of premedical, pre-clinical, and clinical medical

students of the Arabian Gulf University in Bahrain, the

attitudes towards psychiatry were highest on college

entrance and decreased with advancing age and seniority.

At the time of the study, students in year 1 had not yet

received any psychiatric teaching, year 4 students received

theoretical teaching in psychiatry, and year 7 students had

both theoretical and four weeks of clinical training in

psychiatry at the university hospital. The negative

association with exposure to psychiatry teaching, as stated

by the authors, was possibly because the attitude towards

psychiatry in college was negative. Clinical problems

discussed in tutorials were few and the time allocated for

clerkship was shorter than similar programs in other

universities. Furthermore, psychiatrists were not chosen as

examiners in any final year clinical and oral examinations.

Fifty five (72.3%) year 1 and year 4 students rated teaching

at the college as good or acceptable while 11 (44%) year 7

students rated teaching psychiatry in the hospital as such.

The situation in Kasr Al Ainy medical school of Cairo

University is similarly unfavorable. A three-week

psychiatric course for sixth year students (15 working days,

45 hours) of interactive lectures and clinical case

demonstrations is the entire encounter students have with

psychiatry. Clearly, this exposure is not enough to change

the social attitude towards psychiatry or the stigma attached

to psychiatric treatments. Moreover, it sends a wrong

hidden message to students about the relative importance of

psychiatry among other medical disciplines.

Implications
The prevalence of mental disorders in Egypt is between 17-

19%21, 22. It is important that psychiatric teaching becomes

relevant and useful to all future doctors to ensure that all

patients receive the required care for both their physical

and mental health problems. The current clinical encounter

in Cairo University is clearly not enough to change the

commonly held attitudes towards psychiatry and the utility

and safety of psychiatric treatments of the commonly seen

psychiatric illnesses.

Early integration of psychiatry teaching into the overall

curriculum with other branches of medicine helps students

realize how psychiatry relates scientifically to these

branches. This also helps them gain the holistic approach to

patients with common problems they will encounter in their

future practice. As for psychiatric teaching of the principles

of the specialty, a clinical encounter that has greater active

involvement would enhance learning. For example,

searching for information about, then group discussions of

psychiatric disorders in a student centered learning

encounter. This is in line with the WHO recommendations

of the undergraduate curriculum in psychiatry 23 that

recommends a comprehensive curriculum with a student

centered approach. In a recent Chinese study 24, medical

students who had combined didactic teaching and self–

directed learning strategy for depression had improvements

in recognition of depression as a major health issue and

identifying helpful treatments. They demonstrated

sustained reduction in stigmatizing attitudes towards

depression than students who only received the traditional

didactic lecture.

Conclusion
In our current study, the psychiatry image held by first year

students as being amorphous and less medical than other

medical branches did not change by psychiatry placement

of sixth year students.
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Psychiatric treatments’ bad reputation was not changed by

the trivial exposure of sixth year students to clinical cases.

Psychiatrists were valued for their humanistic abilities but

less valued as being “equal” to other doctors.

Psychiatry teaching was valued as a part of a liaison service

for medical and surgical patients but less valued as a

delineated important branch of medicine.
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الملخص
وأیضاً تجاه .ب، وكمھنةیھدف البحث إلى تقییم و مقارنة اتجاھات طلبة الطب للسنة األولى و السنة السادسة لجامعة القاھرة تجاه الطب النفسي كفرع من فروع الط

طالباً من السنة األولى الذین لم یحصلوا على 414(عبارة 25طالبًا في استبیان مكون من 848شارك .األطباء النفسیین و العالجات النفسیة و التعلیم الطبي النفسي

وجدت الدراسة أن ).أسابیع3طالباً من السنة السادسة الذین حصلوا على  دورة تعلیم في األمراض النفسیة لمدة 434تعلیم إكلینكي ولم یتصلوا بالمرضى نھائیا و 

و بالرغم من  .إلیھ كل من طلبة السنة األولى و السادسة أنھ مبھم و مضیعة للتدریب الطبي، كما أنھ قد یكون احتماالً و لكن متأخراً للتخصص الطبيالطب  النفسي یَنظُر 

و ذوو صفات إنسانیة و لكن من "بیعیونط"و یُنظر لألطباء النفسیین أنھم .ھذه العالجات"مضارّ "تقدیرأھمیة العالجات النفسیة و المستشفیات، إال أن  ھناك مغاالة في 

و بالرغم من تقدیر أھمیة االستشارات النفسیة و التعلیم الطبي النفسي في عالج .لألطباء اآلخرین ال سیما بواسطة طلبة السنة األولى"كمساوین"الصعب النظر إلیھم 

والیوصف تعلیم الطب النفسي .في المناھج الطبیة أقل"األھم"ن النظر للطب النفسي كالفرع مرضى الفروع الطبیة األخرى و بالذات من جانب طلبة السنة السادسة إال أ

و تخلص الدراسة أنھ بالرغم من وجود بعض المواقف اإلیجابیة بعد خبرة الدراسة للطب النفسي لطلبة السنة السادسة تجاه االستشارات .بالفعالیة بل بأنھ بال منظومة

.، إالّ أن اتجاھات المجتمع تجاه الطب النفسي ومضاّر العالجات النفسیة لم تتغیّربعد خبرة الدراسةالنفسیة و المستشفیات
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Abstract
ementia is a neurodegenerative disease of the brain in which there is a disturbance of higher cognitive functions. The

rates of dementia as well as the financial burden are increasing worldwide. Dementia is an area of growing concern in

the middle income countries where the numbers of elderly populations are rising. Moreover, behavioural and psychological

symptoms of dementia are difficult to manage in a system based only on a pharmacological treatment because of the lack of

evidence for specific medical intervention and the current concerns raised regarding the use of antipsychotics in dementia. The

current medical profession in the Middle East should be prepared for this coming challenge, therefore, an urgent need for

education and training among mental health workers is mandatory to develop a culturally sensitive multidisciplinary approach to

deal with this multi-factorial problem.
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Dementia - the growing problem

Dementia is a neurodegenerative disease of the brain,

which can manifest itself in a multitude of clinical

presentations. It can be defined as a syndrome in which

there is a disturbance of the higher cognitive functions.

These can include memory, language, calculation and

executive functio¬ns1.

The prevalence and incidence of dementia appears to be

growing, with an ever-increasing older adult population.

The World Alzheimer Report 2009 estimated that 35.6

million people worldwide would be living with dementia in

2010 and that this number is expected to be nearly double

every 20 years, with 115.4 million being predicted by

20502. A significant proportion is thought to be due to

increased rates of diagnosis in less developed countries like

within the Middle East as well as continued high rates from

other countries2. Dementia will have a cost of 1% in gross

domestic product and, if this was equated to a country, its

size is estimated to be between Turkey and Indonesia,

which would be ranked 183. Data from the UK would

appear to follow this worldwide trend. Currently, there are

approximately 700,000 people with the diagnosis of

dementia but this is set to rise to about 1.4 million over a

30 year period4. Relative to other parts of the world,

studying the older adult population in the Arab world has

been bare, despite the fact that older adults aged 60 years

and above in 2000 – 2005 represented about 6.5% of Arab

populations in North Africa and around 6.6% in Western

Asia. Added to that, by the year 2050 these percentages

will be around 19.4% and 17.8% respectively 5. In the

Middle Eastern countries, like Egypt, data is much more

limited but a rise in the elderly population is expected. In

Egypt, 5% of the population was over the age of 60 years in

1950. That figure rose slightly to 6.3% by 2000, but it is

predicted to increase to 11.5% by 2025 and 20.8% by

20505. This would be a 200% increase in a 100 year

period6. If it is presumed that the pattern of prevalence for

dementia in Egypt is similar to UK (approx. 5% between

ages of 65-80 years3), then it could be estimated that

500,000 people will have a diagnosis of dementia from the

100,000,000 population expected in 20256. In the first

Alzheimer conference in the Arab world, the president of

the Alzheimer’s Association of Lebanon declared that there

are 30.000 cases of Alzheimer disease in Lebanon and

potentially 1.5 million cases throughout the Arab countries,

figures that necessitate more serious actions to help patients

with such a disease. Moreover, she stated that associations

dedicated to the disease were immensely underrepresented

in the Arab world with Lebanon and Egypt the only

established members of international organizations 7. A

study on Alzheimer’s disease, conducted in Northern

Lebanon, found that the disease is present in 12 % among

those aged 50 years and above. The same authors

concluded that little effort was made to raise the

importance of such a problem8. In 2007, Jordanian

researchers concluded that there was a sort of neglect

towards the disease in Jordan and lack of awareness to seek

early specialist help if there were a decline in memory.

Only moderate to advanced cases are presented to

psychiatrists and/or neurologists for further help 9.

D
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The impact on the population and its country as a whole

will be significant. In the UK, dementia costs the National

Health Service around £20 billion a year3. National reports

suggest only 40% of people with dementia ever receive a

diagnosis with great variation in the assessment and

management around the different regions of the country3.

This highlights the need for improved general awareness

not just in the UK, but around the world and the Middle

East. It is evident that dementia is still perceived as 'part of

normal ageing' particularly in the developing world but this

is still also identified within the UK. The National

Dementia Strategy for the UK cited this false belief and

that of 'nothing can be done' along with the associated

stigma attached as important reasons as to why people do

not seek help10. Being given a diagnosis is important and

enables the person and family to have more understanding

about the disease and its prognosis. It also allows for

measures and support to be instigated, which could

potentially help prevent emergencies and crisis admissions

to either medical hospitals or respite beds in the

community. It has been reported that rates of admission to

care in the UK could be reduced by about a fifth3.

Consequently, it is recommended by the World Alzheimer

Report 2009 that ‘low and middle income countries like the

Middle East should create dementia strategies based on

enhancing primary healthcare and other community

services whilst high income countries such as UK should

focus on and develop national dementia action plans with

designated resource allocations2.

In the Middle East, traditionally, most of the dementia care

will fall on family members especially daughters and

daughters-in-law due to lack of care homes and presence of

stigma. But the changing demographics in the Middle East

including family structure and work force could lead to a

real challenge in arranging care to people with dementia

especially in the presence of behavioural problems.

Behavioural and psychological symptoms in

dementia (BPSD)
In 1999, it has been explained that behavioural and

psychological symptoms in dementia (BPSD) 11 is a

generally accepted term that encompasses a wide range of

clinical manifestations, which can be challenging to a

caregiver and distressing for the patient. It can be divided

into two distinct categories: (1) psychological, which

includes anxiety, depression, and (2) psychosis and

behavioural, which accounts for aggression, wandering,

sexual disinhibition, apathy, impaired sleep and agitation12.

