The Arab Journal of Psychiatry (2011) Vol. 22 No. 2

Instruction To Authors

The Arab Journal of Psychiatry (AJP) is published by the Arab Federation of Psychiatrists since 1989 in Jordan. The
Journal is biannual published in May and November electronically and as hard copy. Original scientific reports,
review articles, and articles describing the clinical practice of Psychiatry will be of interest for publication in AJP.
The Articles should not be published before. The articles may be written in English or Arabic and should always be
accompanied by an abstract in English and Arabic. All Papers are accepted upon the understanding that the work has
been performed in accordance with national and International laws and ethical guidelines. Manuscripts submitted for
publication in the Arab Journal of Psychiatry should be sent to: The Chief Editor .
Papers are submitted in electronic form
 Title, running head (Max: 40 letters), title of the article in English and Arabic ,the names of authors should
be without their titles and addresses in both languages.
 Abstract in English (max: 200 words). It should follow a structured format (objectives, method, results and
conclusion). It should be followed by key words (max. 5).
 Declaration of interest after the key words.
 Names of authors, titles, and full addresses and address for correspondence at the end of the paper.
 Acknowledgment of support and persons who have had major contribution to the study can be included
after the references.
 Arabic abstract like the English abstract should follow a structured format. And it follows the references
section (last page).
 All Pages should be numbered.
Tables
Tables should be typed with double-spaced in separate pages. They should be numbered with Arabic (e.g1,2,3)
numerals and have a short descriptive headings.
Illustrations
All illustration should be submitted camera-ready; line drawings/diagrams should be approximately twice the size
they will appear in print.
Reference List
References should follow the ‘Van Couver style’ only the numbers appear in the text. List them consecutively in the
order in which they appear in the text (not alphabetically).
Example of references.
 Zeigler FJ, Imboden, JB, Meyer E. Contemporary conversion reactions: a clinical study. Am. J. Psychiatry
1960: 116:901 – 10.
 Mosey AC. Occupational therapy. Configuration of a profession. New York: Raven Press, 1981.
Mailing Address:

Dr. Walid Sarhan - The Chief Editor -The Arab Journal of Psychiatry
P.O. Box 541212 Postal Code 11937 Amman – Jordan
Tel: 00962 – 6 – 5335446 Fax: 00962 – 6 – 5349763
Email: Sarhan@nets.com.jo - Sarhan34@orange.jo
Journal Website: www.arabjpsychiat.com

The Arab Journal of Psychiatry (2011) Vol. 22 No. 2

The Honorary Editors: Ahmad Okasha, Adnan Takriti
The Chief Editor: Walid Sarhan
The International Editorial Advisers






Dinesh Bhugra-Uk.
David Sheehan – USA.
Mohammad Abuo- Saleh – Qatar
Tsuyoshi Akiyama – Japan.
Hans – Jürgen Möller – Germany.





Mario Maj – Italy.
Arshad Hussain – USA.
Pedru Ruiz- USA.



























Fakher El-Islam – Egypt.
Tewfik Daradkeh – Jordan.
Joseph Guirguis – Uk.
Abdullah Al – Subie – KSA.
Mahdy Kahttani – KSA.
Mohammed Khaled – KSA
Mamdouh Al Adel – Uk.
Basil Alchalabi – Iraq.
Mohammed Al Haddad – Bahrain.
Tarek Asaad – Egypt.
Sameh Hasan – Canada.
Nasser Abdelmawla – Uk.
Aimee Karem – Lebanon.
Helen Millar – Uk .
Bassam Ashhab – Palestine.
Mohammad Al Qurashi – Iraq.
Tarik Al Kubaisy – Uk.
Adib Essali – Syria.
Wail Abohendy – Egypt.
iAlean Al-Krenawi – Canada.
Mustafa Shaheen – Egypt.
Raad Khaiat – UAE.
Elie Karam – Lebanon.
Yahia Rakhawi – Egypt.
Brigitte Khoury-Lebanon

Editorial Board


























Iyad Al – Saraj – Palestine.
Jamal Turki – Tunisia.
Tarek Okasha – Egypt.
Adel Zayed – Kuwait.
John Fayyad – Lebanon.
Numan Ali – Iraq.
Afaf Hamed – Egypt.
Charles Baddoura – Lebanon.
Iyad Klreis – USA.
Ala Al Eddeen Al Hussieni – Oman.
Nasser Loza – Egypt.
Ali Alrowai – Lybia.
Abdel Razak Al - Hammad – KSA.
Maha Younis – Iraq.
Tarek Al habib – KSA.
Abdelmanaf Aljadri – Jordan
Mohammad Saleh El-Hilu - UK
Mohammed Abdel Aleem – Qatar.
Sabah Sadek – Iraq.
Yosri Abdelmoshsen – Egypt.
Hamdy Moslly – UAE.
Mumtaz Abdelwahab – Egypt.
Talaat Mattar – UAE.
Abdullah Abdel Rahman – Sudan.
M.K. Hmazeh - USA.

Editorial Assistants – Jordan














Mohammad Habashneh.
Khaled Mughrabi.
Falah Tamimi.
Samir Samawi.
Jamal Khtib.
Mohammaed Dabbas.
Walid Shnikat.
Amjad Jumain.
Mahmoud Al Shareef.
Tyseer Elias.
Nasser Shariqui.
Nasri Jasser.
Nail Al Adwan.

Coordinator
 Wael Samara – Jordan.
English Editor
 Tori SnelL – Uk.














Statistic Consultant
 Kathy Sheehan – USA.
Treasures
 Hussein Alawad – Jordan.

Ahmad Aljaloudi.
Jamil Qandah.
Radwan Bani Mustaffa.
Mohammad Alsammerrai.
Mohammad Ali Kanan.
Khalil Abu Znad.
Mussa Hassan.
Zuhair Zakaria.
Arwa Alamiry.
Wisam Break.
Fawzi Daoud.
Fayrouz Al Saygh.

Executive Secretary
 Raja Nasrallah – Jordan.
Website Manager
 Rakan Najdawi – Jordan.

The Arab Journal of Psychiatry (2011) Vol. 22 No. 2

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

اﻻﺗﺠﺎھﺎت اﻟﺤﺪﯾﺜﺔ ﻟﺘﺼﻨﯿﻒ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻣﻨﻈﻮر ﻋﺮﺑﻲ
أﺣﻤﺪ ﻋﻜﺎﺷﮫ

Abstract

W

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;
4
Externalizing 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 (ICD11 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
89

New directions in classificationan: An Arab perspective

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 middleincome 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 ICD10 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
90
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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
91
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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
categories in the new classification

or

both

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.
19
In 1977 Akiskal 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 DSMV 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
ﺗﺘﻤﯿﺰ اﻟﺘﺼﻨﯿﻔﺎت اﻟﻌﺎﻟﻤﯿﺔ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ واﻟﺴﻠﻮﻛﯿﺔ ﺑﺄﻧﮭﺎ ﻣﻌﻘﺪة وﺗﺸﻤﻞ اﻟﻌﺪﯾﺪ ﻣﻦ اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ،ﻓﺎﻟﺘﺼﻨﯿﻒ اﻟﻌﺎﻟﻤﻲ اﻟﻌﺎﺷﺮ ﻟﻤﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ﯾﺸﻤﻞ
ﺣﻮاﻟﻲ  444اﺿﻄﺮاﺑﺎ أﻣﺎ اﻟﺘﺼﻨﯿﻒ اﻷﻣﺮﯾﻜﻲ ﻓﯿﺸﻤﻞ ﺣﻮاﻟﻲ  284اﺿﻄﺮاﺑﺎُ .ﻛﺬﻟﻚ ﯾﻮﺟﺪ ﻛﺜﯿﺮ ﻣﻦ اﻟﺘﻮازي ﻓﻲ اﻟﺘﺸﺨﯿﺼﺎت وﻻ ﯾﻮﺟﺪ ﻣﻜﺎن ﻟﻤﺎ ﯾﺴﻤﻰ ﻣﺎ ﺗﺤﺖ ﻣﺤﻜﺎت
اﻟﺘﺸﺨﯿﺺ (Subthreshold).إن اﻟﻐﺮض ﻣﻦ اﻟﺘﺼﻨﯿﻔﺎت ھﻮ اﻟﻘﻀﺎء ﻋﻠﻰ اﻟﻔﻮﺿﻰ ﻓﻲ اﻟﺘﺸﺨﯿﺺ ﻟﺘﺴﮭﯿﻞ اﻟﻤﻘﺎرﻧﺎت اﻟﺒﺤﺜﯿﺔ ،ﻟﺤﺴﻦ اﻟﺘﻮاﺻﻞ ﺑﯿﻦ اﻷطﺒﺎء وﻟﺘﺤﺪﯾﺪ اﻟﻤﺂل
واﻟﻌﻼج ﻣﻊ وﺿﻊ اﻟﺒﻌﺪ اﻻﺟﺘﻤﺎﻋﻲ واﻟﺜﻘﺎﻓﻲ ﻓﻲ ﻣﻮﺿﻊ اﻻﻋﺘﺒﺎر .وﺣﺎﻟﯿﺎ ﯾﻮﺟﺪ ﺧﻤﺲ ﻣﺠﻤﻮﻋﺎت ﻣﻦ اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ -1 :اﻻﺿﻄﺮاﺑﺎت اﻟﻌﺼﺒﯿﺔ اﻟﻤﻌﺮﻓﯿﺔ ،وھﻰ
اﺿﻄﺮاﺑﺎت ﻧﺴﯿﺞ اﻟﻤﺦ  -2 ،اﻻﺿﻄﺮاﺑﺎت اﻻرﺗﻘﺎﺋﯿﺔ -3 ،اﻻﺿﻄﺮاﺑﺎت اﻟﺬھﺎﻧﯿﺔ  -4 ،اﻻﺿﻄﺮاﺑﺎت اﻟﺨﺎرﺟﯿﺔ )اﻻﻧﻔﻼت اﻟﻨﻔﺴﻲ و اﻻﺟﺘﻤﺎﻋﻲ( ﻣﺜﻞ ﺳﻮء اﺳﺘﺨﺪام اﻟﻤﻮاد
واﺿﻄﺮاﺑﺎت اﻟﺸﺨﺼﯿﺔ -5 ،اﻻﺿﻄﺮاﺑﺎت اﻻﻧﻔﻌﺎﻟﯿﺔ )اﻟﻌﺼﺎﺑﯿﺔ اﻟﻌﺎﻟﯿﺔ -اﻟﻮﺟﺪان اﻟﺴﻠﺒﻲ( وﺗﺸﻤﻞ اﻟﻘﻠﻖ ،اﻻﻛﺘﺌﺎب ،اﻟﺮھﺎب ،اﻟﮭﻠﻊ....اﻟﺦ  .وﯾﺸﯿﺮ اﻟﻤﻘﺎل ﻋﻦ اﻻﺧﺘﻼﻓﺎت
اﻟﺮﺋﯿﺴﯿﺔ ﻓﻲ اﻟﻤﺤﻜﺎت اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﺘﺠﺎرب اﻹﻛﻠﯿﻨﯿﻜﯿﺔ ﺧﻼل ﻋﻤﻞ اﻟﻤﺤﻜﺎت اﻟﺘﺸﺨﯿﺼﯿﺔ ﻟﻠﺘﺼﻨﯿﻒ اﻟﻌﺎﺷﺮ ﻟﻼﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ واﻟﺴﻠﻮﻛﯿﺔ ﻓﻰ ﻣﻨﻄﻘﺔ ﺷﺮق اﻟﺒﺤﺮ اﻟﻤﺘﻮﺳﻂ
اﻟﻌﺮﺑﯿﺔ) ،(EMROوإﻋﺎدة ھﺬه اﻟﺘﺠﺎرب ﻓﻲ اﻟﺘﺼﻨﯿﻒ اﻟﺤﺎدي ﻋﺸﺮ اﻟﻤﺰﻣﻊ ﺻﺪوره ﻋﺎم  2013ﻣﻦ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ،وﺣﯿﺚ إﻧﮫ ﯾﻮﺟﺪ ﺑﻌﺾ اﻟﻨﻘﺪ ﻋﻠﻰ اﻻﻋﺘﻤﺎد
ﻋﻠﻰ ﻋﺪد اﻷﻋﺮاض ،وﻣﺪﺗﮭﺎ وﺷﺪﺗﮭﺎ ﻓﻲ اﻟﺘﺸﺨﯿﺺ ﻓﯿﻮﺟﺪ ﻋﻮدة ﻟﺸﻤﻮل اﻟﺒﻌﺪ اﻟﺘﺸﺨﯿﺼﻲ ﻣﺜﻞ اﻟﺒﻌﺪ اﻟﺬھﺎﻧﻰ  ،اﻟﺒﻌﺪ اﻟﻮﺳﻮاﺳﻰ ،اﻟﺒﻌﺪ اﻟﻤﺰاﺟﻲ ،اﻟﺒﻌﺪ اﻟﺜﻨﺎﺋﻲ اﻟﻘﻄﺐ ،ﺑﻌﺪ
اﻻﺿﻄﺮاﺑﺎت اﻟﻤﻌﺮﻓﯿﺔ ﺣﯿﺚ ﯾﺰﯾﺪ اﻻھﺘﻤﺎم ﺑﺎﻟﻨﻔﺴﯿﺔ اﻟﻤﺮﺿﯿﺔ )اﻟﺴﯿﻜﻮﺑﺎﺛﻮﻟﻮﺟﻰ( ﻋﻦ ﻋﺪد اﻟﻤﺤﻜﺎت .وﺗﻤﯿﻞ اﻵراء إﻟﻰ اﻟﺒﻘﺎء ﻋﻠﻰ اﻟﺘﺸﺨﯿﺺ اﻟﻤﻌﺘﻤﺪ ﻋﻠﻰ اﻟﻤﺤﻜﺎت ،ﻣﻊ
اﻟﺘﺸﺨﯿﺺ اﻟﻤﻌﺘﻤﺪ ﻋﻠﻰ اﻷﺑﻌﺎد وﻧﺄﻣﻞ أن ﺗﻜﻮن ﺳﻤﮫ اﻟﺘﺸﺎﺑﮫ واﺿﺤﺔ ﺑﯿﻦ اﻟﺘﻘﺴﯿﻢ اﻷﻣﺮﯾﻜﻲ اﻟﺨﺎﻣﺲ واﻟﺘﺼﻨﯿﻒ اﻟﻌﺎﻟﻤﻲ اﻟﺤﺎدي ﻋﺸﺮ ﻋﺎم  ،2013ﺣﯿﺚ ﯾﻮﺟﺪ ﻟﺠﻨﺔ
ﻟﻠﺘﻨﺴﯿﻖ ﺑﯿﻦ اﻟﺘﺼﻨﯿﻔﯿﻦ .ﺗﻌﺘﻤﺪ ھﺬه اﻟﻤﺮاﺟﻌﺔ ﻋﻠﻰ اﻟﻤﻔﮭﻮم اﻟﻌﺮﺑﻲ ﻓﻲ اﻟﻤﺤﻜﺎت اﻟﺘﺸﺨﯿﺼﯿﺔ وﻛﯿﻔﯿﺔ إدراﺟﮭﺎ ﻓﻲ اﻟﺘﺼﻨﯿﻔﺎت اﻟﻌﺎﻟﻤﯿﺔ ﺑﻐﺾ اﻟﻨﻈﺮ ﻋﻦ اﻟﻔﺮوق اﻟﺜﻘﺎﻓﯿﺔ
واﻟﺤﻀﺎرﯾﺔ .
Prof. Ahmed Okasha
)M.D., PhD, F.R.C.P., F.R.C., Psych., F.A.C.P (Hon.
Director, WHO Collaborating Center
For Research and Training in Mental Health
Okasha Institute of Psychiatry, Ain Shams University
aokasha@internetegypt.com
Cairo – Egypt
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Editorial
Arab Specificities, Arab Voice and Global Connectedness:
The Development of WHO's New International Classification of Mental Disorders
(ICD11)
Brigitte Khoury, Nasser Loza, and Geoffrey M. Reed

:اﻟﺼﻮت اﻟﻌﺮﺑﻲ واﻟﺘﻮاﺻﻞ اﻟﻌﺎﻟﻤﻲ،اﻟﻤﺤﺪدات اﻟﻌﺮﺑﯿﺔ
ﺗﻄﻮﯾﺮ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔاﻟﻌﻠﻤﯿﺔ ﻟﻠﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ اﻟﺤﺎدي ﻋﺸﺮ اﻟﺠﺪﯾﺪ ﻟﻼﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ
 رﯾﺪز. ﺟﯿﻔﺮي م، ﻧﺎﺻﺮ ﻟﻮزه،ﺑﺮﯾﺠﯿﺖ ﺧﻮري

Abstract

W

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.
Declaration of interest: None.
Keywords: classification, ICD-10, culture, Arab region, diagnostics.
NOTE: Brigitte Khoury is a member of the International Advisory Group for the Revision of ICD-10 Mental and
Behavioral Disorders. The views and perspectives presented in this editorial represent solely those of its authors.
They do not reflect the official positions or policies of the World Health Organization, except as specifically noted.

Arab Specificities, Arab
Global Connectedness

Voice and

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 noncommunicable 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
95
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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 ICD11, 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) stressrelated 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 evidencebased 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
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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
ﺗﻘﻮم ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ﻓﻲ اﻟﻮﻗﺖ اﻟﺮاھﻦ ﺑﺎﻟﻤﺮاﺟﻌﺔ اﻟﻌﺎﺷﺮة ﻟﻠﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض و اﻟﻤﺸﺎﻛﻞ اﻟﺼﺤﯿﺔ .و ﺗﻘﻮم أدارة ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ
ﻟﻠﺼﺤﺔ اﻟﻌﻘﻠﯿﺔ و اﻹدﻣﺎن ﺑﻘﯿﺎدة ﻋﻤﻠﯿﺔ اﻟﺘﻄﻮﯾﺮ ﻟﺘﺼﻨﯿﻒ اﻟﻤﺮاﺟﻌﺔ اﻟﺤﺎدﯾﺔ ﻋﺸﺮة ﻟﻠﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض ﻣﻦ اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔواﻟﺴﻠﻮﻛﯿﺔ .وأﺣﺪ

ϲϓ
Δλ Ύ
ΨΑϭˬΔϴδϔϨϟ
ΔΤμ ϟ
Ε Ύ
ϣΪΨԩ
ϟ·ΔΟΎ
Σϲ ϓ
ϢϫϦϳάϟΎ
γΎ
Ϩϟ
ΔϴϟΎ
όϔΑΩΪΤϴϟΎ
ϴϓ
Ύ
ϘΜ
γΎ
اﻷھﺪاﻓﺎﻷﺳﺎﺳﯿﺔﻟﻺدارةھﻮ ﺗﻄﻮﯾﺮﻧﻈﺎم ﺗﺸﺨﯿﺼﻲ ﻣﻔﯿﺪﺳﺮﯾﺮﯾﺎً δΣϭ
اﻟﺒﻠﺪان اﻟﻤﻨﺨﻔﻀﺔ واﻟﻤﺘﻮﺳﻄﺔ اﻟﺪﺧﻞ  .ﻟﺘﺴﮭﯿﻞ ﻣﻨﺎﻗﺸﺔ اﺣﺘﯿﺎﺟﺎت وﺧﺼﻮﺻﯿﺎت ﻛﻞ ﻣﻨﻄﻘﺔ ﻛﺠﺰء ﻣﻦ وﺿﻊ ﺗﺼﻨﯿﻒ ﻋﺎﻟﻤﻲ ﺣﻘﯿﻘﻲ ﻟﻼﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ
واﻟﺴﻠﻮﻛﯿﺔ ،ﻋﻘﺪت ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ﺳﻠﺴﻠﺔ ﻣﻦ اﻻﺟﺘﻤﺎﻋﺎت اﻹﻗﻠﯿﻤﯿﺔ ﻓﻲ ﻣﺨﺘﻠﻒ أﻧﺤﺎء اﻟﻌﺎﻟﻢ .وﻣﺆﺧﺮاً ،ﺗﻢ ﻋﻘﺪ اﺟﺘﻤﺎع ﻟﻠﻤﻨﻄﻘﺔ اﻟﻌﺮﺑﯿﺔ ﻓﻲ
ﺑﯿﺮوت ،ﻟﺒﻨﺎن  ،ﻓﻲ ﺣﺰﯾﺮان  ،2011ﻟﻤﻨﺎﻗﺸﺔ اﻟﺘﻄﺒﯿﻘﺎت اﻟﺜﻘﺎﻓﯿﺔ ﻟﻤﺮاﺟﻌﮫ اﻟﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ واﻟﺴﻠﻮﻛﯿﺔ .وﺗﻘﺪﯾﻢ ﺗﻮﺻﯿﺎت ﻟﺘﻄﻮﯾﺮ
اﻟﻤﺮاﺟﻌﺔ اﻟﺤﺎدﯾﺔ ﻋﺸﺮة.اﻟﻌﺮوض ﻓﻲ اﻟﻤﺆﺗﻤﺮ رﻛﺰت ﻋﻠﻰ اﻟﻔﺌﺎت اﻟﺘﺸﺨﯿﺼﯿﺔ اﻟﺘﻲ ﺗﻤﺜﻞ ﻣﺠﺎﻻت اﻻھﺘﻤﺎم اﻟﺮﺋﯿﺴﯿﺔ ﻟﻠﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ اﻟﻌﺮﺑﯿﺔ ﻣﻦ ﺣﯿﺚ
أھﻤﯿﺘﮭﺎ اﻟﺜﻘﺎﻓﯿﺔ واﻟﺘﻄﺒﯿﻘﯿﺔ .و ﻛﺎﻧﺖ ﻣﺠﺎﻻت اﻻھﺘﻤﺎم اﻟﺮﺋﯿﺴﯿﺔ ﺗﺘﻌﻠﻖ ﺑﻤﻌﺎﯾﯿﺮ اﺿﻄﺮاب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ،اﺿﻄﺮاﺑﺎت اﻟﻤﺰاج ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺎﻻﺿﻄﺮاﺑﺎت
اﻟﺠﺴﺪﯾﺔ ،ﺗﻌﺎطﻲ اﻟﻤﺨﺪرات ،اﻟﻤﺸﺎﻛﻞ اﻟﺠﻨﺴﯿﺔ ،واﺿﻄﺮاﺑﺎت اﻷﻛﻞ .ﻛﻤﺎ واﻗﺘﺮﺣﺖ ﺑﻌﺾ اﻟﺘﻐﯿﯿﺮات ﻹﺻﺪار اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ اﻷوﻟﯿﺔ ﻟﺘﺼﻨﯿﻒ
اﻟﻤﺮاﺟﻌﺔ اﻟﺤﺎدﯾﺔ ﻋﺸﺮة ﻟﻠﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض .ﺑﻨﺎء ﻋﻠﻰ ھﺬه اﻟﻤﻨﺎﻗﺸﺎت ,ﺳﻮف ﯾﺘﻢ وﺿﻊ ﻣﻘﺘﺮﺣﺎت ﻣﺤﺪدة ﯾﻤﻜﻦ أن ﯾﺴﺘﺮﺷﺪ ﺑﮭﺎ ﻓﻲ وﺿﻊ
ﺗﺼﻨﯿﻒ اﻟﻤﺮاﺟﻌﺔ اﻟﺤﺎدﯾﺔ ﻋﺸﺮة ﻟﻠﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض ﻟﻼﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﺴﻠﻮﻛﯿﺔ ﻣﻦ ﻣﻨﻈﻮر ﻋﺮﺑﻲ و ﻗﯿﺎدة اﻟﺪراﺳﺎت اﻟﻤﯿﺪاﻧﯿﺔ اﻟﻤﺴﺘﻘﺒﻠﯿﺔ
ﻓﻲ اﻟﻤﻨﻄﻘﺔ.
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Short report
Recommendations for the upcoming ICD- 11 classification of mental and behavioral disorders;
The view from the Middle East
Saad F Ghalib

،اﻟﺘﻮﺻﯿﺎت اﻟﻘﺎدﻣﺔ ﻟﻠﻤﺮاﺟﻌﺔ اﻟﺤﺎدﯾﺔ ﻋﺸﺮة ﻟﻠﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض
 ﻋﺮض ﻣﻦ اﻟﺸﺮق اﻷوﺳﻂ،ﻓﻲ ﺗﺼﻨﯿﻒ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ و اﻟﺴﻠﻮﻛﯿﺔ
ﺳﻌﺪ ﻏﺎﻟﺐ

Summary

I

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
Key Words: None

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
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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 comorbidity 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
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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
 أدت إﻟﻰ ﺗﺄﺛﯿﺮ ﺟﯿﺪ، و ﻗﺪ ﻛﺎﻧﺖ ھﻨﺎك ﻋﺪة إﺻﺪارات ﻓﻲ اﻟﻤﺠﺎل اﻟﺴﺮﯾﺮي ﻋﻠﻰ ﻣﺮ اﻟﺴﻨﯿﻦ.أن اﻟﺘﺼﻨﯿﻒ ﻓﻲ ﻣﺠﺎل اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻗﺪ أﺗﺨﺬ ﻣﺮﻛﺰ اﻟﺼﺪارة ﻣﻨﺬ ﺑﺪاﯾﺘﮫ اﻟﻤﺒﻜﺮة
 ﺻﺎر ﻟﺪﯾﻨﺎ اﻟﻔﺮﺻﺔ ﻹﺣﺪاث ﻧﻘﻠﮫ ﻣﺴﺘﻘﺒﻠﯿﺔ ﻓﻲ ﻣﻤﺎرﺳﺔ، ﻣﻊ ﺗﺼﻨﯿﻒ اﻟﻤﺮاﺟﻌﺔ اﻟﺤﺎدﯾﺔ ﻋﺸﺮة ﻟﻠﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض، ﻟﺬﻟﻚ. ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ اﻟﻌﯿﻮب اﻟﻤﻮﺟﻮدة ﻓﯿﮭﺎ
 ﻛﯿﻔﯿﺔ ﺗﺠﻤﯿﻊ اﻷﻋﺮاض، ﺑﻌﻀﮭﺎ ﻓﻲ ﻣﺠﺎل اﻟﻤﻔﺎھﯿﻢ اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻟﻤﺼﻄﻠﺤﺎت، ﻛﻤﺎ ﺳﯿﻨﺎﻗﺶ ھﺬا اﻟﻤﻘﺎل ﻋﺪة ﻗﻀﺎﯾﺎ ﺑﺤﺎﺟﺔ إﻟﻰ ﻣﻌﺎﻟﺠﺔ.اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﺟﻤﯿﻊ أﻧﺤﺎء اﻟﻌﺎﻟﻢ
 ﻛﻤﺎ ھﻨﺎﻟﻚ أﯾﻀﺎ اﻟﻘﻀﺎﯾﺎ اﻟﺜﻘﺎﻓﯿﺔ و اﻹﺟﺘﻤﺎﻋﯿﺔ اﻟﺘﻲ ﺗﺘﻌﻠﻖ ﺑﺎﺧﺘﻼف اﻟﺴﻜﺎن ﻓﻲ ﺟﻤﯿﻊ. إﻟﻰ ﻗﻀﯿﺔ ﺷﺎﺋﻜﺔ ﺗﺘﻌﻠﻖ ﻓﻲ اﺳﺘﻌﻤﺎل اﻷﺑﻌﺎد ﻣﻘﺎﺑﻞ اﻟﻔﺌﺎت ﻓﻲ اﻟﺘﺸﺨﯿﺺ،اﻟﻤﺮﺿﯿﺔ
 و ﯾﻤﻜﻦ اﻟﻘﻮل أن. اﻟﺬي ﯾﺠﺐ أﺧﺬھﺎ ﻓﻲ ﻋﯿﻦ اﻷﻋﺘﺒﺎر، ﻣﻊ اﻹﺷﺎرة ﺑﻮﺟﮫ ﺧﺎص إﻟﻰ اﻟﺸﺮق اﻷوﺳﻂ و اﻟﺴﯿﺎق اﻟﺬي ﺗﻌﻤﻞ ﻓﻲ ﺿﻤﻨﮫ اﻷﻋﺮاض اﻟﻤﺮﺿﯿﺔ،أﻧﺤﺎء اﻟﻌﺎﻟﻢ
 ﯾﻨﺒﻐﻲ أن ﺗﻜﻮن ﺑﻤﺜﺎﺑﺔ اﻟﻘﻮة اﻟﺪاﻓﻌﺔ وراء، و اﻟﻤﺼﻄﻠﺤﺎت اﻟﺘﻲ ﻻ ﻟﺒﺲ ﻓﯿﮭﺎ، اﻟﻤﺮاﻓﻖ اﻟﻄﺒﯿﺔ ﻋﻠﻰ اﻟﻨﺤﻮ اﻟﺬي اﻗﺘﺮﺣﮫ اﻟﻔﺮﯾﻖ اﻷﺳﺘﺸﺎري ﻟﻤﻨﻈﻤﺔ اﻟﺼﺤﺔ,ﺳﮭﻮﻟﺔ اﻷﺳﺘﺨﺪام
 ﯾﻨﺒﻐﻲ ﻟﻠﻨﻈﺎم اﻟﻘﺎدم أن ﯾﺴﻌﻰ أﯾﻀﺎ ﻟﻠﺤﺪ ﻣﻦ اﻟﺘﻔﺎوت اﻟﺤﺎﻟﻲ ﻓﻲ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺔ اﻟﺼﺤﯿﺔ و ﺗﻮزﯾﻌﮭﺎ و ﺧﺎﺻﺔ ﻓﻲ اﻟﻤﻨﺎطﻖ، إﺿﺎﻓﺔ إﻟﻰ ذﻟﻚ.ﻧﻈﺎم اﻟﺘﺼﻨﯿﻒ اﻟﺠﺪﯾﺪ اﻟﻤﻘﺘﺮح
.اﻟﺘﻲ ھﻲ اﻷﻛﺜﺮ ﺣﺎﺟﺔ ﻟﺨﺪﻣﺎت اﻟﺼﺤﺔ اﻟﻌﻘﻠﯿﺔ
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Abstract

H

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
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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
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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 rightwing 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
58,59,60,61,62
aggression
,
shame63,64,
traumatic
65,66,67,68
reenactment
,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,
87
88
89
Cambodia , Bosnia , Croatia , 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 pathologyfocused.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 familybased 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
ﺗﺎرﯾﺨﯿﺎ ﻛﺎﻧﺖ أﺛﺎر اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ ﻣﺮﺗﺒﻄﺔ داﺋﻤﺎ ﺑﺎﻟﻨﻤﻮذج اﻟﻤﺮﺿﻲ ﻋﻠﻰ اﻓﺘﺮاض ان اﻟﺘﺠﺎوب اﻟﻄﺒﯿﻌﻲ ﻣﻊ اﻟﺼﺪﻣﺔ ھﻮ ان ﯾﺼﺒﺢ اﻹﻧﺴﺎن ﺿﺤﯿﺔ وﻣﻨﺰﻋﺞ وﻣﺮﯾﺾ
وﻟﯿﺲ اﻟﻘﺪرة واﻟﻨﻤﻮ ،وﻛﺎﻧﺖ اﻟﻨﺘﯿﺠﺔ ھﻲ ﺗﻌﺮﯾﻒ أﺷﻜﺎل ﻣﺮﺿﯿﮫ وﻏﯿﺮ ﺗﻜﯿﻔﯿﮫ ﻛﺘﺠﺎوب ﻣﻊ اﻟﻀﻐﻮط وطﺮق ﻋﻼﺟﮭﺎ وﺑﻤﻮازاة ذﻟﻚ اﻟﻔﺸﻞ ﻓﻲ ﺗﻮﺳﯿﻊ ھﺬا اﻷﺳﻠﻮب اﻟﺮﺋﯿﺴﻲ
ﻟﯿﺸﻤﻞ اﻟﺘﺠﺎوب اﻻﯾﺠﺎﺑﻲ واﻟﻨﻤﻮ اﻟﻤﻮﺟﮫ ﻛﺮدود ﻓﻌﻞ ﻟﻠﺼﺪﻣﺔ ،ﻓﻲ ھﺬه اﻟﻮرﻗﺔ ﺳﻮف ﻧﻄﺒﻖ طﺮﯾﻘﮫ ذات ﻣﻔﮭﻮم أوﺳﻊ ﻋﻠﻰ اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﺘﻲ ﯾﻤﺮ ﺑﮭﺎ
اﻷطﻔﺎل اﻟﻤﻌﺮﺿﯿﻦ ﻟﻠﺤﺮب وان ﻧﻘﺪم اﻟﺤﺠﺔ ﻟﻸﺳﻠﻮب اﻟﻤﻌﻨﻲ ﺑﺎﻟﻘﻮة اﻟﺬي ﯾﻮﺿﺢ اﻟﺘﻔﺎﻋﻞ اﻟﺬي ﯾﺘﻢ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﺑﯿﻦ اﻻﺿﻄﺮاب واﻟﺘﻜﯿﻒ.ﻧﺤﻦ ﻋﻠﻰ ﻗﻨﺎﻋﮫ ﺑﺎن ﻣﺠﺎﻟﻲ ﻋﻠﻢ
اﻟﻨﻔﺲ واﻟﻌﻤﻞ اﻹﺟﺘﻤﺎﻋﻲ ﻟﺪﯾﮭﻤﺎ ﻣﺎ ﯾﻘﺪﻣﺎه ﻓﻲ ھﺬا اﻟﺼﺪد .ان إﺿﺎﻓﺔ ﺟﻮاﻧﺐ ﻣﻦ ﻋﻠﻢ اﻟﻨﻔﺲ اﻻﯾﺠﺎﺑﻲ وﻣﻦ أﺳﻠﻮب اﻟﻘﻮه ﻓﻲ ﻋﻠﻢ اﻟﻌﻤﻞ اﻻﺟﺘﻤﺎﻋﻲ ﻟﻠﻨﻤﻮذج اﻟﺘﻘﻠﯿﺪي ﻟﻠﺼﺪﻣﺔ
ﺳﻮف ﯾﻘﺪم ﻟﻨﺎ إطﺎر ﻧﺤﺘﺎﺟﮫ ﻓﻌﻼ ﻟﻠﺘﻘﺪم اﺑﻌﺪ ﻣﻦ ﺣﺪود اﻟﻨﻤﻮذج اﻟﻤﺮﺿﻲ ،وھﺬا ﺳﯿﺸﻜﻞ أﺿﺎﻓﮫ ھﺎﻣﺔ ﻟﻔﮭﻢ ﻗﺪراﺗﻨﺎ ﻓﻲ اﻟﻤﺮوﻧﺔ ﻓﻲ وﺟﮫ اﻟﺼﺪﻣﺎت .وﻋﻼوة ﻋﻠﻰ ذﻟﻚ ﻓﺈﻧﻨﺎ
ﻧﻌﺘﻘﺪ ان إدﺧﺎل ﻣﻔﺎھﯿﻢ ﻋﻠﻢ اﻟﻨﻔﺲ اﻻﯾﺠﺎﺑﻲ وأﺳﻠﻮب اﻟﻘﻮه ﻟﻦ ﺗﻌﻄﯿﻨﺎ ﻓﻘﻂ إطﺎر أوﺳﻊ ﻟﺘﻮﺿﯿﺢ ﻣﻔﮭﻮم اﻟﺼﺪﻣﺔ واﻟﺘﺠﺎوب ﻣﻌﮭﺎ,وﻟﻜﻦ ﺳﺘﻘﺪم ﻣﺠﺎل ﻛﺒﯿﺮ ﻻﻗﺘﺮاح ﻣﮭﺎرات
ﺿﺮورﯾﺔ ﻟﻤﻤﺎرﺳﮫ ﺳﺮﯾﺮﯾﮫ ﻓﻌﺎﻟﮫ.
Corresponding Author
Alean Al-Krenawi, PhD
Professor andDean
School of Social work
Memorial University of Newfoundland-Canada
E-mail: aalkrenawi@mun.ca
Authors
Dr. Salman Elbedour, PhD
Department of Human Development and Psycho educational Studies
Howard University- USA
Dr. Janice E. Parsons, MSW
School of Social Work
Memorial University of Newfoundland-Canada
Dr. Anthony J. Onwuegbuzie, Ph.D.
Department of Educational Leadership and Counseling
Sam Houston State University-USA
Dr. William M. Bart, PhD
University of Minnesota-USA
Dr. Angela Ferguson, PhD
Howard University-USA

112

The Arab Journal of Psychiatry (2011) Vol. 22 No. 2 Page (113-119)

Psychosocial profile and academic achievement
in a selective sample of preparatory school students
LamisAly El-Ray, HebaFathy , Mohammed Ezzat Amin, and Mohamed Nasreldin

اﻟﻌﻮاﻣﻞ اﻟﻨﻔﺴﯿﺔ و اﻻﺟﺘﻤﺎﻋﯿﺔ و اﻷداء اﻷﻛﺎدﯾﻤﻲ ﻓﻲ ﺗﻼﻣﯿﺬ اﻟﻤﺮﺣﻠﺔ اﻹﻋﺪادﯾﮫ
 ﻣﺤﻤﺪ ﻧﺼﺮ اﻟﺪﯾﻦ، ﻣﺤﻤﺪ ﻋﺰت اﻣﯿﻦ، ھﺒﮫ ﻓﺘﺤﻲ،ﻟﻤﯿﺲ ﻋﻠﻲ اﻟﺮاﻋﻲ

Abstract

A

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.
Declaration of interest:None
Key words:Academic achievement, Depression, Self-esteem

Introduction

Participants

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

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 7080% 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.

