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Editorial Letter

Dear Colleagues
It is my pleaser to address this issue of the AJP, in the last year more good papers are
submitted, and I believe the standard is getting better.
I would like to thank the editorial board and referees for their cooperation, special thanks
for the editorial office for their efforts.
The Journal should continue to be the platform of Arab psychiatry and may be the next
step will be more frequent issues per year.
The journal is no on the new database for the Arab world (Almanhal) in addition to the
journal websites.

Walid Sarhan
May 2012
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Refugee and Asylum Seeker Children
Dinesh Bhugra

اﻷطﻔﺎل اﻟﻼﺟﺌﯿﻦ وطﺎﻟﺒﻮا اﻟﻠﺠﻮء
دﯾﻨﺶ ﺑﻮﻏﺮا

Abstract

T

here are several million refugees across the globe. Children and adolescent refugees and asylum seekers, especially if
they are unaccompanied, have specific needs to ensure that their mental health is preserved. Political reasons, war,
religious factors, gender and sexual orientation may all play a role in creating ‘push’ factors for these individuals to migrate
to other countries. They have specific physical and mental health needs. Policy makers need to get the right advice from
psychiatrists who are also important in clinical assessment and management of these individuals. Clinicians can play a
significant role in caring for such a vulnerable group.
Declaration of interest: None
The mental health of refugees and asylum seekers is one
of the most significant issues in the globalized world.
Although globalization deals with the interconnectedness of the world in the context of movement
of people and goods, the associated changes in political
systems and individual expectations have led to mass
migration of people. This movement raises significant
issues for the health of individuals who move and also
for the health care systems from which they may seek
help. The role of the political and social system in
welcoming or rejecting refugees and asylum seekers is
crucial in how such individuals feel and behave. In this
process, often the needs of children and adolescents get
forgotten.
Unaccompanied asylum seeking children (UASC) form a
special group, and their health care and social care needs
must be addressed accordingly. These children are under
the age of 18, separated from both parents and are not
being cared for by an adult who by law or by custom has
the responsibility to do so. In Western European
countries, the numbers of UASCs is continuing to rise;
and in the UK itself the number has increased tenfold in
recent years, though it is not always possible to get
accurate data (there are always concerns about age
assessment). Because of their susceptible age, UASCs
are especially vulnerable to a number of physical and
psychological problems, as both physically and
psychologically they are in the process of growing up. In
this process of forced individuation and hostility which
they may face in their new environment, additional
factors - such as lack of support, poor environment,
excessive or no stimulation and past memories - may
influence their adjustment. Past exposure to traumatic
events - including conflicts, war, violence to themselves
or to others in the family or the kinship, and physical,
sexual or emotional abuse - will all influence their
adjustment and capability to cope. Separation from

parents and family, loss of social support from school,
peers and community and a sense of rejection will all
increase their vulnerability. The cumulative effect of life
events and risk factors will increase the possibility of
developing
psychological
disturbances.
These
experiences do contribute to the development of mental
health problems1. Not surprisingly, the rates of mental
health among refugee children are high, though often the
data are uncertain 2. The range of experiences related to
physical migration, psychological stress and social
impact are diverse but additional stress may be related to
the process of acculturation. Their legal status and
related issues further contribute to stress and may lead to
additional stress. Cultural mores and values will further
complicate matters, both in help seeking and in
acceptance of interventions. Social capital and social
support provide a key element in maintaining resilience
in dealing with various risk factors.
Clinicians must be a part of the solution by informing
policy, through culturally appropriate and culturally
sensitive and accessible interventions. The debate on
whether these services should be separate or embedded
in core services continues. However, embedded service
may make services more acceptable emotionally and
may encourage UASCs to seek help early. The challenge
is to ensure that clinicians are sensitive to the needs of
such a vulnerable group. As part of their training,
clinicians must be encouraged to explore not only risk
factors but also resilience and explanatory models of
their patients, which is simply good practice. Dealing
with the assessment of identity and symptoms are at the
core of understanding the experiences of people from
different cultures 3, 4 and those of refugees and asylum
seekers 5. The interaction of physical and mental health is
the cornerstone of any individual’s being. Ruiz and
Bhugra6 note that refugees may be forced to leave
because of their religious or political beliefs or their
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sexual orientation, and thus any assessment and
subsequent management will need to be modified
accordingly. The treatment goals and potential problems
have been described by Kinzie and Kinzie7. UASCs need
to be assessed in the context of their educational and
cultural contexts 8.
Ethical aspects of any planned interventions and policy
developments have to be placed in the context of culture.
Ethical implications are crucial and clinicians need to be
aware of these challenges.

Conclusions
Children and adolescents who are refugees or asylum
seekers have special health needs. Traumatic events,
separation and loss – along with other psychological
factors relevant to individuation and formation of one’s
personal and individual identity – all can play a
significant role in help-seeking and response. In addition,
factors related to legal issues and individual countries’
policy framework will add to the stress experienced by
those seeking help as well as by those providing the
same. Educational aspects of individual needs must be
taken into account. In a shrinking global world, it is
important that clinicians are aware of specific needs.
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اﻟﻤﻠﺨﺺ
 وھﺬا ﯾﻌﻨﻲ أن ھﻨﺎك ﺣﺎﺟﺔ، وﻣﻦ ﺑﯿﻦ اﻟﻼﺟﺌﯿﻦ وطﺎﻟﺒﻲ اﻟﻠﺠﻮء ھﻨﺎك أطﻔﺎل وﻣﺮاھﻘﯿﻦ ﻏﯿﺮ ﻣﺮاﻓﻘﯿﻦ ﻷوﻟﯿﺎء أﻣﻮرھﻢ،ھﻨﺎك ﻋﺪة ﻣﻼﯾﯿﻦ ﻣﻦ اﻟﻼﺟﺌﯿﻦ ﻓﻲ اﻟﻌﺎﻟﻢ
 إن اﻷﺳﺒﺎب اﻟﺴﯿﺎﺳﯿﺔ واﻟﺤﺮوب واﻟﻌﻮاﻣﻞ اﻟﺪﯾﻨﯿﺔ واﻟﺠﻨﺲ واﻟﺘﻮﺟﮫ اﻟﺠﻨﺴﻲ ﻗﺪ ﺗﻠﻌﺐ ﻛﻠﮭﺎ أدواراً ﻓﻲ إذﻛﺎء ﻋﻮاﻣﻞ دﻓﻊ اﻟﻨﺎس ﻟﻠﮭﺠﺮة،ﻟﻠﻤﺤﺎﻓﻈﺔ ﻋﻠﻰ ﺻﺤﺘﮭﻢ اﻟﻨﻔﺴﯿﺔ
 وﻻﺑﺪ ﻷﺻﺤﺎب اﻟﻘﺮار أن ﯾﺄﺧﺬوا ﻧﺼﯿﺤﺔ اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ واﻟﺬﯾﻦ ﻟﮭﻢ دور. واﻟﻤﮭﺎﺟﺮﯾﻦ ﻟﮭﻢ ﺣﺎﺟﺎت أﺳﺎﺳﯿﺔ طﺒﯿﺔ ﺟﺴﺪﯾﺔ وﻧﻔﺴﯿﺔ،وطﻠﺐ اﻟﻠﺠﻮء ﻓﻲ دول أﺧﺮى
. واﻟﻤﻤﺎرﺳﯿﻦ اﻟﺴﺮﯾﺮﯾﻦ ﻟﮭﻢ دور ﻣﮭﻢ ﻓﻲ رﻋﺎﯾﺔ ھﺬه اﻟﻔﺌﺔ اﻟﻤﻌﺮﺿﺔ،ھﺎم ﻓﻲ اﻟﺘﻘﯿﯿﻢ اﻟﺴﺮﯾﺮي وﺗﺪرﯾﺐ ھﺆﻻء اﻷﻓﺮاد
Author
Prof. Dinesh Bhugra
Professor of Mental Health and Cultural Diversity
Health Service and Population Research Department
Institute of Psychiatry, King’s College London
De Crespigny Park
LondonSE5 8AF- UK
dinesh.bhugra@kcl.ac.uk
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Prevalence of Social Phobia among Preparatory School Students in Duhok City-Iraq
Nazar M. Mohammad Amin, Perjan Hashem Taha

اﻟﻌﺮاق-اﻟﺮھﺎب اﻹﺟﺘﻤﺎﻋﻲ ﻟﺪى طﻠﺒﺔ اﻟﻤﺮﺣﻠﺔ اﻹﻋﺪادﯾﺔ ﻓﻲ ﻣﺪﯾﻨﺔ دھﻮك
 ﺑﺮﺟﺎن ھﺎﺷﻢ طﮫ،ﻧﺰار ﻣﺤﻤﺪ ﻣﺤﻤﺪ أﻣﯿﻦ

Abstract

B

ackground: Social Phobia (SP) is a persistent fear of one or more social or performance situations, associated with
anxiety symptoms and the avoidance of these situations. Different prevalence rates were reported in the literature.
Objectives: This study aims to identify the prevalence of SP among preparatory school students, socio-demographic
characters, and individual symptoms of (SP) and to investigate the effect of SP on the students' school performance.
Method: One thousand five hundred students were selected randomly from 37 preparatory schools in the town of Duhok
and its territories. These students were interviewed using the International Diagnostic Checklist for ICD-10 Social Phobia
and their school performance was studied too. Results: The results showed that the prevalence of SP in the preparatory
school students is (14.4%). Female students had higher rates than males with ratio of (1.88:1). Higher rates of SP were
found in vocational schools (commercial and industrial) and those with low financial income. Eating or speaking in public
appeared to be the most common feared situations avoided by the students with SP. The condition did not affect the
scholastic achievement of the students. Conclusions: A significant difference was found between the rates of SP and
different socio-demographic characters. Social Phobia appeared to have no effect on the students' scholastic performance
according to the local school evaluations system.
Key words: Social phobia, anxiety, preparatory schools
Declaration of interest: None

Introduction
Phobia is defined as a persistent, pathological,
unrealistic, intense fear of an object or situation; the
phobic person may realize that the fear is irrational but,
nonetheless, cannot dispel it 1. The disorder is more
obvious in the students inside the class, in school parties
and the activities during morning gatherings in the
school yards. Children and adolescents with this disorder
often have great impairment in their academic
performance, social skills, peer relationships and family
life 2. Various studies have reported a life time
prevalence ranging from 3-13 percent for Social
Phobia1.Other studies found lifetime prevalence of Social
Phobia was (9.8%) among female students and 9.4%
among male students in Turkey and Israel. 3, 4. Parental
Social Phobia is associated with offspring risk to develop
Social Phobia 5. Negative parental rearing styles include
overprotection, rejection, and/ or lack of emotional
warmth. Clinically there is a marked and persistent fear
of one or more social or performance situations in which
the person is exposed to unfamiliar people or to possible
scrutiny by others6. Exposure to a feared social situation
almost invariably provokes anxiety; somatic symptoms
include blushing, trembling, dry mouth, and/or
perspiration 7, 8. The person recognizes that the fear is
excessive or unreasonable 6. Social situations are
avoided9. In individuals under age of 18 years, the
duration is at least 6 months. Avoidance of situations

may lead to difficulty in maintaining social/sexual
relationship and educational problem (difficulty in
interaction with other students and oral presentations) 10.
It is frequently co-morbid with other Anxiety Disorders
41% 11, and Depressive Disorders (35%) 12, 13.Social
Phobia needs to be differentiated from normal shyness 1.
It is expected that those patients might resort to drinking
or other substances to cope with symptoms 14. The
condition might be complicated by depression with
suicidal thinking and other anxiety disorders 15. The
condition might lead to social and academic problems
and interfere with the student’s ability to work after
graduation.