Agitation itself can be further subdivided using the Cohen

Mansfield Agitation Inventory12. It recognizes four

different groups of behaviors: verbally non aggressive

(constant requests for attention, relevant/irrelevant

interruptions, negativism), verbally aggressive (screaming,

cursing, making strange noises), physically non aggressive

(pacing, repetitive mannerisms, inappropriate dressing) and

finally physically aggressive (hitting/ kicking out, grabbing

people or things) 12.

BPSD is not a core feature when considering the definition

or international criteria (i.e. ICD-10 or DSM-IV) for a

dementia syndrome13, but it has been identified since its

earliest descriptions. In the 19th Century, Esquirol

observed that ‘Demence Senile’ was accompanied by

emotional disturbances12. It is common with point

prevalence estimates ranging from 60-80% and a

cumulative risk of around 90% across the course of the

illness14. Symptoms don’t always occur alone and tend to

accompany the anticipated cognitive decline. BPSD is

often the first indication of a problem and the reason

behind an individual’s initial referral to primary care4,13. It

is a significant part of the clinical workload within an old

age psychiatry team and seen in a range of different

environments including psychiatric hospital wards, care

homes and other community settings13. Managing these

behaviors is therefore imperative as even though dementia

is progressive and terminal, it is expected that individuals

can live on average between 7 to 12 years following initial

diagnosis14.

BPSD is thought to affect most people with dementia at

some point in their illness. In the care home environment,

studies have shown that it can occur in up to 90% of

individuals with different symptoms being more evident at

different stages of the illness12. The International

Psychogeriatric Association (IPA) collation of studies

indicates that affective disorders are more likely to present

earlier on in the natural course of the illness with

depression being reported in up to 80% of individuals in

care homes and mania 3-15%. Agitation and psychotic

behaviors tend to feature later when an individual has a

more moderately impaired cognitive function. Therefore,

the IPA reported that the frequency of these features vary

greatly - delusions 20-73%, misidentification 23-59%,

hallucinations 15-49% and aggression up to 20%12.

Importantly, however, both psychotic and affective

disorders are less prevalent in advanced stages of dementia

as are the majority of the other behavioural and

psychological symptoms12. There is also significant

variation between the different types of dementia, with

visual hallucinations being more commonly associated with

Lewy Body dementia and impulsivity, hypersexuality and

verbal outbursts associated with Fronto–Temporal

dementia12. In 2007, the Jordanian study on the psychiatric

presentation of dementia found that the most prevalent

complaints were behavioural problems 63.04%, followed

by cognitive impairment 30.43%. Furthermore, mood

problems, personality changes and sleep disturbances were

21.7%, 15.22%, and 10.87% respectively 9.
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The exact cause is unclear, but it cannot be assumed that

BPSD is only the consequence of the dementia illness

itself.

The Royal College of Nursing in the United Kingdom

estimates that only 10% of challenging behaviors is a

consequence of dementia with 90% occurring in response

to care practices or environmental factors15. Recent

epidemiological studies have shown that behavioural and

psychological symptoms are more common in people with

dementia, but there are a significant proportion of mood

disorders, apathy, irritability as well as persecutory

ideations in a comparable population of people without

dementia12. It is therefore multifactorial and likely due to a

combination of the illness, the environment, physical

health, medication and interpersonal interactions16.

BPSD can resolve itself spontaneously, persist or even

gradually worsen in severity with wandering and agitation

being the most enduring behavioural symptoms in patients

with dementia particularly Alzheimer’s over a two year

follow-up period12. Thus, this can have a significantly

negative impact on both the individual with dementia and

the carers in the different community environments.

Researchers indicated that BPSD could result in premature

institutionalization, increased costs of care and significant

loss of quality of life17. Psychotic manifestations,

aggression, wandering and anxiety tend to be the most

intrusive and difficult to cope with whereas crying, apathy,

swearing and repetitive questions are common but less

likely to lead to institutionalisation12. This is important

when considering how best to manage this significant

problem. It is known that the majority of people (66%) with

dementia live in the community cared for by family

members6, which can lead to a number of problems

including high levels of carers burden and depression14. In

the UK alone, a third of people with dementia live in care

homes and two thirds of people in care home have a

diagnosis of dementia3. In Egypt, 90% of the elderly (either

with or without a diagnosis of dementia) are cared for by

their families and to date there are only 84 elderly care

homes6.

Antipsychotic use in people with dementia
Traditionally antipsychotic medication was developed to

treat the positive symptoms of schizophrenia and bipolar

affective disorder14. Randomized control trials comparing

the effectiveness of atypical antipsychotics against a

placebo show Risperidone and olanzapine to be the most

effective treatment for psychosis, physical aggression, and

agitation15. These findings have led to antipsychotic

medication being prescribed to relieve behavioural and

psychological symptoms in dementia. Generally, these

treatments are being used off license as few or no

pharmacological treatments have appropriate approval in

the majority of countries14. In the UK, there are no drugs

licensed for specifically BPSD, although there are licensed

indications for drug treatment including psychosis and

aggression15. Recent evidence regarding antipsychotic use

in people with Alzheimer’s type dementia in placebo

controlled trials shows antipsychotics to have a modest but

significant benefit towards aggression over a 6-12 week

period but no demonstrable benefit for aggression or other

behavioural symptoms over 6-12 months15,16. CATIE- AD

study, 2006, included 421 patients with Alzheimer's disease

and psychosis, aggression, or agitation who were randomly

assigned to receive Olanzapine, Quetiapine, Risperidone or

placebo for up to 36 weeks. It concluded that the adverse

effects offset advantages in the efficacy of atypical

antipsychotic drugs.18

Consequently in the UK, Risperidone is the only

antipsychotic medication with a relevant license14.

However, there are restrictions on its use, which is in

accordance with the National Institute for Health and

Clinical Excellence-Social Care Institute for Excellence

(NICE- SCIE) guidelines 200719 indicated such as

treatment for moderate to severe Alzheimer’s dementia

with persistent aggressive behaviors. Moreover, they

reported that it should be prescribed as a short term

measure when individuals are unresponsive to other non-

pharmacological approaches and or when risks of harm to

self or others are high17. Guidance from the Royal College

of Psychiatrists in the United Kingdom indicates that if

antipsychotic medication is deemed necessary then the ‘3 T

approach’ is best practice. This stands for target (the drug

treatment i.e. antipsychotics should have a specific target

symptom i.e. aggressive behaviors), titration (starting with

lowest dose and increasing in slow increments) and finally

time (medication should be time limited) 16. In the case of

atypical antipsychotics, they should not be prescribed for

longer than a six-week period9 without appropriate review

from a clinician. Any decision taken to continue the

medication should then be made on a case by case basis

taking into consideration both the risks and benefits of the

drug, reasons recorded clearly in individual’s notes and

monitored regularly16. Importantly, there are situations

where atypical antipsychotics may need to be continued.

These include people experiencing persisting BPSD, where

it is felt severe adverse consequences may occur if

discontinued or where no alternative approaches are

suitable. However, it has been shown that if individuals on

antipsychotics can remain relatively symptom free for at

least three months successful withdrawal is possible20. It is

advised that atypical antipsychotics should be discontinued

gradually unless the individual is experiencing particular

adverse effects16.

However, antipsychotics are not recommended to

individuals with mild to moderate Alzheimer’s or other
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types of dementia due to the significant risks impacting on

an individual’s quality of life in the longer term14. Side

effects of antipsychotic medication are well documented

and consist of sedation, dizziness and Parkinson like

symptoms, which can lead to falls. They may also

accelerate cognitive decline11. The effects on each

individual is variable, however it is likely that people with

the diagnosis of dementia may be identified as high risk

when considering factors such as age, physical co-

morbidity and potential drug interactions14. In 2004, there

was an alert to all clinicians from the Committee of Safety

and Medicine in the United Kingdom regarding use of

Risperidone and Olanzapine in people with dementia. Data

has shown an increased risk of cerebrovascular adverse

events ranging from strokes to transient ischemic events.

This was a three-fold increase from 1.1% to 3.3% typically

over a 12-week period and those at most risk appeared to

be individuals over the age of 80 years old21. The Food and

Drug administration in the United States of America

reported an independent analysis in 2005 reinforcing that

when compared to placebo medication, atypical

antipsychotics had a two-fold increased risk of all-cause

mortality22.

The Time for Action report 2009 indicated that around

180,000 people with dementia are treated with

antipsychotics across the UK per year and it is thought that

up to 36,000 possibly perceive some benefit from them14.

When the report considered negative effects relating to

antipsychotic use, it was highlighted that use at this level

would lead to an additional 1,800 deaths and 1,620

cerebrovascular adverse events14. It is likely that the

majority of these individuals reside in care homes with high

complex and clinical needs including persistent BPSD and

although antipsychotics are indicated in some cases, a high

proportion of these residents are being inappropriately

prescribed the medication15. Explanations for this include

prescriptions for the wrong reasons; for example

depression, incorrect dosing or lack of review following

prolonged administration. The All Parliamentary Group on

Dementia estimate up to 70% of prescriptions were found

inappropriate in care homes, which has a huge economic

impact on the National Health Service in the UK costing

approximately £80 million per annum15. In 2008, the

Management of Dementia in Care Homes Bill in the UK

was read which requested better regulation and protocols

for monitoring and reviewing antipsychotic medication for

people with dementia in care homes. Data from the Arab

countries on the use of antipsychotics are limited. The 2007

Jordanian study reported that medications which were

prescribed for demented patients were as follows:

antipsychotics (65.22%), acetylcholineesterase inhibitors

(26.09%), antidepressants (19.57%), anxiolytics (8.7%),

and hypnotics (4.35%) 9. Furthermore, the Northern

Lebanon study in 2010 found that 50% of Alzheimer

patients were receiving treatment, but 90% of those who

were treated did not show any improvement 8.

Alternative non-pharmacological treatment

options
Behavioural and psychological symptoms in dementia are

best managed by non-pharmacological approaches

particularly if mild to moderate in severity and should be

the first line options in an individual’s treatment plan

according to NICE SCIE guidelines 200719. BPSD is

multifactorial and likely factors, which cause, exacerbate or

relieve the non-cognitive symptoms, will be specific to an

individual. This has been recognized by the National

Framework for Older People (Department of Health 2001)

and the All Parliamentary report on dementia which states

that people with dementia need more individualized

support and emphasis being placed on promoting ‘person

centered’ dementia care15. The assessment itself should

take in consideration the person’s physical health, mental

health, undetected pain, medication notably any recent

changes and side effects, cultural and religious beliefs,

psychosocial factors and their physical environment19. The

general approach, once the BPSD has been identified along

with the potential antecedents and consequential events, is

to tailor a care plan with realistic goals and continually

monitor and alter if necessary7,19.