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 selfesteem, 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 selfesteem, depression and anxiety symptoms in a group of
preparatory school students for better school performance
and service provision.

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
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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 selfesteem.

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
Gender
Male
Female
Age distribution
12 years
13 years
14 years
15 years
Score distribution
Insufficient
Sufficient
Good
Very Good
Anxiety
None
Moderate
High
Depression
None
Mild
Moderate
Severe
Self-Esteem
Low
High

No

%

81
82

49.7
50.3

28
41
46
48

17.2
25.2
28.2
29.4

48
12
30
113

29.4
7.4
18.4
69.3

44
73
46

27
44.8
28.2

111
36
12
4

68.1
22.1
7.4
2.5

73
90

44.8
55.2
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Table (2): Psychosocial factors associated with the students' scores
Depression
None
Mild
Moderate
Severe
Self-esteem
Low
High
Anxiety
None
Moderate
High
Teacher attitude
Encouraging
-ve
+ve
Criticizing
-ve
+ve
Comparing
-ve
+ve
Failure history
Negative
Positive
Parental involvement
in education
Negative
Positive
Parental attitude
Authoritarian
-ve
+ve
Permissive
-ve
+ve
Overprotective
-ve
+ve
Discrepancy
-ve
+ve
Appreciation
-ve
+ve
Authoritative
-ve
+ve
Parental relation
In accord
Divorce
Death of either
Discord

Insufficient
No.
%
2
25
1
12.5
3
37.5
2
25

Scores
Sufficient
Good
No.
%
No.
%
4
33.3
18
60
2
16.7
8
26.7
5
41.7
3
10
1
8.3
1
3.3

Very good
No.
%
87
77
25
22.1
1
0.9
0
0

value

df

P

63.5

9

0.000

8
0

100
0

9
3

75
25

17
13

56.7
43.3

39
74

34.5
65.5

20.8

3

0.000

3
2
3

37.5
25
37.5

2
5
5

16.7
41.7
41.7

7
10
13

23.3
33.3
43.3

32
56
25

28.3
49.6
22.1

8.1

6

0.229

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

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

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

4
4

50
50

9
3

75
25

28
2

93.3
6.7

111
2

98.2
1.8

34.5

3

0.000

3
5

37.5
62.5

2
10

16.7
83.3

5
25

16.7
83.3

4
109

3.5
96.5

15.6

3

0.001

5.02

3

0.17

0.97

3

0.81

0.58

3

0.89

19.6

3

0.000

6.7

3

0.08

17.6

3

0.001

15.9

9

0.06

6
2

75
25

10
2

83.3
16.7

26
4

86.7
13.3

106
7

93.8
6.2

8
0

100
0

11
1

91.7
8.3

28
2

93.3
6.7

108
5

95.6
4.4

3
5

37.5
62.5

6
6

50
50

14
16

46.7
53.3

57
56

50.4
49.6

4
4

50
50

7
5

58.3
41.7

24
6

80
20

104
9

92
8

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
2

75
25

5
7

41.7
58.3

16
14

53.3
46.7

26
87

23.0
77

3
2
0
3

37.5
25.0
0
37.5

8
1
1
2

66.7
8.3
8.3
16.7

19
2
2
7

63.3
6.7
6.7
23.3

91
5
7
10

80.5
4.4
6.2
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
Gender
Male

Female

Depression

No.

%

No.

%

-None

56

69.1

55

67.1

-Mild

17

21

19

23.2

-Moderate

6

7.4

6

7.3

-Severe

2

2.5

2

2.4

-Low

31

38.3

42

51.2

-High

50

61.7

40

48.8

-None

26

32.1

18

22

-Moderate

39

48.1

34

41.5

-High

16

19.8

30

36.5

value

df

P

0.114

3

0.99

2.76

1

0.096

6.052

2

0.04

Self-esteem

Anxiety

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. Selfesteem 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,
116

L. El-Ray et al.
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 selfconfidence, 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 selfesteem 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 selfesteem more than males.
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اﻟﻤﻠﺨﺺ
ﺗﻌﺪ اﻟﻤﺮاھﻘﺔ ﻣﻦ أﺧﻄﺮ اﻟﻤﺮاﺣﻞ اﻟﺘﻲ ﯾﻤﺮ ﺑﮭﺎ اﻹﻧﺴﺎن ﺿﻤﻦ أطﻮاره اﻟﻤﺨﺘﻠﻔﺔ ،وﻣﻜﻤﻦ اﻟﺨﻄﺮ ﻓﻲ ھﺬه اﻟﻤﺮﺣﻠﺔ اﻟﺘﻲ ﺗﻨﺘﻘﻞ ﺑﺎﻹﻧﺴﺎن ﻣﻦ اﻟﻄﻔﻮﻟﺔ إﻟﻰ اﻟﺮﺷﺪ ھﻲ اﻟﺘﻐﯿﯿﺮات
ﻓﻲ ﻣﻈﺎھﺮ اﻟﻨﻤﻮ اﻟﻤﺨﺘﻠﻔﺔ )اﻟﺠﺴﻤﯿﺔ واﻟﻔﺴﯿﻮﻟﻮﺟﯿﺔ واﻹﺟﺘﻤﺎﻋﯿﺔ واﻹﻧﻔﻌﺎﻟﯿﺔ( ،وﻟﻤﺎ ﯾﺘﻌﺮض ﻓﯿﮭﺎ اﻹﻧﺴﺎن إﻟﻰ ﺻﺮاﻋﺎت ﻣﺘﻌﺪدة  ،داﺧﻠﯿﺔ وﺧﺎرﺟﯿﺔ .ﺗﺘﺮاوح ﻧﺴﺒﺔ اﻧﺘﺸﺎر
اﻹﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ واﻟﻤﺸﺎﻛﻞ اﻟﺴﻠﻮﻛﯿﺔ ﺑﯿﻦ أطﻔﺎل اﻟﻤﺪارس ﺑﯿﻦ  10و  %20وﻣﻦ اﻟﻤﻤﻜﻦ .إﻋﺘﺒﺎر اﻹﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ واﻟﺴﻠﻮﻛﯿﺔ ﻣﻦ اﻟﻤﺆﺷﺮات اﻟﻤﮭﻤﺔ ﻋﻠﻰ ﺻﺤﺔ
اﻟﻨﻤﻮ اﻟﻌﻘﻠﻲ واﻟﺴﻠﻮﻛﻲ واﻟﻌﺎطﻔﻲ واﻹﺟﺘﻤﺎﻋﻲ ﯾﻀﺎف إﻟﻰ ذﻟﻚ وﺟﻮد ارﺗﺒﺎط وﺛﯿﻖ ﺑﯿﻦ ظﮭﻮر ھﺬه اﻟﻤﺸﺎﻛﻞ ﻣﻦ ﻧﺎﺣﯿﺔ وﺑﯿﻦ اﻟﻘﺪرة ﻋﻠﻰ اﻟﺘﺤﺼﯿﻞ اﻟﺪراﺳﻲ ﻣﻦ ﻧﺎﺣﯿﺔ
أﺧﺮى اﻟﮭﺪف ﻣﻦ اﻟﺪراﺳﺔ :دراﺳﺔ اﻟﻌﻼﻗﺔ ﺑﯿﻦ أﻋﺮاض اﻟﻘﻠﻖ واﻹﻛﺘﺌﺎب وﺗﻘﺪﯾﺮ اﻟﺬات واﻷداء اﻷﻛﺎدﯾﻤﻲ ﻟﻠﻄﻼب ﻓﻲ اﻟﻤﺮﺣﻠﺔ اﻹﻋﺪادﯾﺔ .اﻟﻄﺮﯾﻘﺔ :أﺟﺮﯾﺖ اﻟﺪراﺳﺔ ﻋﻠﻰ
طﻼب اﻟﻤﺮﺣﻠﺔ اﻹﻋﺪادﯾﺔ ﻹﺣﺪى اﻟﻤﺪارس اﻟﺨﺎﺻﺔ ،وﺗﻢ ﺗﻘﺴﯿﻤﮭﻢ إﻟﻰ  4ﻣﺠﻤﻮﻋﺎت وﻓﻘﺎ ً ﻷداﺋﮭﻢ اﻟﺪراﺳﻲ واﻟﺬي ﻗﺪ ﻗﯿﺲ وﻓﻘﺎ ً ﻟﺪرﺟﺎﺗﮭﻢ ﻓﻲ آﺧﺮ اﻟﻌﺎم اﻟﺪراﺳﻲ إﻟﻰ  :ﻛﺎف
 ،ﻏﯿﺮ ﻛﺎف  ،ﺟﯿﺪ  ،ﺟﯿﺪ ﺟﺪاً .أدوات اﻟﺒﺤﺚ ﺷﻤﻠﺖ- :اﺳﺘﻤﺎرة ﺑﺤﺚ ﻧﻔﺴﻲ واﺟﺘﻤﺎﻋﻲ ,ﻣﻘﯿﺎس اﻟﻘﻠﻖ ,ﻣﻘﯿﺎس اﻻﻛﺘﺌﺎب ,ﻣﻘﯿﺎس ﻛﻮﺑﺮﺳﻤﯿﺚ ﻟﺘﻘﺪﯾﺮ اﻟﺬات .اﻟﻨﺘﺎﺋﺞ%44.8 :
ﻣﻦ اﻟﻌﯿﻨﺔ ﻟﺪﯾﮭﻢ ﻗﻠﻖ ﻣﺘﻮﺳﻂ %28.2 ،ﻟﺪﯾﮭﻢ ﻗﻠﻖ ﻣﺮﺗﻔﻊ %22.1.ﻟﺪﯾﮭﻢ إﻛﺘﺌﺎب ﻣﻨﺨﻔﺾ  %7.4،ﻟﺪﯾﮭﻢ إﻛﺘﺌﺎب ﻣﺘﻮﺳﻂ %2.5 ،ﻟﺪﯾﮭﻢ إﻛﺘﺌﺎب ﻣﺮﺗﻔﻊ %44.8 .ﻣﻦ اﻟﻌﯿﻨﺔ
ﻟﺪﯾﮭﻢ ﺗﻘﺪﯾﺮ اﻟﺬات ﻣﻨﺨﻔﺾ .وﺟﻮد ﻓﺮوق ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻓﻲ اﻟﻌﻼﻗﺔ ﺑﯿﻦ أﺳﻠﻮب ﻣﻌﺎﻣﻠﺔ اﻟﻮاﻟﺪﯾﻦ ﻟﻸﺑﻨﺎء اﻟﺬي ﯾﺘﺴﻢ ﺑﺎﻟﺘﻔﺮﻗﺔ ﻓﻲ اﻟﻤﻌﺎﻣﻠﺔ وﻣﻦ ﻧﺎﺣﯿﺔ أﺧﺮى أﺳﻠﻮب
اﻟﻤﻌﺎﻣﻠﺔ اﻟﺬي ﯾﺘﻤﯿﺰ ﺑﺎﻹﻋﺘﺪال وﺟﻤﻌﮫ ﺑﯿﻦ اﻟﺤﺰم واﻟﺤﻨﺎن واﻷداء اﻷﻛﺎدﯾﻤﻲ ﻟﻠﻄﻼبُ .وﺟﺪ إن ﻧﺴﺒﺔ اﻟﻘﻠﻖ ﻋﻨﺪ اﻹﻧﺎث أﻋﻠﻰ ﻣﻦ اﻟﺬﻛﻮر وذﻟﻚ اﻟﻔﺮق ﻛﺎن ذو دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ.
وﺟﻮد ﻓﺮوق ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻓﻲ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻹﻛﺘﺌﺎب واﻷداء اﻷﻛﺎدﯾﻤﻲ ﻟﻠﻤﺮاھﻘﯿﻦ.وﺟﻮد ﻓﺮوق ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻓﻲ اﻟﻌﻼﻗﺔ ﺑﯿﻦ ﺗﻘﺪﯾﺮ اﻟﺬت واﻷداء اﻷﻛﺎدﯾﻤﻲ
ﻟﻠﻤﺮاھﻘﯿﻦ.
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Depression among a sample of Egyptian adolescent females; Psychosocial correlates
Soheir H. ELGhonemy, Doaa N. Radwan, Rasha E. Bassim, Walla M. Sabry, Nevirt Z. Mahmoud

 اﻟﺮواﺑﻂ اﻟﻨﻔﺲ إﺟﺘﻤﺎﻋﯿﺔ: اﻹﻛﺘﺌﺎب ﻟﺪي ﻋﯿﻨﺔ ﻣﻦ اﻟﻔﺘﯿﺎت اﻟﻤﺮاھﻘﺎت اﻟﻤﺼﺮﯾﺔ
 ﻧﯿﻔﺮت زﻛﻲ، وﻻء ﺻﺒﺮي،  رﺷﺎ ﺑﺴﯿﻢ، دﻋﺎء رﺿﻮان، ﺳﮭﯿﺮ اﻟﻐﻨﯿﻤﻲ

Abstract

B

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.
Declaration of interest: None.
more dramatic than in males, they are more likely to have
difficulty coping with their new self image. As a result,
Introduction
female adolescents may be more likely to suffer from low
Adolescence is a period of rapid physical (pubertal),
self-esteem
and
depression
than
their
male
emotional, cognitive and social development. Depression in
counterparts.9Besides self image, a number of other
adolescence was once seen as a normal part of
psychosocial correlates may be important in the
development, the so-called “adolescent turmoil.” It is now
pathogenesis of adolescent depression. As adolescents
widely recognized that adolescent depression deserves
1
make the transition from childhood to adulthood, they
more attention. Depression may affect 2% of children and
experience cognitive, emotional, social and role changes,
4% to 8% adolescents with a peak incidence around
2
all of which, though normal, are stressful.8,10 Domestic
puberty. Adolescent depression is impairing and is
violence which is not necessarily peculiar to adolescents
associated with many problems including undermay also be associated with depression in this age group.10
achievement, impaired productivity, potentially harmful
In this study we test the hypothesis that there are specific
lifestyle choices, increased risk of suicide, and poor longpsychosocial correlates of depressive disorders among
term outcome especially in untreated cases. It is also
female adolescents and attempt to identify correlates that
associated with problematic peer and family relationships,
may be important in the development of depression in a
as well as anxiety, eating, and disruptive-behavior
3
sample of Egyptian female adolescents.
disorders. Studies have shown that female gender is one of
the risk factors that may influence the development of
Subjects and Methods
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
Study Design
males.5 Young and Altemus (2004)6,7 have suggested that
The study was designed as school-based cross-sectional,
the high level of ovarian hormones which are present in
case-control study conducted during the academic year
females at puberty may impair the ability of another
2007-2008.
hormonal axis “the hypothalamopituitary- adrenal (HPA)
axis” to regulate itself through feedback mechanisms. This
Study Site
would result in high levels of adrenal cortisol that is widely
This study was conducted in Cairo, Egypt. A stratified
acknowledged as central to the pathogenesis of depression.
sample of female adolescent school students in Eastern
Therese observations have led to the hypothesis that there
Cairo was drawn. Six schools were selected from two
is a biological explanation for the two to three times
educational districts, one district representing a higher
increased risk of depression observed in adolescent females
socio-economic status (3 schools) and the other a less
when compared to their male counterparts.8 It has also been
affluent status (3 schools). From each school, 3 classes
suggested that because pubertal changes in females are
were selected and all students in each class were included.
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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.
2.

3.
4.

5.

The city (Cairo) has 5 major geographical areas
from which one was selected (Eastern Cairo).
The educational system in Eastern Cairo was
divided into two major categories (private and
public) based on socioeconomic profiles.
From each category three schools were chosen.
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.
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 (0-0-11).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

4.

as similar previous national studies.15 It has been
standardized and translated to Arabic version.16
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 (HamD): 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 chisquare 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)

Test statistic

P-value

15.4 ± 1.1

t = 0.61

NS

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*

54 (67%)

10 (6%)

X2 = 102.3

0.0001*

Characteristic
Age; mean ± s.d
Age of menarche; mean ± s.d

Case

Control

N (80)

N (160)

15.5 ± 0.9

(%)
Quarrelsome home; n (%)

2

Negative life events; n (%)

19 (24%)

2 (1%)

X = 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 selfesteem 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 crosssectionally 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 crosssectional data collected mainly through self-report checklists 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

أظﮭﺮت اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻤﻘﺎﻻت و اﻷﺑﺤﺎث اھﺘﻤﺎﻣﺎ ً ﻣﺘﺰاﯾﺪاً ﺑﻤﺮض اﻹﻛﺘﺌﺎب ﻋﻨﺪ اﻷطﻔﺎل و اﻟﻤﺮاھﻘﯿﻦ ﺑﯿﻨﻤﺎ ﺗﺴﺎءل اﻟﻘﻠﯿﻞ ﻣﻨﮭﻢ ﻋﻦ اﻷﺳﺒﺎب اﻟﻤﺆدﯾﺔ إﻟﯿﮫ و ذﻟﻚ ﻟﻨﻘﺺ اﻟﺒﯿﺎﻧﺎت
 ﻛﻤﺎ أوﺿﺤﺖ اﻟﺪراﺳﺎت ﻋﻠﻰ ﻓﺌﺔ اﻟﻤﺮاھﻘﯿﻦ أن اﻹﻧﺎث ھﻢ اﻷﻛﺜﺮ ﻋﺮﺿﺔ ﻟﻤﺮض اﻹﻛﺘﺌﺎب.و اﻹﺣﺼﺎءات اﻟﻤﺒﯿﻨﺔ اﻟﺨﺎﺻﺔ ﺑﺎﻹﺿﻄﺮﺑﺎت اﻟﻨﻔﺴﯿﺔ ﻟﺪي اﻷطﻔﺎل و اﻟﻤﺮاھﻘﯿﻦ
 ﻣﺤﺎوﻻت، اﻟﺨﻼﻓﺎت اﻷﺳﺮﯾﺔ، اﻟﺘﺄﺧﺮ اﻟﺪراﺳﻲ:ﻛﻤﺎ ﺗﻈﮭﺮ اﻹﺿﻄﺮاﺑﺎت اﻹﻛﺘﺎﺋﺒﯿﺔ ﺑﯿﻦ اﻟﻤﺮاھﻘﯿﻦ ﻓﻲ ﻋﺪة ﺻﻮرو ﻣﺸﻜﻼت ﻣﺨﺘﻠﻔﺔ ﻣﺜﻞ.ﺑﺎﻟﻤﻘﺎرﻧﺔ ﺑﻤﺜﻠﯿﮭﻢ ﻣﻦ اﻟﺬﻛﻮر
 ﻓﺘﺎه ﯾﻌﺎﻧﯿﻦ ﻣﻦ اﻹﻛﺘﺌﺎب ﻣﻦ طﺎﻟﺒﺎت اﻟﻤﺮﺣﻠﺔ اﻟﺜﺎﻧﻮﯾﺔ80  أﺟﺮﯾﺖ ھﺬه اﻟﺪراﺳﺔ ﻛﺪراﺳﺔ ﻋﺮﺿﯿﺔ ﻣﻘﺎرﻧﺔ ﺣﯿﺚ ﺗﻢ ﺗﻀﻤﯿﯿﻦ: طﺮﯾﻘﺔ اﻟﺒﺤﺚ.إﻧﺘﺤﺎرﯾﺔ و أﻋﺮاض ﻧﻔﺴﺠﺴﻤﯿﺔ
 و ﻗﺪ ﺧﻀﻌﺖ ﻛﻞ ﻣﺸﺎرﻛﺔ ﻻﺳﺘﺒﯿﺎن. ﺟﻤﮭﻮرﯾﺔ ﻣﺼﺮ اﻟﻌﺮﺑﯿﺔ ﺗﻢ ﻣﻄﺎﺑﻘﺘﮭﻢ ﻣﻊ ﻋﺪد ﻣﻀﺎﻋﻒ ﻣﻦ ﻗﺮﯾﻨﺎﺗﮭﻦ ﻟﻀﻤﺎن ﻧﺘﺎﺋﺞ إﺣﺼﺎﺋﯿﺔ ﺟﯿﺪة-ﺑﻤﺪارس اﻟﻤﻨﻄﻘﺔ اﻟﺸﺮﻗﯿﺔ ﺑﺎﻟﻘﺎھﺮة
 و ﺧﻀﻌﺖ، ﺑﻤﺴﺘﺸﻔﯿﺎت ﺟﺎﻣﻌﺔ ﻋﯿﻦ ﺷﻤﺲ-اﻟﺼﺤﺔ اﻟﻌﺎﻣﺔ وﻣﻘﯿﺎس اﻹﻛﺘﺌﺎب ﻋﻨﺪ اﻷطﻔﺎل إﻟﻲ ﺟﺎﻧﺐ اﺳﺘﺒﯿﺎن اﻟﻤﻘﺎﺑﻠﺔ اﻟﺸﺨﺼﯿﺔ ﻛﺎﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ ﻣﺮﻛﺰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
 أظﮭﺮت اﻟﻨﺘﺎﺋﺞ:اﻟﻨﺘﺎﺋﺞ. ﻣﻘﯿﺎس ھﺎﻣﯿﻠﺘﻮن ﻟﻘﯿﺎس اﻹﻛﺘﺌﺎب،اﻟﻔﺘﯿﺎت اﻟﻤﺼﺎﺑﺔ ﻟﻠﻤﻘﺎﺑﻠﺔ اﻹﻛﻠﯿﻨﯿﻜﯿﺔ اﻟﻤﻌﯿﺎرﯾﺔ ﻟﻠﺘﺸﺨﯿﺺ ﻋﻠﻲ اﻟﻤﺤﻮر اﻷول ﻟﻠﺪﻟﯿﻞ اﻟﺘﺸﺨﯿﺼﻲ اﻟﺮاﺑﻊ اﻟﻤﺮﺟﻊ
 ﻛﻤﺎ أرﺗﺒﻄﺖ ﻧﺴﺒﺔ اﻹﻛﺘﺌﺎب.أن اﻟﻔﺘﯿﺎت اﻟﻤﺼﺎﺑﺔ ﺑﺎﻹﻛﺘﺌﺎب ھﻦ اﻷﻗﻞ ﻓﻲ اﻟﺘﺤﺼﯿﻞ اﻷﻛﺎدﯾﻤﻲ و ﻣﻤﺎرﺳﺘﮭﻦ ﻟﻸﻧﺸﻄﺔ اﻟﻤﺘﻌﺪدة ﺑﺎﻟﻤﻘﺎرﻧﺔ ﺑﻤﺜﻠﯿﺘﮭﻦ ﻣﻦ اﻟﻤﺮھﻘﺎت اﻷﺻﺤﺎء
 ﻋﺎﻧﺖ اﻟﻔﺌﺔ اﻟﺘﻲ ﺗﻌﺎﻧﻲ ﻣﻦ اﻹﻛﺘﺌﺎب ﻣﻦ ﺗﺎرﯾﺦ ﺳﺎﺑﻖ.ﺑﯿﻦ اﻟﻔﺘﯿﺎت ارﺗﺒﺎطﺎ ً طﺮدﯾﺎ ً ﻣﻊ وﺟﻮد ﺗﺎرﯾﺦ ﻣﺮﺿﻲ ﻧﻔﺴﻲ ﺑﺎﻷﺳﺮة ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﻣﻌﺎﯾﺸﺘﮭﻦ ﻣﻨﺎخ أﺳﺮي ﻏﯿﺮ ﻣﺴﺘﻘﺮ
 ﺗﻈﮭﺮ اﻟﺪراﺳﺔ إن اﻹﻧﺎث ﻣﻦ اﻟﻤﺮاھﻘﯿﻦ أﻛﺜﺮ ﻋﺮﺿﺔ ﻟﻺﺻﺎﺑﺔ: اﻹﺳﺘﻨﺘﺎج.ﻷﺣﺪاث ﺣﯿﺎﺗﯿﺔ ﺳﻠﺒﯿﺔ و ﺗﺠﺮﺑﺔ ﻓﺎﺷﻠﺔ ﻟﻌﻼﻗﺔ ﻋﺎطﻔﯿﺔ ﺑﺎﻟﻤﻘﺎرﻧﺔ ﺑﻘﺮﯾﻨﺎﺗﮭﻦ ﻣﻦ اﻟﻔﺘﯿﺎت اﻷﺻﺤﺎء
 وﺟﻮد ﺗﺎرﯾﺦ ﻣﺮﺿﻲ ﻧﻔﺴﻲ، ﻋﺪم ﻣﻤﺎرﺳﺔ اﻷﻧﺸﻄﺔ، اﻟﺘﺄﺧﺮ اﻟﺪراﺳﻲ: ﺑﺎﻹﻛﺘﺌﺎب و ﺗﻌﺘﺒﺮ اﻟﻌﻮاﻣﻞ اﻵﺗﯿﺔ ﻣﻦ أھﻢ اﻟﻤﺴﺒﺒﺎت ﻟﺤﺪوث ﻣﺮض اﻹﻛﺘﺌﺎب ﻟﺪي ﺗﻠﻚ اﻟﻔﺌﺔ اﻟﻌﻤﺮﯾﺔ
 أﺣﺪاث ﺣﯿﺎﺗﯿﺔ ﺳﻠﺒﯿﺔ و ﻓﺸﻞ ﻋﻼﻗﺔ ﻋﺎطﻔﯿﺔ و ﻣﻦ اﻟﻀﺮوري ﻣﺮاﻋﺎة ﺗﻠﻚ اﻟﻌﻮاﻣﻞ ﻋﻨﺪ وﺿﻊ ﺧﻄﺔ ﻋﻼﺟﯿﺔ ﻟﺘﻠﻚ اﻟﻔﺌﺔ اﻟﻌﻤﺮﯾﺔ ﺣﺘﻰ، ﻣﻨﺎخ أﺳﺮي ﻏﯿﺮ ﻣﺴﺘﻘﺮ،ﺑﺎﻷﺳﺮة
. ﯾﺘﺜﻨﻲ رﻓﻊ اﻟﻨﺘﺎﺋﺞ اﻟﻤﺘﻮﻗﻌﺔ ﻣﻦ اﻟﻌﻼج و ﺗﺤﺴﯿﻦ ﺟﻮدة اﻟﺤﯿﺎة ﻟﺪي اﻟﻤﺮاھﻘﺎت اﻟﻼﺗﻲ ﯾﻌﺎﻧﯿﻦ ﻣﻦ اﻟﻸﻛﺘﺌﺎب
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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.

اﺛﺮ اﻟﻤﺘﻐﯿﺮات اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ ﻋﻠﻲ اﻋﺮاض اﻟﺘﻮﺣﺪ واﻻﻧﺤﺮاﻓﺎت اﻟﺴﻠﻮﻛﯿﺔ
ﻓﻲ ﻋﯿﻨﺔ ﻣﻦ اﻻطﻔﺎل اﻻردﻧﯿﯿﻦ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﺿﻄﺮاب اﻟﺘﻮﺣﺪ
 ﻣﺼﻄﻔﻲ ﻋﻤﺮو، ﻟﺆي ﺻﻘﺮ، ﻣﻮﺳﻰ ﺣﺴﺎن، ﺷﺪا اﺑﻮﺣﻤﺪا، ﻏﺎزي ﺷﻜﺮون،داھﻮد رداد

Abstract

I

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 cooccurring 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
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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) speechlanguage 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.

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 socioeconomic 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.

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.

Education
x Socioeconomic

Socioeconomic

Education

Age x
Gender

Age

Gender

Table (1): The effect of various variables (age, gender, education and socioeconomic status) on ISAA scoring

F

P

F

P

F

P

F

P

F

P

F

P

social relationship

-

-

-

-

-

-

6.413

.04

-

-

18.647

.01

emotional
responsiveness
speech-language
and communication
behavior patterns

-

-

6.730

.02

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

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
F
P

Socioeconomic
F
P

IQ

Socioeconomic x
IQ
F
P

F

P

F

P

F

P

social relationship

-

-

4.029

.03

-

-

-

-

-

-

-

-

emotional
responsiveness
speech-language
and
communication
behavior patterns
sensory aspects
cognitive
component
Total

-

-

-

-

-

-

-

-

-

-

-

-

-

-

4.512

.02

-

-

-

-

-

-

-

-

-

-

-

-

-

-

7.660

.03

19.155

.006

-

-

-

-

3.616

.04

-

-

-

-

-

-

-

-

-

-

3.573

.04

-

-

-

-

-

-

-

-

11.523

.04

8.249

.002

-

-

-

-

14.11

.01

--

-

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.

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

Withdrawn
Somatic problems
Anxiety/depression
Social problem
Thought problems
Attention problem
Delinquent behavior
Aggressive behavior
Internalizing
Externalizing

Total

Education
x Socioeconomic

Socioeconomic

Education

Age x
Gender

Age

Gender

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

F

P

F

S

F

S

F

S

F

S

F

S

-

--

4.849
9.705
-

.05
.01
-

-

-

-

-

6.640
6.612
11.283
8.409

.04
.04
.01
.02

8.688
6.628
10.342
6.764

.03
.05
.02
.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 socioeconomic 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

Withdrawn
Somatic problems
Anxiety/depression
Social problem
Thought problems
Attention problem
Delinquent behavior
Aggressive behavior
Internalizing
Externalizing

Total

IQ

Education
x IQ

Socioeconomic

Socioeconomic x
IQ

IQ

F

P

F

P

F

P

F

P

F

P

F

p

--

-

4.109
4.903
5.654
6.983
3.673
3.403
-

.02
.01
.01
.005
.03
.05
-

-

-

5.869
-

.05
-

6.711
-

.04
-

-

-

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.

10.

11.

12.
13.

14.

15.

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
ﻣﻘﺪﻣﺔ :ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ أن اﺿﻄﺮاب اﻟﺘﻮﺣﺪ ھﻮ اﺿﻄﺮاب ﻋﺎﻟﻤﻲ ،إﻻ ان اﻟﻘﻠﯿﻞ ﻧﺴﺒﯿﺎ ً ﻋﻦ ھﻮ ظﻮاھﺮه و اﻟﻤﺘﻐﯿﺮات اﻹﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ ﻣﻌﺮوف ﻓﻲ اﻟﺒﻠﺪان
اﻟﻨﺎﻣﯿﺔ ،ﻣﺜﻞ اﻷردن.اﻷھﺪاف  :اﻟﺘﺤﻘﯿﻖ ﻓﻲ أﺛﺮ اﻟﻤﺘﻐﯿﺮات اﻹﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ واﻟﻔﻜﺮﯾﺔ ﻋﻠﻰ أﻋﺮاض اﻟﺘﻮﺣﺪ )ع( واﻻﻧﺤﺮاﻓﺎت اﻟﺴﻠﻮﻛﯿﺔ اﻟﻄﺮﯾﻘﺔ :ﯾﺴﺘﻨﺪ
اﻟﺘﺸﺨﯿﺺ ﻋﻠﻰ ﻣﻌﺎﯾﯿﺮ اﻟﻄﺒﻌﺔ اﻟﺮاﺑﻌﺔ ﻟﻠﻨﻈﺎم اﻷﻣﺮﯾﻜﻲ ﻟﻠﺘﺸﺨﯿﺺ وﺗﻜﻤﻠﮫ اﻟﻤﻼﺣﻈﺔ اﻟﻤﺒﺎﺷﺮة وﻓﻘﺎ ً ﻟﻠﻤﻘﯿﺎس اﻟﮭﻨﺪي ﻟﺘﻘﯿﯿﻢ اﻟﺘﻮﺣﺪ وﺗﻘﯿﯿﻢ اﻟﺬﻛﺎء ﺑﺈﺳﺘﺨﺪام ﻣﻘﯿﺎس وﻛﺴﻠﺮ
ﻟﻠﺬﻛﺎء ﻟﻸطﻔﺎل) (WISCو ﺗﺼﻨﯿﻒ اﻵﺑﺎء أطﻔﺎﻟﮭﻢ ﻋﻠﻰ ﻻﺋﺤﺔ ﺳﻠﻮك اﻟﻄﻔﻞ ﻟﻶﺧﯿﻨﺒﺎخ (CBCL).اﻟﻨﺘﺎﺋﺞ :ﺗﻢ اﻟﺪراﺳﺔ ﻋﻠﻰ  22طﻔﻼ ﻣﺼﺎﺑﯿﻦ ﺑﺈﺿﻄﺮاب اﻟﺘﻮﺣﺪ ووﺟﺪ
ان ھﻨﺎك ﺗﺄﺛﯿﺮ ﻛﺒﯿﺮ ﻟﻠﺠﻨﺲ  ،واﻟﻘﺪرة اﻟﻤﻌﺮﻓﯿﺔ واﻟﺘﻌﻠﯿﻤﯿﺔ واﻹﺟﺘﻤﺎﻋﯿﺔ واﻹﻗﺘﺼﺎدﯾﺔ ﻋﻠﻰ ﻣﺴﺘﻮى اﻟﺘﻮﺣﺪ وﻟﻜﻦ اﻟﺘﻌﻠﯿﻢ واﻟﻘﺪرة اﻟﻤﻌﺮﻓﯿﺔ أﻛﺜﺮ إرﺗﺒﺎطﺎ ً ﻣﻦ اﻟﻤﺴﺘﻮى
اﻹﺟﺘﻤﺎﻋﻲ واﻹﻗﺘﺼﺎدي ،ﺑﯿﻨﻤﺎ ﺗﺮﺗﺒﻂ اﻟﻘﺪرة اﻟﻤﻌﺮﻓﯿﺔ إرﺗﺒﺎط ﻣﺆﺛﺮاً ﺑﻤﻌﻈﻢ اﻟﻤﻘﺎﯾﯿﺲ اﻟﻔﺮﻋﯿﺔ ﻓﻲ ﻟﻠﻤﻘﯿﺎس اﻟﮭﻨﺪي ﻟﺘﻘﯿﯿﻢ اﻟﺘﻮﺣﺪ وﻻﺋﺤﺔ ﺳﻠﻮك اﻟﻄﻔﻞ ﻟﻶﺧﯿﻨﺒﺎخ
) (CBCLاﻹﺳﺘﻨﺘﺎﺟﺎت :ﺗﺴﻠﻂ اﻟﻨﺘﺎﺋﺞ اﻟﻀﻮء ﻋﻠﻰ اﻟﺤﺎﺟﺔ إﻟﻰ إدراج اﺳﺘﺮاﺗﯿﺠﯿﺎت إدارة اﻟﺴﻠﻮﻛﯿﺔ واﻟﺘﻌﻠﯿﻢ ﻓﻲ أي ﺑﺮﻧﺎﻣﺞ ﺗﺪﺧﻞ ﺷﺎﻣﻞ ﻟﻸطﻔﺎل اﻟﻤﺼﺎﺑﯿﻦ ﺑﺈﺿﻄﺮاب
اﻟﺘﻮﺣﺪ.
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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 واﻻﻛﺘﺌﺎب ﺑﻌﺪ اﻟﻮﻻدة
 ﺧﺎﻟﺪ ال ﺟﻠﺒﺎن، ﺳﺎﻣﻲ اﻟﻤﺼﻮري، ﺣﺴﻦ اﻟﻌﻤﺮي، ﻣﺤﻤﺪ اﻟﺴﻨﯿﺪي،ﻣﺴﻔﺮ اﻟﺸﮭﺮاﻧﻲ

Abstract

O

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 postpartum 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).
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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(%)

Age

20-30 years

15 ( 13.3 % )

40

( 35.4 % )

31-40 years

35 ( 30.9 % )

16

( 14.2 % )

> 40 years

6

0

(0%

53

( 46.9 % )

( 7.1 % )

4

( 3.5 %)

(0%)

2

( 1.8 % )

Saudi
Nationality

Pregnant women without GDM N ( % )

Non Saudi

( 5.3 % )

48 ( 42.5 % )
8

Nullipara

0

)

Primipara

3

( 2.7 % )

13

( 11.5 % )

Multipara

28 ( 24.8 % )

34

( 30.1 % )

Grand multipara

25 ( 22.1 % )

8

(7% )

Yes

30 ( 26.4 %)

1

( 0.88 %)

No

26 ( 23.02 % )

56

( 49.6 % )

Other medical problems in

Yes

20 ( 17.7 % )

10

( 8.8 % )

this pregnancy

No

36 ( 31.9 % )

47

( 41.6 % )

Previous psychiatric problem

Yes

2

1

( 0.88 % )

No

54 ( 47.8 % )

56

( 49.6 % )

Yes

37 ( 32.7 % )

45

( 39.8 % )

No

19 ( 16.8 % )

12

( 10.6 % )

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 % )

Regular

40

( 35.4 % )

36

( 31.8 % )

Not regular

16

( 14.2 % )

21

( 18.6 % )

Less than 32 weeks

1

( 0.88 % )

1

( 0.88 % )

Parity

Previous GDM

Planned pregnancy

Level of education

Antenatal care

( 1.8 % )

32-37 weeks

12 ( 10.6 % )

More than 37 weeks

43 ( 38. 05 % )

5

( 4.4 % )

Gestational age at delivery

Induction of labor

Mode of delivery

51 ( 45.1 % )

Yes

6

( 5.3 % )

11 ( 9.7 % )

No

50 ( 44.3 % )

46 ( 40.7 % )

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
134

Al-Shahrani et el.