Aims of the study
The study aimed to identify cases of social phobia among
preparatory school students at Duhok province as a
sample representing schools in the Kurdistan Region of
Iraq, to determine sociodemographic characteristics of
the cases and the effect of social phobia on their
scholastic achievements.

Subjects and methods
The ethical committee at the College of Medicine,
University of Duhok approved the proposal and the
directorates of the schools agreed to conduct the study at
their schools. The students consent was taken and they
were given the freedom of not declaring their names in
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the forms. The study was conducted inside the town of
Duhok, which has a population of approximately half a
million in the northern part of the Kurdistan Region of
Iraq. All the 37 preparatory schools in Duhok were
included in the study. 30 were ordinary schools, 3 were
vocational schools, 2 were commercial, 1 was industrial
and 4 were model preparatory schools. The expected
prevalence of Social Phobia is (10-11%), and the worst
acceptable is (11.5%). For a confidence level of (95%),
the expected sample size required would be 1403. For
convenience and for simplicity of calculations, it was
approximated to 1500. This is according to EPI info 6
computer statistical program. All preparatory schools’
students’ names, which totaled 16083, were coded and
numbered from 1 to 16083. Then they were entered into
the Microsoft Excel computer program to select 1500
students by simple random sampling. This target
population size aimed to be representative of all
preparatory school students in Duhok supported by the
fact that it included students from all stages of
preparatory schools. 1500 students were included in the
study out of 16083 preparatory school students in the
town of Duhok. A semistructured interview
questionnaire form was prepared by the authors from the
criteria of IDCL International Diagnostic Checklist for
ICD-10 16. It was translated by the authors to Kurdish
and Arabic and the English, Arabic and Kurdish texts

Class

were checked by language experts at the University of
Duhok. The instrument was administered by author
(PHT) for each student separately, and sociodemographic
characteristics were studied involving personal and
family information. Students who declared having other
anxiety disorders, mood disorders, schizophrenia or
organic brain diseases were excluded from the study.
Sociodemographic characteristics of students with social
phobia were compared with a control sample of students
who did not have the disorder.

Statistical Analysis
A chi-square test of association with (Yates) continuity
correction was used. And when criteria of chi-square
were not satisfied, Exact Fisher Test was used instead.
Comparing means by one sample t-test was done.
Univariate analysis of variance was used for testing of
Between-Subjects Effects. P-value recorded lesser than
0.05 was considered to have statistical significance, and
if lesser than 0.001 considered to give a highly statistical
significance.

Results
The class and sex distribution of the sample appeared in
Table (1). Thirteen students refused to continue the
questionnaire.

Table (1) Sample Distribution According to Class and Gender.
Gender
Female N (%)
Male N (%)

Total N (%)

226 (54.7%)
187 (45.3%)
413 (27.5%)
Class 10th (Formerly 4th )
283 (49.6%)
288 (50.4%)
571 (38.1%)
Class 11th (Formerly 5th )
241 (46.7%)
275 (53.3%)
516 (34.4%)
Class 12th (Formerly 6th )
750
750
1500 (100%)
Total
The prevalence of Social Phobia in the student sample according to ICD-10 checklist was (14.4%).
Table (2) Number and Percentage of Cases of Social Phobia According to the
Diagnostic Criteria of ICD-10 Checklist.
SP Diagnosis
N
Percentages
216
14.4%
Positive SP
1284
85.6%
Negative SP
1500
100%
Total
Positive SP: Students fulfilling criteria of diagnosis of Social Phobia according to ICD-10 checklist.
Negative SP: Students not fulfilling criteria of diagnosis of Social Phobia according to ICD-10 checklist.
There was a highly significant gender difference with a
higher rate in female students. 141(18.8%) female
students were affected in comparison to 75(10%) male

students. So the female to male ratio was 1.88:1 with a P
value lesser than 0.001. (Figure 1)
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Figure (1): Distribution of Cases According to the Gender in Percentages.
Vocational studies (commercial and industrial schools)
had higher rate of Social Phobia 38(20.43%) among their
students in comparison to scientific and literary branches

which appeared to be statistically significant (P value
was lesser than 0.05). (Figure 2)

100%
90%
80%
70%
60%

Diagnosed

50%

Non Diagnosed

40%
30%
20%
10%
0%
Scientific

Literary

Vocational

Chi-Square = 8.33
df = 3
Figure (2) Distribution According to Branches in Percentages.

P value = 0.04
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The percentage of Social Phobia in students having low
financial income was (21.23%) which was higher than
those having moderate financial income (13.97%) and in

turn was higher than those having high financial income
(11.37%). These differences were significant in which P
value was lesser than 0.05. (Figure 3)

100
90
80
70
60

Diagnosed

50

Non Diagnosed

40
30
20
10
0
Low

Moderate

High

Chi-Square = 10.71 df = 2
P value = 0.005
Low Income: the income of the student and his/her family is not sufficient for his/her daily requirement.
Moderate Income: the income of the student and his/her family is sufficient for his/her daily requirement.
High Income: the income of the student and his/her family is sufficient for his/her daily requirement and for extra needs.

Figure (3) Distribution According to the Financial Income in Percentages.
There was no difference in social phobia among students
who passed last year’s exams compared to those who
failed the exams. The difference in social phobia among
those who passed the exams in the first trial last year
compared to those who passed in the second trial was not
significant too. Besides no significant difference could
be found between the average marks of the students
fulfilling criteria of Social Phobia according to ICD-10
checklist in comparison to those who do not fulfill these
criteria. P value was greater than 0.05.

The social situations which were feared or avoided by
the students who fulfill the criteria of diagnosis of Social
Phobia according to ICD-10 checklist in order were:
eating or speaking in public answered by (75.5%) was
the most common feared situation, followed by entering
or enduring small group situations by (54.2%), then
encountering known individuals in public by (50.9%),
and lastly other situations like (writing in front of others,
playing music in front of others, girls embarrassment
when boys watching them) by (28.2%). (Figure 4)
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Figure (4) Social Situations for Fears or Avoidance Behavior in Percentages.

Discussion
This study explored the prevalence of Social Phobia in
the students’ sample according to the ICD-10 checklist
which was (14.4%). (Table 2) This rate was found to be

relevant in comparison with other studies from Iraq and
other countries. (Table 3)

Table (3) Comparisons of Rates of Social Phobia among Different Studies.
Sample
Sample Size
Prevalence Rates
References
14-24 yr. old Preparatory
1500 in 37
14.4%
Current Study
School Students
schools
University Students
942
9.1%
17
Iraq-Sulaimani
Secondary School Students
2200 in 30
14.9%
18
Qatar
schools
Adults
2000
15.6%
19
Sweden
University Students
523
16.1%
20
Sweden
14-24 yr. old Adolescents
3021
11%
21
Germany
General Population
43 Studies
7-13%
22
USA
University Students
1 University
9.4%
23
Nigeria
Study Area
Current Study

Our result was very close to the result of a similar study
done in the state of Qatar on a similar age group
population using similar means of identification of cases.
The differences in other results compared to the present
study could be due to different criteria for the diagnosis,

different age populations of the study samples, different
means of identification of the cases and different cultural
background of the study populations. The female to male
ratio of 1.88/1 was similar to Hassan and Amin’s study
in 2006 conducted in Iraq 17, Ranta et al study 2007 11,
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Van Oort et al study 200924, and Gren-Landell et al
study 2008 25.Vocational study schools (commercial and
industrial) had higher rates of Social Phobia (20.43%) in
comparison to ordinary schools. This might be due to the
effect of the number of students who participated in the
study from the vocational schools, which was not large
when compared to others (only 186 students from a total
of 1500 students). Alternatively, the high rate might be
actual and consistent with the studies of Weber and
Lederer in 200626.
The significantly high prevalence of Social Phobia in
those with low financial income (Figure3) is supported
by the findings of other studies, which confirmed that the
low socioeconomic status and low income increases the
risk of Social Phobia as in the study of Grant et al 2005,
and Acarturk et al study 2008 27, 28. The effect of social
phobia on the scholastic achievement was not
statistically significant in this study compared to the
study by Khalid et al in USA in 2007 who found that
children and adolescents with this disorder often have
great impairment in their academic performance 2 and the
Furmak et al study in Sweden, which suggested an
association between Social Phobia and low educational
attainment 19. This could be due to different educational
and examination systems in the region of the study
compared to other countries, the fact that the exams are
mostly written rather than oral and less stressful beside
the fact that the assessment in the present study was done
after the relaxation of the summer holidays. The Ministry
of Education in the Regional Government realized the
problems of the educational system and the matter was
discussed in a conference on education after comparing
the system with many other systems throughout the
Middle East and Europe.
Of the social situations which are feared or avoided by
the cases, eating or speaking in public was the most
common, presenting in (75.5%) of cases (Figure 4).
Similar findings were seen in Hassan and Amin’s study,
(77.7%) which is close to the findings of the present
study 17. Furmark et al in 1999 and Tsai et al in 2009
found that public speaking was the most common social
fear 18,19, 20,21,22,23 29. Kessler et al found that speaking
fears were the most common and present in one-third of
people with life time Social Phobia 30. Their ratio was
lesser than the percentage in the present study, which
could be because they studied speaking fears alone
while, in the present study, both speaking and eating
fears were put in one group. Situations like entering or
enduring small groups like parties, or meetings etc. were
less frequent. About (28.2%) of cases specified many
other situations in the free space given in the question
(other situations :------). These situations could be

grouped into: writing in front of others, playing music in
front of others, and girls’ embarrassment when boys
were looking at them.
The strengths of the current study includes: obtaining a
randomly selected community population, large sample
size, and using a semi-structured diagnostic instrument
(face to face interviews) by author (PHT) individually
based on the ICD-10 checklist. The interviewer used the
translated version to Kurdish for Kurdish students and to
Arabic for Arabic students in order to make questions
uniform and to decrease the bias of immediate
translation. In addition to that, only students were
interviewed, neither teachers, nor family members
reported on symptoms or attended the interview process.
The translation of the checklist items was carefully done,
however the interviewer had some difficulty in
explaining the items to the students because of the poor
linguistic skills of some students and the fact that certain
words were not familiar at that age in this culture such as
hallucinations, delusions, psychosis etc.
The researchers at the end of their analysis of the results
felt that the questions were not enough to make a
thorough assessment of scholastic achievement. The
space for conducting the interview was limited in the
schools because the schools in the Kurdistan Region, like
the rest of Iraq, are all crowded. The cultural background
of the students prevented the students from declaring
their symptoms and they had to be encouraged to do so.
The instrument used depended on ICD-10 so we had to
exclude students having other psychiatric disorders and
this is regarded by the author as a limitation in this study
because of the fact that social phobia is usually comorbid with other psychiatric disorders at this age.