The physical environment is important to the person with

dementia and it has been recognized that it must be adapted

to ensure it is constant, familiar and stress free12. It has

been generally accepted that the use of soft lighting is more

calming for an individual along with carpets to absorb

sound, and good use of pictures. The distress to care

providers caused by wandering could be alleviated by

certain modifications; for example, accessibility to areas

for walking within a care home environment with digital

locks or artificial partitions12. At homes the use of assistive

technology could be indicated in the form of electronic

alarm systems or consideration of GPS type tracking

systems if patients are able to consent. Maintaining an

individual’s temporal environment both during the day and

at night is also beneficial to reducing BSPD12. It is

necessary for a regular, consistent routine to be adhered to

by the care givers and any necessary changes to be

incorporated into an individual’s life slowly. The

International Psychogeriatric Association collated report on

BPSD indicates that sleep patterns are affected by both

temporal and physical environments as well as from

biological factors. Increased activity and exercise during

the day is thought to improve circadian rhythms and hence

sleep patterns and quality of life impacting on reduction in

challenging behaviours12.

Research into non-pharmacological interventions is limited

but it has been found that depression/apathy/ wandering/
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pacing and repetitive questioning/ mannerism are most

responsive to this type of management12. NICE-SCIE

guidelines 2007 and research highlight that possible

treatments that could be considered for BPSD are

aromatherapy, multisensory stimulation, and therapeutic

use of music and or dancing, animal assisted therapy and

massage19. Cochrane database systematic reviews have

been undertaken with reality orientation having the

strongest evidence for demonstrating benefits in BSPD12.

Music has a strong research base suggestive of being

beneficial in managing BPSD; however, when collated

together, the Cochrane Review concluded that it was

unable to establish a statistical significance12. Background

music has been found to reduce anxiety in a variety of

medical illnesses ranging from post-operative areas to

obstetric wards and evidence suggests that music should be

to an individual taste and culture for it to be at its most

effective 12. However, when considering any type of

approach, it will clearly depend on its accessibility and

availability, as well as an individual’s preference.

Dementia care homes are also fulfilling their roles and now

implementing a daily activity schedule incorporating both

physical and social therapies, which have been evaluated

and show a reduction in behavioural and psychological

symptoms and the need to use psychotropic medication23.

The need for external support and education to the care

homes and families has also been recognized and

recommended to aid a potential reduction14, 19.

Psychological interventions for individuals are also

important in attempting to allay BPSD19. People with

dementia particularly in the early stages will still have

insight into their illness and the knowledge of the

progressive, terminal nature of the disease. This can lead to

heightened anxiety and a grief type reaction to their loss of

higher cognitive functions, which can potentially be

reduced by individual or group psychotherapy12. Evidence

also suggests that family therapy can have a significant

impact on both the patients and caregivers well-being

although, like other therapies, it may require adaptations

with disease progression12. Family therapy can allow issues

within the family to be expressed and resolved within a

safe environment which offers the potential to reduce

agitation. Practical matters, for example, finances can be

sorted along with understanding and acceptance of role

changes and the new family dynamics12.

Conclusion
Dementia is a growing health problem with a rapidly

growing population. BPSD is difficult to manage in a

system solely based on a medical model because of the lack

of evidence for specific medical interventions and the

current worries regarding the use of antipsychotics in

dementia. Alternative therapy could offer some help, but

again the evidence is not clear. However, there is a great

need to develop a multidisciplinary approach to deal with

this multi-factorial problem. Education and training for

medical, nurses and social care forces are essential. The

authors believe that the current medical profession should

prepare for this coming challenge.
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الملخص
إن أعداد المصابین بھذا المرض وكذلك العبء .الخرف ھو مرض عصبي انحاللي یصیب الدماغ بحیث یؤدي إلى اضطرابات في الوظائف المعرفیة ذات الكفاءة العالیة

ھذا المرض أصبح موضع اھتمام في مناطق العالم ذات الدخل المتوسط، كما إن أعداد كبار السن ھذا باإلضافة إلى إن .المادي الناتج عنھ بازدیاد في كافة دول العام

إذا ما إن االضطرابات النفسیة و السلوكیة الناتجة عن ھذا المرض متعددة األشكال و طرق العالج متنوعة و من الصعب عالجھا في ظل نظام عالجي  .بازدیاد أیضاً 

عددة من عقاقیر الطبیة و خاصة إنھ ال یوجد دلیل طبي قاطع یثبت فعالیة أیة منھا لغایة اآلن، ھذا باإلضافة إن لھا تأثیرات سلبیة و محاذیر متاعتمد فقط على العالج بال

في مجال الصحة النفسیة إن الھیئات الطبیة في مناطق الشرق األوسط یجب أن تكون مستعدة و ھذا یتطلب ضرورة االسراع في تدریب و تثقیف العاملین .استعمالعھا

.لغایات إنشاء فرق طبیة متخصصة تتناسب مع حضارتنا للتعامل مع ھذه المعضلة الطبیة متعددة األسباب

Corresponding Authors

Prof. George Tadros: gtadros3@yahoo.com.

Dr. Amjad Jumai'an: amjadj65@hotmail.com

Authors

Prof. Jo Ostler: MRCPsych.

Specialist Registrar in Old Age Psychiatry,

West Midlands Training Scheme. UK.

Dr. Amjad Jumai’an: MRCPsych Consultant Psychiatrist.

The Royal Medical Services of Jordan –Amman-Jordan

Prof George Tadros: MRCPsych Consultant in Old Age Psychiatry,

Birmingham. Professor of Mental Health and Ageing, Staffordshire University, UK

169



The Arab Journal of Psychiatry (2011) Vol. 22 No. 2 Page (170-180)

عالج اإلكتئاب الجسیم بطرق التعدیل العصبي
مالك بجبوج،یوسف لطیفة،جھاد العبدهللا

Treatment of major depression with Neuromodulation Methods
Malek Bajbouj, Yousef Latifa, Jihad Alabdullah

Abstract
ajor depression is one of the most widespread psychiatric disorders. Despite of multiple pharmacotherapy options, there

is a lot of depressive patients who are reluctant to take medication because of concerns about side effects and don’t

favor it. In addition there is a section of patients doesn’t response after many pharmacotherapeutical- and psychotherapeutical

treatments. Taking this into account, there is a need to actively seek to innovative therapeutic methods that are safe and more

effect and acceptance in order to reduce the severity and chronicity of the disorder burden. Along E.C.T., neuromodulation

methods have stimulated renewed efforts focused on the development of modern non-pharmacological treatments for depressive

disorder. These methods include repetitive transcranial magnetic stimulation (rTMS), magnetic seizure therapy (MST),

transcranial direct current stimulation (tDCS), Vagus nerve stimulation (VNS), and deep brain stimulation (DBS). In this paper,

we provide a general overview of the clinical efficacy of these neuromodulatory techniques in treating depression and possible

mechanisms of their action. We explain firstly the pathophysiology of depression, and then discuss some challenges of

neuromodulation research.

 ملخص
العالجأخذیفّضلون ال ویترددوناإلكتئاب مرضى من الكثیرفإنالتقلیدیةالدوائیةالخیاراتتعددرغموإنتشاراً،النفسیةاإلضطرابات كثرأ من اإلكتئابیعتبر

 مع. والنفسیةالدوائیةالعالجیةالخیارات من العدیدتوافر من الرغم على یستجیبون ال المرضى من قسماَ ھناكأنإلىإضافة.الجانبیةاآلثار من خوفاً الدوائيالتقلیدي

بالتخلیجالمعالجة جانب إلى.المرضزمانإووطأة من تخفف وقبولفعالیةأكثروآمنةجدیدةعالجیةطرقتطویروإلبتكاراإلھتمامزاداإلعتباربعینذلكأخذ

التحفیز:الطرقھذه من اإلكتئابي،لإلضطرابدوائیةغیرحدیثةعالجاتبتطویرمتجدداً اھتماماً العصبيالتعدیلطرقمؤخراً أثارت)ECT(الكھربائي

،)VNS(المبھمالعصبتحفیز،)tDCS(القحف عبر المباشربالتیارالتحفیز)MST,(المغناطیسيبالتخلیجالعالج،)rTMS(القحف عبر المتكررالمغناطیسي

 تم. لعملھاالمحتملةاآللیاتوالسریریةوفعالیتھااإلكتئابعالج في المستخدمةالعصبيالتعدیلتقنیاتسنستعرضالورقةھذه في). DBS( العمیقالدماغيوالتحفیز

.العصبيالتعدیلأبحاث في التحدیات بعض مناقشة تم النھایةوفيللإلكتئابالمرضیةالفیزیولوجیاشرحأوالَ◌ً 

.تحریض الدماغ،مرشدات عالجیة،القحفالمتكرر عبرالتحفیز المغناطیسي ،اإلضطراب األكتئابي،مراجعة شاملةالكلمات المفتاحیة:

ال یوجدتصریح الدعم أو المصلحة:

 مقدمة
 ال الذیناإلكتئاب مرضى من قسم الممارسةأثناءالنفسیوناألطباءیواجھ

النظرة بسبب أوالنفسیةالعقاقیر من خوفاً التقلیديالدوائيالعالجیفضلون

العقاقیر من العدیدیتحملون ال المرضى من الكثیرأنإلى باإلضافة ،1السلبیة

المرضى من قسم على اإلكتئابلمضاداتالجانبیةاآلثار تشكل حیثالنفسیة

وضع في خاصاً تحدیاً الباطنیةاألمراضمتعدديووالحواملكالمسنین

 على یعنّدوناإلكتئاب مرضى ثلث حواليفإن لذلك إضافة. عالجي برنامج

فعالیةأكثرحدیثةلعالجاتالحاجةجاءتھناومن.2،3التقلیدیةالعالجات

اإلھتمامالماضیینالعقدین في ذلكوأثارالمرضى، قبل من وقبولوسالمة

والدراساتاألبحاث من المزیدوإجراءالدماغيالتحفیزطرقبتطویرمجدداً 

الكھربائيبالتخلیج فالمعالجة, بجدیدلیسالعالجيالحقلھذاأنعلماً ,علیھا

و للمخ العمیقالتحفیزفكرةوالماضي،القرنثالثینیاتإلىتعود

تبّشر.4،6الماضيالقرنستینیات في استخدمتالمباشرالتحفیزالكھربائي

الدماغشبكاتاستھداف على لقدرتھاواعد بمستقبل الدماغتحفیزتقنیات

بیولوجیةخلفیةإلىالدراساتتعزوهوالذياإلكتئاب،اضطراب في المختلّة

.7،8دماغیةعصبیة

:إلىاإلكتئابعالج في  الدماغیةالتحفیزیةالعالجاتتقسیمیمكن

بالتخلیجوالعالجالكھربائيبالتخلیجالعالج(الُمخلّجةالعالجات

).المغناطیسي

القحفالمتكرر عبرالمغناطیسيالتحفیز(الغازیةغیرالتداخالت

).المباشرالكھربائيالتحفیزو

والتحفیزالمبھمالعصبتحفیز(العصبیةالجراحیةالمقاربات

).العمیقالدماغي

 معالجة في العصبيالتعدیللطرقملخصاً 1رقمالمرفقالجدولیقدمو

.اإلكتئاب

M
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لعالج االضطراب االكتئابيطرق التعدیل العصبي ملخص :  1الجدول رقم 
تطبیقھا أھم األثارالجانبیة شدة التداخل تاریخ تطبیقھا