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

Patients with GDM

Yes N (%)
23 (20.35%)

No N (%)
33 (29.24%)

Total

44 (38.9%)

69 (61.1%)

56
57
113

Value
0.39

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

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

Table 3. Other risk factors for postnatal depression among pregnant women,Abha Maternity Hospital, Saudi Arabia
Pregnant women with
Pregnant women without

Age

Nationality

postpartum depression

postpartum depression

N(%)

N (%)

20-30 years

22 ( 19.46 % )

33 ( 29.21 % )

31-40 years

21 (18.59 %)

31 ( 27.44 % )

> 40 years

1 ( 0.88 % )

5

Saudi

40 (35.39 % )

Non Saudi

4

( 3.53 % )

61 (53.98 %)

2 ( 1.77 % )

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

Yes

11 ( 9.72 % )

19 ( 16.83 % )

pregnancy

No

33 ( 29.2 % )

50 ( 44.25 % )

Previous psychiatric problem

Yes

1 (0.88 % )

2 ( 1.77 % )

No

43 ( 38.06 % )

67 ( 59.29 % )

Yes

33 ( 29.2 % )

49 ( 43.36 % )

No

11 ( 9.75 % )

20 ( 17.69 % )

Illiterate

1 ( 0.88 % )

12 ( 10.63 % )

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 % )

Regular

26 ( 23 % )

50 ( 44.25 % )

Not regular

18 ( 15.93 % )

19 ( 16.82 % )

Level of education

Antenatal care

0.46

8 ( 7.1 % )

0 (0%)

Planned pregnancy

0.34

( 4.42 % )

Nullipara
Parity

P Value

0.46

0.47

0.66

0.4

0.04

0.1
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Less than 32

1 ( 0.88 % )

1 ( 0.88 % )

32-37 weeks

10 ( 8.86 % )

7 ( 6.19 % %)

More than 37

33 ( 29.2 % )

61 ( 53.99 % )

Yes

5 ( 4.43 % )

12 ( 10.62 % )

No

39 ( 34.51 % )

57 ( 50.44 % )

Vaginal

21 ( 18.58 % )

24 ( 21.23 % )

Cesarean section

23 ( 20.36 % )

45 ( 39.83 % )

0.1

weeks
Gestational age at delivery

weeks

Induction of labor

Mode of delivery

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 AbouSaleh 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. AlGelban 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

0.27

0.1

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 cutoff 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
أﺟﺮﯾﺖ دراﺳﺔ اﺳﺘﻄﻼﻋﯿﺔ ﺑﺎﺳﺘﺨﺪام ﻣﻘﯿﺎس أدﻧﺒﺮة اﻛﺘﺌﺎب ﻣﺎ ﺑﻌﺪ:طﺮﯾﻘﺔ اﻟﺒﺤﺚ. دراﺳﺔ اﻟﻌﻼﻗﺔ ﺑﯿﻦ ﻣﺮض ﺳﻜﺮي اﻟﺤﻤﻞ واﻻﻛﺘﺌﺎب ﺑﻌﺪ اﻟﻮﻻدة:أھﺪاف اﻟﺒﺤﺚ
1)  أﺷﮭﺮ3  ﺧﻼل ﻓﺘﺮة، (ﻟﺠﻤﯿﻊ اﻟﻨﺴﺎء اﻟﻤﺼﺎﺑﺎت ﺑﺴﻜﺮي اﻟﺤﻤﻞ ﺑﻌﺪ اﻟﻮﻻدة واﻟﺴﯿﻄﺮة ﻋﻠﻰ اﻟﻨﺴﺎء اﻟﻠﻮاﺗﻲ وﺿﻌﻦ ﻓﻲ ﻧﻔﺲ اﻟﻮﻗﺖ دون ﺳﻜﺮي اﻟﺤﻤﻞEPDS) اﻟﻮﻻدة
ﻓﻲ ھﺬه اﻟﺪراﺳﺔ وﺟﺪﻧﺎ أن اﻟﺘﺸﺨﯿﺺ اﻟﻤﺤﺘﻤﻞ ﻟﻼﻛﺘﺌﺎب ﺑﻌﺪ:ﻧﺘﺎﺋﺞ اﻟﺒﺤﺚ. اﻟﻤﻤﻠﻜﺔ اﻟﻌﺮﺑﯿﺔ اﻟﺴﻌﻮدﯾﺔ، أﺑﮭﺎ، ( ﻓﻲ ﻣﺴﺘﺸﻔﻰ أﺑﮭﺎ اﻟﻌﺎم2001 /  ﻣﺎرس31  إﻟﻰ2001 / ﯾﻨﺎﯾﺮ
 ﻛﺎن. واﻟﺘﻲ ﻛﺎﻧﺖ ﻏﯿﺮ ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ، ﻓﻲ اﻟﻤﺮﺿﻰ اﻟﻐﯿﺮ ﻣﺼﺎﺑﯿﻦ ﺑﺴﻜﺮي اﻟﺤﻤﻞ٪ 18،58  ﻣﻦ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺴﻜﺮي اﻟﺤﻤﻞ ﻣﻘﺎرﻧﺔ ﻣﻊ٪ 20،35 اﻟﻮﻻدة ﻓﻲ
 اﻛﺘﺌﺎب ﻣﺎ ﺑﻌﺪ اﻟﻮﻻدة ﻟﺪى اﻟﻨﺴﺎء اﻟﻤﺼﺎﺑﺎت ﺑﺴﻜﺮي اﻟﺤﻤﻞ وأوﻟﺌﻚ ﻏﯿﺮ:(اﻻﺳﺘﻨﺘﺎج٪ 38.9)  ﻣﺮﯾﻀﺎ113  ﻣﻦ أﺻﻞ44 اﻛﺘﺌﺎب ﺑﻌﺪ اﻟﻮﻻدة اﻟﻤﺤﺘﻤﻠﺔ ﻓﻲ ﻣﺠﻤﻞ اﻟﻌﯿﻨﺔ
. أﯾﻀﺎ ﻟﺪﯾﻨﺎ ﻣﻌﺪﻻت ﻋﺎﻟﯿﺔ ﺟﺪا ﻣﻦ اﻛﺘﺌﺎب ﻣﺎ ﺑﻌﺪ اﻟﻮﻻدة ﻓﻲ ھﺬه اﻟﻤﻨﻄﻘﺔ، اﻟﻤﺼﺎﺑﯿﻦ ﺑﺴﻜﺮي اﻟﺤﻤﻞ ﻣﺘﻤﺎﺛﻠﺔ وﻻ ﯾﻮﺟﺪ ﻓﺮق
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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 اﻻﻧﺠﺎﺑﯿﮫ: ﺗﻤﻜﯿﻦ اﻟﻤﺮأة وﺗﺄﺛﯿﺮه ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﺟﻨﻮب اﻷردن
 اﺗﺴﻮﻛﻮ اﻣﻮﺗﻮ، ﺑﺘﻮل ﻋﺒﯿﺪ، ﺗﻮﻛﯿﻜﻮ ﺳﺎﺗﻮ، دﯾﺎﻧﺎ ھﺎﺷﻢ ﻋﺮﺑﯿﺎت، اﯾﻤﻦ ﺣﻤﺪان ﻣﻨﺼﻮر، رﺿﻮان ﺑﻨﻲ ﻣﺼﻄﻔﻰ

Abstract

P

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 selfconfidence (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.
Declaration of interest: This study was funded by the Japan International Cooperation Agency.

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.
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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.

2.

Examine the concepts of women empowerment and
psychological wellbeing among women in the southern
region of Jordan in the context of reproductive health
practices.
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: evermarried 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 selfratings on the dimension assessed. The psychological
wellbeing scale has good internal consistency with
Cronbach’s Alpha ranges from.83 (autonomy) to .91 (selfacceptance) 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
%
Marital status
Married
85.0
Widow
2.7
Divorced
.4
Previous place of living
Amman
1.7
Other city
10.3
Camp
2.1
Village
16.6
Outside the country
.5
Had some schooling education
Yes
63.2
No
25.0
Women's level of education
Old-elementary
17.2
Old-preparatory
16.6
Old-secondary
17.5
New-elementary
10.7
New-secondary
12.7
Diploma
12.8
Baccalaureate
11.4
Graduate
1.0
Ever give birth
Yes
80.2
No
7.9
Ever give birth and child died
Yes
12.0
No
76.1
Gender of the latest birth
Male
43.6
Female
36.6

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.

N
778
25
4
16
94
19
152
5
578
229
99
96
101
62
73
74
66
6
734
72
110
696
399
335

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)
Range
P75
P25
P50
Variable
SD
Mean
Min
Max
Women Empowerment
32.4
5.6
29.0
33.0
36.0
12.0
48.0
Decision–making
32.2
8.6
27.0
31.0
37.0
18.0
54.0
Belief in community norms
9.6
2.1
8.0
10.0
11.0
0
17.0
Importance of self health care
17.2
2.2
16.0
17.0
19.0
7.0
21.0
Self–confidence
Psychological well-being
13.6
3.5
12.0
13.0
14.0
3.0
18.0
Autonomy
13.0
3.5
12.0
13.0
14.0
3.0
18.0
Environmental mastery
13.5
3.2
12.0
12.0
13.0
3.0
18.0
Self–acceptance
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.

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.

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

Self confidence
Results showed that women displayed a high level of selfconfidence 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 selfconfidence. 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
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ways, regulate behavior from within, and could selfevaluate 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)

Variables
Decision-making
Belief in community norms
Importance of health self-care
Self-confidence

Autonomy
.12**
-.07
.12**
.22**

Environmental
mastery
.09*
.10**
.18**
.19**

Self-acceptance
.10**
.06
.14**
.22**

** 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 selfconfidence 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).
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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 wellbeing 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.

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 اﻟﻮﻻدة وﻗﻀﺎﯾﺎ, ھﺪﻓﺖ اﻟﺪراﺳﺔ إﻟﻰ ﻓﺤﺺ اﻟﻌﻼﻗﺔ ﺑﯿﻦ ﺗﻤﻜﯿﻦ اﻟﻤﺮأة ﻣﻦ ﺣﯿﺚ ﻗﺪرﺗﮭﺎ ﻋﻠﻰ اﺗﺨﺎذ ﻗﺮارات ﻣﺘﻌﻠﻘﺔ ﺑﺎﻟﺘﺨﻄﯿﻂ ﻟﻌﺪد اﻷطﻔﺎل
 اﻣﺮأة ﻋﻦ ﺗﻤﻜﯿﻦ اﻟﻤﺮأة وﻋﻦ807  ھﺬه دراﺳﺔ وﺻﻔﯿﮫ ﺟﻤﻌﺖ ﺑﯿﺎﻧﺎت ﻣﻦ.  ﺑﯿﻦ اﻟﻨﺴﺎء ﻓﻲ ﺟﻨﻮب اﻷردن، أﺧﺮى ﻟﮭﺎ ﻋﻼﻗﺔ ﺑﺎﻟﺤﻤﻞ وﺑﯿﻦ اﻟﺘﻤﺘﻊ ﺑﺼﺤﺔ ﻧﻔﺴﯿﮫ ﺟﯿﺪه
 أظﮭﺮ ﺗﺤﻠﯿﻞ اﻟﻨﺘﺎﺋﺞ أن ﻟﺪى اﻟﻨﺴﺎء ﻗﺪرات.اﻟﺼﺤﺔ واﻟﺮﺧﺎء اﻟﻨﻔﺴﻲ ﻣﻦ ﺧﻼل ﺗﻄﺒﯿﻖ ﻣﻘﯿﺎس اﻟﺘﻤﻜﯿﻦ اﻟﻤ َﻌﺪل وﻣﻘﯿﺎس اﻟﺜﻘﺔ ﺑﺎﻟﻨﻔﺲ وﻣﻘﯿﺎس اﻟﺘﻤﺘﻊ ﺑﺼﺤﺔ ﻧﻔﺴﯿﮫ ﺟﯿﺪه
ﻣﺘﻮﺳﻄﮫ إﻟﻰ ﻋﺎﻟﯿﮫ ﻋﻠﻰ اﺗﺨﺎذ اﻟﻘﺮارات اﻟﻤﺘﻌﻠﻘﺔ ﺑﺼﺤﺘﮭﻢ اﻹﻧﺠﺎﺑﯿﺔ وﺛﻘﮫ ﻋﺎﻟﯿﮫ ﺑﺎﻟﻨﻔﺲ ورﺧﺎء ﺻﺤﻲ ﻧﻔﺴﻲ ﻣﺘﻮﺳﻂ إﻟﻰ ﻋﺎﻟﻲ ﻓﻲ ﺛﻼث ﺟﻮاﻧﺐ ﻣﻦ اﻟﻤﻘﯿﺎس ھﻲ
. ﻛﺎن ھﻨﺎك ﻋﻼﻗﺔ اﯾﺠﺎﺑﯿﮫ ﻟﻜﻨﮭﺎ ﻣﺘﺪﻧﯿﺔ ﺑﯿﻦ ﻋﻨﺎﺻﺮ اﻟﺘﻤﻜﯿﻦ و ﻋﻨﺎﺻﺮ اﻟﺮﺧﺎء اﻟﻨﻔﺴﻲ. أﻟﻘﺪره ﻋﻠﻰ اﻟﺴﯿﻄﺮة ﻋﻠﻰ اﻟﻤﺤﯿﻂ وﺗﻘﺒﻞ اﻟﻨﻔﺲ، اﻻﺳﺘﻘﻼﻟﯿﺔ
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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.

اﻟﺨﺼﺎﺋﺺ اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ و اﻹﻛﻠﯿﻨﯿﻜﯿﺔ ﻟﻤﺮﺿﻰ اﻟﻔﺼﺎم اﻟﻤﻌﺮﺿﯿﻦ ﻟﻺﯾﺬاء ﻣﻘﺎرﻧﺔ
 دراﺳﺔ ﻣﺼﺮﯾﺔ:ﺑﻐﯿﺮ اﻟﻤﻌﺮﺿﯿﻦ ﻟﮫ
 ﻣﺮوة اﻟﻤﺴﯿﺮي، ﻣﺮوة ﺳﻠﻄﺎن،  ﻣﺮوى ﻋﺒﺪ اﻟﻤﺠﯿﺪ،اﺣﻤﺪ اﻟﻤﺴﯿﺮي

Abstract

B

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
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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 everpresent 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.

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.

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 DSMIV 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

2.

3.

4.

5.

6.

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.
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.
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.
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.
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.
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.

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
non- victimized
counterparts although the majority of victimized
patients were exposed to bullying. There was no
statisticall difference between the two groups as regard
gender, marital status, occupational status, type of
work, educational attainment and social standard
standards
(Table 1).

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

ictimization among patients with
Figure 1: Rates of victimization
schizophrenia

Prevalence of victimization
Victimized
30%

Results

Victimized Patients

•Sociodemographic variables:
The studied sample consisted of 60 male and 40
female patients labeled with the diagnosis of
schizophrenia according to the DSM-IV
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
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

Non Victimized
NonVictimized
70%

Table 1: Sociodemographic characteristics: victimized versus non-victimized
non victimized patients
-

Non –Victimized
N=70

Victimized
N=30

test

p- value

Mean Age

35±91

30±6

t= 2.23

0.028 (Sig)

Male
Gender

Marital status

Place of living

Bullying at school

Stability at work

Social class

Education

44

(62.9%)

16

(53.3%)

Female

26

(37.1%)

14

(46.7%)

Single
Married

52
12

(74.3%)
(17.1%)

22
6

(73.3%)
(20%)

Separated

4

(5.7%)

0

(0%)

Widowed

2

(2.9%)

2

(6.7%)

Rural

16

(22.9%)

0

(0%)

Urban

54

(77.2%)

30

(100%)

Negative

16

(22.9%)

14

(46.7%)

Positive

54

(77.1%)

16

(53.3%)

unemployed

40

(57.1%)

12

(40%)

Regular

18

(25.7%)

10

(33.3%)

Irregular
High

12
38

(17.1%)
(54.3%)

8
16

(26.7%)
(53.3%)

Middle

8

(11.4%)

2

(6.7%)

Low

8

(11.4%)

6

(20%)

Very Low
Illiterate
Primary
Preparatory
Secondary
Technical
University
Post Graduate

16
4
2
4
14
14
22
10

(22.9%)
(5.7%)
(2.9%)
(5.7%)
(20%)
(20%)
(31.4%)
(14.3%)

6
2
0
0
12
4
12
0

(20%)
(6.7%)
(0%)
(0%)
(40%)
(13.3%)
(40%)
(0%)

df=1
X2= 0.794

0.373 (NS)

df=3
X2=2.574

0.462 (NS)

df=1
X2=8.163

0.004 (HS)

df=1
X2=5.669

0.017 (Sig)

df=2
X2=2.575

0.276 (NS)

df=3
X2=1.66

0.646 (NS)

X 2= 11.092
df = 6

0.086(NS)
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•

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 nonvictimized 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)

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

Parental
separation

Table 2: Family Characteristics: victimized versus non-victimized patients
Non–victimized
Victimized
N=70
N=30
Negative
46
(65.7%)
20
(66.7%)
df=3
X2=5.685
Divorced
8
(11.4%)
4
(13.3%)
Early death

Working
abroad
Age of separation
Family
domestic
violence
Child abuse

F.H of
psych.
illness
F.H of
drug/alcoh.
abuse

16

(22.9%)

4

(13.3%)

0

(0%)

2

(6.7%)

5.06±8.423

8.27±12.292

Negative

64

(91.4%)

20

(66.7%)

To mother
To father
Negative

4
2
66

(5.7%)
(2.9%)
(94.3%)

4
6
18

(13.3%)
(20%)
(60%)

Emotion.

2

(2.9%)

8

(26.7%)

Physical
Negative

2
46

(2.9%)
(65.7%)

4
26

(13.3%)
(86.7%)

1 degree

14

(20%)

4

(13.3%)

2nd degree

10

(14.3%)

0

(0%)

Negative

58

(82.9%)

24

(80%)

Abuse

12

(17.1%)

4

(13.3%)

Depend.

0

(0%)

2

(6.7%)

st

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

p-value

0.128 (NS)

t=- 1.512

0.134(NS)

df=2
X2=10.771

0.005 (HS)

df=3
X2=18.685

0.000
(VHS)

df=3
X2=6.085

0.048 (Sig)

df=3
X2=4.878

0.087
(NS)

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
p-value
Interval
mean±SD
mean±SD
Positive symptoms
20.14 ±7.897
26.80±7.797
-10.064; -3.250
0.000(HS)
Negative symptoms
General
psychopathology
Total PANSS scores
GAF
Compliance rate

23.97 ±10.562
26.29 ±13.886

28.57±10.637
35.03±10.692

70.26 ±25.096
90.43±24.517
32.8±7.44
31.23±7.016
60.29±29.11
40±33.83
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

-9.917; -0.012
-14.387; -3.108
-30.970; - 9.382
-4.666; 1.523
7.03; 33.532

0.049(Sig.)
0.003(HS)
0.000(HS)
0.316 (NS)
0.006(HS)

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
N
%
N
%
CGI severity
Moderately ill
14
20%
0
0%
X 2= 11.111
0.011
Markedly ill
0
0%
2
6.7%
df = 3
significant
Severely ill
52
74.3%
26
86.7%
Extremely ill
Total
CGI Improvement
Not assessed
Very much improved
Much improved
Minimally Improved
Total

4
70
2
16
38
14
70

5.7%
100%

2
30

6.7%
100%

2.9%
0
0%
22.9%
6
20%
54.3%
16
53.3%
20%
8
26.7%
100%
30
100%
CGI: Clinical global improvement

X 2= 11.363
df = 3

0.714
Non
significant

Discussion
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

Place of living
GAF
Childhood abuse
PANSS-total score
Family domestic violence

3.616
3.156
3.105
2.413
2.150

pvalue
0.001
0.002
0.003
0.018
0.035

Significance
HS
HS
HS
Sig
Sig

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

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
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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 followup, 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
. إن ھﺬا اﻟﺒﺤﺚ ﯾﮭﺪف إﻟﻲ اﺳﺘﻜﺸﺎف اﻟﻤﺘﻐﯿﺮات اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ واﻟﺨﺼﺎﺋﺺ اﻹﻛﻠﯿﻨﯿﻜﯿﺔ اﻟﻤﺮﺗﺒﻄﺔ ﺑﺈﯾﺬاء ﻣﺮﺿﻰ اﻟﻔﺼﺎم ﻣﻘﺎرﻧﺔ ﻣﻊ ﻧﻈﺮاﺋﮭﻢ ﻣﻦ ﻏﯿﺮ اﻟﻀﺤﺎﯾﺎ
 ﺟﺎﻣﻌﺔ- وﻗﺪ اﺷﺘﻤﻠﺖ ھﺬه اﻟﺪراﺳﺔ ﻋﻠﻲ ﻣﺎﺋﺔ ﻣﺮﯾﺾ ﻣﺼﺎب ﺑﺎﻟﻔﺼﺎم ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﻤﺘﺮددﯾﻦ ﻋﻠﻲ اﻟﻌﯿﺎدات اﻟﺨﺎرﺟﯿﺔ و اﻟﻤﺤﺠﻮزﯾﻦ ﺑﺎﻟﻤﺴﺘﺸﻔﻲ ﻓﻲ ﻣﺮﻛﺰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
ﻛﻤﺎ ﺗﻢ ﺗﻘﯿﯿﻢ ﺷﺪة اﻷﻋﺮاض اﻟﺬھﺎﻧﯿﺔ، SCID I  وﻗﺪ ﺗﻢ ﺑﺎﻟﻔﻌﻞ ﻋﻤﻞ اﻟﻤﻘﺎﺑﻠﺔ اﻟﻨﻔﺴﯿﺔ واﻟﺘﺸﺨﯿﺺ ﺑﺎﺳﺘﺨﺪام دﻟﯿﻞ اﻟﻤﻘﺎﺑﻠﺔ اﻹﻛﻠﯿﻨﯿﻜﯿﺔ اﻟﻤﺒﻨﯿﺔ ﻋﻠﻰ اﻟﺪﻟﯿﻞ اﻷﻣﺮﯾﻜﻲ،ﻋﯿﻦ ﺷﻤﺲ
وﺗﻢ أﯾﻀﺎ ﺗﺼﻤﯿﻢ اﺳﺘﺒﯿﺎن ﻟﻠﺤﺼﻮل ﻋﻠﻰ اﻟﺒﯿﺎﻧﺎت اﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ، (CGI)  اﻹﻧﻄﺒﺎع اﻹﻛﻠﯿﻨﯿﻜﻲ اﻟﺸﺎﻣﻞ، (GAF);  ﺗﻘﯿﯿﻢ ﺷﺎﻣﻞ ﻟﻸداءPANSS ﺑﺎﺳﺘﺨﺪام ﻣﻘﯿﺎس ﺑﺎﻧﺰ
 وﻛﺎن اﻟﻤﺮﺿﻰ اﻟﻤﻌﺮﺿﯿﻦ ﻟﻸﯾﺬاء،  ﻣﺮﯾﻀﺎ ﻗﺪ ﺗﻌﺮﺿﻮا ﻟﻸﯾﺬاء30  ﻣﺮﯾﻀﺎ ﻟﻢ ﯾﺘﻌﺮﺿﻮا ﻟﻸﯾﺬاء و70 واﻻﺳﺘﺒﯿﺎن ﻋﻦ اﻹﯾﺬاء اﻟﺒﺪﻧﻲ و اﻟﻤﻌﻨﻮي و اﻟﻠﻔﻈﻲ؛ ﺣﯿﺚ وﺟﺪ أن
 وإﺳﺎءة اﻟﻤﻌﺎﻣﻠﺔ ﻓﻲ، ﻛﻤﺎ ﻛﺎﻧﻮا أﻛﺜﺮ ﺗﻌﺮﺿﺎ ﻟﻠﻌﻨﻒ اﻟﻤﻨﺰﻟﻲ ﺗﺠﺎه اﻟﻮاﻟﺪﯾﻦ.أﺻﻐﺮ ﺳﻨﺎ و ﯾﻌﯿﺸﻮن ﻓﻲ ﻣﻨﺎطﻖ ﺣﻀﺮ ﺑﮫ و ﻟﺪﯾﮭﻢ ﺗﺎرﯾﺦ ﻟﻠﺘﻌﺮض ﻟﻺﯾﺬاء ﻓﻲ اﻟﻤﺪرﺳﺔ
 ﻟﻢ ﯾﺘﻄﺮق اﻟﺒﺎﺣﺜﻮن واﻷطﺒﺎء: اﻟﺨﻼﺻﺔ. وﻛﺎﻧﻮا أﻗﻞ طﻮاﻋﯿﺔ ﻟﻠﻌﻘﺎﻗﯿﺮ ﻋﻦ ﻧﻈﺮاﺋﮭﻢPANSS  و ﻗﺪ ﺳﺠﻞ اﻟﻤﺮﺿﻰ اﻟﻤﻌﺮﺿﯿﻦ ﻟﻺﯾﺬاء أﻋﻠﻰ اﻟﺪرﺟﺎت ﻓﻲ ﻣﻘﯿﺎس.اﻟﻄﻔﻮﻟﺔ
 وﻗﺪ أﺛﺒﺘﺖ ھﺬه اﻟﺪراﺳﺔ أن ﻣﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ اﻟﻔﺼﺎم،ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ ﻣﻦ ﻗﺒﻞ ﻟﻌﻤﻞ دراﺳﺎت ﺧﺎﺻﺔ ﻋﻦ اﻟﺘﻌﺮض ﻟﻺﯾﺬاء ﺑﯿﻦ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺄﻣﺮاض ﻋﻘﻠﯿﺔ
 واﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ ﺗﻮﻓﺮ ﺑﯿﺎﻧﺎت ﻟﻸطﺒﺎء وﺻﺎﻧﻌﻲ اﻟﺴﯿﺎﺳﺎت. وﺑﺎﻟﺘﺎﻟﻲ ﻻ ﺑﺪ أن ﯾﺸﺘﻤﻞ ﺗﻘﯿﯿﻢ اﻟﻤﺮﺿﻰ ﻋﻤﺎ إذا ﻛﺎﻧﻮا ﻗﺪ ﺗﻌﺮﺿﻮا ﻟﻺﯾﺬاء ﻣﻦ ﻗﺒﻞ أو ﻻ، ﻣﻌﺮﺿﯿﻦ ﻟﻸﯾﺬاء
.ﻋﻨﺪ وﺿﻊ اﻻﺳﺘﺮاﺗﯿﺠﯿﺎت اﻟﻼزﻣﺔ ﻟﺤﻤﺎﯾﺔ اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺄﻣﺮاض ﻋﻘﻠﯿﺔ ﻣﺨﺘﻠﻔﺔ ﻣﻦ اﻟﻮﻗﻮع ﻛﻀﺤﺎﯾﺎ ﻟﻺﯾﺬاء
Corresponding Author
Dr. Marwa Abd El Meguid, MD
Lecturer in Psychiatry, Institute of Psychiatry.
Email: melmeguid@gmail.com
Postal address: 65 El Nozha Street, Heliopolis, Cairo, Egypt.
Authors
Dr. Ahmed El Missiry, MD: Assistant Professor of Psychiatry.
Dr. Marwa Abd El Meguid, MD: Lecturer in Psychiatry.
Dr. Marwa Soltan, MD: Lecturer in Psychiatry.
Dr. Marwa El Missiry, MD: Lecturer in Psychiatry.
Institute of Psychiatry, Ain Shams University. Cairo- Egypt

155

The Arab Journal of Psychiatry (2011) Vol. 22 No. 2 Page (156-163)

The attitude of first and sixth year medical students in Cairo University towards psychiatry
Dalal A. Amer, Mohammad I. ElShami

اﺗﺠﺎھﺎت طﻠﺒﺔ اﻟﻄﺐ ﻓﻲ اﻟﺴﻨﺔ اﻷوﻟﻰ واﻟﺴﺎدﺳﺔ ﻓﻲ ﺟﺎﻣﻌﺔ اﻟﻘﺎھﺮة ﻧﺤﻮ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
 ﻣﺤﻤﺪ إﺑﺮاھﯿﻢ اﻟﺸﺎﻣﻲ، دﻻل ﻋﺒﺪﷲ ﻋﺎﻣﺮ

Abstract

O

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.
Declaration of interest: None

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
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sixth year students, response rate was 48.7% and 86.8%
respectively.

strong reliability 14 and reflecting consistency and
uniformity among the resulting statements.

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

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
S2
S3
S4
S5
S6
S7
S8
S10
S12
S13
S14
S16
S18
S19
S20
S21
S23
S24
S25
S26
S27
S51
S52
S53

.3127
.3541
.3335
.3378
.3190
.2682
.1850
.2853
.1593
.2469
.3648
.3114
.2609
.2402
.2820
.2745
.1657
.3290
.3564
.1129
.2592
.2742
.2546
.2334
.3858

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.

.7317
.7291
.7304
.7297
.7315
.7349
.7408
.7338
.7410
.7369
.7279
.7321
.7353
.7373
.7339
.7346
.7406
.7311
.7298
.7449
.7354
.7344
.7357
.7371
.7265

Alpha = .7422

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
Statement [reference]

S

NS

.[اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻻ ﯾﺴﺘﮭﻮي اﻷطﺒﺎء ﻷﻧﮫ ﻻ ﯾﺴﺘﺨﺪم إﻻ ﻗﺪرا ﺿﺌﯿﻼ ﻣﻦ ﺗﺪرﯾﺐ اﻟﻄﺒﯿﺐ اﻟﻄﺒﻲ11]
Psychiatry is unappealing because it makes so little use of medical training

1

58.3

NS

. اﻟﺬﯾﻦ ﯾﻠﺘﺤﻘﻮن ﺑﺎﻟﻄﺐ اﻟﻨﻔﺴﻲ ﯾﮭﺮﺑﻮن ﻣﻦ ﻣﻤﺎرﺳﺔ اﻟﻄﺐ اﻟﺤﻘﯿﻘﻲ،[ﺑﺸﻜﻞ ﻋﺎم11]
On the whole, people taking up psychiatric training are running away from participation in real medicine

2

31.7

30.2

NS

43.3

NS

.[ أﻏﻠﺐ اﻷﺷﯿﺎء اﻟﻤﺴﻤﺎة ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﺣﻘﺎﺋﻖ ھﻲ ﻓﻲ ﺣﻘﯿﻘﺔ اﻷﻣﺮ ﺗﺨﻤﯿﻨﺎت ﻣﺒﮭﻤﺔ11]
Most of the so-called facts in psychiatry are really just vague speculations
. ﻓﺈﻧﻲ ﺳﺄﺳﺘﺒﻌﺪ اﻟﻄﺐ اﻟﻨﻔﺴﻲ، ﺗﺨﺼﺼﺎت طﺒﯿﺔ إﺛﺎرة ﺑﺎﻟﻨﺴﺒﺔ ﻟﻲ3 [إذا ﺳﺌﻠﺖ ﻋﻦ أﻛﺜﺮ11]
If I were asked what I considered to be the three most exciting medical specialties, psychiatry would be excluded

3

42

Agree

40.4

34.7

NS

.[اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻣﻦ اﻟﻔﺮوع اﻟﻄﺒﯿﺔ اﻟﺘﻲ ﺗﺘﻘﺪم ﺑﺴﺮﻋﺔ10, 12]
Psychiatry is a rapidly expanding frontier of medicine

5

Agree

60

65.6

.008

6

Agree

26.3

23

NS

. ﻓﺈﻧﻲ أﻧﺼﺤﮫ ﺑﺎﺳﺘﺸﺎرة طﺒﯿﺐ ﻧﻔﺴﻲ،[ ﻟﻮ أن أﺣﺪا ﻣﻦ ﻋﺎﺋﻠﺘﻲ ﺗﻜﺪر وﻟﻢ ﯾﺘﺤﺴﻦ ﺑﺴﺮﻋﺔ10, 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.
.[أﻧﺎ أود أن أﻛﻮن طﺒﯿﺒﺎ ﻧﻔﺴﯿﺎ11]
I would like to be a psychiatrist

Agree

71.2

69.2

NS

.[ﻣﻤﺎرﺳﺔ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﺗﺘﯿﺢ اﻟﻔﺮﺻﺔ ﻟﺘﻜﻮﯾﻦ ﻋﻼﻗﺎت ﻣﺠﺰﯾﺔ ﻣﻊ اﻟﻨﺎس11]
The practice of psychiatry allows the development of really rewarding relationships with people

8

Disagree

20.8

13.2

.013

.[ﻛﺜﯿﺮ ﻣﻦ اﻟﻨﺎس اﻟﺬﯾﻦ ﻟﻢ ﯾﺘﻤﻜﻨﻮا ﻣﻦ اﻟﺤﺼﻮل ﻋﻠﻰ ﻧﯿﺎﺑﺔ ﻓﻲ اﻟﺘﺨﺼﺼﺎت اﻷﺧﺮى ﯾﺪﺧﻠﻮن اﻟﻄﺐ اﻟﻨﻔﺴﻲ10]
Many people who could not obtain a residency position in other specialties eventually enter psychiatry

10

Disagree

44

43.6

NS

12

Disagree

41.5

36.6

NS

 ﻓﺈﻧﮫ ﯾﺨﺎطﺮ ﺑﺄن ﯾﻨﻀﻢ إﻟﻰ ﻣﺠﻤﻮﻋﺔ ﻣﻦ اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ اﻟﺬﯾﻦ ﻏﺎﻟﺒﺎ ﻣﺎ ﯾﻨﻈﺮ إﻟﯿﮭﻢ ﻋﻠﻰ أﻧﮭﻢ ﻏﺮﯾﺒﻲ اﻷطﻮار، ﻟﻮ أن طﺎﻟﺒﺎ أﺑﺪى رﻏﺒﺔ ﻓﻲ ﻣﻤﺎرﺳﺔ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
. ﻏﯿﺮ ﻣﺄﻟﻮﻓﯿﻦ أو ﻋُﺼﺎﺑﯿﯿﻦ، [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
.[اﻷطﺒﺎء اﻟﻨﻔﺴﯿﻮن ﯾﺘﻜﻠﻤﻮن ﻛﺜﯿﺮا وﯾﻌﻤﻠﻮن ﻗﻠﯿﻼ11]
Psychiatrists talk a lot but do very little

Agree

59.8

63.7

NS

.[اﻷطﺒﺎء اﻟﻨﻔﺴﯿﻮن ﻣﺘﺰﻧﻮن ﺑﺪرﺟﺔ ﻻ ﺗﻘﻞ ﻋﻦ اﻷطﺒﺎء اﻵﺧﺮﯾﻦ11]
Psychiatrists tend to be at least as stable as the average doctor

14

Agree

70.8

67.4

NS

.[اﻷطﺒﺎء اﻟﻨﻔﺴﯿﻮن ﯾﻔﮭﻤﻮن وﯾﺘﻮاﺻﻠﻮن ﻣﻊ اﻟﻨﺎس أﻓﻀﻞ ﻣﻦ اﻷطﺒﺎء اﻵﺧﺮﯾﻦ12]
Psychiatrists understand and communicate with people better than the average physicians

16

Disagree

29.4

41.5

.000

.[ﻓﻲ ﺑﻌﺾ اﻷوﻗﺎت ﯾﺼﻌﺐ ﺗﺼﻮر أن اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ ﻣﺴﺎوون ﻟﻸطﺒﺎء اﻵﺧﺮﯾﻦ11]
At times it is hard to think of psychiatrists as equal to other doctors

18

Disagree

26

24.8

.000

.[اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ أﺷﺪ ﻣﻦ اﻟﺴﺠﻮن11]
Psychiatric hospitals are little more than prisons

19

.[اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ ﻟﮭﺎ دور ﺧﺎص ﻻ ﯾﻤﻜﻦ اﻻﺳﺘﻐﻨﺎء ﻋﻨﮫ ﻓﻲ ﻋﻼج اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ11]
Psychiatric hospitals have a specific contribution to make to the treatment of the mentally ill.
.[اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ ﻣﻄﻠﻮﺑﺔ ﻟﻤﻨﻊ اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ﻣﻦ اﺳﺘﺨﺪام اﻟﻌﻨﻒ و إﯾﺬاء اﻵﺧﺮﯾﻦ13]
Mental hospitals are needed to prevent mentally ill patients from committing violence and injuring others

20

Disagree

1st year
students
%
30.6

6th year
students
%
32.3

Disagree

54.7

Disagree
Disagree

Answer

P

4

7

13

Agree

68.3

80.1

.001

Agree

67.8

84.3

.000

Disagree

37.8

36.7

NS

. ﻷﻧﮫ ﻻ ﺗﻮﺟﺪ دﻻﺋﻞ ﻗﻮﯾﺔ ﻋﻠﻰ ﻓﺎﻋﻠﯿﺘﮭﺎ،[ﻣﻤﺎرﺳﺔ ﺟﻠﺴﺎت اﻟﻌﻼج اﻟﻨﻔﺴﻲ ﻓﻲ اﻷﺳﺎس ﺧﺪﻋﺔ11]
The practice of psychotherapy basically is fraudulent since there is no strong evidence that it is effective

23

Agree

57.7

61.3

NS

.[ﻓﻲ اﻟﺴﻨﻮات اﻷﺧﯿﺮة أﺻﺒﺢ اﻟﻌﻼج اﻟﻨﻔﺴﻲ اﻟﺪواﺋﻲ أﻛﺜﺮ ﻓﺎﻋﻠﯿﺔ11]
In recent years psychiatric treatment has become quite effective

24

Disagree

14.6

30.5

.000

.[اﻟﻌﻼج ﺑﺎﻟﺼﺪﻣﺎت اﻟﻜﮭﺮﺑﺎﺋﯿﺔ ﻻ ﺑﺪ أن ﯾﻤﻨﻊ5]
ECT should be banned

25

Disagree

25.5

24.5

.013

.[اﻷدوﯾﺔ اﻟﻨﻔﺴﯿﺔ ﺗﻀﺮ أﻛﺜﺮ ﻣﻤﺎ ﺗﻨﻔﻊ5]
Psychiatric drugs do more harm than good

26

Disagree

30.5

46

.000

[اﻻﺳﺘﺸﺎرة اﻟﻨﻔﺴﯿﺔ ﻟﻤﺮﺿﻰ اﻟﺠﺮاﺣﺔ أو اﻟﺒﺎطﻨﺔ ﻧﺎدرا ﻣﺎ ﺗﻜﻮن ﻣﻔﯿﺪة10,12]
Psychiatric consultations for medical or surgical patients are rarely helpful.