Conclusions
This study revealed that social phobia is present among
Preparatory school students in Duhok of Kurdistan
Region of Iraq, more among females and in vocational
schools. The condition did not appear to affect scholastic
achievement among those having social phobia.
Eating or speaking in public is the most commonly
feared social situation. It is necessary to find the cases at
those schools early enough and intervene with social
skills training in order to help them in their life at the
university or their working life in the future. Further
studies are needed specifically for vocational schools.
Future studies are needed to include SP as co-morbid
with other psychiatric disorders.
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اﻟﻤﻠﺨﺺ
 ﯾﮭﺪف ھﺬا اﻟﺒﺤﺚ إﻟﻰ دراﺳﺔ ﺷﯿﻮع.اﻟﺮھﺎب اﻹﺟﺘﻤﺎﻋﻲ ھﻮ اﺣﺪ أﻧﻮاع اﻟﻘﻠﻖ اﻟﻨﻔﺴﻲ وﯾﻈﮭﺮ ﺑﺈﻋﺮاض ﻣﺨﺘﻠﻔﺔ ﻗﺪ ﺗﺆﺛﺮ ﻋﻠﻰ اﻟﺘﺼﺮﻓﺎت و اﻟﻤﺴﺘﻮى اﻟﻌﻠﻤﻲ ﻟﻠﻄﻠﺒﺔ
 ﻛﻤﺎ ﯾﮭﺪف اﻟﺒﺤﺚ إﻟﻰ دراﺳﺔ أﻋﺮاض اﻟﻤﺮض واﻟﺨﺼﺎﺋﺺ اﻹﺟﺘﻤﺎﻋﯿﺔ.ھﺬه اﻟﺤﺎﻟﺔ ﺑﯿﻦ طﻠﺒﺔ اﻟﻤﺮﺣﻠﺔ اﻹﻋﺪادﯾﺔ ﻓﻲ ﻣﺪﯾﻨﺔ دھﻮك ﻓﻲ إﻗﻠﯿﻢ ﻛﻮردﺳﺘﺎن اﻟﻌﺮاق
 ﻣﺪرﺳﺔ إﻋﺪادﯾﺔ ﺿﻤﻦ ﻣﺪﯾﻨﺔ دھﻮك و ﺿﻮاﺣﯿﮭﺎ اﻟﻘﺮﯾﺒﺔ وﺗﻤﺖ ﻣﻘﺎﺑﻠﺔ اﻟﻄﻠﺒﺔ ﺑﺄﺳﺘﺨﺪام أداة37  طﺎﻟﺒﺎ و طﺎﻟﺒﺔ ﻓﻲ1500  ﺗﻢ اﺧﺘﯿﺎر.واﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻟﺪي اﻟﻤﺼﺎﺑﯿﻦ
 ﻣﻦ اﻟﻄﻠﺒﺔ وﻟﺪى اﻹﻧﺎث%14.4  أظﮭﺮت اﻟﻨﺘﺎﺋﺞ وﺟﻮد ھﺬا اﻟﻤﺮض ﻟﺪى.ﻣﻌﺪة ﻣﻦ اﻟﺘﺼﻨﯿﻒ اﻟﻌﺎﻟﻤﻲ ﻟﻸﻣﺮاض ﻟﻐﺮض ﺗﺤﺪﯾﺪ اﻟﺤﺎﻻت وﻛﺬﻟﻚ ﺗﺤﺪﯾﺪ اﻷﻋﺮاض
ً  اﻷﻛﻞ آو اﻟﺘﻜﻠﻢ أﻣﺎم اﻵﺧﺮﯾﻦ ﻛﺎﻧﺖ ﻣﻦ اﻷﻋﺮاض اﻷﻛﺜﺮ ﺷﯿﻮﻋﺎ.أﻛﺜﺮ ﻣﻦ اﻟﺬﻛﻮر وﻛﺬﻟﻚ ﺑﻨﺴﺒﺔ أﻋﻠﻰ ﻓﻲ اﻟﻤﺪارس اﻟﻤﮭﻨﯿﺔ واﻟﻄﻠﺒﺔ ﻣﻦ اﻟﻌﺎﺋﻼت ذوي اﻟﺪﺧﻞ اﻟﻤﺘﺪﻧﻲ
. ﻏﯿﺮ أن ھﺬا اﻟﻤﺮض ﻟﻢ ﯾﺜﺒﺖ ﺗﺄﺛﯿﺮه ﻋﻠﻰ أداء اﻟﻄﻠﺒﺔ ﻓﻲ اﻟﻤﺪرﺳﺔ
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Appendix
The semi-structured psychiatric interview schedule for the diagnosis of Social Phobia based on ICD-10 (Diagnostic criteria for research
1993)-Arabic Version
اﻟﻤﻘﺎﺑﻠﺔ اﻟﻄﺒﯿﺔ اﻟﺸﺒﮫ ﻣﻨﻈﻤﺔ ﻟﺘﺸﺨﯿﺺ إﺿﻄﺮاب اﻟﺮھﺎب اﻹﺟﺘﻤﺎﻋﻲ اﻟﻤﺴﺘﻨﺪ إﻟﻰ) (ICD-10
أ -ﺧﻮف واﺿﺢ ﻋﻨﺪﻣﺎ ﺗﺼﺒﺢ ﻣﺮﻛﺰ إھﺘﻤﺎم أو ﺧﻮف ﻣﻦ اﻟﺘﺼﺮف ﺑﺸﻜﻞ ﻣﺤﺮج أو ﺗﺠﺘﻨﺐ ﻣﻦ أن ﺗﺼﺒﺢ ﻣﺮﻛﺰ إھﺘﻤﺎم أوﺗﺠﺘﻨﺐ اﻟﻤﻮاﻗﻒ اﻟﺘﻲ ﺗﺨﺎف ﻓﯿﮭﺎ ﻣﻨﺎﻟﺘﺼﺮف ﺑﻄﺮﯾﻘﺔ
ﻛﻼ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ  .....ﻧﻌﻢ .....ﺗﻮﻗﻒ
ﻣﺤﺮﺟﺔ.
ﺣﺪد اﻟﻤﻮاﻗﻒ اﻹﺟﺘﻤﺎﻋﯿﺔ ﻟﻠﻤﺨﺎوف أﻋﻼه أو ﻟﺴﻠﻮك اﻻﺟﺘﻨﺎب:
اﻷﻛﻞ أو اﻟﺘﻜﻠﻢ ﻓﻲ اﻷﻣﺎﻛﻦ اﻟﻌﺎﻣﺔ
ﻣﻘﺎﺑﻠﺔ أﺷﺨﺎص ﻣﻌﺮوﻓﯿﻦ ﻓﻲ اﻟﻤﺠﺘﻤﻊ
اﻹﻧﻀﻤﺎم إﻟﻰ ﻣﺠﺎﻣﯿﻊ ﺻﻐﯿﺮة )ﻣﺜﻞ اﻟﺤﻔﻼت أو اﻹﺟﺘﻤﺎﻋﺎت(
أﺧﺮى )ﺣﺪد(........................................................ :

ﻧﻌﻢ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ.....
ﻧﻌﻢ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ.....
ﻧﻌﻢ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ.....
ﻧﻌﻢ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ.....
ﻧﻌﻢ

ب -أي اﻷﻋﺮاض ﺗﻮﺟﺪ ﻓﻲ اﻟﻤﻮاﻗﻒ اﻟﺘﻲ ﺗﺨﺎف ﻣﻨﮭﺎ
أﻋﺮاض اﻟﯿﻘﻀﺔ اﻟﺬاﺗﯿﺔ
.....
ﺧﻔﻘﺎن أو زﯾﺎدة ﺿﺮﺑﺎت اﻟﻘﻠﺐ
.1
.....
ﺗﻌﺮق ﻛﺜﯿﺮ )ﺑﺸﺮط أن ﻻ ﯾﻜﻮن ﺑﺴﺒﺐ ﺣﺮارة اﻟﺠﻮ(
.2
.....
إرﺗﺠﺎف أو إرﺗﻌﺎش
.3
.....
ﺟﻔﺎف اﻟﻔﻢ )ﻟﯿﺲ ﺑﺴﺒﺐ دواء أو ﺟﻔﺎف ﻣﺮض ﻋﻀﻮي(
.4
اﻷﻋﺮاض اﻟﺘﻲ ﺗﺘﻀﻤﻦ اﻟﺼﺪر و اﻟﺒﻄﻦ
.....
ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﺘﻨﻔﺲ
.5
.....
ﺷﻌﻮر ﺑﺎﻹﺧﺘﻨﺎق
.6
.....
أﻟﻢ أو ﻋﺪم اﻹرﺗﯿﺎح ﻓﻲ اﻟﺼﺪر
.7
.....
 .8ﻏﺜﯿﺎن أو إﺿﻄﺮاب ﻓﻲ اﻟﺒﻄﻦ )إﺧﺘﻀﺎض اﻟﻤﻌﺪة(
اﻷﻋﺮاض اﻟﻤﺘﻀﻤﻨﺔ ﻟﻠﺤﺎﻟﺔ اﻟﻌﻘﻠﯿﺔ
.....
 .9ﺷﻌﻮر ﺑﺎﻟﺪوار )اﻟﺪوﺧﺔ( أو ﻓﻘﺪان اﻟﺘﻮازﻧﺄو ﻋﺪم اﻹﺳﺘﻘﺮار .....
 .10ﺷﻌﻮر ﺑﺄن اﻷﺷﯿﺎء ﻏﯿﺮ واﻗﻌﯿﺔ أي إﺧﺘﻼف ﻓﻲ ﻣﺤﯿﻄﻚ اﻟﺨﺎرﺟﻲ )إﻧﻌﺪام اﻟﻮاﻗﻌﯿﺔ( أو
.....
اﻟﺸﻌﻮر ﺑﺒﻌﺪ اﻟﺬات " ﻏﯿﺮ واﻗﻌﯿﺔ ھﻨﺎ " )إﻧﻌﺪام اﻟﺸﺨﺼﯿﺔ(
.....
.11ﺧﻮف ﻣﻦ ﻓﻘﺪان اﻟﺴﯿﻄﺮة " اﻟﺠﻨﻮن "
.....
.12ﺧﻮف ﻣﻦ اﻟﻤﻮت
أﻋﺮاض أﺧﺮى
.....
.13ﻧﻮﺑﺎت ﻣﻦ ﺗﻮھﺞ ﺣﺎر أوﺷﻌﻮر ﺑﺎﻟﺒﺮد
.....
.14ﺧﺪر أو إﺣﺴﺎس ﺑﺘﻮﺧﺰ
.....
 .15ﺧﺠﻞ
.....
 .16ﺧﻮف ﻣﻦ اﻟﺘﻘﯿﺆ
.....
 .17ﺧﻮف ﻣﻦ اﻟﺘﺒﻮل أو اﻟﺘﻐﻮط اﻟﻄﺎريء