في اإلكتئاب
وصف التداخل تقنیّةال

مرات في األسبوع , عادة 2-3
جلسة  12  

آثار جانبیة معرفیة(الذاكرة)-
آالم عضلیة -
صداع-

مخلجة, تحت  تقنیّة 
التخدیر العام مع إرخاء 

للعضالت
دقیقة 20تدوم حوالي 

القرن الماضيثالثینیات  تحریض القشرة الدماغیة بتمریر تیار 
عبر القحف إلحداث الشّدة كھربائي منخفض 

نوبة اختالجیة عالجیة محكمة 

بالتخلیجالعالج 
الكھربائي

مرات في األسبوع , عادة 2-3
جلسة 12  

عدد الدراسات حتى اآلن قلیل. -

آثار جانبیة معرفیة- (الذاكرة)  
التخلیج الكھربي, صحو اٌقل من 

وإستعادة الوعي أسرع من 
التخلیج الكھربي

صداع-آالم عضلیة -

مخلجة, تحت  تقنیّة 
التخدیر العام مع إرخاء 

للعضالت
دقیقة20تدوم حوالي 

بدایة العقد الماضي إحداث فعالیة اختالجیة أكثر بؤریة  
بتحریض القشرة الدماغیة عبر تطبیق حقول 

مغناطیسیة متناوبة بسرعة عبر القحف  

العالج بالتخلیج 
المغناطیسي

30و 10عدد الجلسات بین 
أسابیع  6حتي  2جلسة (خالل 

حسب البروتوكول المتبع). تتم 
یومیاً جلسات التحریض عادة 

جلسات أسبوعیا)5(

صداع أو ألم خفیف وجھي 
أثناء في فروة الرأس وحكة 

التحریض, نادراً نوبة إختالج 

غیر غازیة, ال تقنیّة 
تحتاج إلى جراحة عصبیة 

أو تخدیر  

بدایة تسعینیات القرن 
الماضي

تطبیق نبضات مغناطیسیة تمر من خالل 
فروة الرأس والجمجمة إلحداث تحفیز ثانوي 

وضع للمناطق القشریة المستھدفة, یؤدي م
لتعدیالت في اإلستثارة القشریة

التحفیز 
المغناطیسي 
المتكرر عبر 

القحف

یتم التحكم بشدة وتواتر 
التحریض حسب بروتوكوالت 

السریریة اإلستجابة تتبع 

اختالطات تتعلق بالجراحة -
(خمج في الجرح...)

بحة وتغیر في الصوت-
بلع ألم حلق, اضطراب  

غازیة, تحتاج إلى تقنیّة 
جراحة وتخدیر

نھایة تسعینیات القرن 
الماضي

یتم زرع مولد یُشحن ببطاریة في جدار 
الصدر و یربط بسلك تتصل بالكترودات 
مزروعة في العنق حول العصب المبھم 

األیسر، ویرسل نبضات كھربائیة بصورة 
متقطعة على طول العصب مباشرة إلى 

قشریةالمناطق تحت ال

تحفیز العصب 
المبھم

دقیقة, 20تستمرجلسة التحفیز 
-5یومیاً بمعدل وتطبق عادة 

جلسات10

صداع خفیف وحكة في منطقة 
اإللكترود

غیر غازیةتقنیّة 
بیاً سسلیمة وآمنة ن

ال تحتاج إلى جراحة أو 
تخدیر

في ستینیات القرن الماضي 
ثم إعادة األبحاث وتطبیقھا 

الماضیةمجددا في األعوام 

یمرر تیارات كھربائیة مباشرة ضعیفة (عادة 
) عن طریق الكترودین 2mAما یصل الى 

على فروة الرأس تؤدي إلى رفع أو سطحیین 
ثارة القشریة تبعا لقطبیة التیارخفض اإلست

التحفیز بالتیار 
المباشر عبر 

القحف

یتم التحكم بشدة وتواتر 
التحریض حسب بروتوكوالت 

السریریةاإلستجابة تتبع 

اختالطات تتعلق بالجراحة -
(خمج في الجرح, ھذیان, نزف 

داخل القحف, بطاءة ذھنیة و 
نوب اختالجیة ما بعد 

الجراحة...)
دوخة، تقلصات عضلیة, -

صعوبة في الكالم واضطرابات 
في الحركة, سرعة اإلستثارة,  

تغیرات في المزاج 

غازیة, تحتاج إلى تقنیّة 
جراحة عصبیة وتخدیر

2005 زرع أقطاب كھربائیة صغیرة (الكترودات) 
عن طریق التوجیھ الفراغي تحت التخدیر 

الموضعي أو العام في مكان محدد من الدماغ 
وتتصل ھذه األقطاب بمحفز عصبي نبضي 

مبرمج یزرع تحت الجلد في منطقة تحت 
الترقوة أوفي منطقة البطن السفلیة 

التحریض 
الدماغي العمیق

 خط الدماغي،التحریضطرقأقدموھوالكھربائي،بالتخلیجالعالجیعتبر

المھددةالجامودوحاالتالشدیدالھذیانياإلكتئاب مثل حاالتعالج في أول

الحقلاستخدمحدیثاً .9،11العالجیةالمرشدات لذلك تشیر كما للحیاة

األثار من أقلبمقدار تعد الطریقةوھذهالتخلیجإلحداثأیضاً المغناطیسي

أماالمغناطیسي،بالتخلیجالعالجوتدعىالكھربائيالتخلیج من الجانبیة

القحف عبر المباشرالكھربائيبالتیارالتحفیزوالمتكررالمغناطیسيالتحفیز

أنحین في و،12،13الجانبیةاآلثاروقلیلةنسبیاً سلیمةخیاراتبأنھاتتمیز

اإلكتئابعالج في للعقاقیرتقریباً  مماثل القحف عبر المغناطیسيالتحفیزتأثیر

إلى بحاجة یزال ال القحف عبر المباشربالتیارالتحفیزدورتحدیدفإنالجسیم،

المبھمالعصبوتنشیطالعمیقالدماغيالتحفیزیعتبر.البحوث من مزید

 بعد  المعنّدوالمقاومالشدیداإلكتئابلعالجبھاویحتفظغازیة،استراتیجیات

إلىأیضاً یمتدالدماغيالتحفیزتقنیاتدورإن.14العالجاتبقیة فشل

السكتة بعد اإلكتئاب مثل والعصبیةالعضویةلألمراضالمرافقاإلكتئاب

أن كما. 5والشقیقةالمزمناأللموحاالتباركنسونوداءالصرعوالدماغیة

العصبفتحفیزبالخاصة،عصبیةعالجیةخیارات تعتبر التقنیاتھذه بعض

عالج في العمیقالدماغيوالتحفیز15الصرععالج في یستخدمالمبھم

ھذه من العدیددخلتالعموم على .16باركنسونكداءالحركیةاألمراض

المتحدةالوالیاتوكندا مثل الدول من لكثیرالعالجیةالمرشدات في التقنیات

 بشكل متاحة لتكونالدراسات من لمزید تخضع ھيوالبرازیلوبریطانیاو

.9،11،17الطبیّةالممارسة في أكبر

على العالج والفیزولوجیا المرضیة لإلكتئابالمعنّد اإلكتئاب 
العالج بعد النكس نسبة تصل قد حیث ناكس متكرراضطراباإلكتئابیعتبر

اإلكتئاب مرضى ثلث حواليیدخل بالمقابل ،17٪ 80 إلىاألولىالنوبة من

 حالة في النفسيالعالجواإلكتئابمضادات من المتاحةالعالجاترغم

العالج بعد إستجابةتحقیق في الفشلأنھ على یعّرفالذيو2،3،18معنّدإكتئاب

تعرف.كافیةزمنیةولمدةاإلكتئابمضادات من أكثرأوبزمرتینالكافي

أعراضمقیاسبإنخفاضالدراسات من الكثیر حسب العالج على  اإلستجابة

 سلم على العالج بدء مع مقارنةأسابیع 8-6 بعد% 50 من ألكثر اإلكتئاب

إنخفاضحال في) ھجوع حالة( كاملة  اإلستجابةوتعتبر،)ھامیلتون(اإلكتئاب

 حسب. 19أسابیع8لمدةھامیلتون سلم على 8 من أقللدرجةاألعراض

البدائلحولالعقلیة للصحة األمریكيالوطنيالمعھدبرعایةالمجراةالدراسة

اإلستجابةمعدلیبلغSTAR*Dاإلكتئاب من للتخلص المتسلسلةالعالجیة

٪  73 لإلكتئابالمضادةالعالجات من فاشلیننمطین بعد والھجوعالتراكمیة

 فشل بعد٪ 13 و٪  19 إلىالنسبةھذه تنخفض و3،20التوالي على٪   47 و

استراتیجیاتوضعضرورة على التأكیدیأتيھنا من وعالجات،أربعة

ھناك.اإلكتئابلمضاداتیستجیبون ال الذینالمرضى عند جدیدةعالجیة

اآللیاتأھمنستعرضلإلكتئاب،المرضیةالفیزیولوجیالتفسیرفرضیاتعدة

 من .العصبیةالعملیاتتعدیلتقنیات عمل آلیاتفھملمحاولةلھالكامنة

أعراضبأنیعتقدكانحیثاألحادیةاألمیناتفرضیةاألولىالنظریات

الفالق في األمینأحادیات من منخفضة بتركیزات ترتبط الجسیماإلكتئاب

إختالفواإلكتئابأعراض كافة شرحالنظریةھذه تستطع لم ،7المشبكي

بینالمباشراإلرتباطوعدملھااإلستجابة تأخر والدوائیة للمعالجة  اإلستجابة

.4المشبك في األحادیةاألمیناتومستوىاإلكتئابضأعرا

الدماغ في مستویاتعدةیصیب كخلل اإلكتئابإلىینظرأخرىناحیة من

اللمبيكالجھازالقاعدیةوالبنىالقشریةوتحتالقشریةالمناطق تتضمن

مناطق حجم صغر للدماغالتصویرتقنیاتأظھرتو،8العصبیةوالنواقل

 مع بالمقارنةاالكتئاب مرضى عند آمونوقرناللوزة مثل محددة،

عالمستوى على الوظیفیةدراساتدلتذلك،إلىوباإلضافة،21،22الشھود

Ventromedial(األنسیةالبطنیةالجبھيالفصقشرة في النشاط من

prefrontal Cortex (CvmPF،الفصقشرة في النشاطمستوىوانخفاض
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Dorsolateralالوحشيالظھرانياألماميالجبھي prefrontal Cortex