27

Agree

44.9

61.3

.000

.[ﺗﻌﻠﯿﻢ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﯾﺰﯾﺪ ﻣﻦ ﻓﮭﻢ ﻣﺮﺿﻰ اﻟﺠﺮاﺣﺔ واﻟﺒﺎطﻨﺔ11]
Psychiatric teaching increases our understanding of medical and surgical patients

51

Agree

42.1

40.8

.027

. أﺻﺒﺢ اﻟﻄﺐ اﻟﻨﻔﺴﻲ أھﻢ ﺟﺰء ﻣﻦ اﻟﻤﻨﮭﺞ اﻟﺘﻌﻠﯿﻤﻲ،[ﻓﻲ ﻣﻨﺎھﺞ اﻟﺘﻌﻠﯿﻢ اﻟﻄﺒﻲ اﻟﻤﻌﺎﺻﺮة11]
These days psychiatry is the most important part of the curriculum in medical schools.

52

Disagree

30.7

33.9

NS

.[اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻏﯿﺮ ﻣﺤﺪد اﻟﻤﻌﺎﻟﻢ ﻟﺪرﺟﺔ أﻧﮫ ﻻ ﯾﻤﻜﻦ ﺗﺪرﯾﺴﮫ ﺑﻄﺮﯾﻘﺔ ﻓﻌﺎﻟﺔ11]
Psychiatry is so amorphous that it cannot really be taught effectively

53

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

S

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
1st Year Students
6th Year Students
X2
Agree

Don’t know

Disagree

Agree

Don’t know

P

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

2

X is 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.

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).

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.

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.
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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 1719%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
ﯾﮭﺪف اﻟﺒﺤﺚ إﻟﻰ ﺗﻘﯿﯿﻢ و ﻣﻘﺎرﻧﺔ اﺗﺠﺎھﺎت طﻠﺒﺔ اﻟﻄﺐ ﻟﻠﺴﻨﺔ اﻷوﻟﻰ و اﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ ﻟﺠﺎﻣﻌﺔ اﻟﻘﺎھﺮة ﺗﺠﺎه اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻛﻔﺮع ﻣﻦ ﻓﺮوع اﻟﻄﺐ ،وﻛﻤﮭﻨﺔ .وأﯾﻀﺎ ً ﺗﺠﺎه
اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ و اﻟﻌﻼﺟﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﺘﻌﻠﯿﻢ اﻟﻄﺒﻲ اﻟﻨﻔﺴﻲ .ﺷﺎرك  848طﺎﻟﺒًﺎ ﻓﻲ اﺳﺘﺒﯿﺎن ﻣﻜﻮن ﻣﻦ  25ﻋﺒﺎرة )  414طﺎﻟﺒﺎ ً ﻣﻦ اﻟﺴﻨﺔ اﻷوﻟﻰ اﻟﺬﯾﻦ ﻟﻢ ﯾﺤﺼﻠﻮا ﻋﻠﻰ
ﺗﻌﻠﯿﻢ إﻛﻠﯿﻨﻜﻲ وﻟﻢ ﯾﺘﺼﻠﻮا ﺑﺎﻟﻤﺮﺿﻰ ﻧﮭﺎﺋﯿﺎ و  434طﺎﻟﺒﺎ ً ﻣﻦ اﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ اﻟﺬﯾﻦ ﺣﺼﻠﻮا ﻋﻠﻰ دورة ﺗﻌﻠﯿﻢ ﻓﻲ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻟﻤﺪة  3أﺳﺎﺑﯿﻊ( .وﺟﺪت اﻟﺪراﺳﺔ أن
اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﯾَﻨﻈُﺮ إﻟﯿﮫ ﻛﻞ ﻣﻦ طﻠﺒﺔ اﻟﺴﻨﺔ اﻷوﻟﻰ و اﻟﺴﺎدﺳﺔ أﻧﮫ ﻣﺒﮭﻢ و ﻣﻀﯿﻌﺔ ﻟﻠﺘﺪرﯾﺐ اﻟﻄﺒﻲ ،ﻛﻤﺎ أﻧﮫ ﻗﺪ ﯾﻜﻮن اﺣﺘﻤﺎﻻً و ﻟﻜﻦ ﻣﺘﺄﺧﺮاً ﻟﻠﺘﺨﺼﺺ اﻟﻄﺒﻲ .و ﺑﺎﻟﺮﻏﻢ ﻣﻦ
ﺗﻘﺪﯾﺮأھﻤﯿﺔ اﻟﻌﻼﺟﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﻤﺴﺘﺸﻔﯿﺎت ،إﻻ أن ھﻨﺎك ﻣﻐﺎﻻة ﻓﻲ "ﻣﻀﺎ ّر" ھﺬه اﻟﻌﻼﺟﺎت .و ﯾُﻨﻈﺮ ﻟﻸطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ أﻧﮭﻢ "طﺒﯿﻌﯿﻮن" و ذوو ﺻﻔﺎت إﻧﺴﺎﻧﯿﺔ و ﻟﻜﻦ ﻣﻦ
اﻟﺼﻌﺐ اﻟﻨﻈﺮ إﻟﯿﮭﻢ "ﻛﻤﺴﺎوﯾﻦ" ﻟﻸطﺒﺎء اﻵﺧﺮﯾﻦ ﻻ ﺳﯿﻤﺎ ﺑﻮاﺳﻄﺔ طﻠﺒﺔ اﻟﺴﻨﺔ اﻷوﻟﻰ .و ﺑﺎﻟﺮﻏﻢ ﻣﻦ ﺗﻘﺪﯾﺮ أھﻤﯿﺔ اﻻﺳﺘﺸﺎرات اﻟﻨﻔﺴﯿﺔ و اﻟﺘﻌﻠﯿﻢ اﻟﻄﺒﻲ اﻟﻨﻔﺴﻲ ﻓﻲ ﻋﻼج
ﻣﺮﺿﻰ اﻟﻔﺮوع اﻟﻄﺒﯿﺔ اﻷﺧﺮى و ﺑﺎﻟﺬات ﻣﻦ ﺟﺎﻧﺐ طﻠﺒﺔ اﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ إﻻ أن اﻟﻨﻈﺮ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ ﻛﺎﻟﻔﺮع "اﻷھﻢ" ﻓﻲ اﻟﻤﻨﺎھﺞ اﻟﻄﺒﯿﺔ أﻗﻞ .وﻻﯾﻮﺻﻒ ﺗﻌﻠﯿﻢ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
ﺑﺎﻟﻔﻌﺎﻟﯿﺔ ﺑﻞ ﺑﺄﻧﮫ ﺑﻼ ﻣﻨﻈﻮﻣﺔ .و ﺗﺨﻠﺺ اﻟﺪراﺳﺔ أﻧﮫ ﺑﺎﻟﺮﻏﻢ ﻣﻦ وﺟﻮد ﺑﻌﺾ اﻟﻤﻮاﻗﻒ اﻹﯾﺠﺎﺑﯿﺔ ﺑﻌﺪ ﺧﺒﺮة اﻟﺪراﺳﺔ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ ﻟﻄﻠﺒﺔ اﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ ﺗﺠﺎه اﻻﺳﺘﺸﺎرات
اﻟﻨﻔﺴﯿﺔ و اﻟﻤﺴﺘﺸﻔﯿﺎت  ،إﻻّ أن اﺗﺠﺎھﺎت اﻟﻤﺠﺘﻤﻊ ﺗﺠﺎه اﻟﻄﺐ اﻟﻨﻔﺴﻲ وﻣﻀﺎ ّر اﻟﻌﻼﺟﺎت اﻟﻨﻔﺴﯿﺔ ﻟﻢ ﺗﺘﻐﯿّﺮﺑﻌﺪ ﺧﺒﺮة اﻟﺪراﺳﺔ.
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Review article:
Behavioural and psychological symptoms in dementia:
is it the next challenge for clinicians in the Middle East?
Jo Ostler, Amjad Jumai’an, George Tadro

:اﻻﻋﺮاض اﻟﻨﻔﺴﯿﺔ و اﻟﺴﻠﻮﻛﯿﺔ ﻋﻨﺪ اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻟﺨﺮف
ھﻞ ھﻮ اﻟﺘﺤﺪي اﻟﻘﺎدم ﻟﻼطﺒﺎء ﻓﻲ ﻣﻨﻄﻘﺔ اﻟﺸﺮق اﻻوﺳﻂ؟
 ﺟﻮرج ﺗﺎدرس، اﻣﺠﺪ ﺟﻤﯿﻌﺎن، ﺟﻮ اوﺳﻠﺮ

Abstract

D

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.
Declaration of interest: None
Key words: Dementia, middle income countries, behavioural and psychological symptoms, antipsychotics.

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.
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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 nonpharmacological 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 comorbidity 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.

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 اﻧﺤﻼﻟﻲ ﯾﺼﯿﺐ اﻟﺪﻣﺎغ ﺑﺤﯿﺚ ﯾﺆدي إﻟﻰ اﺿﻄﺮاﺑﺎت ﻓﻲ اﻟﻮظﺎﺋﻒ اﻟﻤﻌﺮﻓﯿﺔ ذات اﻟﻜﻔﺎءة اﻟﻌﺎﻟﯿﺔ
 ﻛﻤﺎ إن أﻋﺪاد ﻛﺒﺎر اﻟﺴﻦ، ھﺬا ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ إن ھﺬا اﻟﻤﺮض أﺻﺒﺢ ﻣﻮﺿﻊ اھﺘﻤﺎم ﻓﻲ ﻣﻨﺎطﻖ اﻟﻌﺎﻟﻢ ذات اﻟﺪﺧﻞ اﻟﻤﺘﻮﺳﻂ.اﻟﻤﺎدي اﻟﻨﺎﺗﺞ ﻋﻨﮫ ﺑﺎزدﯾﺎد ﻓﻲ ﻛﺎﻓﺔ دول اﻟﻌﺎم
 إن اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﺴﻠﻮﻛﯿﺔ اﻟﻨﺎﺗﺠﺔ ﻋﻦ ھﺬا اﻟﻤﺮض ﻣﺘﻌﺪدة اﻷﺷﻜﺎل و طﺮق اﻟﻌﻼج ﻣﺘﻨﻮﻋﺔ و ﻣﻦ اﻟﺼﻌﺐ ﻋﻼﺟﮭﺎ ﻓﻲ ظﻞ ﻧﻈﺎم ﻋﻼﺟﻲ إذا ﻣﺎ.ً ﺑﺎزدﯾﺎد أﯾﻀﺎ
 ھﺬا ﺑﺎﻹﺿﺎﻓﺔ إن ﻟﮭﺎ ﺗﺄﺛﯿﺮات ﺳﻠﺒﯿﺔ و ﻣﺤﺎذﯾﺮ ﻣﺘﻌﺪدة ﻣﻦ،اﻋﺘﻤﺪ ﻓﻘﻂ ﻋﻠﻰ اﻟﻌﻼج ﺑﺎﻟﻌﻘﺎﻗﯿﺮ اﻟﻄﺒﯿﺔ و ﺧﺎﺻﺔ إﻧﮫ ﻻ ﯾﻮﺟﺪ دﻟﯿﻞ طﺒﻲ ﻗﺎطﻊ ﯾﺜﺒﺖ ﻓﻌﺎﻟﯿﺔ أﯾﺔ ﻣﻨﮭﺎ ﻟﻐﺎﯾﺔ اﻵن
 إن اﻟﮭﯿﺌﺎت اﻟﻄﺒﯿﺔ ﻓﻲ ﻣﻨﺎطﻖ اﻟﺸﺮق اﻷوﺳﻂ ﯾﺠﺐ أن ﺗﻜﻮن ﻣﺴﺘﻌﺪة و ھﺬا ﯾﺘﻄﻠﺐ ﺿﺮورة اﻻﺳﺮاع ﻓﻲ ﺗﺪرﯾﺐ و ﺗﺜﻘﯿﻒ اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ ﻣﺠﺎل اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ.اﺳﺘﻌﻤﺎﻟﻌﮭﺎ
. ﻟﻐﺎﯾﺎت إﻧﺸﺎء ﻓﺮق طﺒﯿﺔ ﻣﺘﺨﺼﺼﺔ ﺗﺘﻨﺎﺳﺐ ﻣﻊ ﺣﻀﺎرﺗﻨﺎ ﻟﻠﺘﻌﺎﻣﻞ ﻣﻊ ھﺬه اﻟﻤﻌﻀﻠﺔ اﻟﻄﺒﯿﺔ ﻣﺘﻌﺪدة اﻷﺳﺒﺎب
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Treatment of major depression with Neuromodulation Methods
Malek Bajbouj, Yousef Latifa, Jihad Alabdullah

Abstract

M

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
ﯾﻌﺘﺒﺮ اﻹﻛﺘﺌﺎب ﻣﻦ أﻛﺜﺮ اﻹﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ إﻧﺘﺸﺎر ًا ،و رﻏﻢ ﺗﻌﺪد اﻟﺨﯿﺎرات اﻟﺪواﺋﯿﺔ اﻟﺘﻘﻠﯿﺪﯾﺔ ﻓﺈن اﻟﻜﺜﯿﺮ ﻣﻦ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب ﯾﺘﺮددون و ﻻ ﯾﻔﻀّﻠﻮن أﺧﺬ اﻟﻌﻼج
اﻟﺘﻘﻠﯿﺪي اﻟﺪواﺋﻲ ﺧﻮﻓﺎ ً ﻣﻦ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ .إﺿﺎﻓﺔ إﻟﻰ أن ھﻨﺎك ﻗﺴﻤﺎ َ ﻣﻦ اﻟﻤﺮﺿﻰ ﻻ ﯾﺴﺘﺠﯿﺒﻮن ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ ﺗﻮاﻓﺮ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺨﯿﺎرات اﻟﻌﻼﺟﯿﺔ اﻟﺪواﺋﯿﺔ واﻟﻨﻔﺴﯿﺔ .ﻣﻊ
أﺧﺬ ذﻟﻚ ﺑﻌﯿﻦ اﻹﻋﺘﺒﺎر زاد اﻹھﺘﻤﺎم ﻹﺑﺘﻜﺎر و ﺗﻄﻮﯾﺮ طﺮق ﻋﻼﺟﯿﺔ ﺟﺪﯾﺪة آﻣﻨﺔ و أﻛﺜﺮ ﻓﻌﺎﻟﯿﺔ وﻗﺒﻮل ﺗﺨﻔﻒ ﻣﻦ وطﺄة و إزﻣﺎن اﻟﻤﺮض .إﻟﻰ ﺟﺎﻧﺐ اﻟﻤﻌﺎﻟﺠﺔ ﺑﺎﻟﺘﺨﻠﯿﺞ
اﻟﻜﮭﺮﺑﺎﺋﻲ ) (ECTأﺛﺎرت ﻣﺆﺧﺮاً طﺮق اﻟﺘﻌﺪﯾﻞ اﻟﻌﺼﺒﻲ اھﺘﻤﺎﻣﺎ ً ﻣﺘﺠﺪداً ﺑﺘﻄﻮﯾﺮ ﻋﻼﺟﺎت ﺣﺪﯾﺜﺔ ﻏﯿﺮ دواﺋﯿﺔ ﻟﻺﺿﻄﺮاب اﻹﻛﺘﺌﺎﺑﻲ ،ﻣﻦ ھﺬه اﻟﻄﺮق :اﻟﺘﺤﻔﯿﺰ
اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ ) ،(rTMSاﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻤﻐﻨﺎطﯿﺴﻲ (MST),اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﺘﯿﺎر اﻟﻤﺒﺎﺷﺮ ﻋﺒﺮ اﻟﻘﺤﻒ ) ،(tDCSﺗﺤﻔﯿﺰ اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ)، (VNS
واﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ ) .(DBSﻓﻲ ھﺬه اﻟﻮرﻗﺔ ﺳﻨﺴﺘﻌﺮض ﺗﻘﻨﯿﺎت اﻟﺘﻌﺪﯾﻞ اﻟﻌﺼﺒﻲ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب وﻓﻌﺎﻟﯿﺘﮭﺎ اﻟﺴﺮﯾﺮﯾﺔ و اﻵﻟﯿﺎت اﻟﻤﺤﺘﻤﻠﺔ ﻟﻌﻤﻠﮭﺎ .ﺗﻢ
أوﻻَ◌ً ﺷﺮح اﻟﻔﯿﺰﯾﻮﻟﻮﺟﯿﺎ اﻟﻤﺮﺿﯿﺔ ﻟﻠﻺﻛﺘﺌﺎب وﻓﻲ اﻟﻨﮭﺎﯾﺔ ﺗﻢ ﻣﻨﺎﻗﺸﺔ ﺑﻌﺾ اﻟﺘﺤﺪﯾﺎت ﻓﻲ أﺑﺤﺎث اﻟﺘﻌﺪﯾﻞ اﻟﻌﺼﺒﻲ.
اﻟﻜﻠﻤﺎت اﻟﻤﻔﺘﺎﺣﯿﺔ :ﻣﺮاﺟﻌﺔ ﺷﺎﻣﻠﺔ ،اﻹﺿﻄﺮاب اﻷﻛﺘﺌﺎﺑﻲ ،اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ ،ﻣﺮﺷﺪات ﻋﻼﺟﯿﺔ ،ﺗﺤﺮﯾﺾ اﻟﺪﻣﺎغ.
ﺗﺼﺮﯾﺢ اﻟﺪﻋﻢ أو اﻟﻤﺼﻠﺤﺔ :ﻻ ﯾﻮﺟﺪ

ﻣﻘﺪﻣﺔ
ﯾﻮاﺟﮫ اﻷطﺒﺎء اﻟﻨﻔﺴﯿﻮن أﺛﻨﺎء اﻟﻤﻤﺎرﺳﺔ ﻗﺴﻢ ﻣﻦ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب اﻟﺬﯾﻦ ﻻ
ﯾﻔﻀﻠﻮن اﻟﻌﻼج اﻟﺪواﺋﻲ اﻟﺘﻘﻠﯿﺪي ﺧﻮﻓﺎً ﻣﻦ اﻟﻌﻘﺎﻗﯿﺮ اﻟﻨﻔﺴﯿﺔ أو ﺑﺴﺒﺐ اﻟﻨﻈﺮة
اﻟﺴﻠﺒﯿﺔ ،1ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ أن اﻟﻜﺜﯿﺮ ﻣﻦ اﻟﻤﺮﺿﻰ ﻻ ﯾﺘﺤﻤﻠﻮن اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻌﻘﺎﻗﯿﺮ
اﻟﻨﻔﺴﯿﺔ ﺣﯿﺚ ﺗﺸﻜﻞ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ ﻟﻤﻀﺎدات اﻹﻛﺘﺌﺎب ﻋﻠﻰ ﻗﺴﻢ ﻣﻦ اﻟﻤﺮﺿﻰ
ﻛﺎﻟﻤﺴﻨﯿﻦ واﻟﺤﻮاﻣﻞ و ﻣﺘﻌﺪدي اﻷﻣﺮاض اﻟﺒﺎطﻨﯿﺔ ﺗﺤﺪﯾﺎً ﺧﺎﺻﺎ ً ﻓﻲ وﺿﻊ
ﺑﺮﻧﺎﻣﺞ ﻋﻼﺟﻲ .إﺿﺎﻓﺔ ﻟﺬﻟﻚ ﻓﺈن ﺣﻮاﻟﻲ ﺛﻠﺚ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب ﯾﻌﻨّﺪون ﻋﻠﻰ
اﻟﻌﻼﺟﺎت اﻟﺘﻘﻠﯿﺪﯾﺔ .3،2وﻣﻦ ھﻨﺎ ﺟﺎءت اﻟﺤﺎﺟﺔ ﻟﻌﻼﺟﺎت ﺣﺪﯾﺜﺔ أﻛﺜﺮ ﻓﻌﺎﻟﯿﺔ
وﺳﻼﻣﺔ وﻗﺒﻮل ﻣﻦ ﻗﺒﻞ اﻟﻤﺮﺿﻰ ،وأﺛﺎر ذﻟﻚ ﻓﻲ اﻟﻌﻘﺪﯾﻦ اﻟﻤﺎﺿﯿﯿﻦ اﻹھﺘﻤﺎم
ﻣﺠﺪداً ﺑﺘﻄﻮﯾﺮ طﺮق اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ وإﺟﺮاء اﻟﻤﺰﯾﺪ ﻣﻦ اﻷﺑﺤﺎث واﻟﺪراﺳﺎت
ﻋﻠﯿﮭﺎ ,ﻋﻠﻤﺎ ً أن ھﺬا اﻟﺤﻘﻞ اﻟﻌﻼﺟﻲ ﻟﯿﺲ ﺑﺠﺪﯾﺪ ,ﻓﺎﻟﻤﻌﺎﻟﺠﺔ ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ
ﺗﻌﻮد إﻟﻰ ﺛﻼﺛﯿﻨﯿﺎت اﻟﻘﺮن اﻟﻤﺎﺿﻲ ،و ﻓﻜﺮة اﻟﺘﺤﻔﯿﺰ اﻟﻌﻤﯿﻖ ﻟﻠﻤﺦ و
اﻟﺘﺤﻔﯿﺰاﻟﻜﮭﺮﺑﺎﺋﻲ اﻟﻤﺒﺎﺷﺮ اﺳﺘﺨﺪﻣﺖ ﻓﻲ ﺳﺘﯿﻨﯿﺎت اﻟﻘﺮن اﻟﻤﺎﺿﻲ .6،4ﺗﺒّﺸﺮ
ﺗﻘﻨﯿﺎت ﺗﺤﻔﯿﺰ اﻟﺪﻣﺎغ ﺑﻤﺴﺘﻘﺒﻞ واﻋﺪ ﻟﻘﺪرﺗﮭﺎ ﻋﻠﻰ اﺳﺘﮭﺪاف ﺷﺒﻜﺎت اﻟﺪﻣﺎغ
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اﻟﻤﺨﺘﻠّﺔ ﻓﻲ اﺿﻄﺮاب اﻹﻛﺘﺌﺎب ،واﻟﺬي ﺗﻌﺰوه اﻟﺪراﺳﺎت إﻟﻰ ﺧﻠﻔﯿﺔ ﺑﯿﻮﻟﻮﺟﯿﺔ
ﻋﺼﺒﯿﺔ دﻣﺎﻏﯿﺔ.8،7
ﯾﻤﻜﻦ ﺗﻘﺴﯿﻢ اﻟﻌﻼﺟﺎت اﻟﺘﺤﻔﯿﺰﯾﺔ اﻟﺪﻣﺎﻏﯿﺔ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب إﻟﻰ:




اﻟﻌﻼﺟﺎت اﻟ ُﻤﺨﻠّﺠﺔ )اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ واﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ
اﻟﻤﻐﻨﺎطﯿﺴﻲ(.
اﻟﺘﺪاﺧﻼت ﻏﯿﺮ اﻟﻐﺎزﯾﺔ )اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ
و اﻟﺘﺤﻔﯿﺰ اﻟﻜﮭﺮﺑﺎﺋﻲ اﻟﻤﺒﺎﺷﺮ(.
اﻟﻤﻘﺎرﺑﺎت اﻟﺠﺮاﺣﯿﺔ اﻟﻌﺼﺒﯿﺔ )ﺗﺤﻔﯿﺰ اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ واﻟﺘﺤﻔﯿﺰ
اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ(.

و ﯾﻘﺪم اﻟﺠﺪول اﻟﻤﺮﻓﻖ رﻗﻢ  1ﻣﻠﺨﺼﺎ ً ﻟﻄﺮق اﻟﺘﻌﺪﯾﻞ اﻟﻌﺼﺒﻲ ﻓﻲ ﻣﻌﺎﻟﺠﺔ
اﻹﻛﺘﺌﺎب.

Treatment of major depression

اﻟﺠﺪول رﻗﻢ  : 1ﻣﻠﺨﺺ طﺮق اﻟﺘﻌﺪﯾﻞ اﻟﻌﺼﺒﻲ ﻟﻌﻼج اﻻﺿﻄﺮاب اﻻﻛﺘﺌﺎﺑﻲ
اﻟﺘﻘﻨﯿّﺔ

وﺻﻒ اﻟﺘﺪاﺧﻞ

ﺗﺎرﯾﺦ ﺗﻄﺒﯿﻘﮭﺎ
ﻓﻲ اﻹﻛﺘﺌﺎب

ﺷﺪة اﻟﺘﺪاﺧﻞ

أھﻢ اﻷﺛﺎراﻟﺠﺎﻧﺒﯿﺔ

ﺗﻄﺒﯿﻘﮭﺎ

اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ
اﻟﻜﮭﺮﺑﺎﺋﻲ

ﺗﺤﺮﯾﺾ اﻟﻘﺸﺮة اﻟﺪﻣﺎﻏﯿﺔ ﺑﺘﻤﺮﯾﺮ ﺗﯿﺎر
ﻛﮭﺮﺑﺎﺋﻲ ﻣﻨﺨﻔﺾ اﻟﺸﺪّة ﻋﺒﺮ اﻟﻘﺤﻒ ﻹﺣﺪاث
ﻧﻮﺑﺔ اﺧﺘﻼﺟﯿﺔ ﻋﻼﺟﯿﺔ ﻣﺤﻜﻤﺔ

ﺛﻼﺛﯿﻨﯿﺎت اﻟﻘﺮن اﻟﻤﺎﺿﻲ

اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ
اﻟﻤﻐﻨﺎطﯿﺴﻲ

إﺣﺪاث ﻓﻌﺎﻟﯿﺔ اﺧﺘﻼﺟﯿﺔ أﻛﺜﺮ ﺑﺆرﯾﺔ
ﺑﺘﺤﺮﯾﺾ اﻟﻘﺸﺮة اﻟﺪﻣﺎﻏﯿﺔ ﻋﺒﺮ ﺗﻄﺒﯿﻖ ﺣﻘﻮل
ﻣﻐﻨﺎطﯿﺴﯿﺔ ﻣﺘﻨﺎوﺑﺔ ﺑﺴﺮﻋﺔ ﻋﺒﺮ اﻟﻘﺤﻒ

ﺑﺪاﯾﺔ اﻟﻌﻘﺪ اﻟﻤﺎﺿﻲ

ﺗﻘﻨﯿّﺔ ﻣﺨﻠﺠﺔ ,ﺗﺤﺖ
اﻟﺘﺨﺪﯾﺮ اﻟﻌﺎم ﻣﻊ إرﺧﺎء
ﻟﻠﻌﻀﻼت
ﺗﺪوم ﺣﻮاﻟﻲ  20دﻗﯿﻘﺔ
ﺗﻘﻨﯿّﺔ ﻣﺨﻠﺠﺔ ,ﺗﺤﺖ
اﻟﺘﺨﺪﯾﺮ اﻟﻌﺎم ﻣﻊ إرﺧﺎء
ﻟﻠﻌﻀﻼت
ﺗﺪوم ﺣﻮاﻟﻲ  20دﻗﯿﻘﺔ

اﻟﺘﺤﻔﯿﺰ
اﻟﻤﻐﻨﺎطﯿﺴﻲ
اﻟﻤﺘﻜﺮر ﻋﺒﺮ
اﻟﻘﺤﻒ

ﺗﻄﺒﯿﻖ ﻧﺒﻀﺎت ﻣﻐﻨﺎطﯿﺴﯿﺔ ﺗﻤﺮ ﻣﻦ ﺧﻼل
ﻓﺮوة اﻟﺮأس واﻟﺠﻤﺠﻤﺔ ﻹﺣﺪاث ﺗﺤﻔﯿﺰ ﺛﺎﻧﻮي
ﻣﻮﺿﻊ ﻟﻠﻤﻨﺎطﻖ اﻟﻘﺸﺮﯾﺔ اﻟﻤﺴﺘﮭﺪﻓﺔ ,ﯾﺆدي
ﻟﺘﻌﺪﯾﻼت ﻓﻲ اﻹﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ

ﺑﺪاﯾﺔ ﺗﺴﻌﯿﻨﯿﺎت اﻟﻘﺮن
اﻟﻤﺎﺿﻲ

ﺗﻘﻨﯿّﺔ ﻏﯿﺮ ﻏﺎزﯾﺔ ,ﻻ
ﺗﺤﺘﺎج إﻟﻰ ﺟﺮاﺣﺔ ﻋﺼﺒﯿﺔ
أو ﺗﺨﺪﯾﺮ

ﺗﺤﻔﯿﺰ اﻟﻌﺼﺐ
اﻟﻤﺒﮭﻢ

ﯾﺘﻢ زرع ﻣﻮﻟﺪ ﯾُﺸﺤﻦ ﺑﺒﻄﺎرﯾﺔ ﻓﻲ ﺟﺪار
اﻟﺼﺪر و ﯾﺮﺑﻂ ﺑﺴﻠﻚ ﺗﺘﺼﻞ ﺑﺎﻟﻜﺘﺮودات
ﻣﺰروﻋﺔ ﻓﻲ اﻟﻌﻨﻖ ﺣﻮل اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ
اﻷﯾﺴﺮ ،وﯾﺮﺳﻞ ﻧﺒﻀﺎت ﻛﮭﺮﺑﺎﺋﯿﺔ ﺑﺼﻮرة
ﻣﺘﻘﻄﻌﺔ ﻋﻠﻰ طﻮل اﻟﻌﺼﺐ ﻣﺒﺎﺷﺮة إﻟﻰ
اﻟﻤﻨﺎطﻖ ﺗﺤﺖ اﻟﻘﺸﺮﯾﺔ
ﯾﻤﺮر ﺗﯿﺎرات ﻛﮭﺮﺑﺎﺋﯿﺔ ﻣﺒﺎﺷﺮة ﺿﻌﯿﻔﺔ )ﻋﺎدة
ﻣﺎ ﯾﺼﻞ اﻟﻰ  (mA2ﻋﻦ طﺮﯾﻖ اﻟﻜﺘﺮودﯾﻦ
ﺳﻄﺤﯿﯿﻦ ﻋﻠﻰ ﻓﺮوة اﻟﺮأس ﺗﺆدي إﻟﻰ رﻓﻊ أو
ﺧﻔﺾ اﻹﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ ﺗﺒﻌﺎ ﻟﻘﻄﺒﯿﺔ اﻟﺘﯿﺎر

ﻧﮭﺎﯾﺔ ﺗﺴﻌﯿﻨﯿﺎت اﻟﻘﺮن
اﻟﻤﺎﺿﻲ

ﺗﻘﻨﯿّﺔ ﻏﺎزﯾﺔ ,ﺗﺤﺘﺎج إﻟﻰ
ﺟﺮاﺣﺔ وﺗﺨﺪﯾﺮ

 اﺧﺘﻼطﺎت ﺗﺘﻌﻠﻖ ﺑﺎﻟﺠﺮاﺣﺔ)ﺧﻤﺞ ﻓﻲ اﻟﺠﺮح(...
 ﺑﺤﺔ وﺗﻐﯿﺮ ﻓﻲ اﻟﺼﻮتأﻟﻢ ﺣﻠﻖ ,اﺿﻄﺮاب ﺑﻠﻊ

ﻓﻲ ﺳﺘﯿﻨﯿﺎت اﻟﻘﺮن اﻟﻤﺎﺿﻲ
ﺛﻢ إﻋﺎدة اﻷﺑﺤﺎث وﺗﻄﺒﯿﻘﮭﺎ
ﻣﺠﺪدا ﻓﻲ اﻷﻋﻮام اﻟﻤﺎﺿﯿﺔ

ﺗﻘﻨﯿّﺔ ﻏﯿﺮ ﻏﺎزﯾﺔ
ﺳﻠﯿﻤﺔ وآﻣﻨﺔ ﻧﺴﺒﯿﺎً
ﻻ ﺗﺤﺘﺎج إﻟﻰ ﺟﺮاﺣﺔ أو
ﺗﺨﺪﯾﺮ

ﺻﺪاع ﺧﻔﯿﻒ وﺣﻜﺔ ﻓﻲ ﻣﻨﻄﻘﺔ
اﻹﻟﻜﺘﺮود

ﺗﺴﺘﻤﺮﺟﻠﺴﺔ اﻟﺘﺤﻔﯿﺰ 20دﻗﯿﻘﺔ,
وﺗﻄﺒﻖ ﻋﺎدة ﯾﻮﻣﯿﺎً ﺑﻤﻌﺪل -5
 10ﺟﻠﺴﺎت

ﺗﻘﻨﯿّﺔ ﻏﺎزﯾﺔ ,ﺗﺤﺘﺎج إﻟﻰ
ﺟﺮاﺣﺔ ﻋﺼﺒﯿﺔ وﺗﺨﺪﯾﺮ

 اﺧﺘﻼطﺎت ﺗﺘﻌﻠﻖ ﺑﺎﻟﺠﺮاﺣﺔ)ﺧﻤﺞ ﻓﻲ اﻟﺠﺮح ,ھﺬﯾﺎن ,ﻧﺰف
داﺧﻞ اﻟﻘﺤﻒ ,ﺑﻄﺎءة ذھﻨﯿﺔ و
ﻧﻮب اﺧﺘﻼﺟﯿﺔ ﻣﺎ ﺑﻌﺪ
اﻟﺠﺮاﺣﺔ(...
 دوﺧﺔ ،ﺗﻘﻠﺼﺎت ﻋﻀﻠﯿﺔ,ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﻜﻼم واﺿﻄﺮاﺑﺎت
ﻓﻲ اﻟﺤﺮﻛﺔ ,ﺳﺮﻋﺔ اﻹﺳﺘﺜﺎرة,
ﺗﻐﯿﺮات ﻓﻲ اﻟﻤﺰاج