ﻣﻦ اﻟﻤﺤﺘﻤﻞ
.....
.....
.....
.....
.....
.....
.....
.....

.....
.....
.....
.....
.....
.....
.....
.....

ﻋﻠﻰ اﻷﻗﻞ أﺛﻨﯿﻦ ﻣﻦ اﻷﻋﺮاض اﻟﻤﺘﻀﻤﻨﺔ ﻣﻦ رﻗﻢ ) (1إﻟﻰ ) (14ﻓﻲ ﻣﻨﺎﺳﺒﺔ واﺣﺪة ﻋﻠﻰ اﻷﻗﻞ ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ واﺣﺪ ﻣﻦ اﻹﻋﺮاض ﺑﯿﻦ ) (1إﻟﻰ ) (4زاﺋﺪا واﺣﺪ ﻣﻦ اﻷﻋﺮاض ﺑﯿﻦ
ﺗﻮﻗﻒ
ﻛﻼ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ  .....ﻧﻌﻢ .....
) (15إﻟﻰ ).(17
ﻣﻦ اﻟﻤﺤﺘﻤﻞ
.....
.....
.....

ﻧﻌﻢ
ﺣﺪد ھﻞ ﻛﺎﻧﺖ اﻷﻋﺮاض اﻟﻤﺬﻛﻮرة ﻣﻮﺟﻮدة ﺣﺎﻟﯿﺎ أو ﻓﻲ اﻟﻤﺎﺿﻲ:
.....
ﺣﺎﻟﯿﺎ :اﻷﻋﺮاض ﻣﻮﺟﻮدة ﺣﺎﻟﯿﺎ ﻟﻠﻤﺮة اﻷوﻟﻰ
.....
ﺣﺎﻟﯿﺎ و ﻓﻲ اﻟﻤﺎﺿﻲ :اﻷﻋﺮاض ﻣﻮﺟﻮدة ﺣﺎﻟﯿﺎ و ﻓﻲ اﻟﻤﺎﺿﻲ
.....
ﻓﻲ اﻟﻤﺎﺿﻲ :اﻷﻋﺮاض ﻣﻮﺟﻮدة ﻓﻲ اﻟﻤﺎﺿﻲ )ﺣﺪد( ..........
ج -ﺷﺪة ﻋﺎطﻔﯿﺔ ﺳﺒﺒﺘﮭﺎ اﻷﻋﺮاض أو اﻹﺟﺘﻨﺎب ﻣﻊ إن اﻟﻔﺮد ﯾﻤﯿﺰ ﺑﺄﻧﮭﺎ ﺷﺪﯾﺪة أو ﻏﺒﺮ ﻣﻨﻄﻘﯿﺔ.
ﻛﻼ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ  .....ﻧﻌﻢ.....
ﺗﻮﻗﻒ
ء -اﻷﻋﺮاض ﻣﺤﺪدة ب ،أو ﺗﺴﻮد ﻓﻲ ،اﻟﻤﻮاﻗﻒ اﻟﻤﺬﻛﻮرة اﻟﺘﻲ ﺗﺨﺎف ﻣﻨﮭﺎ ،أو ﻋﻨﺪ اﻟﺘﺄﻣﻠﻔﻲ ﺗﻠﻚ اﻟﻤﻮاﻗﻒ.
ﻛﻼ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ  .....ﻧﻌﻢ.....
ﺗﻮﻗﻒ
ه -اﻷﻋﺮاض اﻟﻮاردة ﻓﻲ اﻟﺨﺎﺻﯿﺔ )أ( و )ب( ھﻲ ﻧﺘﯿﺠﺔ اﻷوھﺎم ،اﻟﮭﻼوس ،أو اﻹﺿﻄﺮاﺑﺎت اﻷﺧﺮى ﻛﺎﻹﺿﻄﺮاﺑﺎت اﻟﻌﻘﻠﯿﺔ اﻟﻌﻀﻮﯾﺔ ،أو ﻣﺮض اﻟﻔﺼﺎم واﻹﺿﻄﺮاﺑﺎت اﻟﻤﺘﻌﻠﻘﺔ ،أو
اﻹﺿﻄﺮاﺑﺎت اﻟﻤﺰاﺟﯿﺔ ،أو إﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ،أو ھﻲ ﺛﺎﻧﻮﯾﺔ ﻟﻤﻌﺘﻘﺪات اﻟﻤﺠﺘﻤﻊ.
ﻧﻌﻢ  .....ﻣﻦ اﻟﻤﺤﺘﻤﻞ  .....ﻛﻼ .....
ﺗﻮﻗﻒ
إذاﺗﻮاﻓﻘﺖ اﻟﺨﺼﺎﺋﺺ ﻣﻦ )أ( إﻟﻰ )ه( ﻓﺎﻟﺘﺸﺨﯿﺺ ھﻮاﻟﺮھﺎب اﻹﺟﺘﻤﺎﻋﻲ.
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Predictors of Psychiatric Early Readmission in Two Arab Hospitals
El-Sayed Saleh, Mohamed Adel El-Hadidy

اﻟﻌﻮاﻣﻞ اﻟﻤﻨﺒﺌﺔ ﻹﻋﺎدة إﯾﺪاع اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ اﻟﻤﺒﻜﺮ ﺑﻌﺪ ﺧﺮوﺟﮭﻢ ﻓﻲ اﺛﻨﯿﻦ ﻣﻦ اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻌﺮﺑﯿﺔ
 ﻣﺤﻤﺪ ﻋﺎدل اﻟﺤﺪﯾﺪي،اﻟﺴﯿﺪ ﺻﺎﻟﺢ

Summary

O

bjectives: the aims of this study were to (1) examine factors contributing to early psychiatric readmissions in one
hospital in Egypt and another in Saudi Arabia, (2) correlate and predict factors affecting readmission in both
hospitals. Methods: 100 subjects from an Egyptian hospital (MUH) and a similar number of patients from a Saudi one
(TMH), who were readmitted within three months after being discharged, were randomly selected. Control groups
consisted of 50 Egyptian patients and a similar number of Saudi patients, who were admitted only once during the last two
years, were also selected randomly. All patients were diagnosed according to DSM-IV-TR criteria. Multidimensional Scale
of Perceived Social Support and Medication Adherence Rating Scale were used to assess social support and drug
compliance. Results: The study found that most of the factors playing a role in early readmission in psychiatric hospitals
were nearly the same in both studied hospitals. Male patients who were unemployed, unmarried, primary educated, who
were diagnosed as mood disorders or schizophrenia, living in rural areas, and who were discharged without completing
their treatment were associated more with early readmission in both studied hospitals. Number of previous admissions was
directly correlated with duration of illness, low medication adherence and indirectly correlated to duration of last hospital
admission and degree of perceived social support in both hospitals. Conclusions and recommendations: Many factors
may play a role and considered as predictors of early re-hospitalization. So, early detection and management of these
factors may help to decrease the cost and time expander.
Key words: Readmission, Predictors, Medication adherence, Social support.
Declaration of interest: None

Introduction
The new policy of deinstitutionalization in Arab
countries and the provision of community care may
reduce the number of psychiatric inpatients, but will not
solve the problem.1 Aftercare services are still limited
and community care in the form of hostels, day centers,
rehabilitation centers and health visitors is only available
in major cities; otherwise it is provided by the family.2,3
Readmission is associated with several factors that vary
across different health care systems.4 These factors
include the clients themselves5,6; social and family
support7,8; disease6,9; drug compliance and regularity on
follow up10,11; and hospital related issues12,13,14. The
literature on factors affecting early psychiatric
readmission in comparison to that studying readmission
in general is limited. Naji et al15 and Durbin et al16 found
that risk of early readmission is greatest in the 30-day
period immediately after discharge while Caton et al17
and Boydell et al18 reported that 26%-28% of the patients
were re-hospitalized within three months of discharge
(respectively). Every readmissions lead to expenditure of
both time and money for patients and hospital.19One way
to contain hospital costs is to reduce the number of
readmissions.20

Re-hospitalization also reflects effectiveness of inpatient
psychiatric treatment21 and the availability and utilization
of effective community-based aftercare services.22,23 In
Arab countries, the role of community-based aftercare
services in helping mental health patients still limited,
unavailable, and poorly understood by most of people.2,3
Moreover, despite the available resources that exist in the
Arab countries and the presence of many important
socioeconomic differences between these countries,
collaborative multi-national cross-sectional studies have
not been produced.23
Egypt and Saudi Arabia are two of the Middle East
countries both enjoy very distinguished status and huge
potential on the Arab, Muslim and international levels.
People in the two countries have many common life
profiles, including language and religion, but are
different in regard to cultural, historical and financial
aspects of life. Thus, there is good reason to hypothesize
that there would be a significant difference between the
two samples in readmission predictors. According to the
above issues, this study was designed to: (1) examine
factors contributing to early psychiatric readmissions in
one of the Egyptian hospitals and another one from Saudi
Arabia, (2) correlate and predict some factors that
affected readmission in both hospitals.
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Material and methods
Location of the study: This study was conducted in Taif
Mental Hospital (TMH), which is the first and biggest
psychiatric hospital in Saudi Arabia and thought to
provide one of the best mental health services in KSA.24
The second hospital is Mansoura University Hospital
(MUH), Psychiatric department, Egypt. This hospital
provides mental health service to large scale of patients
in the Nile Delta region, Egypt. As a university hospital
it is thought to provide the standard mental health
services to patients. Both hospitals are public hospitals in
which patients have not to pay any fees for their stay in
the hospital and after discharge patients could receive
free medication from outpatient clinic in each follow up.
The study design: This is a clinical multinational, crosssectional randomized controlled study. The research
protocol for this study was approved by the ethics
committee in both hospitals and written informed
consents was obtained from all participants before the
start of the study.