(DLPFC ) استقالب في اللوزي-القشريالتنظیم في اضطرابو8

القشرة في أقلاستثارةیبدوناإلكتئاب مرضى أنویبدو23الدماغيالغلوكوز

 في الدماغیةالقشرةنشاطفرطو24،25األیسرالكرة نصف وفيالحركیة

لدىالدماغمناطق بعض في الشاذالنشاطإلىتشیرالنتائجھذه.26األیمن

العصبیةاللدونةفرضیةأما.الجسیماإلكتئاب من یعانونالذینالمرضى

Neuroplastic hypothesisالعصبیةالتجددیةأواللدونةإنخفاضفتقترح

 بعض في تتركز قد والتيالجسیماإلكتئاب من یعانونالذینالمرضى في

 من المنخفضةالمصلیةالمستویاتذلك على یدل,المخیّةالعصبیةالدوائر

Brainالدماغ من المشتقالعصبيالنمو عامل derived neurotrophic

factor (BDNF  (العالج بعد طبیعیةتعودالتيواإلكتئاب مرضى في

المحورنشاطفرطفرضیةأخرىنظریةتقترح.27اإلكتئاببمضادات

مستقبالت على یؤثرالذياإلكتئاب، مرضى في اإلدرینالینيالنخاميالوطائي

.28والحصینوالمھادكاللوزةالدماغیةالتراكیب في الموجودةالكوریتزول

ومجمل،تماماً معروفةغیراإلكتئاب عن المسؤولةاآللیةأننرىھنا من 

مستویاتعدة على في بخلل مرتبط اضطرابأنھفكرة تدعم النظریات

المعدلةالعالجات معظم استخدامیستند.المزاجبتنظیم متعلقة ومناطق

أعراض عن مسؤولةأنھایعتقدمساراتھذهنشاط عرقلة أوبتحفیزالعصبیة

أنحیثالجسدي،العاطفيوالمسارالتنفیذي،المعرفيالمسار: مثل اإلكتئاب

نشاطتنظیم في یفشلالجانبیةاألمامیةالجبھیة قبل ما القشرةنشاط نقص

القشرة في النشاطفرطفإنیالمقابلالتنفیذیة،بالوظائفالصلةذاتالمناطق

 بالمشاعر المتصلةالمجاالتیعدلالبطینیةاإلنسیةاألمامیةالجبھیة قبل ما

.5الذاتوإدراكالسلبیة

Neuromodulationعالجات التعدیل العصبي Therapies
الكھربائيبالتخلیجالعالجElectroconvulsive therapy

بین من فعالیةوإستخداماً األكثرالتداخلاآلن حتى الكھربائيالتخلیجیشّكل

الحقل،ھذا في دراسةواألكثراألقدمویعتبراإلكتئاب،لعالجالتقنیاتھذه

أن)صحیحةغیرأنھاالحقاً  ثبت( مالحظة من العالجفكرةجاءتتاریخیاَ 

طبیببدأحیثوالفصام،الصرعبینالبیولوجيالتضاد من نوعھناك

الكافورزیت مثل كیماویةموادبإستعمالMedunaالھنغارياألعصاب

إختالجاتإلحداثالماضيالقرن من الثالثینیات في الكاردیازول  ثم ومن

أن على أدلةھناك(29،30جیدة نتائج أعطتوالتيالنفسیین،المرضى عند

للرازي،الحاويكتاب في ورد كما ذلك من أقدمبالتخلیجالعالج مالحظة

دواءالصرعباب في و"المیالخولیاعالج عن حدیثھمعرض في یقولحیث

31").للمیالخولیاعجیب

التیارباستخدام1938عام)BiniوCerletti(إیطالیانطبیبانقامالحقاً 

 من أسلمذلككانوإختالجیة نوبة إلحداثالرأس عبر بتمریرهالكھربائي

 شكل الكھربائيبالتخلیجالعالجأنالقولیمكن.30السابقةالكیماویةالعالجات

المرضى من الكثیر شفاء وحتى حالة تحسین تم حیث,طبیاً فتحاً آنذاك

دورهفإنبالفصام،مصابین على غالباً البدایة في طبقأنھوبالرغمالنفسیین،

تطبیقھفإنباھرة نتائج من حققھ ما رغم.اإلكتئابحاالتعالج في برزالحقاً 

وخلوعكسوروالعضلیةاآلالم مثل الجانبیةاآلثار من العدید من یخلو ال كان

.30أحیاناً كبیرةخطورة تحمل كانت التيالفقريوالعموداألطرافعظام في

خمسینیات في اإلكتئابمضاداتوالكلوربرومازینعقارإكتشاف بعد

سلبیةنظرة تنامي إلى باإلضافة التخلیج،إستعمالقلّ الماضيالقرنوستینیات

.30،32الكھربائيبالتخلیجالعالجحول

متزایدة حاجة تدریجي بشكل ھناككاناألخیرةالثالثالعقود في أنھویبدو

أكثر ساعد وماالنفسیة،األمراضتدبیر في العالج من النوعلھذاأكبروعودة

یجرىالمحدثّةالشروط فضمن تطبیقھ،طرق على التعدیالتإستخدامھ في

التخدیر،طبیبإشراف تحت العضلياإلرخاء بعد العامالتخدیر تحت التداخل

 عبر ثوانيلعدةمضبوطكھربائيتیاربتمریرالنفسيالطبیبیقومبینما

 ثنائي( الرأس جانبي على الجبھیةالصدغیةالناحیة في عادةتوضعانوشیعتین

أحادي(الرأس قمة جانب والیمنىالجبھیةالصدغیةالناحیة في أو)الجانب

بعدھایتملدقیقتین،ثانیة 30 من عادةاإلختالجیةالنوبة تستمر ،)الجانب

 بعد الجناحإلىتحویلھلیتمتقریباً،دقائق10لمدةالمریض صحو مراقبة

التداخلیدوم.حالتھإستقرار على واإلطمئنانتام بشكل وعیھاستعادة

آمنالحدیثةالشروطھذه ضمن اإلجراءیعتبر.دقیقة30-20حوالي بالمجمل

حواليإجماليبعدداألسبوع في جلساتثالثبمعدلعادةیطبّقھووتماماً،

 .جلسة 12

 عمل آلیةتفسیرتحاولالتياإلقتراحات من العددیدإلىالدراساتتشیر

القشریةالشبكة في العصبیةالنواقل من العدیدتعدیل مثل الكھربائيالتخلیج

وظیفةتعدیل،33) غابا  γ - aminobutyric( بوتریكالغاما حمض مثل

والتنظیمالسیروتونینلنشاطالتصاعديالتنظیم،34السیروتونینمستقبالت

وأستیلالغلوتاماتمستویاتتغیر،35المسكارینیةللفعالیةالمتدرجالتنازلي

المستویاتزیادةعلیھایدل كما العصبیةالتجددیة في وزیادة36األسبارتات

العالجأنأیضاً عام بشكل ینظر،37،38العصبیةالتغذیة لعامل المصلیة

 في المتورطةالدماغیةالمناطقانتقائي بشكل ینظمالكھربائيبالتخلیج

.39لإلكتئابالمرضیةالفیزیولوجیا

إھتماماً الكھربائيالتخلیج القى المذكورةوالتحسیناتالسالمةشروط ضمن

حیث,والمزمنالمعنّداإلكتئابتدبیر في خاصة واستخدامھازدادومتزایداً 

 في أول خط یعتبرذلك على عالوةوھو.40،41٪  80 بـ اإلستجابة نسبة تقدر

حاالت في وللعالجالمقاوماإلكتئابيواإلضطرابالھذیانياإلكتئابحاالت

الفصامحاالت بعض في أخرىإستطباباتلھیزال ال أن كما ،9،11الجامود

.والھوس

 جلسة بعد التوجھوإضطرابالھذیانالكھربائيللتخلیجالجانبیةاألثارأھم

أیامفترةخاللعادة تتحسن التيوالبعدیة،القبلیةالذاكرةاضطراب،التخلیج

إستخدامأنالدراساتتشیر.أشھر6إلىأحیاناَ  تمتد وقدالعالج، بعد ألسابیع

 مع جیدةفعالیةیحققجداً قصیر نبضي تیار مع األیمنالجانبأحاديالتخلیج

الذي,الجانب ثنائي بالتخلیجمقارنة41،45المعرفیةالجانبیةاآلثار من أقل نسبة

حاالت في أوالجانباألحادي على التحسنعدمحاالت في إلیھاللجوءیمكن

.43أسرعإستجابة تتطلب

 نسبة الكھربائيبالتخلیجالعالجتعترضالتياألخرىاألساسیةالمشاكل من

.46أشھر 6 بعد% 50 بحواليتقدروالتينسبیاً العالیةالنكس

اإلكتئاب في للغایةفعالالكھربائيبالتخلیجالعالجیعتبرالقول، خالصة

األثارفإنذلك،رغم.الحاالت بعض في عنھ غنى ال خیاراً یكونوقدالجسیم

 من تحد تزال ال العالج من النوعلھذاالسلبیةالنظرةوالمعرفیةالجانبیة

.47العربیةالبالد في أكثریبدو ما على ھيالسلبیةالنظرةوھذه،إستخدامھ

المغناطیسيبالتخلیجالعالجMagnetic seizure Therapy

بالتحفیزالعالجوالكھربيبالتخلیجالعالج من مبادئالعالجھذایجمع

تطبیقیتمحیث،)الحقاً سیشرحوالذي(القحف عبر المتكررالمغناطیسي

 في المطبقة تلك من أعلىوتواتراتبشداتالقحف على مغناطیسیةحقول

 كما إختالجیةنوبإلحداثالقحف عبر المتكررالمغناطیسيبالتحفیزالعالج

المغناطیسيبالتخلیجالعالجتطبیقوالمرضىتحضیر.الكھربائيالتخلیج في

وشیعتینإستخدامھنایتمولكن,الكھربائيبالتخلیجالعالج ما حد إلىیشابھ

الرأس، قمة جانبي على متناظر بشكل تطبّقان،التحریضبجھازمرتبطتین

لیصلوالجمجمةالرأسفروةیجتازقويمغناطیسي حقل ثوانيلعدةتولدان

إحداث في تساھمفیھاكھربائیةطاقةویولدعوائقدونالدماغیةللقشرة

اإلختبارطور في العالج من النوعھذاتطبیقزال ال اإلختالجیة،الفعالیة

ألمانیا في منھاالعالم في قلیلةمراكز في اآلن حتى تجريالتيواألبحاث

.أسترالیاوالمتحدةوالوالیات
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الكھربائيللتخلیجلإلھتماممثیراً بدیالً یقدمأنالمغناطیسيالتخلیج من ینتظر