ﯾﺘﻢ اﻟﺘﺤﻜﻢ ﺑﺸﺪة وﺗﻮاﺗﺮ
اﻟﺘﺤﺮﯾﺾ ﺣﺴﺐ ﺑﺮوﺗﻮﻛﻮﻻت
ﺗﺘﺒﻊ اﻹﺳﺘﺠﺎﺑﺔ اﻟﺴﺮﯾﺮﯾﺔ

اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﺘﯿﺎر
اﻟﻤﺒﺎﺷﺮ ﻋﺒﺮ
اﻟﻘﺤﻒ
اﻟﺘﺤﺮﯾﺾ
اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ

زرع أﻗﻄﺎب ﻛﮭﺮﺑﺎﺋﯿﺔ ﺻﻐﯿﺮة )اﻟﻜﺘﺮودات(
ﻋﻦ طﺮﯾﻖ اﻟﺘﻮﺟﯿﮫ اﻟﻔﺮاﻏﻲ ﺗﺤﺖ اﻟﺘﺨﺪﯾﺮ
اﻟﻤﻮﺿﻌﻲ أو اﻟﻌﺎم ﻓﻲ ﻣﻜﺎن ﻣﺤﺪد ﻣﻦ اﻟﺪﻣﺎغ
وﺗﺘﺼﻞ ھﺬه اﻷﻗﻄﺎب ﺑﻤﺤﻔﺰ ﻋﺼﺒﻲ ﻧﺒﻀﻲ
ﻣﺒﺮﻣﺞ ﯾﺰرع ﺗﺤﺖ اﻟﺠﻠﺪ ﻓﻲ ﻣﻨﻄﻘﺔ ﺗﺤﺖ
اﻟﺘﺮﻗﻮة أوﻓﻲ ﻣﻨﻄﻘﺔ اﻟﺒﻄﻦ اﻟﺴﻔﻠﯿﺔ

2005

ﯾﻌﺘﺒﺮ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ،وھﻮ أﻗﺪم طﺮق اﻟﺘﺤﺮﯾﺾ اﻟﺪﻣﺎﻏﻲ ،ﺧﻂ
أول ﻓﻲ ﻋﻼج ﺣﺎﻻت ﻣﺜﻞ اﻹﻛﺘﺌﺎب اﻟﮭﺬﯾﺎﻧﻲ اﻟﺸﺪﯾﺪ وﺣﺎﻻت اﻟﺠﺎﻣﻮد اﻟﻤﮭﺪدة
ﻟﻠﺤﯿﺎة ﻛﻤﺎ ﺗﺸﯿﺮ ﻟﺬﻟﻚ اﻟﻤﺮﺷﺪات اﻟﻌﻼﺟﯿﺔ  .11،9ﺣﺪﯾﺜﺎ ً اﺳﺘﺨﺪم اﻟﺤﻘﻞ
اﻟﻤﻐﻨﺎطﯿﺴﻲ أﯾﻀﺎ ً ﻹﺣﺪاث اﻟﺘﺨﻠﯿﺞ وھﺬه اﻟﻄﺮﯾﻘﺔ ﺗﻌﺪ ﺑﻤﻘﺪار أﻗﻞ ﻣﻦ اﻷﺛﺎر
اﻟﺠﺎﻧﺒﯿﺔ ﻣﻦ اﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ وﺗﺪﻋﻰ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻤﻐﻨﺎطﯿﺴﻲ ،أﻣﺎ
اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر و اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﺘﯿﺎر اﻟﻜﮭﺮﺑﺎﺋﻲ اﻟﻤﺒﺎﺷﺮ ﻋﺒﺮ اﻟﻘﺤﻒ
ﺗﺘﻤﯿﺰ ﺑﺄﻧﮭﺎ ﺧﯿﺎرات ﺳﻠﯿﻤﺔ ﻧﺴﺒﯿﺎ ً وﻗﻠﯿﻠﺔ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ  ،13،12و ﻓﻲ ﺣﯿﻦ أن
ﺗﺄﺛﯿﺮ اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﻋﺒﺮ اﻟﻘﺤﻒ ﻣﻤﺎﺛﻞ ﺗﻘﺮﯾﺒﺎ ً ﻟﻠﻌﻘﺎﻗﯿﺮ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب
اﻟﺠﺴﯿﻢ ،ﻓﺈن ﺗﺤﺪﯾﺪ دور اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﺘﯿﺎر اﻟﻤﺒﺎﺷﺮ ﻋﺒﺮ اﻟﻘﺤﻒ ﻻ ﯾﺰال ﺑﺤﺎﺟﺔ إﻟﻰ
ﻣﺰﯾﺪ ﻣﻦ اﻟﺒﺤﻮث .ﯾﻌﺘﺒﺮ اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ وﺗﻨﺸﯿﻂ اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ
اﺳﺘﺮاﺗﯿﺠﯿﺎت ﻏﺎزﯾﺔ ،وﯾﺤﺘﻔﻆ ﺑﮭﺎ ﻟﻌﻼج اﻹﻛﺘﺌﺎب اﻟﺸﺪﯾﺪ اﻟﻤﻘﺎوم و اﻟﻤﻌﻨّﺪ ﺑﻌﺪ
ﻓﺸﻞ ﺑﻘﯿﺔ اﻟﻌﻼﺟﺎت .14إن دور ﺗﻘﻨﯿﺎت اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ ﯾﻤﺘﺪ أﯾﻀﺎ ً إﻟﻰ
اﻹﻛﺘﺌﺎب اﻟﻤﺮاﻓﻖ ﻟﻸﻣﺮاض اﻟﻌﻀﻮﯾﺔ واﻟﻌﺼﺒﯿﺔ ﻣﺜﻞ اﻹﻛﺘﺌﺎب ﺑﻌﺪ اﻟﺴﻜﺘﺔ
اﻟﺪﻣﺎﻏﯿﺔ و اﻟﺼﺮع وداء ﺑﺎرﻛﻨﺴﻮن وﺣﺎﻻت اﻷﻟﻢ اﻟﻤﺰﻣﻦ واﻟﺸﻘﯿﻘﺔ .5ﻛﻤﺎ أن
ﺑﻌﺾ ھﺬه اﻟﺘﻘﻨﯿﺎت ﺗﻌﺘﺒﺮ ﺧﯿﺎرات ﻋﻼﺟﯿﺔ ﻋﺼﺒﯿﺔ ﺑﺎﻟﺨﺎﺻﺔ ،ﻓﺘﺤﻔﯿﺰ اﻟﻌﺼﺐ
اﻟﻤﺒﮭﻢ ﯾﺴﺘﺨﺪم ﻓﻲ ﻋﻼج اﻟﺼﺮع 15واﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ ﻓﻲ ﻋﻼج
اﻷﻣﺮاض اﻟﺤﺮﻛﯿﺔ ﻛﺪاء ﺑﺎرﻛﻨﺴﻮن .16ﻋﻠﻰ اﻟﻌﻤﻮم دﺧﻠﺖ اﻟﻌﺪﯾﺪ ﻣﻦ ھﺬه
اﻟﺘﻘﻨﯿﺎت ﻓﻲ اﻟﻤﺮﺷﺪات اﻟﻌﻼﺟﯿﺔ ﻟﻜﺜﯿﺮ ﻣﻦ اﻟﺪول ﻣﺜﻞ ﻛﻨﺪا و اﻟﻮﻻﯾﺎت اﻟﻤﺘﺤﺪة
و ﺑﺮﯾﻄﺎﻧﯿﺎ و اﻟﺒﺮازﯾﻞ و ھﻲ ﺗﺨﻀﻊ ﻟﻤﺰﯾﺪ ﻣﻦ اﻟﺪراﺳﺎت ﻟﺘﻜﻮن ﻣﺘﺎﺣﺔ ﺑﺸﻜﻞ
أﻛﺒﺮ ﻓﻲ اﻟﻤﻤﺎرﺳﺔ اﻟﻄﺒﯿّﺔ .17 ،11،9

اﻹﻛﺘﺌﺎب اﻟﻤﻌﻨّﺪ ﻋﻠﻰ اﻟﻌﻼج واﻟﻔﯿﺰوﻟﻮﺟﯿﺎ اﻟﻤﺮﺿﯿﺔ ﻟﻺﻛﺘﺌﺎب
ﯾﻌﺘﺒﺮ اﻹﻛﺘﺌﺎب اﺿﻄﺮاب ﻣﺘﻜﺮر ﻧﺎﻛﺲ ﺣﯿﺚ ﻗﺪ ﺗﺼﻞ ﻧﺴﺒﺔ اﻟﻨﻜﺲ ﺑﻌﺪ اﻟﻌﻼج
ﻣﻦ اﻟﻨﻮﺑﺔ اﻷوﻟﻰ إﻟﻰ  ،17٪ 80ﺑﺎﻟﻤﻘﺎﺑﻞ ﯾﺪﺧﻞ ﺣﻮاﻟﻲ ﺛﻠﺚ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب
رﻏﻢ اﻟﻌﻼﺟﺎت اﻟﻤﺘﺎﺣﺔ ﻣﻦ ﻣﻀﺎدات اﻹﻛﺘﺌﺎب و اﻟﻌﻼج اﻟﻨﻔﺴﻲ ﻓﻲ ﺣﺎﻟﺔ
إﻛﺘﺌﺎب ﻣﻌﻨّﺪ 18،3،2و اﻟﺬي ﯾﻌﺮّف ﻋﻠﻰ أﻧﮫ اﻟﻔﺸﻞ ﻓﻲ ﺗﺤﻘﯿﻖ إﺳﺘﺠﺎﺑﺔ ﺑﻌﺪ اﻟﻌﻼج
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 آﺛﺎر ﺟﺎﻧﺒﯿﺔ ﻣﻌﺮﻓﯿﺔ)اﻟﺬاﻛﺮة( آﻻم ﻋﻀﻠﯿﺔ -ﺻﺪاع

 3-2ﻣﺮات ﻓﻲ اﻷﺳﺒﻮع  ,ﻋﺎدة
 12ﺟﻠﺴﺔ

)اﻟﺬاﻛﺮة( -آﺛﺎر ﺟﺎﻧﺒﯿﺔ ﻣﻌﺮﻓﯿﺔ
اٌﻗﻞ ﻣﻦ اﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﻲ ,ﺻﺤﻮ
وإﺳﺘﻌﺎدة اﻟﻮﻋﻲ أﺳﺮع ﻣﻦ
اﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﻲ
 آﻻم ﻋﻀﻠﯿﺔ  -ﺻﺪاعﺻﺪاع أو أﻟﻢ ﺧﻔﯿﻒ وﺟﮭﻲ
وﺣﻜﺔ ﻓﻲ ﻓﺮوة اﻟﺮأس أﺛﻨﺎء
اﻟﺘﺤﺮﯾﺾ ,ﻧﺎدراً ﻧﻮﺑﺔ إﺧﺘﻼج

 3-2ﻣﺮات ﻓﻲ اﻷﺳﺒﻮع  ,ﻋﺎدة
 12ﺟﻠﺴﺔ
 ﻋﺪد اﻟﺪراﺳﺎت ﺣﺘﻰ اﻵن ﻗﻠﯿﻞ.ﻋﺪد اﻟﺠﻠﺴﺎت ﺑﯿﻦ  10و 30
ﺟﻠﺴﺔ )ﺧﻼل  2ﺣﺘﻲ  6أﺳﺎﺑﯿﻊ
ﺣﺴﺐ اﻟﺒﺮوﺗﻮﻛﻮل اﻟﻤﺘﺒﻊ( .ﺗﺘﻢ
ﺟﻠﺴﺎت اﻟﺘﺤﺮﯾﺾ ﻋﺎدة ﯾﻮﻣﯿﺎً
) 5ﺟﻠﺴﺎت أﺳﺒﻮﻋﯿﺎ(
ﯾﺘﻢ اﻟﺘﺤﻜﻢ ﺑﺸﺪة وﺗﻮاﺗﺮ
اﻟﺘﺤﺮﯾﺾ ﺣﺴﺐ ﺑﺮوﺗﻮﻛﻮﻻت
ﺗﺘﺒﻊ اﻹﺳﺘﺠﺎﺑﺔ اﻟﺴﺮﯾﺮﯾﺔ

اﻟﻜﺎﻓﻲ ﺑﺰﻣﺮﺗﯿﻦ أو أﻛﺜﺮ ﻣﻦ ﻣﻀﺎدات اﻹﻛﺘﺌﺎب وﻟﻤﺪة زﻣﻨﯿﺔ ﻛﺎﻓﯿﺔ .ﺗﻌﺮف
اﻹﺳﺘﺠﺎﺑﺔ ﻋﻠﻰ اﻟﻌﻼج ﺣﺴﺐ اﻟﻜﺜﯿﺮ ﻣﻦ اﻟﺪراﺳﺎت ﺑﺈﻧﺨﻔﺎض ﻣﻘﯿﺎس أﻋﺮاض
اﻹﻛﺘﺌﺎب ﻷﻛﺜﺮ ﻣﻦ  %50ﺑﻌﺪ  8-6أﺳﺎﺑﯿﻊ ﻣﻘﺎرﻧﺔ ﻣﻊ ﺑﺪء اﻟﻌﻼج ﻋﻠﻰ ﺳﻠﻢ
اﻹﻛﺘﺌﺎب)ھﺎﻣﯿﻠﺘﻮن( ،وﺗﻌﺘﺒﺮ اﻹﺳﺘﺠﺎﺑﺔ ﻛﺎﻣﻠﺔ )ﺣﺎﻟﺔ ھﺠﻮع( ﻓﻲ ﺣﺎل إﻧﺨﻔﺎض
اﻷﻋﺮاض ﻟﺪرﺟﺔ أﻗﻞ ﻣﻦ  8ﻋﻠﻰ ﺳﻠﻢ ھﺎﻣﯿﻠﺘﻮن ﻟﻤﺪة  8أﺳﺎﺑﯿﻊ .19ﺣﺴﺐ
اﻟﺪراﺳﺔ اﻟﻤﺠﺮاة ﺑﺮﻋﺎﯾﺔ اﻟﻤﻌﮭﺪ اﻟﻮطﻨﻲ اﻷﻣﺮﯾﻜﻲ ﻟﻠﺼﺤﺔ اﻟﻌﻘﻠﯿﺔ ﺣﻮل اﻟﺒﺪاﺋﻞ
اﻟﻌﻼﺟﯿﺔ اﻟﻤﺘﺴﻠﺴﻠﺔ ﻟﻠﺘﺨﻠﺺ ﻣﻦ اﻹﻛﺘﺌﺎب  STAR*Dﯾﺒﻠﻎ ﻣﻌﺪل اﻹﺳﺘﺠﺎﺑﺔ
اﻟﺘﺮاﻛﻤﯿﺔ واﻟﮭﺠﻮع ﺑﻌﺪ ﻧﻤﻄﯿﻦ ﻓﺎﺷﻠﯿﻦ ﻣﻦ اﻟﻌﻼﺟﺎت اﻟﻤﻀﺎدة ﻟﻺﻛﺘﺌﺎب ٪ 73
و  ٪ 47ﻋﻠﻰ اﻟﺘﻮاﻟﻲ 20 ،3و ﺗﻨﺨﻔﺾ ھﺬه اﻟﻨﺴﺒﺔ إﻟﻰ  ٪ 19و  ٪13ﺑﻌﺪ ﻓﺸﻞ
أرﺑﻌﺔ ﻋﻼﺟﺎت ،و ﻣﻦ ھﻨﺎ ﯾﺄﺗﻲ اﻟﺘﺄﻛﯿﺪ ﻋﻠﻰ ﺿﺮورة وﺿﻊ اﺳﺘﺮاﺗﯿﺠﯿﺎت
ﻋﻼﺟﯿﺔ ﺟﺪﯾﺪة ﻋﻨﺪ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﻻ ﯾﺴﺘﺠﯿﺒﻮن ﻟﻤﻀﺎدات اﻹﻛﺘﺌﺎب .ھﻨﺎك
ﻋﺪة ﻓﺮﺿﯿﺎت ﻟﺘﻔﺴﯿﺮ اﻟﻔﯿﺰﯾﻮﻟﻮﺟﯿﺎ اﻟﻤﺮﺿﯿﺔ ﻟﻺﻛﺘﺌﺎب ،ﻧﺴﺘﻌﺮض أھﻢ اﻵﻟﯿﺎت
اﻟﻜﺎﻣﻨﺔ ﻟﮫ ﻟﻤﺤﺎوﻟﺔ ﻓﮭﻢ آﻟﯿﺎت ﻋﻤﻞ ﺗﻘﻨﯿﺎت ﺗﻌﺪﯾﻞ اﻟﻌﻤﻠﯿﺎت اﻟﻌﺼﺒﯿﺔ .ﻣﻦ
اﻟﻨﻈﺮﯾﺎت اﻷوﻟﻰ ﻓﺮﺿﯿﺔ اﻷﻣﯿﻨﺎت اﻷﺣﺎدﯾﺔ ﺣﯿﺚ ﻛﺎن ﯾﻌﺘﻘﺪ ﺑﺄن أﻋﺮاض
اﻹﻛﺘﺌﺎب اﻟﺠﺴﯿﻢ ﺗﺮﺗﺒﻂ ﺑﺘﺮﻛﯿﺰات ﻣﻨﺨﻔﻀﺔ ﻣﻦ أﺣﺎدﯾﺎت اﻷﻣﯿﻦ ﻓﻲ اﻟﻔﺎﻟﻖ
اﻟﻤﺸﺒﻜﻲ ،7ﻟﻢ ﺗﺴﺘﻄﻊ ھﺬه اﻟﻨﻈﺮﯾﺔ ﺷﺮح ﻛﺎﻓﺔ أﻋﺮاض اﻹﻛﺘﺌﺎب و إﺧﺘﻼف
اﻹﺳﺘﺠﺎﺑﺔ ﻟﻠﻤﻌﺎﻟﺠﺔ اﻟﺪواﺋﯿﺔ و ﺗﺄﺧﺮ اﻹﺳﺘﺠﺎﺑﺔ ﻟﮭﺎ وﻋﺪم اﻹرﺗﺒﺎط اﻟﻤﺒﺎﺷﺮ ﺑﯿﻦ
أﻋﺮا ض اﻹﻛﺘﺌﺎب وﻣﺴﺘﻮى اﻷﻣﯿﻨﺎت اﻷﺣﺎدﯾﺔ ﻓﻲ اﻟﻤﺸﺒﻚ.4
ﻣﻦ ﻧﺎﺣﯿﺔ أﺧﺮى ﯾﻨﻈﺮ إﻟﻰ اﻹﻛﺘﺌﺎب ﻛﺨﻠﻞ ﯾﺼﯿﺐ ﻋﺪة ﻣﺴﺘﻮﯾﺎت ﻓﻲ اﻟﺪﻣﺎغ
ﺗﺘﻀﻤﻦ اﻟﻤﻨﺎطﻖ اﻟﻘﺸﺮﯾﺔ وﺗﺤﺖ اﻟﻘﺸﺮﯾﺔ واﻟﺒﻨﻰ اﻟﻘﺎﻋﺪﯾﺔ ﻛﺎﻟﺠﮭﺎز اﻟﻠﻤﺒﻲ
واﻟﻨﻮاﻗﻞ اﻟﻌﺼﺒﯿﺔ  ،8و أظﮭﺮت ﺗﻘﻨﯿﺎت اﻟﺘﺼﻮﯾﺮ ﻟﻠﺪﻣﺎغ ﺻﻐﺮ ﺣﺠﻢ ﻣﻨﺎطﻖ
ﻣﺤﺪدة ،ﻣﺜﻞ اﻟﻠﻮزة وﻗﺮن آﻣﻮن ﻋﻨﺪ ﻣﺮﺿﻰ اﻻﻛﺘﺌﺎب ﺑﺎﻟﻤﻘﺎرﻧﺔ ﻣﻊ
اﻟﺸﮭﻮد ،22،21وﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ذﻟﻚ ،دﻟﺖ دراﺳﺎت اﻟﻮظﯿﻔﯿﺔ ﻋﻠﻰ ﻣﺴﺘﻮى ﻋﺎل
ﻣﻦ اﻟﻨﺸﺎط ﻓﻲ ﻗﺸﺮة اﻟﻔﺺ اﻟﺠﺒﮭﻲ اﻟﺒﻄﻨﯿﺔ اﻷﻧﺴﯿﺔ ) Ventromedial
 ،prefrontal Cortex (CvmPFواﻧﺨﻔﺎض ﻣﺴﺘﻮى اﻟﻨﺸﺎط ﻓﻲ ﻗﺸﺮة اﻟﻔﺺ
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اﻟﺠﺒﮭﻲ اﻷﻣﺎﻣﻲ اﻟﻈﮭﺮاﻧﻲ اﻟﻮﺣﺸﻲ Dorsolateral prefrontal Cortex
 (DLPFC ) 8و اﺿﻄﺮاب ﻓﻲ اﻟﺘﻨﻈﯿﻢ اﻟﻘﺸﺮي -اﻟﻠﻮزي ﻓﻲ اﺳﺘﻘﻼب
اﻟﻐﻠﻮﻛﻮز اﻟﺪﻣﺎﻏﻲ 23وﯾﺒﺪو أن ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب ﯾﺒﺪون اﺳﺘﺜﺎرة أﻗﻞ ﻓﻲ اﻟﻘﺸﺮة
اﻟﺤﺮﻛﯿﺔ وﻓﻲ ﻧﺼﻒ اﻟﻜﺮة اﻷﯾﺴﺮ  25،24و ﻓﺮط ﻧﺸﺎط اﻟﻘﺸﺮة اﻟﺪﻣﺎﻏﯿﺔ ﻓﻲ
اﻷﯾﻤﻦ .26ھﺬه اﻟﻨﺘﺎﺋﺞ ﺗﺸﯿﺮ إﻟﻰ اﻟﻨﺸﺎط اﻟﺸﺎذ ﻓﻲ ﺑﻌﺾ ﻣﻨﺎطﻖ اﻟﺪﻣﺎغ ﻟﺪى
اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ اﻹﻛﺘﺌﺎب اﻟﺠﺴﯿﻢ .أﻣﺎ ﻓﺮﺿﯿﺔ اﻟﻠﺪوﻧﺔ اﻟﻌﺼﺒﯿﺔ
 Neuroplastic hypothesisﻓﺘﻘﺘﺮح إﻧﺨﻔﺎض اﻟﻠﺪوﻧﺔ أو اﻟﺘﺠﺪدﯾﺔ اﻟﻌﺼﺒﯿﺔ
ﻓﻲ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ اﻹﻛﺘﺌﺎب اﻟﺠﺴﯿﻢ واﻟﺘﻲ ﻗﺪ ﺗﺘﺮﻛﺰ ﻓﻲ ﺑﻌﺾ
اﻟﺪواﺋﺮ اﻟﻌﺼﺒﯿﺔ اﻟﻤﺨﯿّﺔ ,ﯾﺪل ﻋﻠﻰ ذﻟﻚ اﻟﻤﺴﺘﻮﯾﺎت اﻟﻤﺼﻠﯿﺔ اﻟﻤﻨﺨﻔﻀﺔ ﻣﻦ
ﻋﺎﻣﻞ اﻟﻨﻤﻮ اﻟﻌﺼﺒﻲ اﻟﻤﺸﺘﻖ ﻣﻦ اﻟﺪﻣﺎغ Brain derived neurotrophic
 (factor (BDNFﻓﻲ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب و اﻟﺘﻲ ﺗﻌﻮد طﺒﯿﻌﯿﺔ ﺑﻌﺪ اﻟﻌﻼج
ﺑﻤﻀﺎدات اﻹﻛﺘﺌﺎب .27ﺗﻘﺘﺮح ﻧﻈﺮﯾﺔ أﺧﺮى ﻓﺮﺿﯿﺔ ﻓﺮط ﻧﺸﺎط اﻟﻤﺤﻮر
اﻟﻮطﺎﺋﻲ اﻟﻨﺨﺎﻣﻲ اﻹدرﯾﻨﺎﻟﯿﻨﻲ ﻓﻲ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب ،اﻟﺬي ﯾﺆﺛﺮ ﻋﻠﻰ ﻣﺴﺘﻘﺒﻼت
اﻟﻜﻮرﯾﺘﺰول اﻟﻤﻮﺟﻮدة ﻓﻲ اﻟﺘﺮاﻛﯿﺐ اﻟﺪﻣﺎﻏﯿﺔ ﻛﺎﻟﻠﻮزة واﻟﻤﮭﺎد واﻟﺤﺼﯿﻦ.28
ﻣﻦ ھﻨﺎ ﻧﺮى أن اﻵﻟﯿﺔ اﻟﻤﺴﺆوﻟﺔ ﻋﻦ اﻹﻛﺘﺌﺎب ﻏﯿﺮ ﻣﻌﺮوﻓﺔ ﺗﻤﺎﻣﺎً ،وﻣﺠﻤﻞ
اﻟﻨﻈﺮﯾﺎت ﺗﺪﻋﻢ ﻓﻜﺮة أﻧﮫ اﺿﻄﺮاب ﻣﺮﺗﺒﻂ ﺑﺨﻠﻞ ﻓﻲ ﻋﻠﻰ ﻋﺪة ﻣﺴﺘﻮﯾﺎت
وﻣﻨﺎطﻖ ﻣﺘﻌﻠﻘﺔ ﺑﺘﻨﻈﯿﻢ اﻟﻤﺰاج .ﯾﺴﺘﻨﺪ اﺳﺘﺨﺪام ﻣﻌﻈﻢ اﻟﻌﻼﺟﺎت اﻟﻤﻌﺪﻟﺔ
اﻟﻌﺼﺒﯿﺔ ﺑﺘﺤﻔﯿﺰ أو ﻋﺮﻗﻠﺔ ﻧﺸﺎط ھﺬه ﻣﺴﺎرات ﯾﻌﺘﻘﺪ أﻧﮭﺎ ﻣﺴﺆوﻟﺔ ﻋﻦ أﻋﺮاض
اﻹﻛﺘﺌﺎب ﻣﺜﻞ :اﻟﻤﺴﺎر اﻟﻤﻌﺮﻓﻲ اﻟﺘﻨﻔﯿﺬي ،واﻟﻤﺴﺎر اﻟﻌﺎطﻔﻲ اﻟﺠﺴﺪي ،ﺣﯿﺚ أن
ﻧﻘﺺ ﻧﺸﺎط اﻟﻘﺸﺮة ﻣﺎ ﻗﺒﻞ اﻟﺠﺒﮭﯿﺔ اﻷﻣﺎﻣﯿﺔ اﻟﺠﺎﻧﺒﯿﺔ ﯾﻔﺸﻞ ﻓﻲ ﺗﻨﻈﯿﻢ ﻧﺸﺎط
اﻟﻤﻨﺎطﻖ ذات اﻟﺼﻠﺔ ﺑﺎﻟﻮظﺎﺋﻒ اﻟﺘﻨﻔﯿﺬﯾﺔ ،ﯾﺎﻟﻤﻘﺎﺑﻞ ﻓﺈن ﻓﺮط اﻟﻨﺸﺎط ﻓﻲ اﻟﻘﺸﺮة
ﻣﺎ ﻗﺒﻞ اﻟﺠﺒﮭﯿﺔ اﻷﻣﺎﻣﯿﺔ اﻹﻧﺴﯿﺔ اﻟﺒﻄﯿﻨﯿﺔ ﯾﻌﺪل اﻟﻤﺠﺎﻻت اﻟﻤﺘﺼﻠﺔ ﺑﺎﻟﻤﺸﺎﻋﺮ
اﻟﺴﻠﺒﯿﺔ وإدراك اﻟﺬات.5