Participants
100 subjects from MUH (group A) and a similar number
of patients from TMH (group B) were selected randomly
by their order of contact with the hospitals for early
readmission (first 100 patients coming to outpatient
clinic for readmission who were discharged not more
than 3 months ago). Another 50 patients from MUH
(group C) and a similar number of patients from TMH
(group D); were also randomly selected (by their order to
contact to outpatient clinic for follow up) as a control
group. Patients in the control group had been admitted
only once in the last two years. The exclusion criteria
were patients transferred from another hospital, comorbid medical conditions and patient readmitted within
one week of discharge.

Methods
For the purpose of this study, a specially designed sheet
was used. It included following items: age, sex,
occupation (skilled worker, unskilled worker and
unemployed), marital status, educational level (illiterate,
primary school, preparatory or secondary school, faculty
education and post graduate education), residence,
number of previous admissions, duration of illness in
years, period between admissions in months, duration of
last hospital admission in days, type of discharge from
hospital (normal or abnormal i.e. escape from hospital or
discharge against medical advice). All patients were
diagnosed according to DSM-IV-TR criteria25. The
diagnosis was further confirmed by two other psychiatric

consultants. Multidimensional Scale of Perceived Social
Support (MSPSS)26 and Medication Adherence Rating
Scale (MARS)27 were used to assess social support and
drug compliance. MSPSS reliability, validity, and factor
structure have been demonstrated across a number of
different samples 28 including Arab immigrant youth 29
and the Arabic version was used and validated in an
Egyptian study by Fawzi et al.30 MARS questionnaire
was translated into Arabic by the authors and the
translation was further presented to three professors of
psychiatry in Mansoura faculty of medicine and three
Saudi senior consultants. They were asked to evaluate
the clarity of the items and its suitability for measuring
the concept within the Egyptian and Saudi culture. Then
it was presented to a small (n=25) sample of patients in
each country. Item-total correlations for the scale ranged
from 0.192 to 0.695, (Cronbach’s α = 0.932) for
Egyptian sample and inter-item correlations ranged from
0.110 to 0.763, (Cronbach’s α = 0.926) in Saudi sample,
all very highly significant. Same test have been recently
validated and used in an Egyptian study by Fawziaet al.31
In MSPSS, the maximum score is 84, which indicates
very good social support and the least score is 12, which
means no social support. In MARS the score ranges from
0-10, the higher the score the lower is the medication
adherence.

Statistical analysis
Parametric data were summarized as means and
standard deviations; and the association differences were
compared using t-test. Nonparametric data were
described as number and percentage; and the associated
differences were compared using Chi-square test. The
main findings were presented as proportions with 95%
confidence intervals (CIs). Correlation was tested by
Pearson moment correlation equation and multiple liner
regression analysis applied for prediction of the number
of readmissions. The results were computed on an IBM
compatible personal computer using the Statistical
Software Package for Social scientists (SPSS) for
windows 15.

Results
As shown in Table (1), male gender, unemployment,
unmarried, primary education, mood or schizophrenia
disorders, living in rural areas and abnormal discharge
were found to be more prevalent in patients with early
readmission than those with single admission with
statistically significant difference in both studied
hospitals. In TMH group but not in the MUH one,
illiteracy and substance use were more prevalent in
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patients with early readmission than those with single
admission with statistically significant difference. The
only two statistically significant differences between the
two readmission groups were in being illiterate and
substance use patients (more in the Saudi group).
Table (2) demonstrates that age was of no statistically
significant difference between all studied groups in both
hospitals. Duration of illness and scores on MARS were
high in the two early readmission groups than the two
single admission groups with a statistically significant
difference. On the other hand, scores on MSPSS and
duration of last hospital admission were lower in the two
early readmission groups than the two single admission
groups with statistically significant difference. Patients
in Mansoura early readmission group were elder; of
longer illness duration; longer duration of last hospital

admission; longer period between admissions and of
higher scores on MSPSS than patients in Taif early
readmission group. On the other hand, number of
admission and scores on MARS were higher in Taif early
readmission group than Mansoura early readmission
group.
Number of previous admissions in patients with early
readmission from the two studied hospitals was directly
correlated to duration of illness and scores on MARS and
indirectly correlated to duration of last hospital
admission, period between admissions, scores on MSPSS
(Table 3). Also, multiple liner regression between
number of previous admissions and scores on MARS;
MSPSS and duration of last hospital admission were
statistically significant (Table 4).

Table (1): Compares the four studied groups according to some socio-demographic and clinical factors.
Mansoura University
Taif Mental Hospital
X2 a
X2 b
X2 c
Hospital
Early
Single
Early
Single
readmission admission readmission admission
Sex
70
27
75
20
3.73*
17.58***
0.627
Male
30
23
25
30
Female
Occupation
12
32
11
24
43.48*** 25.5***
0.049
Skilled worker
27
12
21
17
0.156
2.97
0.987
Unskilled
worker
61
6
68
9
32.38*** 22.35***
1.07
Unemployed
Marital status
77
8
85
8
50.5*** 67.36***
2.06
Unmarried
23
42
15
42
Married
Education level
19
18
10
14
5.18*
8.03**
3.267
Faculty
20
7
37
10
.813
4.47*
7.09**
Illiterate
4
4
1
2
1.05
1.53
1.846
Post graduate
19
12
18
15
0.508
2.79
0.33
Preparatory
secondary
38
9
34
9
6.19**
4.17*
0.347
Primary
Residence
83
33
74
24
5.49*
9.94**
2.4
Rural
17
17
26
26
Urban
Diagnosis
6
3
3
3
0.00
.781
1.04
Dementia
8
11
4
13
5.90*
16.05***
1.41
Depression
35
10
28
6
3.57*
4.86*
1.13
Bipolar
disorders
6
8
1
7
3.93*
11.15**
3.7
Adjustment
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Personality
Schizophrenia
Substance use
disorder
Type of discharge
Abnormal
Normal

2
31
12

1
7
10

7
29
28

9
7
6

0.000
5.093*
1.705

4.23*
4.112*
4.86*

2.9
0.095
8.0**

35
65

4
46

40
60

4
46

12.6***

16.46***

0.533

X2 a chi-square between single admission and early readmission groups in Mansoura University hospital; X2 b chi-square between single admission and
early readmission groups in Taif Mental Hospital; X2 c chi-square between the two early readmission groups from both hospitals. * P value significant at
level = 0.05; ** P value significant at level =0.01 *** P value significant al level <0.001

Table (2): Demonstrates age, duration of illness, duration of last hospital admission, Medication Adherence Rating
Scale and Multidimensional Scale of Perceived Social Support in the four studied groups.
Mansoura University Hospital
Taif Mental Hospital

Age
Duration of illness in
years
Duration of last
hospital admission in
days

ta

tb

tc

25.1(6.75)

-0.1

-0.1

5.54

4.4(2.1)

3.5(1.07)

-2.9***

-3.5***

4.32

19.2(8.04)

34.7(4.2)

2.6*

15.4***

5.49

Early
readmission
Mean (SD)

Single
admission
Mean (SD)

Early
readmission
Mean (SD)

Single
admission
Mean (SD)

33.4(12.9)

33.2(9.02)

25.2(7.3)

5.8(2.3)

3.5(1.2)

26.8(11.3)

31.3(6.9)

3.2(2.3)
2(0.6)
4(2.33)
2.54(1.4)
-4.7***
-4.03***
-2.53
Medication
Adherence Rating
Scale
58.4(21.2)
67.02(9.2)
46.9(13.3)
66.3(8.74)
3.5***
10.6***
4.58
Multidimensional
Scale of Perceived
Social Support
13.5(7.8)
9.9(6.90)
4.32**
Period between
admission in months
2.7(1.02)
1(0)
3.2(0.76)
1(0)
-20.3***
-4.4***
Number of previous
11.3***
admission
t a t-test between single admission and early readmission groups in Mansoura University Hospital; t b t-test between single admission
and early readmission groups in Taif Mental Hospital; t c t-test between the two readmission groups from both hospitals.* P value
significant at level = 0.05; ** P value significant at level =0.01 *** P value significant al level <0.001.

Table (3) demonstrates the correlations between number of previous admissions in the two groups of patients with
early readmission from the two studied hospitals and duration of illness, duration of last hospital admission, period
between admissions, Multidimensional Scale of Perceived Social Support and Medication Adherence Rating Scale.

Number of previous admissions

Duration of illness in years
Duration of last hospital admission in
days
Period between admission in months

Mansoura University
Hospital(early
readmission group)
r
p
0.28(**)
0.004
-0.80(**) <0.001
-0.77(**)

<0.001

Taif Mental
Hospital (early
readmission group)
r
p
0.33(**)
0.001
-0.61(**) <0.00
1
-0.63(**) <0.00
1
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Medication Adherence Rating Scale

0.92(**)

<0.001

0.86(**)

Multidimensional Scale of Perceived
Social Support

-0.93(**)

<0.001

-0.74(**)

<0.00
1
<0.00
1

**Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).

Table (4) demonstrates the multiple linear regressions between number of previous readmissions in the two groups
of patients with early readmission from the two studied hospitals and duration of last hospital admission,
Multidimensional Scale of Perceived Social Support and Medication Adherence Rating Scale.

Un-standardized
Coefficients
B
Egyptian (Mansoura University Hospital)
2.899
(Constant)
-.017
Multidimensional Scale of Perceived
Social Support
.286
Medication Adherence Rating Scale
Duration of last hospital admission
in days
Saudi (Taif mental hospital)
(Constant)
Multidimensional Scale of Perceived
Social Support
Medication Adherence Rating Scale
Duration of last hospital admission
in days

Std.
Error
.394
.005

Standardize
d
Coefficients
Beta

T

Sig.

-.273

7.351
-3.655

.000
.000

.043

.496

6.722

.000

-.020

.006

-.177

-3.156

.002

4.848
-.027

.242
.004

-.338

20.064
-6.539

.000
.000

.135
-.057

.024
.006

.243
-.473

5.703
-9.532

.000
.000

* Dependent Variable: number of previous admission.