تحریضیحدث ال أنھنایفترضحیثالمعرفیة،الجانبیةاآلثار من الحد في

یختلف ما وھذاالمھادوتحتكاللوزةاألنسیةالصدغيالفصلتراكیب مباشر

.48،49الكھربيبالتخلیجالمحدثةالنوب عن بھ

 تحت سم 2 حوالي بعمق اإلستقطابالتخلیجوشائع عن الناجمالحقلیزیل

أدخلت.50القشرة تقتصرعلى لذلك المباشرةاآلثارأنبحیثالرأس،فروة

بحیث2000عامإستخدامھبدایة منذ التخلیجتطبیقأجھزة على تعدیالت

100التحفیزمعدلیصل(اإلختالجیةالنوبةإحداث في فعالیةأكثرتكون

.48)ثانیة10خاللھرتز

 بشكل المعرفیةوالوظائفالتوجھبإستعادةالمغناطیسيبالتخلیجیتمیزالعالج

المجراةالدراساتعددیزال ال ،51الكھربائيبالتخلیجالعالج مع مقارنةأسرع

  بالمجمل أظھرتوقدقلیالً 2000عام منذ المغناطیسيبالتخلیجالعالج على

الجانبیةاآلثار من أقلمعدل مع اإلكتئاب، مرضى في  التقنیّةھذهفعالیة

لمزید حاجة ھناكیزال ال و.48،49،52،53الكھربيبالتخلیجمقارنةالمعرفیة

.لتطبیقھالمعاییرأفضلإلىللوصولالدراسات من

القحف عبر المتكررالمغناطیسيالتحفیزRepetitive

transcranial magnetic stimulation

لدراسةتشخیصیةكأداةالثمانینیات منتصف في المغناطیسيالتحفیزاستخدم

عامبدایةاإلكتئابعالج في دورھایكتشفأن قبل الحركیةالمثارةالكمونات

فروةتجتازقویةمغناطیسیةنبضاتتمریر على تطبیقھ في یعتمد.199354

 في  موضع ثانويكھربائيتحفیزإلحداثعوائقدونوالجمجمةالرأس

وقشریةعصبیةخالیامحاورینّشطبدورهالذيوالمستھدفةالقشریةالمناطق

وشائع في المغناطیسیةالحقولتولیدیتم.55القشریة تحت البیضاءالمادة في

 من العدیدھناكتحریضھا،المرادالمنطقة على تطبیقھایتم مختلفة أشكال تأخذ

لتواتروفقاً و,التحفیزعملیة ضبط في بھاالتحكمیمكنالتيالمتغایرات

:رئیسییننوعینإلىالمغناطیسيالتحفیزتقسیمیمكنالتحفیز

الجبھیةالقشرةمقدم على عادة تطبق): ھرتز 5 من أقل(التردد منخفض

.القشریةاالستثارة في تخفیضإلحداثالیمنىالظھریةالجانبیةاألمامیة

لزیادةاألیسرالجانبيالجبھيالفصمقدم على عادةتطبّق:التردد عالي

.القشریةاإلستثارة

ینظرالذي,الجبھيالفصقشرةنشاط في الخللبتعدیلالتحفیزیقومعموماً 

 في تجددیةتغییراتالتحفیزیحدث،5،56الجسیماإلكتئاب في الھامدورھاإلى

 في الحقة تغیراتوتأثیراتیسببوالمستھدفةالمناطق في العصبیةالمشابك

التعزیزوالتثبیط مع ترتبط التغییراتوھذهالتحفیزفترةتتجاوزالدماغ

.57،58القشرة في األمدطویلي

النواقلتحریروالقشریةاإلستثارةتعدیلخالل من المغناطیسيالتحفیزیعمل

التصویردراساتتظھر كما السیرتونین نقل نظام على والتأثیرالعصبیة

singleالبوزوتروني photon emission (SPECT) computed

tomography59 . بـ العالج في یتمأشرنا كماrTMS  من العدید ضبط 

التحفیز موقع الجلسات،تواترالتحفیز،شدة,الدوراتتواتر مثل المتغایرات،

األمامیةالجبھیةالقشرةتحفیزاستخدمتالدراسات من كثیر.العالجومدة

 في وظیفیاَ تشاركالمنطقةھذهأنإلىتشیرأدلةإلىاستناداَ الیسرىالجانبیة

 نتائج كانت بالمقابل ،61،62جیدة نتائج وأعطت8،60اإلكتئابوفيالمزاجتنظیم

بالترددالتحفیزأن مع ،63،65مختلفة المنخفضبالتردداألیمنالجانبتحفیز

 في لالھتماممثیراً خیاراً األخیرھذایكون قد و66تحمالً أفضلكانالمنخفض

بالترددالتحفیزحاالت في البروتوكوالت معظم تستخدم.مختارةحاالت

 من الترددعالیةالتحفیزاتتواتریتراوححین في أقل،أوھرتز1المنخفض

-80بینوتتراوحاإلختالج بعتبة عادةالتحفیزشدة تتعلق ،ھرتز 20 حتى 5

30و10بینالجلساتعددیتراوح.الحركیةاإلستجابة عتبة من٪  120

عادةالتحفیزجلسات تتم و)المتبعالبروتوكول حسب أسابیع 6 حتى 2 خالل(

أخرىدراساتأن من الرغم على) أسبوعیاً جلسات5(األسبوعأیام في یومیاً 

 في مرتینأواألسبوع في مراتثالث مثل مختلفة بروتوكوالتاستخدمت

.5الیوم

مقارنةیتم لم أنھحیث,محددةتحفیزمعلمات على التوافقاآلن حتى یتم لم 

 على یعتمداألحیانأغلب في یزالوال,منھجیةمقارنةالتحفیزمعلمات

معاییرفإنالتحفیزمعلماتإلى باإلضافة. 5الباحثین من مجموعة من قرارات

المرضى قبل من المستخدمةاألدویةوالقاعديالقشريالنشاط مثل فردیة

 في التحفیزفعالیةترافقت.5rTMSفعالیة مع تتداخلوھاماً دوراً  تلعب

 في الناحيالدماغيالدم تدفق في ھامإنخفاض مع  المعنّداإلكتئاب مرضى

أظھر كما. 67البطینیةالحزامیةوالقشرةالحجاجیةالجبھیةالقشریةالناحیة

اإلستقالبعملیة في التحفیز بجرعة متعلقة تغیراتالوظیفيالتصویر

.67،69المغناطیسيبالتحفیزللعالجاستجابةالناحيالدم تدفق وفيالقشریة

الزائدةالفعالیةتثبیطالدماغيالغلوكوزباستقالبالوظیفيالتصویرأظھر كما

المغناطیسيبالتحفیزالعالج بعد الزاويوالتلفیفالیسرىالصدغیةالقشرة في

دراسات حسب األولیةالنتائج تكن لم . 23التردد عالي القحفالمتكررعبر

ولكن70،71نوعیةو مشجعة 2005 و2003عامMeta-analysisتلویة

بصورةrTMSفعالیةأظھرت2008و2007عاممنشورة الحقة تحلیالت

و مختلفة متغایراتإستخدام عند اإلكتئابعالج في الدوائیةللعقاقیر مماثلة

 في rTMS للـ دوراً  الحقة أخرىدراساتبینت كما ،61،62،72جدیدةتصامیم

وھيالتوالي، على٪  17 و٪  25:  وھجوعإستجابة بنسب  المعنّداإلكتئاب

13و٪  19 من STAR*D دراسةالدوائيالعالج لنتائج تقریباً  مماثلة

 على الترددعالیةrTMSفعالیةأكدتالحدیثةالتجارب من مزید.٪73،74

.23،75اإلكتئابعالج في األیسرالجانب

كعالجrTMSتقنیّةاستخدام تم المجراةالسریریةالتجارب معظم في 

وقد،)الدوائيالعالجاستمرار مع المغناطیسيالتحفیزإستخدام(76مضاف

مقارنةاإلكتئابلمضاداتاإلستجابةتسریع في المحتملدورھاإلىأشیر

 عالجي كخیار حتى دورھاإثبات تم ذلك على عالوةولكن،77،78بالشھود

معشاةحدیثة تجربة( 79،80حدیثةدراسات في أیضاً )مشاركدواءدون(وحید

 3 لـ األیسرالجانب على التواتر عالي الیوميالتحفیزبروتوكولفیھااستخدم

).79الغفل على تفوقھأظھروإكتئاب مرضى على الخارجیةالعیادة في أسابیع

الوالدة بعد ما اإلكتئابعالج في وحید عالجي كخیارأیضاً فعالیةأظھر كما
 بالنسبة .اإلرضاعحاالت في نسبیاً آمن عالجي كخیاردورهیبرزوھنا،80