ﻋﻼﺟﺎت اﻟﺘﻌﺪﯾﻞ اﻟﻌﺼﺒﻲ Neuromodulation Therapies
 اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ Electroconvulsive therapy
ﯾﺸ ّﻜﻞ اﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ﺣﺘﻰ اﻵن اﻟﺘﺪاﺧﻞ اﻷﻛﺜﺮ إﺳﺘﺨﺪاﻣﺎ ً و ﻓﻌﺎﻟﯿﺔ ﻣﻦ ﺑﯿﻦ
ھﺬه اﻟﺘﻘﻨﯿﺎت ﻟﻌﻼج اﻹﻛﺘﺌﺎب ،وﯾﻌﺘﺒﺮ اﻷﻗﺪم واﻷﻛﺜﺮ دراﺳﺔ ﻓﻲ ھﺬا اﻟﺤﻘﻞ،
ﺗﺎرﯾﺨﯿﺎ َ ﺟﺎءت ﻓﻜﺮة اﻟﻌﻼج ﻣﻦ ﻣﻼﺣﻈﺔ )ﺛﺒﺖ ﻻﺣﻘﺎ ً أﻧﮭﺎ ﻏﯿﺮ ﺻﺤﯿﺤﺔ( أن
ھﻨﺎك ﻧﻮع ﻣﻦ اﻟﺘﻀﺎد اﻟﺒﯿﻮﻟﻮﺟﻲ ﺑﯿﻦ اﻟﺼﺮع واﻟﻔﺼﺎم ،ﺣﯿﺚ ﺑﺪأ طﺒﯿﺐ
اﻷﻋﺼﺎب اﻟﮭﻨﻐﺎري  Medunaﺑﺈﺳﺘﻌﻤﺎل ﻣﻮاد ﻛﯿﻤﺎوﯾﺔ ﻣﺜﻞ زﯾﺖ اﻟﻜﺎﻓﻮر
وﻣﻦ ﺛﻢ اﻟﻜﺎردﯾﺎزول ﻓﻲ اﻟﺜﻼﺛﯿﻨﯿﺎت ﻣﻦ اﻟﻘﺮن اﻟﻤﺎﺿﻲ ﻹﺣﺪاث إﺧﺘﻼﺟﺎت
ﻋﻨﺪ اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ،واﻟﺘﻲ أﻋﻄﺖ ﻧﺘﺎﺋﺞ ﺟﯿﺪة ) 30،29ھﻨﺎك أدﻟﺔ ﻋﻠﻰ أن
ﻣﻼﺣﻈﺔ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ أﻗﺪم ﻣﻦ ذﻟﻚ ﻛﻤﺎ ورد ﻓﻲ ﻛﺘﺎب اﻟﺤﺎوي ﻟﻠﺮازي،
ﺣﯿﺚ ﯾﻘﻮل ﻓﻲ ﻣﻌﺮض ﺣﺪﯾﺜﮫ ﻋﻦ ﻋﻼج اﻟﻤﯿﻼﺧﻮﻟﯿﺎ " و ﻓﻲ ﺑﺎب اﻟﺼﺮع دواء
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ﻋﺠﯿﺐ ﻟﻠﻤﯿﻼﺧﻮﻟﯿﺎ"(.
ﻻﺣﻘﺎ ً ﻗﺎم طﺒﯿﺒﺎن إﯾﻄﺎﻟﯿﺎن )  Cerlettiو ( Biniﻋﺎم  1938ﺑﺎﺳﺘﺨﺪام اﻟﺘﯿﺎر
اﻟﻜﮭﺮﺑﺎﺋﻲ ﺑﺘﻤﺮﯾﺮه ﻋﺒﺮ اﻟﺮأس ﻹﺣﺪاث ﻧﻮﺑﺔ إﺧﺘﻼﺟﯿﺔ و ﻛﺎن ذﻟﻚ أﺳﻠﻢ ﻣﻦ
اﻟﻌﻼﺟﺎت اﻟﻜﯿﻤﺎوﯾﺔ اﻟﺴﺎﺑﻘﺔ .30ﯾﻤﻜﻦ اﻟﻘﻮل أن اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ﺷﻜﻞ
آﻧﺬاك ﻓﺘﺤﺎ ً طﺒﯿﺎ ً ,ﺣﯿﺚ ﺗﻢ ﺗﺤﺴﯿﻦ ﺣﺎﻟﺔ وﺣﺘﻰ ﺷﻔﺎء اﻟﻜﺜﯿﺮ ﻣﻦ اﻟﻤﺮﺿﻰ
اﻟﻨﻔﺴﯿﯿﻦ ،وﺑﺎﻟﺮﻏﻢ أﻧﮫ طﺒﻖ ﻓﻲ اﻟﺒﺪاﯾﺔ ﻏﺎﻟﺒﺎ ً ﻋﻠﻰ ﻣﺼﺎﺑﯿﻦ ﺑﺎﻟﻔﺼﺎم ،ﻓﺈن دوره
ﻻﺣﻘﺎ ً ﺑﺮز ﻓﻲ ﻋﻼج ﺣﺎﻻت اﻹﻛﺘﺌﺎب .رﻏﻢ ﻣﺎ ﺣﻘﻘﮫ ﻣﻦ ﻧﺘﺎﺋﺞ ﺑﺎھﺮة ﻓﺈن ﺗﻄﺒﯿﻘﮫ
ﻛﺎن ﻻ ﯾﺨﻠﻮ ﻣﻦ اﻟﻌﺪﯾﺪ ﻣﻦ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ ﻣﺜﻞ اﻵﻻم اﻟﻌﻀﻠﯿﺔ و ﻛﺴﻮر وﺧﻠﻮع
ﻓﻲ ﻋﻈﺎم اﻷطﺮاف واﻟﻌﻤﻮد اﻟﻔﻘﺮي اﻟﺘﻲ ﻛﺎﻧﺖ ﺗﺤﻤﻞ ﺧﻄﻮرة ﻛﺒﯿﺮة أﺣﯿﺎﻧﺎ ً .30
ﺑﻌﺪ إﻛﺘﺸﺎف ﻋﻘﺎر اﻟﻜﻠﻮرﺑﺮوﻣﺎزﯾﻦ و ﻣﻀﺎدات اﻹﻛﺘﺌﺎب ﻓﻲ ﺧﻤﺴﯿﻨﯿﺎت
وﺳﺘﯿﻨﯿﺎت اﻟﻘﺮن اﻟﻤﺎﺿﻲ ﻗ ّﻞ إﺳﺘﻌﻤﺎل اﻟﺘﺨﻠﯿﺞ ،ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﺗﻨﺎﻣﻲ ﻧﻈﺮة ﺳﻠﺒﯿﺔ
ﺣﻮل اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ.32 ،30
وﯾﺒﺪو أﻧﮫ ﻓﻲ اﻟﻌﻘﻮد اﻟﺜﻼث اﻷﺧﯿﺮة ﻛﺎن ھﻨﺎك ﺑﺸﻜﻞ ﺗﺪرﯾﺠﻲ ﺣﺎﺟﺔ ﻣﺘﺰاﯾﺪة
وﻋﻮدة أﻛﺒﺮ ﻟﮭﺬا اﻟﻨﻮع ﻣﻦ اﻟﻌﻼج ﻓﻲ ﺗﺪﺑﯿﺮ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ،وﻣﺎ ﺳﺎﻋﺪ أﻛﺜﺮ
ﻓﻲ إﺳﺘﺨﺪاﻣﮫ اﻟﺘﻌﺪﯾﻼت ﻋﻠﻰ طﺮق ﺗﻄﺒﯿﻘﮫ ،ﻓﻀﻤﻦ اﻟﺸﺮوط اﻟﻤﺤﺪﺛّﺔ ﯾﺠﺮى
اﻟﺘﺪاﺧﻞ ﺗﺤﺖ اﻟﺘﺨﺪﯾﺮ اﻟﻌﺎم ﺑﻌﺪ اﻹرﺧﺎء اﻟﻌﻀﻠﻲ ﺗﺤﺖ إﺷﺮاف طﺒﯿﺐ اﻟﺘﺨﺪﯾﺮ،
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ﺑﯿﻨﻤﺎ ﯾﻘﻮم اﻟﻄﺒﯿﺐ اﻟﻨﻔﺴﻲ ﺑﺘﻤﺮﯾﺮ ﺗﯿﺎر ﻛﮭﺮﺑﺎﺋﻲ ﻣﻀﺒﻮط ﻟﻌﺪة ﺛﻮاﻧﻲ ﻋﺒﺮ
وﺷﯿﻌﺘﯿﻦ ﺗﻮﺿﻌﺎن ﻋﺎدة ﻓﻲ اﻟﻨﺎﺣﯿﺔ اﻟﺼﺪﻏﯿﺔ اﻟﺠﺒﮭﯿﺔ ﻋﻠﻰ ﺟﺎﻧﺒﻲ اﻟﺮأس )ﺛﻨﺎﺋﻲ
اﻟﺠﺎﻧﺐ( أو ﻓﻲ اﻟﻨﺎﺣﯿﺔ اﻟﺼﺪﻏﯿﺔ اﻟﺠﺒﮭﯿﺔ اﻟﯿﻤﻨﻰ و ﺟﺎﻧﺐ ﻗﻤﺔ اﻟﺮأس )أﺣﺎدي
اﻟﺠﺎﻧﺐ( ،ﺗﺴﺘﻤﺮ اﻟﻨﻮﺑﺔ اﻹﺧﺘﻼﺟﯿﺔ ﻋﺎدة ﻣﻦ  30ﺛﺎﻧﯿﺔ ﻟﺪﻗﯿﻘﺘﯿﻦ ،ﯾﺘﻢ ﺑﻌﺪھﺎ
ﻣﺮاﻗﺒﺔ ﺻﺤﻮ اﻟﻤﺮﯾﺾ ﻟﻤﺪة  10دﻗﺎﺋﻖ ﺗﻘﺮﯾﺒﺎً ،ﻟﯿﺘﻢ ﺗﺤﻮﯾﻠﮫ إﻟﻰ اﻟﺠﻨﺎح ﺑﻌﺪ
اﺳﺘﻌﺎدة وﻋﯿﮫ ﺑﺸﻜﻞ ﺗﺎم واﻹطﻤﺌﻨﺎن ﻋﻠﻰ إﺳﺘﻘﺮار ﺣﺎﻟﺘﮫ .ﯾﺪوم اﻟﺘﺪاﺧﻞ
ﺑﺎﻟﻤﺠﻤﻞ ﺣﻮاﻟﻲ  30 -20دﻗﯿﻘﺔ .ﯾﻌﺘﺒﺮ اﻹﺟﺮاء ﺿﻤﻦ ھﺬه اﻟﺸﺮوط اﻟﺤﺪﯾﺜﺔ آﻣﻦ
ﺗﻤﺎﻣﺎً ،و ھﻮ ﯾﻄﺒّﻖ ﻋﺎدة ﺑﻤﻌﺪل ﺛﻼث ﺟﻠﺴﺎت ﻓﻲ اﻷﺳﺒﻮع ﺑﻌﺪد إﺟﻤﺎﻟﻲ ﺣﻮاﻟﻲ
 12ﺟﻠﺴﺔ.
ﺗﺸﯿﺮ اﻟﺪراﺳﺎت إﻟﻰ اﻟﻌﺪدﯾﺪ ﻣﻦ اﻹﻗﺘﺮاﺣﺎت اﻟﺘﻲ ﺗﺤﺎول ﺗﻔﺴﯿﺮ آﻟﯿﺔ ﻋﻤﻞ
اﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ﻣﺜﻞ ﺗﻌﺪﯾﻞ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻨﻮاﻗﻞ اﻟﻌﺼﺒﯿﺔ ﻓﻲ اﻟﺸﺒﻜﺔ اﻟﻘﺸﺮﯾﺔ
ﻣﺜﻞ ﺣﻤﺾ اﻟﻐﺎﻣﺎ ﺑﻮﺗﺮﯾﻚ ) γ - aminobutyricﻏﺎﺑﺎ(  ،33ﺗﻌﺪﯾﻞ وظﯿﻔﺔ
ﻣﺴﺘﻘﺒﻼت اﻟﺴﯿﺮوﺗﻮﻧﯿﻦ ،34اﻟﺘﻨﻈﯿﻢ اﻟﺘﺼﺎﻋﺪي ﻟﻨﺸﺎط اﻟﺴﯿﺮوﺗﻮﻧﯿﻦ واﻟﺘﻨﻈﯿﻢ
اﻟﺘﻨﺎزﻟﻲ اﻟﻤﺘﺪرج ﻟﻠﻔﻌﺎﻟﯿﺔ اﻟﻤﺴﻜﺎرﯾﻨﯿﺔ ،35ﺗﻐﯿﺮ ﻣﺴﺘﻮﯾﺎت اﻟﻐﻠﻮﺗﺎﻣﺎت وأﺳﺘﯿﻞ
اﻷﺳﺒﺎرﺗﺎت 36وزﯾﺎدة ﻓﻲ اﻟﺘﺠﺪدﯾﺔ اﻟﻌﺼﺒﯿﺔ ﻛﻤﺎ ﯾﺪل ﻋﻠﯿﮭﺎ زﯾﺎدة اﻟﻤﺴﺘﻮﯾﺎت
اﻟﻤﺼﻠﯿﺔ ﻟﻌﺎﻣﻞ اﻟﺘﻐﺬﯾﺔ اﻟﻌﺼﺒﯿﺔ ،38،37ﯾﻨﻈﺮ ﺑﺸﻜﻞ ﻋﺎم أﯾﻀﺎ ً أن اﻟﻌﻼج
ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ﯾﻨﻈﻢ ﺑﺸﻜﻞ اﻧﺘﻘﺎﺋﻲ اﻟﻤﻨﺎطﻖ اﻟﺪﻣﺎﻏﯿﺔ اﻟﻤﺘﻮرطﺔ ﻓﻲ
اﻟﻔﯿﺰﯾﻮﻟﻮﺟﯿﺎ اﻟﻤﺮﺿﯿﺔ ﻟﻺﻛﺘﺌﺎب.39
ﺿﻤﻦ ﺷﺮوط اﻟﺴﻼﻣﺔ واﻟﺘﺤﺴﯿﻨﺎت اﻟﻤﺬﻛﻮرة ﻻﻗﻰ اﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ إھﺘﻤﺎﻣﺎً
ﻣﺘﺰاﯾﺪاً و ازداد اﺳﺘﺨﺪاﻣﮫ و ﺧﺎﺻﺔ ﻓﻲ ﺗﺪﺑﯿﺮ اﻹﻛﺘﺌﺎب اﻟﻤﻌﻨّﺪ واﻟﻤﺰﻣﻦ ,ﺣﯿﺚ
ﺗﻘﺪر ﻧﺴﺒﺔ اﻹﺳﺘﺠﺎﺑﺔ ﺑـ  .41،40 ٪ 80وھﻮ ﻋﻼوة ﻋﻠﻰ ذﻟﻚ ﯾﻌﺘﺒﺮ ﺧﻂ أول ﻓﻲ
ﺣﺎﻻت اﻹﻛﺘﺌﺎب اﻟﮭﺬﯾﺎﻧﻲ واﻹﺿﻄﺮاب اﻹﻛﺘﺌﺎﺑﻲ اﻟﻤﻘﺎوم ﻟﻠﻌﻼج و ﻓﻲ ﺣﺎﻻت
اﻟﺠﺎﻣﻮد  ،11،9ﻛﻤﺎ أن ﻻ ﯾﺰال ﻟﮫ إﺳﺘﻄﺒﺎﺑﺎت أﺧﺮى ﻓﻲ ﺑﻌﺾ ﺣﺎﻻت اﻟﻔﺼﺎم
واﻟﮭﻮس.
أھﻢ اﻷﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ ﻟﻠﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ اﻟﮭﺬﯾﺎن وإﺿﻄﺮاب اﻟﺘﻮﺟﮫ ﺑﻌﺪ ﺟﻠﺴﺔ
اﻟﺘﺨﻠﯿﺞ ،اﺿﻄﺮاب اﻟﺬاﻛﺮة اﻟﻘﺒﻠﯿﺔ واﻟﺒﻌﺪﯾﺔ ،اﻟﺘﻲ ﺗﺘﺤﺴﻦ ﻋﺎدة ﺧﻼل ﻓﺘﺮة أﯾﺎم
ﻷﺳﺎﺑﯿﻊ ﺑﻌﺪ اﻟﻌﻼج ،وﻗﺪ ﺗﻤﺘﺪ أﺣﯿﺎﻧﺎ َ إﻟﻰ  6أﺷﮭﺮ .ﺗﺸﯿﺮ اﻟﺪراﺳﺎت أن إﺳﺘﺨﺪام
اﻟﺘﺨﻠﯿﺞ أﺣﺎدي اﻟﺠﺎﻧﺐ اﻷﯾﻤﻦ ﻣﻊ ﺗﯿﺎر ﻧﺒﻀﻲ ﻗﺼﯿﺮ ﺟﺪاً ﯾﺤﻘﻖ ﻓﻌﺎﻟﯿﺔ ﺟﯿﺪة ﻣﻊ
ﻧﺴﺒﺔ أﻗﻞ ﻣﻦ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ اﻟﻤﻌﺮﻓﯿﺔ 45،41ﻣﻘﺎرﻧﺔ ﺑﺎﻟﺘﺨﻠﯿﺞ ﺛﻨﺎﺋﻲ اﻟﺠﺎﻧﺐ ,اﻟﺬي
ﯾﻤﻜﻦ اﻟﻠﺠﻮء إﻟﯿﮫ ﻓﻲ ﺣﺎﻻت ﻋﺪم اﻟﺘﺤﺴﻦ ﻋﻠﻰ اﻷﺣﺎدي اﻟﺠﺎﻧﺐ أو ﻓﻲ ﺣﺎﻻت
ﺗﺘﻄﻠﺐ إﺳﺘﺠﺎﺑﺔ أﺳﺮع .43
ﻣﻦ اﻟﻤﺸﺎﻛﻞ اﻷﺳﺎﺳﯿﺔ اﻷﺧﺮى اﻟﺘﻲ ﺗﻌﺘﺮض اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ﻧﺴﺒﺔ
اﻟﻨﻜﺲ اﻟﻌﺎﻟﯿﺔ ﻧﺴﺒﯿﺎ ً واﻟﺘﻲ ﺗﻘﺪر ﺑﺤﻮاﻟﻲ  %50ﺑﻌﺪ  6أﺷﮭﺮ.46
ﺧﻼﺻﺔ اﻟﻘﻮل ،ﯾﻌﺘﺒﺮ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ﻓﻌﺎل ﻟﻠﻐﺎﯾﺔ ﻓﻲ اﻹﻛﺘﺌﺎب
اﻟﺠﺴﯿﻢ وﻗﺪ ﯾﻜﻮن ﺧﯿﺎراً ﻻ ﻏﻨﻰ ﻋﻨﮫ ﻓﻲ ﺑﻌﺾ اﻟﺤﺎﻻت .رﻏﻢ ذﻟﻚ ،ﻓﺈن اﻷﺛﺎر
اﻟﺠﺎﻧﺒﯿﺔ اﻟﻤﻌﺮﻓﯿﺔ و اﻟﻨﻈﺮة اﻟﺴﻠﺒﯿﺔ ﻟﮭﺬا اﻟﻨﻮع ﻣﻦ اﻟﻌﻼج ﻻ ﺗﺰال ﺗﺤﺪ ﻣﻦ
إﺳﺘﺨﺪاﻣﮫ ،وھﺬه اﻟﻨﻈﺮة اﻟﺴﻠﺒﯿﺔ ھﻲ ﻋﻠﻰ ﻣﺎ ﯾﺒﺪو أﻛﺜﺮ ﻓﻲ اﻟﺒﻼد اﻟﻌﺮﺑﯿﺔ. 47
 اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻤﻐﻨﺎطﯿﺴﻲMagnetic seizure Therapy
ﯾﺠﻤﻊ ھﺬا اﻟﻌﻼج ﻣﺒﺎدئ ﻣﻦ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﻲ و اﻟﻌﻼج ﺑﺎﻟﺘﺤﻔﯿﺰ
اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ )واﻟﺬي ﺳﯿﺸﺮح ﻻﺣﻘﺎ ً( ،ﺣﯿﺚ ﯾﺘﻢ ﺗﻄﺒﯿﻖ
ﺣﻘﻮل ﻣﻐﻨﺎطﯿﺴﯿﺔ ﻋﻠﻰ اﻟﻘﺤﻒ ﺑﺸﺪات وﺗﻮاﺗﺮات أﻋﻠﻰ ﻣﻦ ﺗﻠﻚ اﻟﻤﻄﺒﻘﺔ ﻓﻲ
اﻟﻌﻼج ﺑﺎﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ ﻹﺣﺪاث ﻧﻮب إﺧﺘﻼﺟﯿﺔ ﻛﻤﺎ
ﻓﻲ اﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ .ﺗﺤﻀﯿﺮ اﻟﻤﺮﺿﻰ و ﺗﻄﺒﯿﻖ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻤﻐﻨﺎطﯿﺴﻲ
ﯾﺸﺎﺑﮫ إﻟﻰ ﺣﺪ ﻣﺎ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ,وﻟﻜﻦ ﯾﺘﻢ ھﻨﺎ إﺳﺘﺨﺪام وﺷﯿﻌﺘﯿﻦ
ﻣﺮﺗﺒﻄﺘﯿﻦ ﺑﺠﮭﺎز اﻟﺘﺤﺮﯾﺾ ،ﺗﻄﺒّﻘﺎن ﺑﺸﻜﻞ ﻣﺘﻨﺎظﺮ ﻋﻠﻰ ﺟﺎﻧﺒﻲ ﻗﻤﺔ اﻟﺮأس،
ﺗﻮﻟﺪان ﻟﻌﺪة ﺛﻮاﻧﻲ ﺣﻘﻞ ﻣﻐﻨﺎطﯿﺴﻲ ﻗﻮي ﯾﺠﺘﺎز ﻓﺮوة اﻟﺮأس واﻟﺠﻤﺠﻤﺔ ﻟﯿﺼﻞ
ﻟﻠﻘﺸﺮة اﻟﺪﻣﺎﻏﯿﺔ دون ﻋﻮاﺋﻖ وﯾﻮﻟﺪ طﺎﻗﺔ ﻛﮭﺮﺑﺎﺋﯿﺔ ﻓﯿﮭﺎ ﺗﺴﺎھﻢ ﻓﻲ إﺣﺪاث
اﻟﻔﻌﺎﻟﯿﺔ اﻹﺧﺘﻼﺟﯿﺔ ،ﻻ زال ﺗﻄﺒﯿﻖ ھﺬا اﻟﻨﻮع ﻣﻦ اﻟﻌﻼج ﻓﻲ طﻮر اﻹﺧﺘﺒﺎر
واﻷﺑﺤﺎث اﻟﺘﻲ ﺗﺠﺮي ﺣﺘﻰ اﻵن ﻓﻲ ﻣﺮاﻛﺰ ﻗﻠﯿﻠﺔ ﻓﻲ اﻟﻌﺎﻟﻢ ﻣﻨﮭﺎ ﻓﻲ أﻟﻤﺎﻧﯿﺎ
واﻟﻮﻻﯾﺎت اﻟﻤﺘﺤﺪة و أﺳﺘﺮاﻟﯿﺎ.

Treatment of major depression
ﯾﻨﺘﻈﺮ ﻣﻦ اﻟﺘﺨﻠﯿﺞ اﻟﻤﻐﻨﺎطﯿﺴﻲ أن ﯾﻘﺪم ﺑﺪﯾﻼً ﻣﺜﯿﺮاً ﻟﻺھﺘﻤﺎم ﻟﻠﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ
ﻓﻲ اﻟﺤﺪ ﻣﻦ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ اﻟﻤﻌﺮﻓﯿﺔ ،ﺣﯿﺚ ﯾﻔﺘﺮض ھﻨﺎ أن ﻻ ﯾﺤﺪث ﺗﺤﺮﯾﺾ
ﻣﺒﺎﺷﺮ ﻟﺘﺮاﻛﯿﺐ اﻟﻔﺺ اﻟﺼﺪﻏﻲ اﻷﻧﺴﯿﺔ ﻛﺎﻟﻠﻮزة وﺗﺤﺖ اﻟﻤﮭﺎد وھﺬا ﻣﺎ ﯾﺨﺘﻠﻒ
ﺑﮫ ﻋﻦ اﻟﻨﻮب اﻟﻤﺤﺪﺛﺔ ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﻲ.49،48

 ٪ 120ﻣﻦ ﻋﺘﺒﺔ اﻹﺳﺘﺠﺎﺑﺔ اﻟﺤﺮﻛﯿﺔ .ﯾﺘﺮاوح ﻋﺪد اﻟﺠﻠﺴﺎت ﺑﯿﻦ  10و 30
)ﺧﻼل  2ﺣﺘﻰ  6أﺳﺎﺑﯿﻊ ﺣﺴﺐ اﻟﺒﺮوﺗﻮﻛﻮل اﻟﻤﺘﺒﻊ( و ﺗﺘﻢ ﺟﻠﺴﺎت اﻟﺘﺤﻔﯿﺰ ﻋﺎدة
ﯾﻮﻣﯿﺎ ً ﻓﻲ أﯾﺎم اﻷﺳﺒﻮع ) 5ﺟﻠﺴﺎت أﺳﺒﻮﻋﯿﺎ ً( ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ أن دراﺳﺎت أﺧﺮى
اﺳﺘﺨﺪﻣﺖ ﺑﺮوﺗﻮﻛﻮﻻت ﻣﺨﺘﻠﻔﺔ ﻣﺜﻞ ﺛﻼث ﻣﺮات ﻓﻲ اﻷﺳﺒﻮع أو ﻣﺮﺗﯿﻦ ﻓﻲ
اﻟﯿﻮم.5

ﯾﺰﯾﻞ اﻟﺤﻘﻞ اﻟﻨﺎﺟﻢ ﻋﻦ وﺷﺎﺋﻊ اﻟﺘﺨﻠﯿﺞ اﻹﺳﺘﻘﻄﺎب ﺑﻌﻤﻖ ﺣﻮاﻟﻲ  2ﺳﻢ ﺗﺤﺖ
ﻓﺮوة اﻟﺮأس ،ﺑﺤﯿﺚ أن اﻵﺛﺎر اﻟﻤﺒﺎﺷﺮة ﻟﺬﻟﻚ ﺗﻘﺘﺼﺮﻋﻠﻰ اﻟﻘﺸﺮة .50أدﺧﻠﺖ
ﺗﻌﺪﯾﻼت ﻋﻠﻰ أﺟﮭﺰة ﺗﻄﺒﯿﻖ اﻟﺘﺨﻠﯿﺞ ﻣﻨﺬ ﺑﺪاﯾﺔ إﺳﺘﺨﺪاﻣﮫ ﻋﺎم  2000ﺑﺤﯿﺚ
ﺗﻜﻮن أﻛﺜﺮ ﻓﻌﺎﻟﯿﺔ ﻓﻲ إﺣﺪاث اﻟﻨﻮﺑﺔ اﻹﺧﺘﻼﺟﯿﺔ )ﯾﺼﻞ ﻣﻌﺪل اﻟﺘﺤﻔﯿﺰ 100
ھﺮﺗﺰ ﺧﻼل  10ﺛﺎﻧﯿﺔ( .48

ﻟﻢ ﯾﺘﻢ ﺣﺘﻰ اﻵن اﻟﺘﻮاﻓﻖ ﻋﻠﻰ ﻣﻌﻠﻤﺎت ﺗﺤﻔﯿﺰ ﻣﺤﺪدة ,ﺣﯿﺚ أﻧﮫ ﻟﻢ ﯾﺘﻢ ﻣﻘﺎرﻧﺔ
ﻣﻌﻠﻤﺎت اﻟﺘﺤﻔﯿﺰ ﻣﻘﺎرﻧﺔ ﻣﻨﮭﺠﯿﺔ ,وﻻ ﯾﺰال ﻓﻲ أﻏﻠﺐ اﻷﺣﯿﺎن ﯾﻌﺘﻤﺪ ﻋﻠﻰ
ﻗﺮارات ﻣﻦ ﻣﺠﻤﻮﻋﺔ ﻣﻦ اﻟﺒﺎﺣﺜﯿﻦ .5ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﻣﻌﻠﻤﺎت اﻟﺘﺤﻔﯿﺰ ﻓﺈن ﻣﻌﺎﯾﯿﺮ
ﻓﺮدﯾﺔ ﻣﺜﻞ اﻟﻨﺸﺎط اﻟﻘﺸﺮي اﻟﻘﺎﻋﺪي و اﻷدوﯾﺔ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻣﻦ ﻗﺒﻞ اﻟﻤﺮﺿﻰ
ﺗﻠﻌﺐ دوراً ھﺎﻣﺎ ً و ﺗﺘﺪاﺧﻞ ﻣﻊ ﻓﻌﺎﻟﯿﺔ  .rTMS 5ﺗﺮاﻓﻘﺖ ﻓﻌﺎﻟﯿﺔ اﻟﺘﺤﻔﯿﺰ ﻓﻲ
ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب اﻟﻤﻌﻨّﺪ ﻣﻊ إﻧﺨﻔﺎض ھﺎم ﻓﻲ ﺗﺪﻓﻖ اﻟﺪم اﻟﺪﻣﺎﻏﻲ اﻟﻨﺎﺣﻲ ﻓﻲ
اﻟﻨﺎﺣﯿﺔ اﻟﻘﺸﺮﯾﺔ اﻟﺠﺒﮭﯿﺔ اﻟﺤﺠﺎﺟﯿﺔ واﻟﻘﺸﺮة اﻟﺤﺰاﻣﯿﺔ اﻟﺒﻄﯿﻨﯿﺔ .67ﻛﻤﺎ أظﮭﺮ
اﻟﺘﺼﻮﯾﺮ اﻟﻮظﯿﻔﻲ ﺗﻐﯿﺮات ﻣﺘﻌﻠﻘﺔ ﺑﺠﺮﻋﺔ اﻟﺘﺤﻔﯿﺰ ﻓﻲ ﻋﻤﻠﯿﺔ اﻹﺳﺘﻘﻼب
اﻟﻘﺸﺮﯾﺔ وﻓﻲ ﺗﺪﻓﻖ اﻟﺪم اﻟﻨﺎﺣﻲ اﺳﺘﺠﺎﺑﺔ ﻟﻠﻌﻼج ﺑﺎﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ .69،67

ﯾﺘﻤﯿﺰاﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﺑﺈﺳﺘﻌﺎدة اﻟﺘﻮﺟﮫ واﻟﻮظﺎﺋﻒ اﻟﻤﻌﺮﻓﯿﺔ ﺑﺸﻜﻞ
أﺳﺮع ﻣﻘﺎرﻧﺔ ﻣﻊ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﺎﺋﻲ ،51ﻻ ﯾﺰال ﻋﺪد اﻟﺪراﺳﺎت اﻟﻤﺠﺮاة
ﻋﻠﻰ اﻟﻌﻼج ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﻣﻨﺬ ﻋﺎم  2000ﻗﻠﯿﻼً وﻗﺪ أظﮭﺮت ﺑﺎﻟﻤﺠﻤﻞ
ﻓﻌﺎﻟﯿﺔ ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻓﻲ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب ،ﻣﻊ ﻣﻌﺪل أﻗﻞ ﻣﻦ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ
اﻟﻤﻌﺮﻓﯿﺔ ﻣﻘﺎرﻧﺔ ﺑﺎﻟﺘﺨﻠﯿﺞ اﻟﻜﮭﺮﺑﻲ  .53،52 ،49،48و ﻻ ﯾﺰال ھﻨﺎك ﺣﺎﺟﺔ ﻟﻤﺰﯾﺪ
ﻣﻦ اﻟﺪراﺳﺎت ﻟﻠﻮﺻﻮل إﻟﻰ أﻓﻀﻞ اﻟﻤﻌﺎﯾﯿﺮ ﻟﺘﻄﺒﯿﻘﮫ.
 اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ
transcranial magnetic stimulation
اﺳﺘﺨﺪم اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﻓﻲ ﻣﻨﺘﺼﻒ اﻟﺜﻤﺎﻧﯿﻨﯿﺎت ﻛﺄداة ﺗﺸﺨﯿﺼﯿﺔ ﻟﺪراﺳﺔ
اﻟﻜﻤﻮﻧﺎت اﻟﻤﺜﺎرة اﻟﺤﺮﻛﯿﺔ ﻗﺒﻞ أن ﯾﻜﺘﺸﻒ دورھﺎ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب ﺑﺪاﯾﺔ ﻋﺎم
 .54 1993ﯾﻌﺘﻤﺪ ﻓﻲ ﺗﻄﺒﯿﻘﮫ ﻋﻠﻰ ﺗﻤﺮﯾﺮ ﻧﺒﻀﺎت ﻣﻐﻨﺎطﯿﺴﯿﺔ ﻗﻮﯾﺔ ﺗﺠﺘﺎز ﻓﺮوة
اﻟﺮأس واﻟﺠﻤﺠﻤﺔ دون ﻋﻮاﺋﻖ ﻹﺣﺪاث ﺗﺤﻔﯿﺰ ﻛﮭﺮﺑﺎﺋﻲ ﺛﺎﻧﻮي ﻣﻮﺿﻊ ﻓﻲ
اﻟﻤﻨﺎطﻖ اﻟﻘﺸﺮﯾﺔ اﻟﻤﺴﺘﮭﺪﻓﺔ و اﻟﺬي ﺑﺪوره ﯾﻨ ّﺸﻂ ﻣﺤﺎور ﺧﻼﯾﺎ ﻋﺼﺒﯿﺔ ﻗﺸﺮﯾﺔ و
ﻓﻲ اﻟﻤﺎدة اﻟﺒﯿﻀﺎء ﺗﺤﺖ اﻟﻘﺸﺮﯾﺔ .55ﯾﺘﻢ ﺗﻮﻟﯿﺪ اﻟﺤﻘﻮل اﻟﻤﻐﻨﺎطﯿﺴﯿﺔ ﻓﻲ وﺷﺎﺋﻊ
ﺗﺄﺧﺬ أﺷﻜﺎل ﻣﺨﺘﻠﻔﺔ ﯾﺘﻢ ﺗﻄﺒﯿﻘﮭﺎ ﻋﻠﻰ اﻟﻤﻨﻄﻘﺔ اﻟﻤﺮاد ﺗﺤﺮﯾﻀﮭﺎ ،ھﻨﺎك اﻟﻌﺪﯾﺪ ﻣﻦ
اﻟﻤﺘﻐﺎﯾﺮات اﻟﺘﻲ ﯾﻤﻜﻦ اﻟﺘﺤﻜﻢ ﺑﮭﺎ ﻓﻲ ﺿﺒﻂ ﻋﻤﻠﯿﺔ اﻟﺘﺤﻔﯿﺰ ,و وﻓﻘﺎ ً ﻟﺘﻮاﺗﺮ
اﻟﺘﺤﻔﯿﺰ ﯾﻤﻜﻦ ﺗﻘﺴﯿﻢ اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ إﻟﻰ ﻧﻮﻋﯿﻦ رﺋﯿﺴﯿﯿﻦ:
Repetitive