Discussions
Many researchers have noticed that there is still a general
weakness in the mental health services in Arab
countries.2,32,33 Also, people in the Arab world tend to
underutilize mental health services and to hold negative
attitudes toward formal mental health services.33 The
aims of this study were to identify, correlate and predict
factors which lead to readmissions in two psychiatric
hospitals in two different Arab countries Egypt and
Saudi Arabia.

Patients’ predictors
This study shows that younger age of patients were
found in Saudi single admission (25.10+/-6.75) and early
readmission patients (25.19+/-7.3) than Egyptian single
admission patients (33.24+/-9.02) and early readmission
patients (33.42+/-12.88) (respectively). No statistically

significant difference was found between the age of
patients with early readmission and single admission in
the two studied hospitals. Also, no statistically
significant difference was found between the ages of
patients with early readmission in both hospitals. These
data are in concordance with many studies, e.g. Fink et
al34 and Alexy et al35 found that age was not related to
hospital readmission. A recent study by Zilberetet al36
found that age up to 45 was a good predictor for early
readmission. In contrary, Daly et al5; Silva et al6;Fathy et
at10;Woogh37; Kastrup38; Weissman et al39; Rabinowitz et
al40 and Mahendran et al41 found that patients with young
age is a good predictor of readmissions.
The present study shows that early readmission in both
studied hospitals were more prevalent among males,
unemployed, unmarried, primary educated (and illiterate
in the Saudi group) and living in rural areas. These
results could be explained by the high degree of fear of
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stigmatization especially among females, patients with
high level of education, employed andliving in urban
areas. Fear of stigmatization lead family to bear much
stress and burden in treating their patients in home
aiming to avoid readmission. In agreement with these
results Fathy et al10; Woogh37; Kastrup38; Weissman et
al39; Rabinowitz et al40; Mahendran et al41; Anderson and
Steinberg42; Sanguineti et al43; Korkeila et al44;
Kossovsky et al45; Hodgson et al46 and Pederson and
Aarkrog47 found that
males, single or divorced,
unemployed and with lower socio-economic groups are
good predictors of readmissions. Also, Fink et al34 found
that gender was not related to readmission rates.
Moreover, others, e.g. Daly et al5 found that being
female was more likely to predict readmissions but in his
study most patients were complaining of depression
which is more prevalent in females. In harmony with
previous studies by Suzuki et al8 and Thompson et al48,
the present study found that lower level of education was
more prevalent among early readmission groups than
single admission groups from both studied hospitals.
Family plays a vital role in determining whether Arabic
patients will utilize mental health services. Traditionally,
Arabic families show strong preference to provide
support for family members when needed, including
sufferers of mental illness. These families act as a
protective shield against stress45. In this study, higher
levels of social support, measured by MSPSS, were
found in patients with single admission than patients
with early readmission (Table 2). In addition, social
support was indirectly correlated with number of
previous admissions (Table 3) and was considered as a
predictor in preventing readmission (Table4). Many
researches like Al-Subajeet al3; Silva et al6; Hendryx et
al7; Suzuki et al8; Postrado and Lehman50; Masaki et al51;
Stewart et al52 and Olfson et al53 highlighted the strong
role of family support in preventing psychiatric
readmissions.

substance use was more prevalent in early readmission
than single admission in Saudi hospital but not in
Egyptian one. Substance use was associated with high
rate of readmission in many previous studies e.g.
Woogh38; Kastrup39; Masaki et al51; Olfson et al53; Miller
et al57; Lewis and Joyce58; Haywood et al59 and Chang et
al.60 The difference between both studied hospitals, in the
present study, in the prevalence of substance use among
early readmission groups may be related to the difference
in type of substances use in both countries. In Saudi
Arabia the most common substances used are
amphetamine, alcohol, khat, and cannabis.61,62 The uses
of amphetamines are known to be associated with severe
psychotic
symptoms
that
frequently
require
hospitalization. On the other hand, in Egypt the most
common substances used are cannabis, opioid, and
alcohol. These substances are less likely to produce
psychotic symptoms that require hospitalization.
A number of studies10,42,63,64 found that longer duration of
illness is associated with increased readmissions rate.
Similar results were found in this work, longer duration
of illness in both Saudi and Egyptian groups, was found
to be more in patients with early readmission than in
single admission groups (Table 2). In this study, the
number of previous admissions was directly correlated
with illness duration and indirectly to level of medication
adherence, which were found to be considered as a
predictor in preventing readmissions in both groups
(Table 4). This could be explained by the possibility that
longer duration of illness could lead to less medication
adherence, which subsequently increase relapse rates and
readmission. In one Kuwait study, Fathyet al10, it was
noted that 60% of readmitted schizophrenics were noncompliant to medication, in spite of having a satisfactory
hospital care. Similar results were found by different
non-Arab studies e.g. Suzuki et al8; Ucok et al11;Masaki
et al51; Haywood et al59; Green65; D'Ercole et al66;
O’Donnell et al67 and Weiden et al.69

Disorder predictors

Hospital setting and admission predictors

Psychiatric diagnosis is one of the important factors that
determine readmissions in mental hospitals. The present
study illustrated that high rates of early readmission in
both studied hospitals were found in patients with
schizophrenia and mood disorders (depression, bipolar,
and adjustment disorders). These results are compatible
with finding of previous studies, e.g. Abu Madini and
Rahim20; Sanguinetiet al44; Korkeilaet al45; Hodgson et
al47; Pedersen and Aarkrog48; Olfson et al53 and Cuffel et
al54. The nature and severity of mood disorders and
schizophrenia
may
require
more
frequent
6,9,45,49,55,56
readmissions.
However, the diagnosis of

In the present study, duration of last hospital admission
was shorter in early readmission groups than single
admitted groups of patients in both studied hospitals.
Nearly similar length of stay to the present study was
found in two Arabic studies by AbuMadini and Rahim20
and Fathyet at el10 (25 days, 41 days respectively).
Longer period of stay was found in the American
hospital association, 56-75 days69. Shorter periods of
hospitalization in Arabs countries may be attributed to
culture-related negative attitudes towards psychiatric
hospitalization and to the structure of the typically larger
Arab family, consisting of many members, with strong
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ties between them making the family more tolerant of the
behavioral disturbance of their ill relatives. In this study,
duration of last hospital admission was indirectly
correlated with number of admission (Table 3) and was
considered as predictors in preventing readmission
(Table4). Heggestad70 concluded that high patient
turnover (annual discharges per bed) was significantly
associated with an increased risk of readmission. These
results were in agreement with Lien 71 and Figeuroaet
al72who found that longer length of stay predicted fewer
readmissions and the length of stay below ten days led to
an increase in the readmission rate. On the contrary, Fink
et al35 found that length of stay in admission was not
related to readmission rates. Lastly, other researchers
have found that longer length of stay in hospitals,
especially if more than 60 day, was strongly associated
with following readmissions41,45,51,68,73,74,75. More
recently, Zilberet al37 found that length of hospitalization
was not a predictor of early readmission except for the
very short ones (up to eight days), which predicted
earlier readmission.
Abnormal discharges from hospital including discharge
against medical advice and escape from hospital before
completing patients’ treatment were more prevalent with
statistically significant differences in early readmission
groups in both studied hospitals than those of single
admission groups. This result is in harmony with
previous studies like Lien71 and Bruffaertset al76. Also,
Durbin et al16 found that there was modest support that
attending to stability of clinical condition and preparing
patients for discharge can protect against early
readmission.

education before their discharge about relapse symptoms
and whether patients were given clear instructions about
the need to continue medication and community care,
and to prevent patients from prematurely discharging
themselves against medical advice due to absence of
formal protocol of psycho-education in both hospitals.