یدرس لم فإنھالقطبالثنائياإلكتئابعالج في المغناطیسيالتحفیزلدور

أو81الغفل على الترددعالیة rTMS لـ أفضلیةالنتائج تعط لم ووافي، بشكل

.82متباینة نتائج أعطت

 نوبة تدبیر في rTMS الـفعالیةلدراسةالمجراةالتجاربتعددإلى باإلضافة

أوالصیانةحاالت في وآمنجیدكخیارأیضاً إلیھینظرفإنھالحادة،اإلكتئاب

واإلستجابة على للحفاظلإلكتئابالمضادةالعقاقیراستخدامبدونكبدیل حتى

النتائجرغم بذلك یتعلقفیمامحدودةالحالیةالبیاناتولكن،83النكس منع

األوروبیةالدول بعض في rTMS على الموافقةتّمت.5المشجعةاألولیة

 من .محددةشروط ضمن المتحدةالوالیات في وكذلكاإلكتئابعالج في وكندا

سالمتھاھيتخدیرأوعصبیةجراحةإلىتحتاج ال التيالتقنیّةھذهممیزات

فھي.الفمأوالوجھ في خفیفةآالم,الخفیفالصداعالجانبیةاآلثاروأھم,نسبیاً 

 عن سجل وما،12الخطیرةالجانبیةاآلثار من تقریباً خالیةوغازیةغیرتقنیّة

اضطراباتلدیھمإما مرضى في غالباً ھوالعالجأثناءإختالج نوبة حدوث

5الممارسةاإلعتیادیةالمجاالتخارجالمعلماتاستخدام تم أو سابقة عصبیة

أومعرفیة،جانبیةآثارأيوجودعدمالتقنیّةلھذهاإلضافیةالمیزاتومن

 تحت حاالتأما.5،84العالج بعد المعرفیةالتقییمات تحسن حتى

)القطب ثنائي إكتئابمعظمھم مرضى في( المسجلةالخفیفالھوس|الھوس
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 عن معدلھا في الواقع في تختلف لم فھي  rTMS بـ المعالجة بعد أوأثناء

.85الغفل

لسالمتھواعدعالجالقحف عبر المتكررالمغناطیسيالتحفیزیعتبر  بالمجمل

 من  التقنیّةھذهفعالیةزیادةإلىتؤديلطرق للتوصل األبحاثوتسعىالنسبیة

الحدیثةالعصبيالتوجیھبتقنیاتواإلستعانةالعالج،أوشدةمدةزیادةخالل

 من مبتكرةأخرىأنماطھناكانإلىاإلشارةھناینبغي.التحفیزأماكنلتحدید

التحفیزمنھااإلكتئاب، مرضى في دراساتعلیھاتجريالمغناطیسيالتحفیز

Thetaثیتابدفقاتالمغناطیسي Burstوالتحفیزالجانب ثنائي والتحفیز

Deepالعمیقالدماغيالمغناطیسي transcranial magnetic

stimulation86،87الواعدةالنتائج بعض تظھروالتي.

القحف عبر المباشربالتیارالتحفیزTranscranial Direct

current Stimulation

مضادكعالجالمباشرالكھربائيالتحفیزدورحولاإلستقصاءاتتعود

بدایة في المتناقضةالنتائجولكن.الماضيالقرن من الستینیاتإلىلإلكتئاب

المنطقة مثل القیاسات على المنھجیةبغیابتفسیرھایمكنوالتي(تطبیقھ

)ومدتھالتحفیزتواترموضعھا،واإللكترودات حجم التیار،شدةالمستھدفة،

.88،90تطویرهاستمراریةدون حالت تكون قد

 عبر المتكررالمغناطیسيالتحفیز مثل الدماغلتنشیطأخرىتقنیاتظھور مع

مجدداً أجریت5القشریةاإلستثارة على  tDCS آلثاراألفضلوالفھمالقحف

ومعاییربروتوكوالتبإستخدامالدراسات من العدیداألخیرةالسنوات في

یعتمد,ورخیصةسلیمةغازیةغیرتقنیّةأنھاذلك على شجع ومما.جدیدة

یمررحیثالرأسفروة على) الكترودین(سطحیینقطبینوضع على تطبیقھا

2إلى تصل ما عادة(باستمرار مؤلمة غیرضعیفةمباشرةكھربائیةتیارات

إماالجلساتوتطبق،91دقیقة20عادة تستمر الزمن من لفترة)أمبیرمیلي

.المتبعةالبروتوكوالت حسب الیوم في مرتینوأحیاناً یومین كل أویومیاً 

الراحةكمون نسبة یعدلوالقشریةاإلستثارةالمباشرالكھربائيالتحفیزینظم

یحدثوالذي92الخلیة غشاء كمون في استقطاببإحداثالعصبیةالخالیا في

المصعد من التحفیزیعمل,الكھربائيللتحفیزاألمدالقصیرةالتأثیراتبدوره

اآلثارتعزى.ذلكیقللالمھبط من والتحفیزالقشریة،اإلستثارةتعزیز على

الغشاء في االستقطابفرطأواالستقطابإزالةإلىالتحفیز عن الناجمة

 على للتحریضاألمدطویلةالتأثیرات تعتمد والمحفزةالمنطقة في الخلوي

NMDAمستقبالتفعالیة (N-methyl D-aspartate)  ستعملتا.93

إضافيكعالج(الصاعد بالقطب التحفیزمؤخراً أجریتالتيالدراسات

اإللكترود موقع تغیر مع الیسرىالجانبیةاألمامیةالجبھیةالقشرة على) للدواء

 في الغفل مع مقارنةالتقنیّةھذهفعالیةمنھاالعدید في أظھرتوقد،المھبط

االكتئابأعراض تحسن في دورھاأظھرت  كما ،94،96الجسیماإلكتئابعالج

 كما . 97"الدماغيالوعائيالحادث بعد ما إكتئاب" في المعرفیةالوظائفو

أي من وخلوھاسالمتھاالدراسات مجمل أظھرت كما  التقنیّةھذهیمیزذكرنا

وحكةخفیفصداع على الجانبیةالعوارضھذه تقتصر وخطیرة،جانبیةآثار

وبالعكس99معرفیةجانبیةآثارأيیسجل لم أنھوكما،98الحّساس عن ناجمة

حاالت سجلت ذلكرغم.95،97العالجسیر مع المعرفیةالوظائف تحسن لوحظ

.100المباشرالكھربيبالتحفیزالعالج تحت ھوس تحت حدوث من فردیة

منھ تجعل العالج من النوعھذاتطبیقوسھولةوسالمةرخصإن بالمجمل

األدویة مع ومقارنتھالدراسات من مزیدیحتاجولكنھالمستقبل، في ھاماَ خیاراً 

.أمثل بشكل تطبیقھمعاییر لمعرفة

العمیقالدماغيالتحفیزDeep brain stimulation

طبقتحیث,الماضيالقرنستینیاتإلىالعمیقالدماغيالتحفیزفكرةتعود

 في  التقنیّةھذهتطبیقبدأعقدین من أكثر منذ و,5,4المزمناأللمعالج في

)باركنسون(الرعاشالشلل مثل الحركیةاإلضطرابات مرضى عالج

مزاجیةتعدیالت مع التحفیزترافقأثناءھا لوحظ و،األساسيوالرجفان

اإلكتئابعالج في المحتملدورھاإلىحینھااألطباءتنبھو،101،102واضحة

األمراضطبیعةفھمووالشعاعیةالتقنیّةالوسائلتقدم مع تمكنوا حتى الجسیم

عالجیة،بأھدافعلیھاالتداخلیمكنمواضعتحدید من أكبر بشكل النفسیة

والقھريالوسواس مرضى لعالجالبدایة في  التقنیّةھذهطبقتوإن

 في فعالیتھالدراسةتسارعتاألبحاثفإنأساسي بشكل توریتاضطراب

.103المعنّدالشكلوخاصةاإلكتئاب مرضى

 25 منطقة( البطیني تحت الحزام منطقة في المالحظالنشاطفرط على بناء

Brodmann  (من للحد فیھاالكتروداتزرع تم المعنّداإلكتئاب مرضى عند 

لعالجالتجاربأول في و.8فیھاالفعالةالمساراتوتثبیطالزائدالنشاط

البیضاءالمادةألیاف في كھربائیةأقطابزرع2005عامتمّ المعنّداإلكتئاب

أخرىمناطقاقتراحالحقاً وتم،Brodmann 25  58 بمنطقة ترتبط التي

:103ھيللتداخللإلكتئابالمرضیةاآللیة في تشارك

oالبطنیةالمخططةالناتئةالنواةVentral striatum nucleus

accumbens

oالبطیني تحت الحزام)Subgenual cingulum

(Brodmann25

oالداخليالشاحبالجسیمGlobus pallidus internus

oالسفلیةمھادیةسویقةInferior thalamic peduncle

oالظھریةالحزامیةالقشرة)Rostral cingulate cortex

(BA24a

oالوحشیةالعنانیةالقسیمةLateral habenula

 في العمیقالتحفیزحولالمجراةالدراساتأھم2103رقمالمرفقالجدول في

.والنتائجالمرضىوعددالتداخلأماكنتبینوالتياإلكتئابعالج

اإلكتئابعالج في العمیقالدماغيالتحفیزحولالمجراةالدراساتأھم:2رقمالجدول

Studies Patients Stimulations site Effect
Schlaepfer et al.,(115) 3

3333
Nucleus accumbens After only 1 week, 42% reduction in symptoms

(as measured by HAM-D)

Malone et al., (116) 15
Ventral internal capsule and

ventral striatum
Observation for 12 months:

distinct reduction in symptoms by 57% in this
period (as measured by HAM-D)

Mayberg et al., (7)
Patients

6 Subgenual area of cingulum
Observation for 6 months:

71% reduction in symptoms in 4 of 6 patients
(as measured by HAM-D); remission in 2

patients
(HAM-D ≤8)
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Lozano et al., (113) 20 Subgenual area of cingulum
Observation for 12 months:

distinct reduction in symptoms by an average
48% in this period, with 2 non-responders;

remission in 7 patients
(HAM-D ≤7)