 ﻣﻨﺨﻔﺾ اﻟﺘﺮدد )أﻗﻞ ﻣﻦ  5ھﺮﺗﺰ( :ﺗﻄﺒﻖ ﻋﺎدة ﻋﻠﻰ ﻣﻘﺪم اﻟﻘﺸﺮة اﻟﺠﺒﮭﯿﺔ
اﻷﻣﺎﻣﯿﺔ اﻟﺠﺎﻧﺒﯿﺔ اﻟﻈﮭﺮﯾﺔ اﻟﯿﻤﻨﻰ ﻹﺣﺪاث ﺗﺨﻔﯿﺾ ﻓﻲ اﻻﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ.
 ﻋﺎﻟﻲ اﻟﺘﺮدد :ﺗﻄﺒّﻖ ﻋﺎدة ﻋﻠﻰ ﻣﻘﺪم اﻟﻔﺺ اﻟﺠﺒﮭﻲ اﻟﺠﺎﻧﺒﻲ اﻷﯾﺴﺮ ﻟﺰﯾﺎدة
اﻹﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ.
ﻋﻤﻮﻣﺎ ً ﯾﻘﻮم اﻟﺘﺤﻔﯿﺰ ﺑﺘﻌﺪﯾﻞ اﻟﺨﻠﻞ ﻓﻲ ﻧﺸﺎط ﻗﺸﺮة اﻟﻔﺺ اﻟﺠﺒﮭﻲ ,اﻟﺬي ﯾﻨﻈﺮ
إﻟﻰ دورھﺎ اﻟﮭﺎم ﻓﻲ اﻹﻛﺘﺌﺎب اﻟﺠﺴﯿﻢ ،56 ،5ﯾﺤﺪث اﻟﺘﺤﻔﯿﺰ ﺗﻐﯿﯿﺮات ﺗﺠﺪدﯾﺔ ﻓﻲ
اﻟﻤﺸﺎﺑﻚ اﻟﻌﺼﺒﯿﺔ ﻓﻲ اﻟﻤﻨﺎطﻖ اﻟﻤﺴﺘﮭﺪﻓﺔ و ﯾﺴﺒﺐ ﺗﺄﺛﯿﺮات و ﺗﻐﯿﺮات ﻻﺣﻘﺔ ﻓﻲ
اﻟﺪﻣﺎغ ﺗﺘﺠﺎوز ﻓﺘﺮة اﻟﺘﺤﻔﯿﺰ وھﺬه اﻟﺘﻐﯿﯿﺮات ﺗﺮﺗﺒﻂ ﻣﻊ اﻟﺘﺜﺒﯿﻂ و اﻟﺘﻌﺰﯾﺰ
طﻮﯾﻠﻲ اﻷﻣﺪ ﻓﻲ اﻟﻘﺸﺮة.58،57
ﯾﻌﻤﻞ اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﻣﻦ ﺧﻼل ﺗﻌﺪﯾﻞ اﻹﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ و ﺗﺤﺮﯾﺮ اﻟﻨﻮاﻗﻞ
اﻟﻌﺼﺒﯿﺔ واﻟﺘﺄﺛﯿﺮ ﻋﻠﻰ ﻧﻈﺎم ﻧﻘﻞ اﻟﺴﯿﺮﺗﻮﻧﯿﻦ ﻛﻤﺎ ﺗﻈﮭﺮ دراﺳﺎت اﻟﺘﺼﻮﯾﺮ
اﻟﺒﻮزوﺗﺮوﻧﻲ single photon emission (SPECT) computed
 . tomography59ﻛﻤﺎ أﺷﺮﻧﺎ ﯾﺘﻢ ﻓﻲ اﻟﻌﻼج ﺑـ rTMSﺿﺒﻂ اﻟﻌﺪﯾﺪ ﻣﻦ
اﻟﻤﺘﻐﺎﯾﺮات ،ﻣﺜﻞ ﺗﻮاﺗﺮ اﻟﺪورات ,ﺷﺪة اﻟﺘﺤﻔﯿﺰ ،ﺗﻮاﺗﺮ اﻟﺠﻠﺴﺎت ،ﻣﻮﻗﻊ اﻟﺘﺤﻔﯿﺰ
وﻣﺪة اﻟﻌﻼج .ﻛﺜﯿﺮ ﻣﻦ اﻟﺪراﺳﺎت اﺳﺘﺨﺪﻣﺖ ﺗﺤﻔﯿﺰ اﻟﻘﺸﺮة اﻟﺠﺒﮭﯿﺔ اﻷﻣﺎﻣﯿﺔ
اﻟﺠﺎﻧﺒﯿﺔ اﻟﯿﺴﺮى اﺳﺘﻨﺎداَ إﻟﻰ أدﻟﺔ ﺗﺸﯿﺮ إﻟﻰ أن ھﺬه اﻟﻤﻨﻄﻘﺔ ﺗﺸﺎرك وظﯿﻔﯿﺎ َ ﻓﻲ
ﺗﻨﻈﯿﻢ اﻟﻤﺰاج وﻓﻲ اﻹﻛﺘﺌﺎب 60 ،8وأﻋﻄﺖ ﻧﺘﺎﺋﺞ ﺟﯿﺪة ،62،61ﺑﺎﻟﻤﻘﺎﺑﻞ ﻛﺎﻧﺖ ﻧﺘﺎﺋﺞ
ﺗﺤﻔﯿﺰ اﻟﺠﺎﻧﺐ اﻷﯾﻤﻦ ﺑﺎﻟﺘﺮدد اﻟﻤﻨﺨﻔﺾ ﻣﺨﺘﻠﻔﺔ ،65،63ﻣﻊ أن اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﺘﺮدد
اﻟﻤﻨﺨﻔﺾ ﻛﺎن أﻓﻀﻞ ﺗﺤﻤﻼً 66و ﻗﺪ ﯾﻜﻮن ھﺬا اﻷﺧﯿﺮ ﺧﯿﺎراً ﻣﺜﯿﺮاً ﻟﻼھﺘﻤﺎم ﻓﻲ
ﺣﺎﻻت ﻣﺨﺘﺎرة .ﺗﺴﺘﺨﺪم ﻣﻌﻈﻢ اﻟﺒﺮوﺗﻮﻛﻮﻻت ﻓﻲ ﺣﺎﻻت اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﺘﺮدد
اﻟﻤﻨﺨﻔﺾ  1ھﺮﺗﺰ أو أﻗﻞ ،ﻓﻲ ﺣﯿﻦ ﯾﺘﺮاوح ﺗﻮاﺗﺮ اﻟﺘﺤﻔﯿﺰات ﻋﺎﻟﯿﺔ اﻟﺘﺮدد ﻣﻦ
 5ﺣﺘﻰ  20ھﺮﺗﺰ  ،ﺗﺘﻌﻠﻖ ﺷﺪة اﻟﺘﺤﻔﯿﺰ ﻋﺎدة ﺑﻌﺘﺒﺔ اﻹﺧﺘﻼج وﺗﺘﺮاوح ﺑﯿﻦ -80
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ﻛﻤﺎ أظﮭﺮ اﻟﺘﺼﻮﯾﺮ اﻟﻮظﯿﻔﻲ ﺑﺎﺳﺘﻘﻼب اﻟﻐﻠﻮﻛﻮز اﻟﺪﻣﺎﻏﻲ ﺗﺜﺒﯿﻂ اﻟﻔﻌﺎﻟﯿﺔ اﻟﺰاﺋﺪة
ﻓﻲ اﻟﻘﺸﺮة اﻟﺼﺪﻏﯿﺔ اﻟﯿﺴﺮى واﻟﺘﻠﻔﯿﻒ اﻟﺰاوي ﺑﻌﺪ اﻟﻌﻼج ﺑﺎﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ
اﻟﻤﺘﻜﺮرﻋﺒﺮ اﻟﻘﺤﻒ ﻋﺎﻟﻲ اﻟﺘﺮدد .23ﻟﻢ ﺗﻜﻦ اﻟﻨﺘﺎﺋﺞ اﻷوﻟﯿﺔ ﺣﺴﺐ دراﺳﺎت
ﺗﻠﻮﯾﺔ  Meta-analysisﻋﺎم  2003و  2005ﻣﺸﺠﻌﺔ و ﻧﻮﻋﯿﺔ 71،70وﻟﻜﻦ
ﺗﺤﻠﯿﻼت ﻻﺣﻘﺔ ﻣﻨﺸﻮرة ﻋﺎم  2007و  2008أظﮭﺮت ﻓﻌﺎﻟﯿﺔ  rTMSﺑﺼﻮرة
ﻣﻤﺎﺛﻠﺔ ﻟﻠﻌﻘﺎﻗﯿﺮ اﻟﺪواﺋﯿﺔ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب ﻋﻨﺪ إﺳﺘﺨﺪام ﻣﺘﻐﺎﯾﺮات ﻣﺨﺘﻠﻔﺔ و
ﺗﺼﺎﻣﯿﻢ ﺟﺪﯾﺪة ،72 ،62،61ﻛﻤﺎ ﺑﯿﻨﺖ دراﺳﺎت أﺧﺮى ﻻﺣﻘﺔ دوراً ﻟﻠـ  rTMSﻓﻲ
اﻹﻛﺘﺌﺎب اﻟﻤﻌﻨّﺪ ﺑﻨﺴﺐ إﺳﺘﺠﺎﺑﺔ وھﺠﻮع  ٪ 25 :و  ٪ 17ﻋﻠﻰ اﻟﺘﻮاﻟﻲ ،وھﻲ
ﻣﻤﺎﺛﻠﺔ ﺗﻘﺮﯾﺒﺎ ً ﻟﻨﺘﺎﺋﺞ اﻟﻌﻼج اﻟﺪواﺋﻲ دراﺳﺔ  STAR*Dﻣﻦ  ٪ 19و 13
 .74،73٪ﻣﺰﯾﺪ ﻣﻦ اﻟﺘﺠﺎرب اﻟﺤﺪﯾﺜﺔ أﻛﺪت ﻓﻌﺎﻟﯿﺔ  rTMSﻋﺎﻟﯿﺔ اﻟﺘﺮدد ﻋﻠﻰ
اﻟﺠﺎﻧﺐ اﻷﯾﺴﺮ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب .75 ،23
ﻓﻲ ﻣﻌﻈﻢ اﻟﺘﺠﺎرب اﻟﺴﺮﯾﺮﯾﺔ اﻟﻤﺠﺮاة ﺗﻢ اﺳﺘﺨﺪام ﺗﻘﻨﯿّﺔ  rTMSﻛﻌﻼج
ﻣﻀﺎف) 76إﺳﺘﺨﺪام اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﻣﻊ اﺳﺘﻤﺮار اﻟﻌﻼج اﻟﺪواﺋﻲ( ،وﻗﺪ
أﺷﯿﺮ إﻟﻰ دورھﺎ اﻟﻤﺤﺘﻤﻞ ﻓﻲ ﺗﺴﺮﯾﻊ اﻹﺳﺘﺠﺎﺑﺔ ﻟﻤﻀﺎدات اﻹﻛﺘﺌﺎب ﻣﻘﺎرﻧﺔ
ﺑﺎﻟﺸﮭﻮد ، 78،77وﻟﻜﻦ ﻋﻼوة ﻋﻠﻰ ذﻟﻚ ﺗﻢ إﺛﺒﺎت دورھﺎ ﺣﺘﻰ ﻛﺨﯿﺎر ﻋﻼﺟﻲ
وﺣﯿﺪ )دون دواء ﻣﺸﺎرك( أﯾﻀﺎ ً ﻓﻲ دراﺳﺎت ﺣﺪﯾﺜﺔ) 80،79ﺗﺠﺮﺑﺔ ﺣﺪﯾﺜﺔ ﻣﻌﺸﺎة
اﺳﺘﺨﺪم ﻓﯿﮭﺎ ﺑﺮوﺗﻮﻛﻮل اﻟﺘﺤﻔﯿﺰ اﻟﯿﻮﻣﻲ ﻋﺎﻟﻲ اﻟﺘﻮاﺗﺮ ﻋﻠﻰ اﻟﺠﺎﻧﺐ اﻷﯾﺴﺮ ﻟـ 3
أﺳﺎﺑﯿﻊ ﻓﻲ اﻟﻌﯿﺎدة اﻟﺨﺎرﺟﯿﺔ ﻋﻠﻰ ﻣﺮﺿﻰ إﻛﺘﺌﺎب و أظﮭﺮ ﺗﻔﻮﻗﮫ ﻋﻠﻰ اﻟﻐﻔﻞ.(79
ﻛﻤﺎ أظﮭﺮ ﻓﻌﺎﻟﯿﺔ أﯾﻀﺎً ﻛﺨﯿﺎر ﻋﻼﺟﻲ وﺣﯿﺪ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب ﻣﺎ ﺑﻌﺪ اﻟﻮﻻدة
 ،80وھﻨﺎ ﯾﺒﺮز دوره ﻛﺨﯿﺎر ﻋﻼﺟﻲ آﻣﻦ ﻧﺴﺒﯿﺎ ً ﻓﻲ ﺣﺎﻻت اﻹرﺿﺎع .ﺑﺎﻟﻨﺴﺒﺔ
ﻟﺪور اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب اﻟﺜﻨﺎﺋﻲ اﻟﻘﻄﺐ ﻓﺈﻧﮫ ﻟﻢ ﯾﺪرس
ﺑﺸﻜﻞ واﻓﻲ ،و ﻟﻢ ﺗﻌﻂ اﻟﻨﺘﺎﺋﺞ أﻓﻀﻠﯿﺔ ﻟـ  rTMSﻋﺎﻟﯿﺔ اﻟﺘﺮدد ﻋﻠﻰ اﻟﻐﻔﻞ  81أو
أﻋﻄﺖ ﻧﺘﺎﺋﺞ ﻣﺘﺒﺎﯾﻨﺔ.82
ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﺗﻌﺪد اﻟﺘﺠﺎرب اﻟﻤﺠﺮاة ﻟﺪراﺳﺔ ﻓﻌﺎﻟﯿﺔ اﻟـ  rTMSﻓﻲ ﺗﺪﺑﯿﺮ ﻧﻮﺑﺔ
اﻹﻛﺘﺌﺎب اﻟﺤﺎدة ،ﻓﺈﻧﮫ ﯾﻨﻈﺮ إﻟﯿﮫ أﯾﻀﺎ ً ﻛﺨﯿﺎر ﺟﯿﺪ وآﻣﻦ ﻓﻲ ﺣﺎﻻت اﻟﺼﯿﺎﻧﺔ أو
ﺣﺘﻰ ﻛﺒﺪﯾﻞ ﺑﺪون اﺳﺘﺨﺪام اﻟﻌﻘﺎﻗﯿﺮ اﻟﻤﻀﺎدة ﻟﻺﻛﺘﺌﺎب ﻟﻠﺤﻔﺎظ ﻋﻠﻰ اﻹﺳﺘﺠﺎﺑﺔ و
ﻣﻨﻊ اﻟﻨﻜﺲ ،83وﻟﻜﻦ اﻟﺒﯿﺎﻧﺎت اﻟﺤﺎﻟﯿﺔ ﻣﺤﺪودة ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺬﻟﻚ رﻏﻢ اﻟﻨﺘﺎﺋﺞ
اﻷوﻟﯿﺔ اﻟﻤﺸﺠﻌﺔ .5ﺗ ّﻤﺖ اﻟﻤﻮاﻓﻘﺔ ﻋﻠﻰ  rTMSﻓﻲ ﺑﻌﺾ اﻟﺪول اﻷوروﺑﯿﺔ
وﻛﻨﺪا ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب وﻛﺬﻟﻚ ﻓﻲ اﻟﻮﻻﯾﺎت اﻟﻤﺘﺤﺪة ﺿﻤﻦ ﺷﺮوط ﻣﺤﺪدة .ﻣﻦ
ﻣﻤﯿﺰات ھﺬه اﻟﺘﻘﻨﯿّﺔ اﻟﺘﻲ ﻻ ﺗﺤﺘﺎج إﻟﻰ ﺟﺮاﺣﺔ ﻋﺼﺒﯿﺔ أو ﺗﺨﺪﯾﺮ ھﻲ ﺳﻼﻣﺘﮭﺎ
ﻧﺴﺒﯿﺎ ً ,وأھﻢ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ اﻟﺼﺪاع اﻟﺨﻔﯿﻒ ,آﻻم ﺧﻔﯿﻔﺔ ﻓﻲ اﻟﻮﺟﮫ أو اﻟﻔﻢ .ﻓﮭﻲ
ﺗﻘﻨﯿّﺔ ﻏﯿﺮ ﻏﺎزﯾﺔ و ﺧﺎﻟﯿﺔ ﺗﻘﺮﯾﺒﺎ ً ﻣﻦ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ اﻟﺨﻄﯿﺮة  ،12وﻣﺎ ﺳﺠﻞ ﻋﻦ
ﺣﺪوث ﻧﻮﺑﺔ إﺧﺘﻼج أﺛﻨﺎء اﻟﻌﻼج ھﻮ ﻏﺎﻟﺒﺎ ً ﻓﻲ ﻣﺮﺿﻰ إﻣﺎ ﻟﺪﯾﮭﻢ اﺿﻄﺮاﺑﺎت
ﻋﺼﺒﯿﺔ ﺳﺎﺑﻘﺔ أو ﺗﻢ اﺳﺘﺨﺪام اﻟﻤﻌﻠﻤﺎت ﺧﺎرج اﻟﻤﺠﺎﻻت اﻹﻋﺘﯿﺎدﯾﺔ اﻟﻤﻤﺎرﺳﺔ5
وﻣﻦ اﻟﻤﯿﺰات اﻹﺿﺎﻓﯿﺔ ﻟﮭﺬه اﻟﺘﻘﻨﯿّﺔ ﻋﺪم وﺟﻮد أي آﺛﺎر ﺟﺎﻧﺒﯿﺔ ﻣﻌﺮﻓﯿﺔ ،أو
ﺣﺘﻰ ﺗﺤﺴﻦ اﻟﺘﻘﯿﯿﻤﺎت اﻟﻤﻌﺮﻓﯿﺔ ﺑﻌﺪ اﻟﻌﻼج .84 ،5أﻣﺎ ﺣﺎﻻت ﺗﺤﺖ
اﻟﮭﻮس|اﻟﮭﻮس اﻟﺨﻔﯿﻒ اﻟﻤﺴﺠﻠﺔ )ﻓﻲ ﻣﺮﺿﻰ ﻣﻌﻈﻤﮭﻢ إﻛﺘﺌﺎب ﺛﻨﺎﺋﻲ اﻟﻘﻄﺐ(
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أﺛﻨﺎء أو ﺑﻌﺪ اﻟﻤﻌﺎﻟﺠﺔ ﺑـ  rTMSﻓﮭﻲ ﻟﻢ ﺗﺨﺘﻠﻒ ﻓﻲ اﻟﻮاﻗﻊ ﻓﻲ ﻣﻌﺪﻟﮭﺎ ﻋﻦ
اﻟﻐﻔﻞ.85
ﺑﺎﻟﻤﺠﻤﻞ ﯾﻌﺘﺒﺮ اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ ﻋﻼج واﻋﺪ ﻟﺴﻼﻣﺘﮫ
اﻟﻨﺴﺒﯿﺔ وﺗﺴﻌﻰ اﻷﺑﺤﺎث ﻟﻠﺘﻮﺻﻞ ﻟﻄﺮق ﺗﺆدي إﻟﻰ زﯾﺎدة ﻓﻌﺎﻟﯿﺔ ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻣﻦ
ﺧﻼل زﯾﺎدة ﻣﺪة أوﺷﺪة اﻟﻌﻼج ،واﻹﺳﺘﻌﺎﻧﺔ ﺑﺘﻘﻨﯿﺎت اﻟﺘﻮﺟﯿﮫ اﻟﻌﺼﺒﻲ اﻟﺤﺪﯾﺜﺔ
ﻟﺘﺤﺪﯾﺪ أﻣﺎﻛﻦ اﻟﺘﺤﻔﯿﺰ .ﯾﻨﺒﻐﻲ ھﻨﺎ اﻹﺷﺎرة إﻟﻰ ان ھﻨﺎك أﻧﻤﺎط أﺧﺮى ﻣﺒﺘﻜﺮة ﻣﻦ
اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ ﺗﺠﺮي ﻋﻠﯿﮭﺎ دراﺳﺎت ﻓﻲ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب ،ﻣﻨﮭﺎ اﻟﺘﺤﻔﯿﺰ
اﻟﻤﻐﻨﺎطﯿﺴﻲ ﺑﺪﻓﻘﺎت ﺛﯿﺘﺎ  Theta Burstواﻟﺘﺤﻔﯿﺰ ﺛﻨﺎﺋﻲ اﻟﺠﺎﻧﺐ واﻟﺘﺤﻔﯿﺰ
Deep transcranial magnetic
اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ
 stimulationواﻟﺘﻲ ﺗﻈﮭﺮ ﺑﻌﺾ اﻟﻨﺘﺎﺋﺞ اﻟﻮاﻋﺪة.87،86
 اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﺘﯿﺎر اﻟﻤﺒﺎﺷﺮ ﻋﺒﺮ اﻟﻘﺤﻒ Transcranial Direct
current Stimulation
ﺗﻌﻮد اﻹﺳﺘﻘﺼﺎءات ﺣﻮل دور اﻟﺘﺤﻔﯿﺰ اﻟﻜﮭﺮﺑﺎﺋﻲ اﻟﻤﺒﺎﺷﺮ ﻛﻌﻼج ﻣﻀﺎد
ﻟﻺﻛﺘﺌﺎب إﻟﻰ اﻟﺴﺘﯿﻨﯿﺎت ﻣﻦ اﻟﻘﺮن اﻟﻤﺎﺿﻲ .وﻟﻜﻦ اﻟﻨﺘﺎﺋﺞ اﻟﻤﺘﻨﺎﻗﻀﺔ ﻓﻲ ﺑﺪاﯾﺔ
ﺗﻄﺒﯿﻘﮫ )واﻟﺘﻲ ﯾﻤﻜﻦ ﺗﻔﺴﯿﺮھﺎ ﺑﻐﯿﺎب اﻟﻤﻨﮭﺠﯿﺔ ﻋﻠﻰ اﻟﻘﯿﺎﺳﺎت ﻣﺜﻞ اﻟﻤﻨﻄﻘﺔ
اﻟﻤﺴﺘﮭﺪﻓﺔ ،ﺷﺪة اﻟﺘﯿﺎر ،ﺣﺠﻢ اﻹﻟﻜﺘﺮودات و ﻣﻮﺿﻌﮭﺎ ،ﺗﻮاﺗﺮ اﻟﺘﺤﻔﯿﺰ وﻣﺪﺗﮫ(
ﻗﺪ ﺗﻜﻮن ﺣﺎﻟﺖ دون اﺳﺘﻤﺮارﯾﺔ ﺗﻄﻮﯾﺮه .90،88
ﻣﻊ ظﮭﻮر ﺗﻘﻨﯿﺎت أﺧﺮى ﻟﺘﻨﺸﯿﻂ اﻟﺪﻣﺎغ ﻣﺜﻞ اﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ
اﻟﻘﺤﻒ واﻟﻔﮭﻢ اﻷﻓﻀﻞ ﻵﺛﺎر  tDCSﻋﻠﻰ اﻹﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ 5أﺟﺮﯾﺖ ﻣﺠﺪداً
ﻓﻲ اﻟﺴﻨﻮات اﻷﺧﯿﺮة اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺪراﺳﺎت ﺑﺈﺳﺘﺨﺪام ﺑﺮوﺗﻮﻛﻮﻻت وﻣﻌﺎﯾﯿﺮ
ﺟﺪﯾﺪة .وﻣﻤﺎ ﺷﺠﻊ ﻋﻠﻰ ذﻟﻚ أﻧﮭﺎ ﺗﻘﻨﯿّﺔ ﻏﯿﺮ ﻏﺎزﯾﺔ ﺳﻠﯿﻤﺔ ورﺧﯿﺼﺔ ,ﯾﻌﺘﻤﺪ
ﺗﻄﺒﯿﻘﮭﺎ ﻋﻠﻰ وﺿﻊ ﻗﻄﺒﯿﻦ ﺳﻄﺤﯿﯿﻦ )اﻟﻜﺘﺮودﯾﻦ( ﻋﻠﻰ ﻓﺮوة اﻟﺮأس ﺣﯿﺚ ﯾﻤﺮر
ﺗﯿﺎرات ﻛﮭﺮﺑﺎﺋﯿﺔ ﻣﺒﺎﺷﺮة ﺿﻌﯿﻔﺔ ﻏﯿﺮ ﻣﺆﻟﻤﺔ ﺑﺎﺳﺘﻤﺮار )ﻋﺎدة ﻣﺎ ﺗﺼﻞ إﻟﻰ 2
ﻣﯿﻠﻲ أﻣﺒﯿﺮ( ﻟﻔﺘﺮة ﻣﻦ اﻟﺰﻣﻦ ﺗﺴﺘﻤﺮ ﻋﺎدة  20دﻗﯿﻘﺔ ،91وﺗﻄﺒﻖ اﻟﺠﻠﺴﺎت إﻣﺎ
ﯾﻮﻣﯿﺎ ً أو ﻛﻞ ﯾﻮﻣﯿﻦ وأﺣﯿﺎﻧﺎ ً ﻣﺮﺗﯿﻦ ﻓﻲ اﻟﯿﻮم ﺣﺴﺐ اﻟﺒﺮوﺗﻮﻛﻮﻻت اﻟﻤﺘﺒﻌﺔ.
ﯾﻨﻈﻢ اﻟﺘﺤﻔﯿﺰ اﻟﻜﮭﺮﺑﺎﺋﻲ اﻟﻤﺒﺎﺷﺮ اﻹﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ و ﯾﻌﺪل ﻧﺴﺒﺔ ﻛﻤﻮن اﻟﺮاﺣﺔ
ﻓﻲ اﻟﺨﻼﯾﺎ اﻟﻌﺼﺒﯿﺔ ﺑﺈﺣﺪاث اﺳﺘﻘﻄﺎب ﻓﻲ ﻛﻤﻮن ﻏﺸﺎء اﻟﺨﻠﯿﺔ 92واﻟﺬي ﯾﺤﺪث
ﺑﺪوره اﻟﺘﺄﺛﯿﺮات اﻟﻘﺼﯿﺮة اﻷﻣﺪ ﻟﻠﺘﺤﻔﯿﺰ اﻟﻜﮭﺮﺑﺎﺋﻲ ,ﯾﻌﻤﻞ اﻟﺘﺤﻔﯿﺰ ﻣﻦ اﻟﻤﺼﻌﺪ
ﻋﻠﻰ ﺗﻌﺰﯾﺰ اﻹﺳﺘﺜﺎرة اﻟﻘﺸﺮﯾﺔ ،واﻟﺘﺤﻔﯿﺰ ﻣﻦ اﻟﻤﮭﺒﻂ ﯾﻘﻠﻞ ذﻟﻚ .ﺗﻌﺰى اﻵﺛﺎر
اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﺘﺤﻔﯿﺰ إﻟﻰ إزاﻟﺔ اﻻﺳﺘﻘﻄﺎب أو ﻓﺮط اﻻﺳﺘﻘﻄﺎب ﻓﻲ اﻟﻐﺸﺎء
اﻟﺨﻠﻮي ﻓﻲ اﻟﻤﻨﻄﻘﺔ اﻟﻤﺤﻔﺰة و ﺗﻌﺘﻤﺪ اﻟﺘﺄﺛﯿﺮات طﻮﯾﻠﺔ اﻷﻣﺪ ﻟﻠﺘﺤﺮﯾﺾ ﻋﻠﻰ
ﻓﻌﺎﻟﯿﺔ ﻣﺴﺘﻘﺒﻼت  . NMDA (N-methyl D-aspartate) 93اﺳﺘﻌﻤﻠﺖ
اﻟﺪراﺳﺎت اﻟﺘﻲ أﺟﺮﯾﺖ ﻣﺆﺧﺮاً اﻟﺘﺤﻔﯿﺰ ﺑﺎﻟﻘﻄﺐ اﻟﺼﺎﻋﺪ )ﻛﻌﻼج إﺿﺎﻓﻲ
ﻟﻠﺪواء( ﻋﻠﻰ اﻟﻘﺸﺮة اﻟﺠﺒﮭﯿﺔ اﻷﻣﺎﻣﯿﺔ اﻟﺠﺎﻧﺒﯿﺔ اﻟﯿﺴﺮى ﻣﻊ ﺗﻐﯿﺮ ﻣﻮﻗﻊ اﻹﻟﻜﺘﺮود
اﻟﻤﮭﺒﻂ ،وﻗﺪ أظﮭﺮت ﻓﻲ اﻟﻌﺪﯾﺪ ﻣﻨﮭﺎ ﻓﻌﺎﻟﯿﺔ ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻣﻘﺎرﻧﺔ ﻣﻊ اﻟﻐﻔﻞ ﻓﻲ
ﻋﻼج اﻹﻛﺘﺌﺎب اﻟﺠﺴﯿﻢ ،96،94ﻛﻤﺎ أظﮭﺮت دورھﺎ ﻓﻲ ﺗﺤﺴﻦ أﻋﺮاض اﻻﻛﺘﺌﺎب
و اﻟﻮظﺎﺋﻒ اﻟﻤﻌﺮﻓﯿﺔ ﻓﻲ "إﻛﺘﺌﺎب ﻣﺎ ﺑﻌﺪ اﻟﺤﺎدث اﻟﻮﻋﺎﺋﻲ اﻟﺪﻣﺎﻏﻲ" .97ﻛﻤﺎ

ذﻛﺮﻧﺎ ﯾﻤﯿﺰ ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻛﻤﺎ أظﮭﺮت ﻣﺠﻤﻞ اﻟﺪراﺳﺎت ﺳﻼﻣﺘﮭﺎ وﺧﻠﻮھﺎ ﻣﻦ أي
آﺛﺎر ﺟﺎﻧﺒﯿﺔ ﺧﻄﯿﺮة ،و ﺗﻘﺘﺼﺮ ھﺬه اﻟﻌﻮارض اﻟﺠﺎﻧﺒﯿﺔ ﻋﻠﻰ ﺻﺪاع ﺧﻔﯿﻒ وﺣﻜﺔ
ﻧﺎﺟﻤﺔ ﻋﻦ اﻟﺤﺴّﺎس ،98وﻛﻤﺎ أﻧﮫ ﻟﻢ ﯾﺴﺠﻞ أي آﺛﺎر ﺟﺎﻧﺒﯿﺔ ﻣﻌﺮﻓﯿﺔ 99وﺑﺎﻟﻌﻜﺲ
ﻟﻮﺣﻆ ﺗﺤﺴﻦ اﻟﻮظﺎﺋﻒ اﻟﻤﻌﺮﻓﯿﺔ ﻣﻊ ﺳﯿﺮ اﻟﻌﻼج .97 ،95رﻏﻢ ذﻟﻚ ﺳﺠﻠﺖ ﺣﺎﻻت
ﻓﺮدﯾﺔ ﻣﻦ ﺣﺪوث ﺗﺤﺖ ھﻮس ﺗﺤﺖ اﻟﻌﻼج ﺑﺎﻟﺘﺤﻔﯿﺰ اﻟﻜﮭﺮﺑﻲ اﻟﻤﺒﺎﺷﺮ.100
ﺑﺎﻟﻤﺠﻤﻞ إن رﺧﺺ وﺳﻼﻣﺔ وﺳﮭﻮﻟﺔ ﺗﻄﺒﯿﻖ ھﺬا اﻟﻨﻮع ﻣﻦ اﻟﻌﻼج ﺗﺠﻌﻞ ﻣﻨﮫ
ﺧﯿﺎراً ھﺎﻣﺎ َ ﻓﻲ اﻟﻤﺴﺘﻘﺒﻞ ،وﻟﻜﻨﮫ ﯾﺤﺘﺎج ﻣﺰﯾﺪ ﻣﻦ اﻟﺪراﺳﺎت وﻣﻘﺎرﻧﺘﮫ ﻣﻊ اﻷدوﯾﺔ
ﻟﻤﻌﺮﻓﺔ ﻣﻌﺎﯾﯿﺮ ﺗﻄﺒﯿﻘﮫ ﺑﺸﻜﻞ أﻣﺜﻞ.
 اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ Deep brain stimulation
ﺗﻌﻮد ﻓﻜﺮة اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ إﻟﻰ ﺳﺘﯿﻨﯿﺎت اﻟﻘﺮن اﻟﻤﺎﺿﻲ ,ﺣﯿﺚ طﺒﻘﺖ
ﻓﻲ ﻋﻼج اﻷﻟﻢ اﻟﻤﺰﻣﻦ ,5,4و ﻣﻨﺬ أﻛﺜﺮ ﻣﻦ ﻋﻘﺪﯾﻦ ﺑﺪأ ﺗﻄﺒﯿﻖ ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻓﻲ
ﻋﻼج ﻣﺮﺿﻰ اﻹﺿﻄﺮاﺑﺎت اﻟﺤﺮﻛﯿﺔ ﻣﺜﻞ اﻟﺸﻠﻞ اﻟﺮﻋﺎش )ﺑﺎرﻛﻨﺴﻮن(
واﻟﺮﺟﻔﺎن اﻷﺳﺎﺳﻲ ،و ﻟﻮﺣﻆ أﺛﻨﺎءھﺎ ﺗﺮاﻓﻖ اﻟﺘﺤﻔﯿﺰ ﻣﻊ ﺗﻌﺪﯾﻼت ﻣﺰاﺟﯿﺔ
واﺿﺤﺔ  ،102،101و ﺗﻨﺒﮫ اﻷطﺒﺎء ﺣﯿﻨﮭﺎ إﻟﻰ دورھﺎ اﻟﻤﺤﺘﻤﻞ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب
اﻟﺠﺴﯿﻢ ﺣﺘﻰ ﺗﻤﻜﻨﻮا ﻣﻊ ﺗﻘﺪم اﻟﻮﺳﺎﺋﻞ اﻟﺘﻘﻨﯿّﺔ واﻟﺸﻌﺎﻋﯿﺔ و ﻓﮭﻢ طﺒﯿﻌﺔ اﻷﻣﺮاض
اﻟﻨﻔﺴﯿﺔ ﺑﺸﻜﻞ أﻛﺒﺮ ﻣﻦ ﺗﺤﺪﯾﺪ ﻣﻮاﺿﻊ ﯾﻤﻜﻦ اﻟﺘﺪاﺧﻞ ﻋﻠﯿﮭﺎ ﺑﺄھﺪاف ﻋﻼﺟﯿﺔ،
وإن طﺒﻘﺖ ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻓﻲ اﻟﺒﺪاﯾﺔ ﻟﻌﻼج ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي و
اﺿﻄﺮاب ﺗﻮرﯾﺖ ﺑﺸﻜﻞ أﺳﺎﺳﻲ ﻓﺈن اﻷﺑﺤﺎث ﺗﺴﺎرﻋﺖ ﻟﺪراﺳﺔ ﻓﻌﺎﻟﯿﺘﮭﺎ ﻓﻲ
ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب وﺧﺎﺻﺔ اﻟﺸﻜﻞ اﻟﻤﻌﻨّﺪ.103
ﺑﻨﺎء ﻋﻠﻰ ﻓﺮط اﻟﻨﺸﺎط اﻟﻤﻼﺣﻆ ﻓﻲ ﻣﻨﻄﻘﺔ اﻟﺤﺰام ﺗﺤﺖ اﻟﺒﻄﯿﻨﻲ )ﻣﻨﻄﻘﺔ 25
 ( Brodmannﻋﻨﺪ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب اﻟﻤﻌﻨّﺪ ﺗﻢ زرع اﻟﻜﺘﺮودات ﻓﯿﮭﺎ ﻟﻠﺤﺪ ﻣﻦ
اﻟﻨﺸﺎط اﻟﺰاﺋﺪ وﺗﺜﺒﯿﻂ اﻟﻤﺴﺎرات اﻟﻔﻌﺎﻟﺔ ﻓﯿﮭﺎ .8و ﻓﻲ أول اﻟﺘﺠﺎرب ﻟﻌﻼج
اﻹﻛﺘﺌﺎب اﻟﻤﻌﻨّﺪ ﺗ ّﻢ ﻋﺎم  2005زرع أﻗﻄﺎب ﻛﮭﺮﺑﺎﺋﯿﺔ ﻓﻲ أﻟﯿﺎف اﻟﻤﺎدة اﻟﺒﯿﻀﺎء
اﻟﺘﻲ ﺗﺮﺗﺒﻂ ﺑﻤﻨﻄﻘﺔ  ،58 Brodmann 25وﺗﻢ ﻻﺣﻘﺎ ً اﻗﺘﺮاح ﻣﻨﺎطﻖ أﺧﺮى
ﺗﺸﺎرك ﻓﻲ اﻵﻟﯿﺔ اﻟﻤﺮﺿﯿﺔ ﻟﻺﻛﺘﺌﺎب ﻟﻠﺘﺪاﺧﻞ ھﻲ:103
 oاﻟﻨﻮاة اﻟﻨﺎﺗﺌﺔ اﻟﻤﺨﻄﻄﺔ اﻟﺒﻄﻨﯿﺔ Ventral striatum nucleus
accumbens
Subgenual cingulum
 oاﻟﺤﺰام ﺗﺤﺖ اﻟﺒﻄﯿﻨﻲ )
(Brodmann25
 oاﻟﺠﺴﯿﻢ اﻟﺸﺎﺣﺐ اﻟﺪاﺧﻠﻲ Globus pallidus internus
 oﺳﻮﯾﻘﺔ ﻣﮭﺎدﯾﺔ اﻟﺴﻔﻠﯿﺔ Inferior thalamic peduncle
 oاﻟﻘﺸﺮة اﻟﺤﺰاﻣﯿﺔ اﻟﻈﮭﺮﯾﺔ ) Rostral cingulate cortex
(BA24a
 oاﻟﻘﺴﯿﻤﺔ اﻟﻌﻨﺎﻧﯿﺔ اﻟﻮﺣﺸﯿﺔ Lateral habenula
ﻓﻲ اﻟﺠﺪول اﻟﻤﺮﻓﻖ رﻗﻢ  103 2أھﻢ اﻟﺪراﺳﺎت اﻟﻤﺠﺮاة ﺣﻮل اﻟﺘﺤﻔﯿﺰ اﻟﻌﻤﯿﻖ ﻓﻲ
ﻋﻼج اﻹﻛﺘﺌﺎب واﻟﺘﻲ ﺗﺒﯿﻦ أﻣﺎﻛﻦ اﻟﺘﺪاﺧﻞ وﻋﺪد اﻟﻤﺮﺿﻰ واﻟﻨﺘﺎﺋﺞ.

اﻟﺠﺪول رﻗﻢ  :2أھﻢ اﻟﺪراﺳﺎت اﻟﻤﺠﺮاة ﺣﻮل اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب
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After only 1 week, 42% reduction in symptoms
)(as measured by HAM-D
Observation for 12 months:
distinct reduction in symptoms by 57% in this
)period (as measured by HAM-D