Conclusions and recommendations
The present study highlighted an important finding that
most of the factors playing a role in early readmission in
psychiatric hospitals were nearly the same in both
studied hospitals. These factors included: male gender;
being unemployed or an unskilled worker; being single
with low level of education, being from rural areas,
receiving a diagnosis for schizophrenia, mood disorders,
or substance use; spending short duration of hospital stay
in last admission, being discharged abnormally either by
escaping from the hospital before completing treatment
or discharged against medical advice; having longer
duration of illness; with poor medication adherence and
low social and family support. Early detection and
management of these factors can decrease the rate of
readmission and so decrease the cost and time
expenditure in subsequent preventable admissions.
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اﻟﻤﻠﺨﺺ
اﻷھﺪاف :اﻟﮭﺪف ﻣﻦ ھﺬه اﻟﺪراﺳﺔ ھﻮ ) (1اﺧﺘﺒﺎر اﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﺗﺴﮭﻢ ﻓﻲ إﻋﺎدة إدﺧﺎل اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ اﻟﻨﻔﺴﻲ ﻓﻲ وﻗﺖ ﻣﺒﻜﺮ ﺑﻌﺪ ﺧﺮوﺟﮭﻢ ﻣﻦ
اﻟﻤﺴﺘﺸﻔﻰ ،وذﻟﻚ ﺑﺈﺟﺮاء اﻟﺪراﺳﺔ ﻓﻲ ﻣﺴﺘﺸﻔﯿﯿﻦ )واﺣﺪة ﺑﺠﻤﮭﻮرﯾﺔ ﻣﺼﺮ اﻟﻌﺮﺑﯿﺔ واﻷﺧﺮى ﺑﺎﻟﻤﻤﻠﻜﺔ اﻟﻌﺮﺑﯿﺔ اﻟﺴﻌﻮدﯾﺔ( (2) .دراﺳﺔ ﻋﻮاﻣﻞ اﻻرﺗﺒﺎط وﺑﻌﺾ
ﻋﻮاﻣﻞ اﻟﺘﻨﺒﺆ اﻟﺘﻲ ﺗﺆﺛﺮ ﻋﻠﻰ إﻋﺎدة اﻟﺪﺧﻮل اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ﺑﻌﺪ ﺧﺮوﺟﮭﻢ ﻓﻲ ﻛﻼ اﻟﻤﺴﺘﺸﻔﯿﯿﻦ .طﺮﯾﻘﺔ اﻟﺒﺤﺚ :ﺗﻢ اﺧﺘﯿﺎر ﻋﯿﻨﺔ ﻋﺸﻮاﺋﯿﺔ ﻣﻜﻮﻧﺔ ﻣﻦ  100ﻣﺮﯾﺾ
ﻧﻔﺴﻲ ﻣﻦ أﺣﺪ اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻤﺼﺮﯾﺔ )ﻣﺴﺘﺸﻔﻰ اﻟﻤﻨﺼﻮرة اﻟﺠﺎﻣﻌﻲ( وﻛﺬﻟﻚ ﺗﻢ اﺧﺘﯿﺎر ﻋﺪد ﻣﻤﺎﺛﻞ ﻣﻦ اﻟﻤﺮﺿﻰ ﻣﻦ ﻣﺴﺘﺸﻔﻰ ﺑﺎﻟﺴﻌﻮدﯾﺔ )ﻣﺴﺘﺸﻔﻰ اﻟﻄﺎﺋﻒ ﻟﻸﻣﺮاض
اﻟﻌﻘﻠﯿﺔ( .ھﺆﻻء اﻟﻤﺮﺿﻰ ھﻢ ﻣﻦ اﻟﺬﯾﻦ ﺗﻢ إﻋﺎدة دﺧﻮﻟﮭﻢ )إﯾﺪاﻋﮭﻢ( ﺑﺎﻟﻤﺴﺘﺸﻔﻰ ﻓﻲ ﻏﻀﻮن  3أﺷﮭﺮ ﺑﻌﺪ ﺧﺮوﺟﮭﻢ ﻣﻦ اﻟﺴﺎﺑﻖ ﻣﻦ اﻟﻤﺴﺘﺸﻔﻲ .و ﺗﺘﺄﻟﻒ اﻟﻤﺠﻤﻮﻋﺔ
اﻟﻀﺎﺑﻄﺔ ﻣﻦ  50ﻣﺮﯾﻀﺎ ﻣﺼﺮﯾﺎ وﻋﺪد ﻣﻤﺎﺛﻞ ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﺴﻌﻮدﯾﯿﻦ اﻟﺬﯾﻦ دﺧﻠﻮا اﻟﻤﺴﺘﺸﻔﻰ ﻣﺮة واﺣﺪة ﻓﻘﻂ ﺧﻼل اﻟﺴﻨﺘﯿﻦ اﻟﻤﺎﺿﯿﺘﯿﻦ ،وﻗﺪ ﺗﻢ اﺧﺘﯿﺎرھﻢ أﯾﻀﺎ
ﺑﺸﻜﻞ ﻋﺸﻮاﺋﻲ .وﺷﺨﺺ ﺟﻤﯿﻊ اﻟﻤﺮﺿﻰ وﻓﻘﺎ ﻟﻤﻌﺎﯾﯿﺮ  .DSM-IV-TRواﺳﺘﺨﺪم واﺣﺪ ﻣﻦ اﻟﻤﻘﺎﯾﯿﺲ ﻟﺪراﺳﺔ اﻟﻌﻮاﻣﻞ اﻟﻤﻨﺒﺌﺔ ﻹﻋﺎدة إﯾﺪاع اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ
اﻟﻤﺒﻜﺮ دراﺳﺔ ﻣﻮﺿﻮﻋﯿﺔ وھﻮ اﺧﺘﺒﺎر ﺗﻘﺪﯾﻢ اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ اﻟﻤﺪرك واﺧﺘﺒﺎر اﻻﻟﺘﺰام ﺑﺘﻨﺎول اﻟﺪواء ﻣﺘﻌﺪد اﻷﺑﻌﺎد ،وذﻟﻚ ﻟﺘﻘﯿﯿﻢ اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ واﻻﻣﺘﺜﺎل ﻟﻠﻌﻘﺎﻗﯿﺮ.
اﻟﻨﺘﺎﺋﺞ :وﺟﺪت اﻟﺪراﺳﺔ أن ﻣﻦ ﻣﻌﻈﻢ اﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﺗﻠﻌﺐ دورا ﻓﻲ إﻋﺎدة اﻹﯾﺪاع اﻟﻤﺒﻜﺮ ﺑﻤﺴﺘﺸﻔﯿﺎت اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﺗﻘﺮﯾﺒﺎ ﻣﺘﻤﺎﺛﻠﺔ ﻓﻲ ﻛﻠﺘﺎ اﻟﻤﺴﺘﺸﻔﯿﺘﯿﻦ اﻟﻠﺘﯿﻦ
ﺷﻤﻠﺘﮭﺎ اﻟﺪراﺳﺔ .وﻗﺪ ﺗﻮﺻﻠﺖ اﻟﺪراﺳﺔ إﻟﻰ اﻟﺘﻨﺒﺆ ﺑﺎن اﻟﻤﺮﺿﻰ "اﻟﺬﻛﻮر ،اﻟﻐﯿﺮ ﻣﺘﺰوﺟﯿﻦ ،اﻟﺬﯾﻦ ﻻ ﯾﻌﻤﻠﻮن )اﻟﻌﺎطﻠﯿﻦ( ،ﻣﻤﻦ ﯾﻌﯿﺸﻮن ﻓﻲ ﻣﻨﺎطﻖ رﯾﻔﯿﺔ ،ودرﺟﺔ
ﺗﻌﻠﯿﻤﮭﻢ )دراﺳﺔ اﺑﺘﺪاﺋﯿﺔ( ،وﻛﺎن ﺗﺸﺨﯿﺺ إﻣﺮاﺿﮭﻢ إﻣﺎ اﺿﻄﺮاﺑﺎت اﻟﻤﺰاج أو اﻟﻔﺼﺎم و اﻟﺬﯾﻦ ﺗﻢ ﺧﺮوﺟﮭﻢ ﻣﻦ اﻟﻤﺴﺘﺸﻔﻰ دون اﺳﺘﻜﻤﺎل ﻣﻌﺎﻟﺠﺘﮭﻢ ﻛﺎﻧﻮا اﻷﻛﺜﺮ ﻣﻦ
ﺣﯿﺚ إﻋﺎدة اﻟﺪﺧﻮل اﻟﻤﺒﻜﺮ اﻟﻤﺘﻜﺮر ﺑﻜﻼ اﻟﻤﺴﺘﺸﻔﯿﯿﻦ .وﺗﺮﺗﺒﻂ إﻋﺎدة اﻟﺪﺧﻮل ﻓﻲ ﻛﻼ اﻟﻤﺴﺘﺸﻔﯿﯿﻦ ارﺗﺒﺎطﺎ طﺮدﯾﺎ ﺑﻤﺪة اﻟﻤﺮض و ﺑﻌﺪم اﻻﻟﺘﺰام ﺑﺘﻨﺎول اﻟﺪواء  ،ارﺗﺒﺎطﺎ
ﻋﻜﺴﯿﺎ ﻣﻊ درﺟﺔ اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ اﻟﻤﺪرك .اﻻﺳﺘﻨﺘﺎﺟﺎت واﻟﺘﻮﺻﯿﺎت :ﺗﻠﻌﺐ اﻟﻜﺜﯿﺮ ﻣﻦ اﻟﻌﻮاﻣﻞ دور ﻓﻲ اﻟﺘﻨﺒﺆ ﻓﻲ إﻋﺎدة اﻟﺪﺧﻮل )اﻹﯾﺪاع( اﻟﻤﺒﻜﺮ ﺑﺎﻟﻤﺴﺘﺸﻔﯿﺎت
اﻟﻨﻔﺴﻲ ،ﻟﺬا ﻓﻤﻌﺮﻓﺔ ھﺬه اﻟﻌﻮاﻣﻞ واﻟﻜﺸﻒ اﻟﻤﺒﻜﺮ ﻋﻨﮭﺎ ﯾﺴﺎﻋﺪ ﻛﺜﯿﺮا ﻓﻲ ﺗﻮﻓﯿﺮ اﻟﺠﮭﺪ واﻟﻮﻗﺖ وﻛﺬﻟﻚ ﺗﻘﻠﯿﻞ اﻟﺘﻜﻠﻔﺔ اﻟﺘﻲ ﺗﻨﻔﻖ ﻋﻠﻰ ﻋﻼج اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ.
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اﻧﺘﺸﺎر وﻣﺼﺎﺣﺒﺎت اﻟﻀﺮار اﻟﺠﺴﺪي واﻟﻨﻔﺴﻲ ﻋﻨﺪ ﻣﺮﺿﻰ اﻟﻔﺼﺎم
 اﻟﯿﻚ روى، طﺎرق اﻣﯿﻦ، ﻣﺤﻤﻮد اﻟﻮﺻﯿﻔﻰ،ﻣﺼﻄﻔﻰ ﻋﻤﺮو

Abstract

B

ackground and subjects: The present study reports the prevalence of sexual and physical abuse in a sample of
98outpatients with schizophrenia in Egypt. Clinical assessment consisted of the Positive and Negative Syndrome
Scale (PANSS), Trauma Assessment Questionnaire (TAA), and demographic and psychosocial factors. Results: One half of
the sample of patients with schizophrenia had experiences of sexual or physical abuse prior to the onset of their illness.
Contrary to previous reports, sexual abuse was significantly more reported among males compared to female patients while
two-thirds of the patients reported physical abuse and it was significantly more among females .Compared with non-abused
patients (n =45), the abused patients (n =53) showed lowered scoring on the Global Assessment of Functioning Scale.
However, no difference in psychotic symptoms in patients with either physical or sexual abuse alone or any of them.
Conclusions: We consider this topic to be underestimated and accurate figures are very difficult as there are variable degrees
of cultural differences with its social and religious background. Clinicians should be alerted to the high prevalence of abuse
in this population and efforts should be targeted to their poor psychosocial functions.
Declaration of interest: None
Keywords: Schizophrenia, physical abuse, sexual abuse, PANSS, TAA.