أقطابزرعأولى مرحلة في یتم, مختصر بشكل وآلیتھاالتقنیّةلشرح

التخدیر تحت الفراغيالتوجیھطریق عن) الكترودات(صغیرةكھربائیة

القشریة تحت المناطق في الدماغ من المختارالمكان في العامأوالموضعي

األقطابھذه تربط ثانیة مرحلة في جانبین،أوواحد جانب في أعالهالمذكورة

یزرع مبرمج نبضي )neurostimulator( عصبي بمحفز أسالكطریق عن

ھذایقوم,السفلیةالبطن منطقة في أوالترقوة تحت منطقة في الجلد تحت

والتحكمتعدیلعادةیتم.14،104المحددةالدماغلمناطقنبضاتبإرسالالمحفز

 مبرمج جھاز عبر فردي بشكل) التواترالمدة،الشّدة،(التحفیزبمعلمات

تحفیزیةبأدوارتقومالتيالنبضاتھذه.8النتائجأفضل على للحصول

تساھمقشریة تحت بنى وظیفةتعدیلو)المستھدفةالمنطقة حسب( وتثبیطیة

جریان في تغیراتإثبات تم. 8،105،106اإلكتئاب مرضى في المزاجتعدیل في

البوزوترونيالتصویر عبر التحریض بعد المناطق بعض في الدماغيالدم

أعطت.107عملھاآلیة تفسر أن من أكثربالتحفیزتأثرھا تعكس والتي

معنّداكتئاب مرضى 6 عالج في 2005 عامMaybergبھاقامالتيالتجربة

 6 بعد منھمأربعةاستجابحیث،8مشجعة نتائج العمیقالدماغيبالتحفیز

.االكتئابأعراض من التامشبھللھجوعوصلوامنھم ثالثة العالج، من أشھر

آثارحدوثیسجلولم.8المرضى من اثنینأجھزةأزیلتالخمجوبسبب

لھمأجریتالتيالمتوالیةالعصبیةالنفسیةالتقییمات حسب ھامةمعرفیةجانبیة

دوخةالدراسات من المسجلةالجانبیةاآلثار تشمل. 108الجراحةوبعد قبل

 بعد الحركة في واضطراباتالكالم في صعوبة, عضلیةتقلصاتعابرة،

المزاج في تغیرات،اإلستثارة سرعة, ھذیان،الجمجمةداخلنزیفالعملیة،

 ما اختالجیةنوبوذھنیةبطاءة من حاالت،)والھوساإلكتئابذلك في بما(

العملمخاطر(غازیةالتتقنیّةھذه تعتبر بالمجمل . 109،110الجراحة بعد

و,بدایاتھا في تزال ال أنھا كما ،)المزروعالناظمإنتانوإحتماالتالجراحي

الوصولوأكبرمعلومات على للحصولالمرضى من أكبرعددإختباریجب

التحفیزومتغایراتالتحفیز موقع معرفة مثل ومحددة مناسبة تطبیقاتإلى

.الممارسة في أفضل بشكل وضعھا من للتمكن المثلى

المبھمالعصبتحفیزVagus nerve stimulation

 في  المعنّدالصرع مرضى معالجة في المبھمالعصبتحفیزتقنیّةطبقت

 تم المرضىھؤالء عند المزاج تحسن مالحظة إلىوإستناداً التسعینیات،بدایة

 مرضى على مستقلة دراسات في اإلكتئابلعالجكخیارالتقنیّةھذهإستقصاء

 في  التقنیّةھذهدورحولنشرتالتيالدراساتأولىوكانت.111اإلكتئاب

 مولد زرعالعالج من النوعھذا في یتم.2000112عاماإلكتئابعالج

)Pacemakerالقلبيالخطىناظمیشابھ(الصدرجدار في ببطاریةمشحون

العصبحولالعنق في إللكتروداتیصلالجلد تحت مزروع بسلك یوصلو

طول على متقطعة بصورةكھربائیةنبضاتالناظمیرسلاألیسر،المبھم

 مثل التحفیزمتغایراتوتعدیلتنویعیمكن.113،114الدماغإلىمباشرةالعصب

 بشكل التحفیزدارة"إغالق" "فتح" ومدةتواترالنبضة،عرضالتیار،شدة

النبضاتإرسالیتمأنھاقترح عمل كآلیة.أفضل نتائج على للحصولفردي

نوىاألزرق،الموضع مثل قشریة تحت مناطقإلىالمبھمالعصب عبر

نھایة في تأثیرھالیصلمسارات عبر تنتقل ومنھاالفرد،السبیلنواةالرفاء،

 في المتداخلةالعلیاالقشریةالدماغمناطقوالحوفيالجھازإلىالمطاف

عالج في المحتمللدورھامنطقیاً أساساً یوفر مما 116,115,5المزاجاضطرابات

األمامیةالجبھیةالقشرةالدماغيالدمجریان في زیادة لوحظ كما.اإلكتئاب

ھذهإلىینظر.117لإلكتئابالمرضیةباآللیاتالمرتبطالظھریةالجانبیة

مرتبطاً ذلكیكون قد والكھربائيالتحفیز من تحدیداً أوبؤریةأقلأنھاالتقنیّة

  مثل أخرىتقنیاتاستخدام لصالح بالتوجھوربماالمحدودةالسریریة بالنتائج

rTMSمن العدید في یبرزالتقنیّةھذهدورفإنذلكومع.العمیقالتحفیزأو 

إلىخفیفمعنّداكتئاب من یعانونالذینالمرضىتدبیر في الدراسات

 تحسن یحدثوالوقتمرور مع تزدادالعالجیةفعالیتھاأنویظھر, متوسط

أنھإلىاإلشارةینبغي.118،121النكسمعدالتانخفاض مع الطویلالمدى على

العصبتحفیز على المجراةالمنھجیةالتجارب من قلیلعددسوىیوجد ال

أو مفتوحة دراساتھيالتقنیّةھذهفعالیة تؤكد التياألبحاثومعظمالمبھم

إدارة قبل من المبھمتحفیزالعصبتقنیّة على الموافقةتّمت.5فردیةحاالت

 في  المعنّدأوالمزمنلإلكتئابكعالج2005عاماألمیركیةوالدواءالغذاء

.لإلكتئابمضادةعالجاتأربعة بعد كافیةاستجابةتظھر ال عندما المرضى

والرقبة في وألمسعالالصوت، بحة التقنیّةلھذهالمسجلةالجانبیةاآلثار تشمل

"On"التحریضیةالفعالیةدورةأثناءرئیسي بشكل تظھروالتيتنفسیةزلة

تحتاجالتقنیّةھذهأنرغم.118معرفیةجانبیةآثارالمقابل في تسجل ولم،122

عموماً المبھمتحفیزالعصبأنیبدوخطى،ناظموزرعجراحيتداخلإلى

 من أكثر مثبتة  الطویلالمدى على وتأثیراتھفعالیتھأدلةو,التحملجید

مسارھناكیكون قد و.الدراسات من المزیدتحتاجالتيالعاجلةالتأثیرات

 عن اإلكتئابعالج في المستقبل في أكثر حاسمة نتائج إلىالوصول في واعد

.المبھمالعصبتحفیزطریق

الدماغیةالتحفیز لوسائل أخرىعالجیةتطبیقات:

 بشكل المرافقاإلكتئابعالج في مسبقاً المذكورةالتحفیزیةالوسائل تطبق 

المتعدد،التصلبالخرف،الصرع،الشقیقة، مثل العصبیةلألمراض شائع

الجانبیةاألثارظھورحال في وخاصةالدماغیة،والسكتةباركنسونمرض

الجانبیةاألثار قلة یمیزھاوماالدوائیة،العقاقیر عن الناجمة مرغوبة الغیر

التحفیزأظھر.84،95،99،123المعرفیةالوظائف تحسن وحتىالمعرفیة

عالج في دوراً المباشرالكھربائيالتحفیزوالقحف عبر المتكررالمغناطیسي

التحفیزفعالیةدراساتأظھرت كما. 97،124الدماغیةالسكتة بعد االكتئاب

اإلكتئابعالج في للفلوكستین مماثل بشكل القحف عبر المتكررالمغناطیسي

 مرضى في أقل كانت الجانبیةاآلثارولكنباركنسون، مرضى في

المعالجینالصرع مرضى في اإلكتئابأعراص تحسنت كما. 125،126التحفیز

أمان في ھنااألھمیة تكمن ،127القحف عبر المتكررالمغناطیسيبالتحفیز

العصبتنشیطتقنیّةأن كما. أیضاً الصرعلعالجالمحتملدورهوالعالج

أعراضتحسین في دورھاأظھرتالمعنّدالصرعلعالجالمستخدمةالمبھم

.الصرع مرضى في المشاركاإلكتئاب

التوجھات المستقبلیة  في األبحاث السریریة في تحفیز الدماغ
الدماغيالتحفیزوسائلتطبیقبطرقالمتعلقةاألسئلة من العدیدھناكیزال ال

أیضاً یتوصل لم كما ،...)المستخدمةالشّدةالتحفیز، موقع مثل( التداخلوتقنیّة

الدراسات من مزیدإلىالحاجةیؤكد مما عملھا،آلیات في عمیقفھمإلى

 . ثابتة لنتائج التوصل قبل المنھجیة

مجال في المستقبلیةبالتوجھاتیتعلقفیماوالقضایاالمسائلأھمھنانورد

:5سابقة مراجعة في والواردةالمختحفیزتقنیاتبحوث

قوة على تؤثر التيوالدراسات في الصغیرةالعینات حجم

.زیادتھاوضرورةالدراسات،

اإلكتئابوقیاسلتشخیصالمستخدمةاألدواتوثباتصدق.

للحصولالمتابعةودراساتالدراسات في بدیلةتصامیماستخدام

 بنتائج المرتبطةالمنبئات عن البحث في تساعد معلومات بنك على

واالستخدامالعالج، على التعنیدودرجةوالجنسالسن مثل أفضل،

 عن فضالً المصاحبةالنفسیةوالتشاخیصلألدویةالمتشارك
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التغذیة عامل مستویاتالوراثي،النمطالعصبي،التصویر

.النفسیةالعصبیةواإلختباراتاألساسیةالمصلیةالعصبیة

دراساتإجراء مع العالجیةالتجارب في جدیدةمجموعاتإدخال

استخدامنطاقتوسیع مثل: لإلكتئابالمضادةالعقاقیر مع مقارنة

rTMSالذینالمرضى على والسالمةالنسبيباألمانیتمتعالذي

جدلمثاراألدویةتكونحینماأوالمسنین مثل األدویةیتحملون ال

وفياإلرضاع،حاالت في والحوامل في كما إستطبابمضادأو

العالج( مختلفة معقدةبحرائكأدویةیتناولونالذینالمرضى

).المناعة كبت وعقاقیرالكیمیائي

متعددةبالدراساتوالقیامالبیانات لجمع عالمیةتعاونیة شبكة إنشاء

الدماغتحفیز في السریریةالدراسات معظم أنبإعتبارالمراكز

دراساتتصمیمیمكن ال بحیث,كبیرتمویلوتحتاجالعددمحدودة

.غالباً واحدمكان في كبیرة

وتطبیق،الدوائیةالعالجات مع مقارنةمنھجیةدراساتتصمیم

.التعمیةمزدوجةالدراسات

تواترھاوالجلساتعدد مثل: للتحفیزاألمثلالمعلمات عن البحث

.التحریضشدةوالتطبیقوموقع
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