Nucleus accumbens

3
3333

)Schlaepfer et al.,(115

Ventral internal capsule and
ventral striatum

15

)Malone et al., (116

Subgenual area of cingulum

Patients
6

)Mayberg et al., (7

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

176

Treatment of major depression

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

Subgenual area of cingulum

ﻟﺸﺮح اﻟﺘﻘﻨﯿّﺔ وآﻟﯿﺘﮭﺎ ﺑﺸﻜﻞ ﻣﺨﺘﺼﺮ ,ﯾﺘﻢ ﻓﻲ ﻣﺮﺣﻠﺔ أوﻟﻰ زرع أﻗﻄﺎب
ﻛﮭﺮﺑﺎﺋﯿﺔ ﺻﻐﯿﺮة )اﻟﻜﺘﺮودات( ﻋﻦ طﺮﯾﻖ اﻟﺘﻮﺟﯿﮫ اﻟﻔﺮاﻏﻲ ﺗﺤﺖ اﻟﺘﺨﺪﯾﺮ
اﻟﻤﻮﺿﻌﻲ أو اﻟﻌﺎم ﻓﻲ اﻟﻤﻜﺎن اﻟﻤﺨﺘﺎر ﻣﻦ اﻟﺪﻣﺎغ ﻓﻲ اﻟﻤﻨﺎطﻖ ﺗﺤﺖ اﻟﻘﺸﺮﯾﺔ
اﻟﻤﺬﻛﻮرة أﻋﻼه ﻓﻲ ﺟﺎﻧﺐ واﺣﺪ أو ﺟﺎﻧﺒﯿﻦ ،ﻓﻲ ﻣﺮﺣﻠﺔ ﺛﺎﻧﯿﺔ ﺗﺮﺑﻂ ھﺬه اﻷﻗﻄﺎب
ﻋﻦ طﺮﯾﻖ أﺳﻼك ﺑﻤﺤﻔﺰ ﻋﺼﺒﻲ ) (neurostimulatorﻧﺒﻀﻲ ﻣﺒﺮﻣﺞ ﯾﺰرع
ﺗﺤﺖ اﻟﺠﻠﺪ ﻓﻲ ﻣﻨﻄﻘﺔ ﺗﺤﺖ اﻟﺘﺮﻗﻮة أو ﻓﻲ ﻣﻨﻄﻘﺔ اﻟﺒﻄﻦ اﻟﺴﻔﻠﯿﺔ ,ﯾﻘﻮم ھﺬا
اﻟﻤﺤﻔﺰ ﺑﺈرﺳﺎل ﻧﺒﻀﺎت ﻟﻤﻨﺎطﻖ اﻟﺪﻣﺎغ اﻟﻤﺤﺪدة .104 ،14ﯾﺘﻢ ﻋﺎدة ﺗﻌﺪﯾﻞ واﻟﺘﺤﻜﻢ
ﺑﻤﻌﻠﻤﺎت اﻟﺘﺤﻔﯿﺰ )اﻟﺸ ّﺪة ،اﻟﻤﺪة ،اﻟﺘﻮاﺗﺮ( ﺑﺸﻜﻞ ﻓﺮدي ﻋﺒﺮ ﺟﮭﺎز ﻣﺒﺮﻣﺞ
ﻟﻠﺤﺼﻮل ﻋﻠﻰ أﻓﻀﻞ اﻟﻨﺘﺎﺋﺞ  .8ھﺬه اﻟﻨﺒﻀﺎت اﻟﺘﻲ ﺗﻘﻮم ﺑﺄدوار ﺗﺤﻔﯿﺰﯾﺔ
وﺗﺜﺒﯿﻄﯿﺔ )ﺣﺴﺐ اﻟﻤﻨﻄﻘﺔ اﻟﻤﺴﺘﮭﺪﻓﺔ( و ﺗﻌﺪﯾﻞ وظﯿﻔﺔ ﺑﻨﻰ ﺗﺤﺖ ﻗﺸﺮﯾﺔ ﺗﺴﺎھﻢ
ﻓﻲ ﺗﻌﺪﯾﻞ اﻟﻤﺰاج ﻓﻲ ﻣﺮﺿﻰ اﻹﻛﺘﺌﺎب .106،105 ،8ﺗﻢ إﺛﺒﺎت ﺗﻐﯿﺮات ﻓﻲ ﺟﺮﯾﺎن
اﻟﺪم اﻟﺪﻣﺎﻏﻲ ﻓﻲ ﺑﻌﺾ اﻟﻤﻨﺎطﻖ ﺑﻌﺪ اﻟﺘﺤﺮﯾﺾ ﻋﺒﺮ اﻟﺘﺼﻮﯾﺮ اﻟﺒﻮزوﺗﺮوﻧﻲ
واﻟﺘﻲ ﺗﻌﻜﺲ ﺗﺄﺛﺮھﺎ ﺑﺎﻟﺘﺤﻔﯿﺰ أﻛﺜﺮ ﻣﻦ أن ﺗﻔﺴﺮ آﻟﯿﺔ ﻋﻤﻠﮭﺎ  .107أﻋﻄﺖ
اﻟﺘﺠﺮﺑﺔ اﻟﺘﻲ ﻗﺎم ﺑﮭﺎ  Maybergﻋﺎم  2005ﻓﻲ ﻋﻼج  6ﻣﺮﺿﻰ اﻛﺘﺌﺎب ﻣﻌﻨّﺪ
ﺑﺎﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ اﻟﻌﻤﯿﻖ ﻧﺘﺎﺋﺞ ﻣﺸﺠﻌﺔ ،8ﺣﯿﺚ اﺳﺘﺠﺎب أرﺑﻌﺔ ﻣﻨﮭﻢ ﺑﻌﺪ 6
أﺷﮭﺮ ﻣﻦ اﻟﻌﻼج ،ﺛﻼﺛﺔ ﻣﻨﮭﻢ وﺻﻠﻮا ﻟﻠﮭﺠﻮع ﺷﺒﮫ اﻟﺘﺎم ﻣﻦ أﻋﺮاض اﻻﻛﺘﺌﺎب.
وﺑﺴﺒﺐ اﻟﺨﻤﺞ أزﯾﻠﺖ أﺟﮭﺰة اﺛﻨﯿﻦ ﻣﻦ اﻟﻤﺮﺿﻰ  .8وﻟﻢ ﯾﺴﺠﻞ ﺣﺪوث آﺛﺎر
ﺟﺎﻧﺒﯿﺔ ﻣﻌﺮﻓﯿﺔ ھﺎﻣﺔ ﺣﺴﺐ اﻟﺘﻘﯿﯿﻤﺎت اﻟﻨﻔﺴﯿﺔ اﻟﻌﺼﺒﯿﺔ اﻟﻤﺘﻮاﻟﯿﺔ اﻟﺘﻲ أﺟﺮﯾﺖ ﻟﮭﻢ
ﻗﺒﻞ وﺑﻌﺪ اﻟﺠﺮاﺣﺔ  .108ﺗﺸﻤﻞ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ اﻟﻤﺴﺠﻠﺔ ﻣﻦ اﻟﺪراﺳﺎت دوﺧﺔ
ﻋﺎﺑﺮة ،ﺗﻘﻠﺼﺎت ﻋﻀﻠﯿﺔ ,ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﻜﻼم واﺿﻄﺮاﺑﺎت ﻓﻲ اﻟﺤﺮﻛﺔ ﺑﻌﺪ
اﻟﻌﻤﻠﯿﺔ ،ﻧﺰﯾﻒ داﺧﻞ اﻟﺠﻤﺠﻤﺔ ،ھﺬﯾﺎن ,ﺳﺮﻋﺔ اﻹﺳﺘﺜﺎرة ،ﺗﻐﯿﺮات ﻓﻲ اﻟﻤﺰاج
)ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻹﻛﺘﺌﺎب واﻟﮭﻮس( ،ﺣﺎﻻت ﻣﻦ ﺑﻄﺎءة ذھﻨﯿﺔ و ﻧﻮب اﺧﺘﻼﺟﯿﺔ ﻣﺎ
ﺑﻌﺪ اﻟﺠﺮاﺣﺔ  .110،109ﺑﺎﻟﻤﺠﻤﻞ ﺗﻌﺘﺒﺮ ھﺬه اﻟﺘﺘﻘﻨﯿّﺔ ﻏﺎزﯾﺔ )ﻣﺨﺎطﺮ اﻟﻌﻤﻞ
اﻟﺠﺮاﺣﻲ وإﺣﺘﻤﺎﻻت إﻧﺘﺎن اﻟﻨﺎظﻢ اﻟﻤﺰروع( ،ﻛﻤﺎ أﻧﮭﺎ ﻻ ﺗﺰال ﻓﻲ ﺑﺪاﯾﺎﺗﮭﺎ ,و
ﯾﺠﺐ إﺧﺘﺒﺎر ﻋﺪد أﻛﺒﺮ ﻣﻦ اﻟﻤﺮﺿﻰ ﻟﻠﺤﺼﻮل ﻋﻠﻰ ﻣﻌﻠﻮﻣﺎت أﻛﺒﺮ و اﻟﻮﺻﻮل
إﻟﻰ ﺗﻄﺒﯿﻘﺎت ﻣﻨﺎﺳﺒﺔ وﻣﺤﺪدة ﻣﺜﻞ ﻣﻌﺮﻓﺔ ﻣﻮﻗﻊ اﻟﺘﺤﻔﯿﺰ وﻣﺘﻐﺎﯾﺮات اﻟﺘﺤﻔﯿﺰ
اﻟﻤﺜﻠﻰ ﻟﻠﺘﻤﻜﻦ ﻣﻦ وﺿﻌﮭﺎ ﺑﺸﻜﻞ أﻓﻀﻞ ﻓﻲ اﻟﻤﻤﺎرﺳﺔ.
 ﺗﺤﻔﯿﺰ اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ Vagus nerve stimulation
طﺒﻘﺖ ﺗﻘﻨﯿّﺔ ﺗﺤﻔﯿﺰ اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ ﻓﻲ ﻣﻌﺎﻟﺠﺔ ﻣﺮﺿﻰ اﻟﺼﺮع اﻟﻤﻌﻨّﺪ ﻓﻲ
ﺑﺪاﯾﺔ اﻟﺘﺴﻌﯿﻨﯿﺎت ،وإﺳﺘﻨﺎداً إﻟﻰ ﻣﻼﺣﻈﺔ ﺗﺤﺴﻦ اﻟﻤﺰاج ﻋﻨﺪ ھﺆﻻء اﻟﻤﺮﺿﻰ ﺗﻢ
إﺳﺘﻘﺼﺎء ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻛﺨﯿﺎر ﻟﻌﻼج اﻹﻛﺘﺌﺎب ﻓﻲ دراﺳﺎت ﻣﺴﺘﻘﻠﺔ ﻋﻠﻰ ﻣﺮﺿﻰ
اﻹﻛﺘﺌﺎب  .111وﻛﺎﻧﺖ أوﻟﻰ اﻟﺪراﺳﺎت اﻟﺘﻲ ﻧﺸﺮت ﺣﻮل دور ھﺬه اﻟﺘﻘﻨﯿّﺔ ﻓﻲ
ﻋﻼج اﻹﻛﺘﺌﺎب ﻋﺎم  .112 2000ﯾﺘﻢ ﻓﻲ ھﺬا اﻟﻨﻮع ﻣﻦ اﻟﻌﻼج زرع ﻣﻮﻟﺪ
ﻣﺸﺤﻮن ﺑﺒﻄﺎرﯾﺔ ﻓﻲ ﺟﺪار اﻟﺼﺪر )ﯾﺸﺎﺑﮫ ﻧﺎظﻢ اﻟﺨﻄﻰ اﻟﻘﻠﺒﻲ ( Pacemaker
و ﯾﻮﺻﻞ ﺑﺴﻠﻚ ﻣﺰروع ﺗﺤﺖ اﻟﺠﻠﺪ ﯾﺼﻞ ﻹﻟﻜﺘﺮودات ﻓﻲ اﻟﻌﻨﻖ ﺣﻮل اﻟﻌﺼﺐ
اﻟﻤﺒﮭﻢ اﻷﯾﺴﺮ ،ﯾﺮﺳﻞ اﻟﻨﺎظﻢ ﻧﺒﻀﺎت ﻛﮭﺮﺑﺎﺋﯿﺔ ﺑﺼﻮرة ﻣﺘﻘﻄﻌﺔ ﻋﻠﻰ طﻮل
اﻟﻌﺼﺐ ﻣﺒﺎﺷﺮة إﻟﻰ اﻟﺪﻣﺎغ .114،113ﯾﻤﻜﻦ ﺗﻨﻮﯾﻊ وﺗﻌﺪﯾﻞ ﻣﺘﻐﺎﯾﺮات اﻟﺘﺤﻔﯿﺰ ﻣﺜﻞ
ﺷﺪة اﻟﺘﯿﺎر ،ﻋﺮض اﻟﻨﺒﻀﺔ ،ﺗﻮاﺗﺮ وﻣﺪة "ﻓﺘﺢ" "إﻏﻼق" دارة اﻟﺘﺤﻔﯿﺰ ﺑﺸﻜﻞ
ﻓﺮدي ﻟﻠﺤﺼﻮل ﻋﻠﻰ ﻧﺘﺎﺋﺞ أﻓﻀﻞ .ﻛﺂﻟﯿﺔ ﻋﻤﻞ اﻗﺘﺮح أﻧﮫ ﯾﺘﻢ إرﺳﺎل اﻟﻨﺒﻀﺎت
ﻋﺒﺮ اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ إﻟﻰ ﻣﻨﺎطﻖ ﺗﺤﺖ ﻗﺸﺮﯾﺔ ﻣﺜﻞ اﻟﻤﻮﺿﻊ اﻷزرق ،ﻧﻮى
اﻟﺮﻓﺎء ،ﻧﻮاة اﻟﺴﺒﯿﻞ اﻟﻔﺮد ،وﻣﻨﮭﺎ ﺗﻨﺘﻘﻞ ﻋﺒﺮ ﻣﺴﺎرات ﻟﯿﺼﻞ ﺗﺄﺛﯿﺮھﺎ ﻓﻲ ﻧﮭﺎﯾﺔ
اﻟﻤﻄﺎف إﻟﻰ اﻟﺠﮭﺎز اﻟﺤﻮﻓﻲ و ﻣﻨﺎطﻖ اﻟﺪﻣﺎغ اﻟﻘﺸﺮﯾﺔ اﻟﻌﻠﯿﺎ اﻟﻤﺘﺪاﺧﻠﺔ ﻓﻲ
اﺿﻄﺮاﺑﺎت اﻟﻤﺰاج 116,115,5ﻣﻤﺎ ﯾﻮﻓﺮ أﺳﺎﺳﺎ ً ﻣﻨﻄﻘﯿﺎ ً ﻟﺪورھﺎ اﻟﻤﺤﺘﻤﻞ ﻓﻲ ﻋﻼج
اﻹﻛﺘﺌﺎب.ﻛﻤﺎ ﻟﻮﺣﻆ زﯾﺎدة ﻓﻲ ﺟﺮﯾﺎن اﻟﺪم اﻟﺪﻣﺎﻏﻲ اﻟﻘﺸﺮة اﻟﺠﺒﮭﯿﺔ اﻷﻣﺎﻣﯿﺔ
اﻟﺠﺎﻧﺒﯿﺔ اﻟﻈﮭﺮﯾﺔ اﻟﻤﺮﺗﺒﻂ ﺑﺎﻵﻟﯿﺎت اﻟﻤﺮﺿﯿﺔ ﻟﻺﻛﺘﺌﺎب .117ﯾﻨﻈﺮ إﻟﻰ ھﺬه
اﻟﺘﻘﻨﯿّﺔ أﻧﮭﺎ أﻗﻞ ﺑﺆرﯾﺔ أو ﺗﺤﺪﯾﺪاً ﻣﻦ اﻟﺘﺤﻔﯿﺰ اﻟﻜﮭﺮﺑﺎﺋﻲ و ﻗﺪ ﯾﻜﻮن ذﻟﻚ ﻣﺮﺗﺒﻄﺎً
ﺑﺎﻟﻨﺘﺎﺋﺞ اﻟﺴﺮﯾﺮﯾﺔ اﻟﻤﺤﺪودة ورﺑﻤﺎ ﺑﺎﻟﺘﻮﺟﮫ ﻟﺼﺎﻟﺢ اﺳﺘﺨﺪام ﺗﻘﻨﯿﺎت أﺧﺮى ﻣﺜﻞ
 rTMSأو اﻟﺘﺤﻔﯿﺰ اﻟﻌﻤﯿﻖ .وﻣﻊ ذﻟﻚ ﻓﺈن دور ھﺬه اﻟﺘﻘﻨﯿّﺔ ﯾﺒﺮز ﻓﻲ اﻟﻌﺪﯾﺪ ﻣﻦ
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اﻟﺪراﺳﺎت ﻓﻲ ﺗﺪﺑﯿﺮ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ اﻛﺘﺌﺎب ﻣﻌﻨّﺪ ﺧﻔﯿﻒ إﻟﻰ
ﻣﺘﻮﺳﻂ ,وﯾﻈﮭﺮ أن ﻓﻌﺎﻟﯿﺘﮭﺎ اﻟﻌﻼﺟﯿﺔ ﺗﺰداد ﻣﻊ ﻣﺮور اﻟﻮﻗﺖ و ﯾﺤﺪث ﺗﺤﺴﻦ
ﻋﻠﻰ اﻟﻤﺪى اﻟﻄﻮﯾﻞ ﻣﻊ اﻧﺨﻔﺎض ﻣﻌﺪﻻت اﻟﻨﻜﺲ .121،118ﯾﻨﺒﻐﻲ اﻹﺷﺎرة إﻟﻰ أﻧﮫ
ﻻ ﯾﻮﺟﺪ ﺳﻮى ﻋﺪد ﻗﻠﯿﻞ ﻣﻦ اﻟﺘﺠﺎرب اﻟﻤﻨﮭﺠﯿﺔ اﻟﻤﺠﺮاة ﻋﻠﻰ ﺗﺤﻔﯿﺰ اﻟﻌﺼﺐ
اﻟﻤﺒﮭﻢ وﻣﻌﻈﻢ اﻷﺑﺤﺎث اﻟﺘﻲ ﺗﺆﻛﺪ ﻓﻌﺎﻟﯿﺔ ھﺬه اﻟﺘﻘﻨﯿّﺔ ھﻲ دراﺳﺎت ﻣﻔﺘﻮﺣﺔ أو
ﺣﺎﻻت ﻓﺮدﯾﺔ .5ﺗ ّﻤﺖ اﻟﻤﻮاﻓﻘﺔ ﻋﻠﻰ ﺗﻘﻨﯿّﺔ ﺗﺤﻔﯿﺰاﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ ﻣﻦ ﻗﺒﻞ إدارة
اﻟﻐﺬاء واﻟﺪواء اﻷﻣﯿﺮﻛﯿﺔ ﻋﺎم  2005ﻛﻌﻼج ﻟﻺﻛﺘﺌﺎب اﻟﻤﺰﻣﻦ أو اﻟﻤﻌﻨّﺪ ﻓﻲ
اﻟﻤﺮﺿﻰ ﻋﻨﺪﻣﺎ ﻻ ﺗﻈﮭﺮ اﺳﺘﺠﺎﺑﺔ ﻛﺎﻓﯿﺔ ﺑﻌﺪ أرﺑﻌﺔ ﻋﻼﺟﺎت ﻣﻀﺎدة ﻟﻺﻛﺘﺌﺎب.
ﺗﺸﻤﻞ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ اﻟﻤﺴﺠﻠﺔ ﻟﮭﺬه اﻟﺘﻘﻨﯿّﺔ ﺑﺤﺔ اﻟﺼﻮت ،ﺳﻌﺎل وأﻟﻢ ﻓﻲ اﻟﺮﻗﺒﺔ و
زﻟﺔ ﺗﻨﻔﺴﯿﺔ واﻟﺘﻲ ﺗﻈﮭﺮ ﺑﺸﻜﻞ رﺋﯿﺴﻲ أﺛﻨﺎء دورة اﻟﻔﻌﺎﻟﯿﺔ اﻟﺘﺤﺮﯾﻀﯿﺔ" "On
 ،122وﻟﻢ ﺗﺴﺠﻞ ﻓﻲ اﻟﻤﻘﺎﺑﻞ آﺛﺎر ﺟﺎﻧﺒﯿﺔ ﻣﻌﺮﻓﯿﺔ .118رﻏﻢ أن ھﺬه اﻟﺘﻘﻨﯿّﺔ ﺗﺤﺘﺎج
إﻟﻰ ﺗﺪاﺧﻞ ﺟﺮاﺣﻲ وزرع ﻧﺎظﻢ ﺧﻄﻰ ،ﯾﺒﺪو أن ﺗﺤﻔﯿﺰاﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ ﻋﻤﻮﻣﺎً
ﺟﯿﺪ اﻟﺘﺤﻤﻞ ,و أدﻟﺔ ﻓﻌﺎﻟﯿﺘﮫ وﺗﺄﺛﯿﺮاﺗﮫ ﻋﻠﻰ اﻟﻤﺪى اﻟﻄﻮﯾﻞ ﻣﺜﺒﺘﺔ أﻛﺜﺮ ﻣﻦ
اﻟﺘﺄﺛﯿﺮات اﻟﻌﺎﺟﻠﺔ اﻟﺘﻲ ﺗﺤﺘﺎج اﻟﻤﺰﯾﺪ ﻣﻦ اﻟﺪراﺳﺎت .و ﻗﺪ ﯾﻜﻮن ھﻨﺎك ﻣﺴﺎر
واﻋﺪ ﻓﻲ اﻟﻮﺻﻮل إﻟﻰ ﻧﺘﺎﺋﺞ ﺣﺎﺳﻤﺔ أﻛﺜﺮ ﻓﻲ اﻟﻤﺴﺘﻘﺒﻞ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب ﻋﻦ
طﺮﯾﻖ ﺗﺤﻔﯿﺰ اﻟﻌﺼﺐ اﻟﻤﺒﮭﻢ.
 ﺗﻄﺒﯿﻘﺎت ﻋﻼﺟﯿﺔ أﺧﺮى ﻟﻮﺳﺎﺋﻞ اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﯿﺔ:
ﺗﻄﺒﻖ اﻟﻮﺳﺎﺋﻞ اﻟﺘﺤﻔﯿﺰﯾﺔ اﻟﻤﺬﻛﻮرة ﻣﺴﺒﻘﺎ ً ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب اﻟﻤﺮاﻓﻖ ﺑﺸﻜﻞ
ﺷﺎﺋﻊ ﻟﻸﻣﺮاض اﻟﻌﺼﺒﯿﺔ ﻣﺜﻞ اﻟﺸﻘﯿﻘﺔ ،اﻟﺼﺮع ،اﻟﺨﺮف ،اﻟﺘﺼﻠﺐ اﻟﻤﺘﻌﺪد،
ﻣﺮض ﺑﺎرﻛﻨﺴﻮن واﻟﺴﻜﺘﺔ اﻟﺪﻣﺎﻏﯿﺔ ،وﺧﺎﺻﺔ ﻓﻲ ﺣﺎل ظﮭﻮر اﻷﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ
اﻟﻐﯿﺮ ﻣﺮﻏﻮﺑﺔ اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﻌﻘﺎﻗﯿﺮ اﻟﺪواﺋﯿﺔ ،وﻣﺎ ﯾﻤﯿﺰھﺎ ﻗﻠﺔ اﻷﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ
اﻟﻤﻌﺮﻓﯿﺔ وﺣﺘﻰ ﺗﺤﺴﻦ اﻟﻮظﺎﺋﻒ اﻟﻤﻌﺮﻓﯿﺔ  .123 ،99 ،95 ،84أظﮭﺮ اﻟﺘﺤﻔﯿﺰ
اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ و اﻟﺘﺤﻔﯿﺰ اﻟﻜﮭﺮﺑﺎﺋﻲ اﻟﻤﺒﺎﺷﺮ دوراً ﻓﻲ ﻋﻼج
اﻻﻛﺘﺌﺎب ﺑﻌﺪ اﻟﺴﻜﺘﺔ اﻟﺪﻣﺎﻏﯿﺔ  .124 ،97ﻛﻤﺎ أظﮭﺮت دراﺳﺎت ﻓﻌﺎﻟﯿﺔ اﻟﺘﺤﻔﯿﺰ
اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ ﺑﺸﻜﻞ ﻣﻤﺎﺛﻞ ﻟﻠﻔﻠﻮﻛﺴﺘﯿﻦ ﻓﻲ ﻋﻼج اﻹﻛﺘﺌﺎب
ﻓﻲ ﻣﺮﺿﻰ ﺑﺎرﻛﻨﺴﻮن ،وﻟﻜﻦ اﻵﺛﺎر اﻟﺠﺎﻧﺒﯿﺔ ﻛﺎﻧﺖ أﻗﻞ ﻓﻲ ﻣﺮﺿﻰ
اﻟﺘﺤﻔﯿﺰ .126،125ﻛﻤﺎ ﺗﺤﺴﻨﺖ أﻋﺮاص اﻹﻛﺘﺌﺎب ﻓﻲ ﻣﺮﺿﻰ اﻟﺼﺮع اﻟﻤﻌﺎﻟﺠﯿﻦ
ﺑﺎﻟﺘﺤﻔﯿﺰ اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻤﺘﻜﺮر ﻋﺒﺮ اﻟﻘﺤﻒ  ،127ﺗﻜﻤﻦ اﻷھﻤﯿﺔ ھﻨﺎ ﻓﻲ أﻣﺎن
اﻟﻌﻼج و دوره اﻟﻤﺤﺘﻤﻞ ﻟﻌﻼج اﻟﺼﺮع أﯾﻀﺎ ً .ﻛﻤﺎ أن ﺗﻘﻨﯿّﺔ ﺗﻨﺸﯿﻂ اﻟﻌﺼﺐ
اﻟﻤﺒﮭﻢ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻟﻌﻼج اﻟﺼﺮع اﻟﻤﻌﻨّﺪ أظﮭﺮت دورھﺎ ﻓﻲ ﺗﺤﺴﯿﻦ أﻋﺮاض
اﻹﻛﺘﺌﺎب اﻟﻤﺸﺎرك ﻓﻲ ﻣﺮﺿﻰ اﻟﺼﺮع.

اﻟﺘﻮﺟﮭﺎت اﻟﻤﺴﺘﻘﺒﻠﯿﺔ ﻓﻲ اﻷﺑﺤﺎث اﻟﺴﺮﯾﺮﯾﺔ ﻓﻲ ﺗﺤﻔﯿﺰ اﻟﺪﻣﺎغ
ﻻ ﯾﺰال ھﻨﺎك اﻟﻌﺪﯾﺪ ﻣﻦ اﻷﺳﺌﻠﺔ اﻟﻤﺘﻌﻠﻘﺔ ﺑﻄﺮق ﺗﻄﺒﯿﻖ وﺳﺎﺋﻞ اﻟﺘﺤﻔﯿﺰ اﻟﺪﻣﺎﻏﻲ
وﺗﻘﻨﯿّﺔ اﻟﺘﺪاﺧﻞ )ﻣﺜﻞ ﻣﻮﻗﻊ اﻟﺘﺤﻔﯿﺰ ،اﻟﺸ ّﺪة اﻟﻤﺴﺘﺨﺪﻣﺔ ،(...ﻛﻤﺎ ﻟﻢ ﯾﺘﻮﺻﻞ أﯾﻀﺎً
إﻟﻰ ﻓﮭﻢ ﻋﻤﯿﻖ ﻓﻲ آﻟﯿﺎت ﻋﻤﻠﮭﺎ ،ﻣﻤﺎ ﯾﺆﻛﺪ اﻟﺤﺎﺟﺔ إﻟﻰ ﻣﺰﯾﺪ ﻣﻦ اﻟﺪراﺳﺎت
اﻟﻤﻨﮭﺠﯿﺔ ﻗﺒﻞ اﻟﺘﻮﺻﻞ ﻟﻨﺘﺎﺋﺞ ﺛﺎﺑﺘﺔ.
ﻧﻮرد ھﻨﺎ أھﻢ اﻟﻤﺴﺎﺋﻞ واﻟﻘﻀﺎﯾﺎ ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺎﻟﺘﻮﺟﮭﺎت اﻟﻤﺴﺘﻘﺒﻠﯿﺔ ﻓﻲ ﻣﺠﺎل
ﺑﺤﻮث ﺗﻘﻨﯿﺎت ﺗﺤﻔﯿﺰ اﻟﻤﺦ واﻟﻮاردة ﻓﻲ ﻣﺮاﺟﻌﺔ ﺳﺎﺑﻘﺔ :5
 ﺣﺠﻢ اﻟﻌﯿﻨﺎت اﻟﺼﻐﯿﺮة ﻓﻲ اﻟﺪراﺳﺎت و اﻟﺘﻲ ﺗﺆﺛﺮ ﻋﻠﻰ ﻗﻮة
اﻟﺪراﺳﺎت ،وﺿﺮورة زﯾﺎدﺗﮭﺎ.
 ﺻﺪق وﺛﺒﺎت اﻷدوات اﻟﻤﺴﺘﺨﺪﻣﺔ ﻟﺘﺸﺨﯿﺺ وﻗﯿﺎس اﻹﻛﺘﺌﺎب.
 اﺳﺘﺨﺪام ﺗﺼﺎﻣﯿﻢ ﺑﺪﯾﻠﺔ ﻓﻲ اﻟﺪراﺳﺎت ودراﺳﺎت اﻟﻤﺘﺎﺑﻌﺔ ﻟﻠﺤﺼﻮل
ﻋﻠﻰ ﺑﻨﻚ ﻣﻌﻠﻮﻣﺎت ﺗﺴﺎﻋﺪ ﻓﻲ اﻟﺒﺤﺚ ﻋﻦ اﻟﻤﻨﺒﺌﺎت اﻟﻤﺮﺗﺒﻄﺔ ﺑﻨﺘﺎﺋﺞ
أﻓﻀﻞ ،ﻣﺜﻞ اﻟﺴﻦ واﻟﺠﻨﺲ ودرﺟﺔ اﻟﺘﻌﻨﯿﺪ ﻋﻠﻰ اﻟﻌﻼج ،واﻻﺳﺘﺨﺪام
اﻟﻤﺘﺸﺎرك ﻟﻸدوﯾﺔ واﻟﺘﺸﺎﺧﯿﺺ اﻟﻨﻔﺴﯿﺔ اﻟﻤﺼﺎﺣﺒﺔ ﻓﻀﻼً ﻋﻦ
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 ﻣﺴﺘﻮﯾﺎت ﻋﺎﻣﻞ اﻟﺘﻐﺬﯾﺔ، اﻟﻨﻤﻂ اﻟﻮراﺛﻲ،اﻟﺘﺼﻮﯾﺮ اﻟﻌﺼﺒﻲ
.اﻟﻌﺼﺒﯿﺔ اﻟﻤﺼﻠﯿﺔ اﻷﺳﺎﺳﯿﺔ واﻹﺧﺘﺒﺎرات اﻟﻌﺼﺒﯿﺔ اﻟﻨﻔﺴﯿﺔ
إدﺧﺎل ﻣﺠﻤﻮﻋﺎت ﺟﺪﯾﺪة ﻓﻲ اﻟﺘﺠﺎرب اﻟﻌﻼﺟﯿﺔ ﻣﻊ إﺟﺮاء دراﺳﺎت
 ﻣﺜﻞ ﺗﻮﺳﯿﻊ ﻧﻄﺎق اﺳﺘﺨﺪام:ﻣﻘﺎرﻧﺔ ﻣﻊ اﻟﻌﻘﺎﻗﯿﺮ اﻟﻤﻀﺎدة ﻟﻺﻛﺘﺌﺎب
 اﻟﺬي ﯾﺘﻤﺘﻊ ﺑﺎﻷﻣﺎن اﻟﻨﺴﺒﻲ واﻟﺴﻼﻣﺔ ﻋﻠﻰ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦrTMS
ﻻ ﯾﺘﺤﻤﻠﻮن اﻷدوﯾﺔ ﻣﺜﻞ اﻟﻤﺴﻨﯿﻦ أو ﺣﯿﻨﻤﺎ ﺗﻜﻮن اﻷدوﯾﺔ ﻣﺜﺎر ﺟﺪل
 وﻓﻲ،أو ﻣﻀﺎد إﺳﺘﻄﺒﺎب ﻛﻤﺎ ﻓﻲ اﻟﺤﻮاﻣﻞ و ﻓﻲ ﺣﺎﻻت اﻹرﺿﺎع
اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﺘﻨﺎوﻟﻮن أدوﯾﺔ ﺑﺤﺮاﺋﻚ ﻣﻌﻘﺪة ﻣﺨﺘﻠﻔﺔ )اﻟﻌﻼج
.(اﻟﻜﯿﻤﯿﺎﺋﻲ وﻋﻘﺎﻗﯿﺮ ﻛﺒﺖ اﻟﻤﻨﺎﻋﺔ
إﻧﺸﺎء ﺷﺒﻜﺔ ﺗﻌﺎوﻧﯿﺔ ﻋﺎﻟﻤﯿﺔ ﻟﺠﻤﻊ اﻟﺒﯿﺎﻧﺎت واﻟﻘﯿﺎم ﺑﺎﻟﺪراﺳﺎت ﻣﺘﻌﺪدة
اﻟﻤﺮاﻛﺰ ﺑﺈﻋﺘﺒﺎر أن ﻣﻌﻈﻢ اﻟﺪراﺳﺎت اﻟﺴﺮﯾﺮﯾﺔ ﻓﻲ ﺗﺤﻔﯿﺰ اﻟﺪﻣﺎغ
 ﺑﺤﯿﺚ ﻻ ﯾﻤﻜﻦ ﺗﺼﻤﯿﻢ دراﺳﺎت,ﻣﺤﺪودة اﻟﻌﺪد وﺗﺤﺘﺎج ﺗﻤﻮﯾﻞ ﻛﺒﯿﺮ
.ً ﻛﺒﯿﺮة ﻓﻲ ﻣﻜﺎن واﺣﺪ ﻏﺎﻟﺒﺎ
 وﺗﻄﺒﯿﻖ،ﺗﺼﻤﯿﻢ دراﺳﺎت ﻣﻨﮭﺠﯿﺔ ﻣﻘﺎرﻧﺔ ﻣﻊ اﻟﻌﻼﺟﺎت اﻟﺪواﺋﯿﺔ
.اﻟﺪراﺳﺎت ﻣﺰدوﺟﺔ اﻟﺘﻌﻤﯿﺔ
 ﻣﺜﻞ ﻋﺪد اﻟﺠﻠﺴﺎت و ﺗﻮاﺗﺮھﺎ:اﻟﺒﺤﺚ ﻋﻦ اﻟﻤﻌﻠﻤﺎت اﻷﻣﺜﻞ ﻟﻠﺘﺤﻔﯿﺰ
.وﻣﻮﻗﻊ اﻟﺘﻄﺒﯿﻖ و ﺷﺪة اﻟﺘﺤﺮﯾﺾ
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ﺗﺼﺪر اﻟﻤﺠﻠﺔ اﻟﻌﺮﺑﯿﺔ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ ﻣﻨﺬ ﻋﺎم  1989ﻋﻦ إﺗﺤﺎد اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ اﻟﻌﺮب ﻓﻲ اﻷردن .وﺗﺼﺪر اﻟﻤﺠﻠﺔ ﻣﺮﺗﯿﻦ ﻓﻲ اﻟﺴﻨﺔ .ﻓﻲ ﺷﮭﺮ ﻣﺎﯾﻮ )أﯾﺎر(
وﺷﮭﺮ ﺗﺸﺮﯾﻦ ﺛﺎﻧﻲ )ﻧﻮﻓﻤﺒﺮ( اﻟﻜﺘﺮوﻧﯿﺎ ً و ورﻗﯿﺎً .اﻷوراق اﻟﻤﺮﺳﻠﺔ ﻗﺪ ﺗﻜﻮن ﺑﺤﻮﺛﺎ ً أﺻﯿﻠﺔ ،ﻣﺮاﺟﻌﺎت ،وﻛﺬﻟﻚ اﻷوراق اﻟﺘﻲ ﺗﺼﻒ اﻟﻤﻤﺎرﺳﺔ اﻟﻌﻤﻠﯿﺔ ﻟﻠﻄﺐ
اﻟﻨﻔﺴﻲ ،وﺗﻘﺒﻞ اﻷوراق ﻋﻠﻰ أﻧﮭﺎ ﺧﻀﻌﺖ ﻟﻠﻤﻌﺎﯾﯿﺮ اﻷﺧﻼﻗﯿﺔ واﻟﻘﺎﻧﻮﻧﯿﺔ اﻟﻤﺤﻠﯿﺔ واﻟﺪوﻟﯿﺔ .و أن ﻻ ﺗﻜﻮن ﻗﺪ ﻧﺸﺮت ﻓﻲ اﻟﺴﺎﺑﻖ وﺗﻘﺒﻞ ﺑﺎﻟﻠﻐﺘﯿﻦ اﻟﻌﺮﺑﯿﺔ أو
اﻹﻧﺠﻠﯿﺰﯾﺔ ﻣﻊ ﻣﻠﺨﺺ ﺑﺎﻟﻠﻐﺘﯿﻦ ،ﺗﺮﺳﻞ اﻷوراق ﻟﺮﺋﯿﺲ ﺗﺤﺮﯾﺮ اﻟﻤﺠﻠﺔ.

ﺗﺮﺳﻞ اﻷوراق ﺑﺎﻟﺒﺮﯾﺪ اﻹﻟﻜﺘﺮوﻧﻲ ﻋﻠﻰ أن ﺗﺸﻤﻞ:








ﻋﻨﻮان اﻟﻮرﻗﺔ )ﻻ ﯾﺰﯾﺪ ﻋﻦ  40ﺣﺮف( ،وﯾﻜﻮن ﺑﺎﻹﻧﺠﻠﯿﺰﯾﺔ واﻟﻌﺮﺑﯿﺔ ،وﺗﻜﻮن أﺳﻤﺎء اﻟﺒﺎﺣﺜﯿﻦ ﺑﻼ أﻟﻘﺎب أو ﻋﻨﺎوﯾﻦ وﺑﺎﻟﻠﻐﺘﯿﻦ.
ﻣﻠﺨﺺ ﺑﺎﻟﻠﻐﺔ اﻹﻧﺠﻠﯿﺰﯾﺔ )ﻻ ﯾﺰﯾﺪ ﻋﻦ  200ﻛﻠﻤﺔ( .وﯾﺠﺐ أن ﯾﺘﺒﻊ ﺷﻜﻼً ﻣﻨﻈﻤﺎ ً ) اﻷھﺪاف ،اﻟﻄﺮﯾﻘﺔ ،اﻟﻨﺘﺎﺋﺞ ،اﻻﺳﺘﻨﺘﺎج( .وﯾﺘﺒﻌﮫ اﻟﻤﻠﺨﺺ
اﻟﻌﺮﺑﻲ ﺣﺴﺐ ﻧﻔﺲ اﻟﺘﺮﺗﯿﺐ
ﯾﺘﺒﻊ اﻟﻤﻠﺨﺼﯿﻦ اﻟﻜﻠﻤﺎت أﻟﻤﻔﺘﺎﺣﯿﮫ )ﻻ ﺗﺰﯾﺪ ﻋﻦ .(5
اﻹﻋﻼن ﻋﻦ أي دﻋﻢ أو ﺗﻀﺎرب ﻓﻲ اﻟﻤﺼﺎﻟﺢ ﺑﻌﺪ اﻟﻜﻠﻤﺎت أﻟﻤﻔﺘﺎﺣﯿﮫ.
اﻷﺳﻤﺎء اﻟﻜﺎﻣﻠﺔ ﻟﻠﺒﺎﺣﺜﯿﻦ وأﻟﻘﺎﺑﮭﻢ وﻋﻨﺎوﯾﻨﮭﻢ ،وﻋﻨﻮان اﻟﺒﺎﺣﺚ اﻟﻤﺮاﺳﻞ ﺗﻜﻮن ﻓﻲ ﻧﮭﺎﯾﺔ اﻟﻮرﻗﺔ.
اﻟﺸﻜﺮ ﻋﻠﻰ اﻟﺪﻋﻢ واﻹرﺷﺎد ﻷﺷﺨﺎص ﯾﻜﻮن ﻟﮭﻢ أﺳﮭﺎم ﻓﻲ اﻧﺠﺎز اﻟﺒﺤﺚ ﺗﻀﺎف ﺑﻌﺪ اﻟﻤﺮاﺟﻊ.
اﻟﺼﻔﺤﺎت ﯾﺠﺐ أن ﺗﻜﻮن ﻣﺮﻗﻤﺔ.

اﻟﺠﺪاول
ﯾﺠﺐ طﺒﻊ اﻟﺠﺪاول ﺑﻤﺴﺎﻓﺎت ﻣﻀﺎﻋﻔﺔ وﻋﻠﻰ ﺻﻔﺤﺎت ﺧﺎﺻﺔ وﺗﺮﻗﻢ ﺑﺎﻷرﻗﺎم ) (1،2،3وﺗﻌﻄﻰ أﺳﻤﺎءا ﻣﺨﺘﺼﺮة.

اﻟﺼﻮر
اﻟﺼﻮر اﻟﺘﻮﺿﯿﺤﯿﺔ ﯾﺠﺐ أن ﺗﻜﻮن ﺑﻀﻌﻒ اﻟﺤﺠﻢ اﻟﺬي ﺳﺘﻈﮭﺮ ﺑﮫ ﺑﺎﻟﻄﺒﺎﻋﺔ.

ﻗﺎﺋﻤﺔ اﻟﻤﺮاﺟﻊ
ﯾﺠﺐ أﺗﺒﺎع أﺳﻠﻮب ﻓﺎن ﻛﻮﻓﺮ ﺑﺤﯿﺚ ﺗﻈﮭﺮ أرﻗﺎم اﻟﻤﺮاﺟﻊ ﻓﻲ اﻟﻨﺺ ،ﺗﺮﺗﺐ اﻟﻤﺮاﺟﻊ ﺑﺘﺴﻠﺴﻞ ﺣﺴﺐ ظﮭﻮرھﺎ ﻓﻲ اﻟﻨﺺ وﻟﯿﺲ ﺣﺴﺐ اﻟﺤﺮوف اﻷﺑﺠﺪﯾﺔ.


إذا ﻛﺎن ھﻨﺎك ﻣﺮاﺟﻊ ﻋﺮﺑﯿﺔ وأﺟﻨﺒﯿﺔ ﺗﻜﺘﺐ ﺑﺘﺴﻠﺴﻞ واﺣﺪ ﺑﺪاﯾﺔ ﺑﺎﻟﻤﺮاﺟﻊ اﻟﻌﺮﺑﯿﺔ ﺛﻢ اﻟﻤﺮاﺟﻊ اﻷﺟﻨﺒﯿﺔ .ﻣﺜﺎل:
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