Introduction
There is now substantial evidence that child sexual abuse
(CSA) and child physical abuse (CPA) could lead to a
range of mental health problems in childhood.1 Child
abuse has also been shown to have a role in most adult
disorders including schizophrenia.2Systematic population
surveys suggested that rates of exposure to potentially
traumatic situations in the general populations reached
estimates of approximately 60.7% for men and 51.2% for
women..3 Research that has explored trauma among
individuals with schizophrenia or psychosis in general has
begun to suggest that exposure rates to traumatic events
may be significantly higher in these groups. For example,
in a sample of 47 individuals diagnosed with
schizophrenia living in the community, Resnicketal.4
found that nearly 75% reported exposure to a traumatic
event that met Criterion A for posttraumatic stress
disorder (PTSD) and 13% met full criteria for PTSD.5 A
recent review of the North American psychiatric literature
produced weighted averages for females and males of
reported child sexual abuse (47% females, 29% males),
child physical abuse (47% females, 49 % males), and
child physical or sexual abuse (65% females, 56 % males)
from 59 studies of psychiatric inpatients and outpatients
of whom at least half were diagnosed with a psychotic
illness.6
Patients with schizophrenia who had a history of sexual
and physical abuse showed more severe and complicated
conditions than those who had not been abused. Ross et
al.7 interviewed 83 adults with confirmed diagnoses of
schizophrenia and revealed that the groups with an abuse

history were more likely to have experienced more severe
levels of hallucinations and delusions than those without
reported abuse. Pursuing the links between childhood
trauma history and social functioning, Lysaker et al. 8,9
assessed the psychosocial and neurocognitive functioning
of a sample of patients with schizophrenia. Analyses
revealed that the group who reported childhood sexual
abuse demonstrated poorer current work functioning, a
heightened vulnerability to emotional turmoil and
performed more poorly on tests of working memory and
information processing speed. Others suggested behavior
hostility9, substance abuse10, dissociative symptoms 11,
suicidal intent 12 and having higher global symptom
severity 13 as correlates of abuse in schizophrenia.
The majority of studies in this context were conducted in
Western Europe and North America with only few recent
studies conducted in the developing world. However,
whether the effects of sexual and physical abuse are
consistent across cultural boundaries has yet to be
examined. In India, one study conducted surveyed 146
women with severe mental disorder in an inpatient unit of
a psychiatric hospital. 7% of women reported sexual
coercion during childhood, 16% as an adult, and 7%
reported both. The most commonly reported experience
involved sexual intercourse involving threatened or actual
physical force, which was reported by 14% of the
sample.14 Another study indicated that the prevalence
rates of sexual and physical abuse in a sample of South
Korean women with schizophrenia were within the range
of prevalence found in Euro-American cultures, but the
abused patients failed to note significant differences in
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psychotic symptoms addressed in previous studies.15 In
Egypt, there is limited literature addressing the extent and
pattern of child abuse in the general population and
amongst people with severe mental illness.16,17 First, the
Egyptian culture which values child obedience and power
assertive
discipline,
corporal
punishment
and
maltreatment are expected to be a common practice.18
Second, lack of definite statistics and under-reporting
cases of child abuse since, in most cases, the child hides
the event from his family for fear of shame and
embarrassment.19 In addition, prevalence studies yielded
disparate findings, in part explained by their differing
methodology utilized in ascertainment of prevalence and
nature of the recruited samples.20
However, the community studies conducted in Egypt have
shown prevalence rates of physical maltreatment ranging
from 2% to 60% in a variety of communities.19,21,22 In a
retrospective study for 631 psychiatric outpatients
attending a university clinic in Egypt, 8.6% reported a
history of sexual abuse before the age of 18 years with a
higher incidence among females than males.23
The present study reports descriptive data on the
prevalence of previous exposure to sexual and physical
abuse among a mixed gender sample of psychiatric
outpatients who were recruited from a university hospital
in Mansoura, Egypt. The study examines also the
associations of previous abuse with an array of
demographic factors, clinical symptoms as well as
psychosocial adjustment. We hypothesized that the
participants who had physical or sexual abuse would have
greater levels of symptoms and poorer psychosocial
function than the group without trauma history.

Subjects and Methods
Subjects
Eighty-nine subjects with a diagnosis of schizophrenia, as
determined by a psychiatrist responsible for the follow-up
of patients in the outpatient psychiatric clinic of Mansoura
University Hospital, Egypt, who used a clinical interview
that employed the DSM-IV-TR criteria in the year 20082009. All subjects were aged 18-65 years with no major
chronic physical illness, organic brain syndrome or
history of substance abuse. All participants provided
informed consent in advance of assessment and the study
was approved by the college authority as there was not an
existing research ethical committee. Subjects were
administrated the Positive and Negative Syndrome scale
(PANSS) and then asked to complete the Trauma
Assessment for Adults (TAA).Collateral evidence for the
occurrence of abuse was obtained, e.g. from relatives, in
the studied patients and a research assistant was available

to assist participants if there were difficulties reading or
understanding the scale.

Measures
Sociodemographic information
Chart review was done to obtain information regarding
age, marital status, education, income, employment status
and duration of illness in years. The Positive and Negative
Syndrome scale (PANSS) 24, 25 is a semi-structured
interview schedule, which was adapted to assess
psychotic symptoms. The scale constitutes 30 items that
are arranged as seven positive symptom subscale items
(P1-P7); seven negative symptom subscale items (N1N7);composite score (positive scale score minus negative
scale score); 16 general psychopathology symptom items
(G1-G16) and three depression/anxiety symptoms (G1G3,G6), each item rated from 1 (absent) to 7 (extreme).25
Trauma Assessment for Adults – Brief Revised
Version (TAA) 26
The TAA is a 12-item questionnaire that has been used
successfully to screen for traumatic experiences with a
variety of populations, including those with severe mental
illness. For our purposes, we were concerned with five
items. Three were specifically related to sexual
victimization: "Did you ever have sexual contact with
anyone who was at least 5 years older than you before
you reached the age of 13", "Before you were age 18, has
anyone ever used pressure or threats to have sexual
contact with you?", and "At any time in your life, whether
you were an adult or a child, has anyone used physical
force or threat of force to make you have some type of
unwanted sexual contact?. The two other items assessed
whether the participant had ever been assaulted either
with or without a weapon. When the participants
answered “yes” to any categories of sexual or physical
abuse defined in this study, they were considered as
members of the abused group, constructing a binary
variable. The TAA was translated into Arabic and back
translated into English to ensure that the translated
version matched the original scale. The translated version
of TAA was administered to all participants in the present
study.

Global Assessment of Functioning (GAF)
Scale
The Global Assessment of Functioning (GAF) is a
method for representing a clinician's judgment of a
patient's overall level of psychosocial functioning. As
such, it is probably the single most widely used method
for assessing impairment among patients with psychiatric
or substance use disorders or both.27,28,29 The GAF
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requires a clinician to make an overall judgment about a
patient's current psychological, social, and occupational
functioning. In DSM-IV-TR, this rating is made on a
scale from 1 to 100 with ratings of 1 to 10 indicating
severe impairment and ratings of 91 to 100 indicating
superior functioning.

Data analysis
Data entry and analysis was carried out using SPSS
version 13.0 (SPSS Inc. Chicago, Ill). For continuous data
median, mean and standard deviation was used to express
these data, Mann Whitney and t-tests of significance were
employed. For categorical data, percent proportions were
used to report. Chi-square, Fisher Exact tests were used as
appropriate. P value of < 0.05 was considered significant.

Results
General characteristics
The study included 98 patients with schizophrenia. The
mean age of our sample was 35.9 years (SD=10.9, age
range 18to 65 years). Sixty-one (62.2%) were males and
thirty-seven (37.8%) were females. The mean duration of
illness was 10.0 years. There was no significant difference
regarding their marital, educational and occupational
status.
Sexual or physical abuse

Sexual abuse was reported among 19.4% of cases
(confidence intervals, C.I=12.8-28.3), and it was
significantly more reported among males compared to
female patients (P=0.040), while 38/98 (38.8%, CI=29.748.7) of the patients reported physical abuse and it was
significantly more among females (P=0.003). Fifty-three
patients (54.1%, C.I=48.3-67.4) reported either physical
or sexual abuse. Three females and seven males reported
both types of abuse. In regard to diagnosis into DSM-IVTR schizophrenia subtypes, over 40% of both abused and
non-abused groups were identified as an undifferentiated
subtype.
Comparison between abused and non-abused patients
Tables 1-3 show the scores obtained along the different
tools of assessment, namely the Positive and Negative
Syndrome Scale (PANSS), total quality of life scale
(SQLS) and Global Assessment scale (GAF) among
patients in relation to the type of assaults: sexual, physical
abuse or any abuse. Those patients who had a history of
either physical abuse or any abuse showed no significant
difference on the PANSS and GAF scores. Also, patients
with a history of sexual abuse compared to the nonsexually abused group showed non-significant PANSS
scores but, GAF scores were significantly lower in the
sexually abused and showed a P value of 0.028.

Table1. Basic characteristics of the included schizophrenic subjects and pattern of abuse
Characteristics
Females
Males
Total
P value
(N=37)
(N=61)
(N=98)
No. (%)
No. (%)
No. (%)
Age in years:
Duration of illness in years
Marital status
Educational status
Employment
Sexual abuse
Physical abuse
Sexual or physical abuse

Median (mean ±SD)
Median
Mean ±SD
Single a
Married
Illiterate
Educated
Employed
No
Yes
No
Yes

0.615b

39.0(36.4±11.6)
11.0
12.4±8.2
25(67.6)
12(32.4)
17(45.9)
20(54.1)
18(48.6)
19(51.4)
3(8.1)
34(91.9)
21(59.5)

36.0(35.6±10.5)
10.0
11.3±7.5
40(65.6)
21(34.4)
34(55.7)
27(44.3)
27(44.3)
34(55.7)
16(26.2)
45(73.8)
16(26.2)

37.0(35.9±10.9)
10.0
11.7±7.8
65(66.3)
33(33.7)
51(52.0)
47(48.0)
45(45.9)
53(54.1)
19(19.4)
38(80.6)
38(38.8)

No

15(40.5)

45(73.8)

60(61.2)

0.003*c

Yes
No

23(62.2)
14(37.8)

30(49.2)
31(50.8)

53(54.1)
45(45.9)

0.213c

0.478b
0.840
0.464c
0.682c
0.0.40*c

a

Includes widows and divorced.
t-test, c Fisher Exact tests of significance.
* Statistically significant

b

Table2. DSM-IV subtypes among abused and non-abused patients with schizophrenia
Total population (N=98)
Odds ratio (95%
DSM-IV subtype
confidence intervals)
Abused (N=53)
None abused (N=45)
No. %
No. (%)
22 (41.5% )
18 (40% )
1.06 (0.44 - 2.95)
Undifferentiated
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Paranoid
Residual
Catatonic
Disorganized
†Exact confidence intervals

16 (30.2%)
10 (18.9%)
1 (1.9 %)
4 (7.5% )

12 (26.7% )
9 (20%)
-6 (13.3% )

0.84 ( 0.32 - 2.22)
1.08 (0.35 - 3.27)
-1.88 (0.4 - 9.68) †

Table3. Assessment results of schizophrenic patients with sexual abuse
Sexually Abused
Abused (N=19)
Non-abused (N=79)
P value
Median (mean ±SD)
Median (mean ±SD)
PANSS Score
0.267
Total
94.0(91.6±21.4)
87.0(85.5±17.1)
23.0(22.3±5.5)
22.0(21.6±5.8)
0.852
Positive
26.0(24.3±7.0)
23.0(24.0±4.9)
0.644
Negative
47.0(43.9±11.9)
40.0(39.7±10.3)
0.201
General psychopathology
-2.0(-1.6±6.2)
-3.0(-2.5±5.9)
0.702
Composite
9.0(9.7±2.6)
9.0(9.5±3.5)
0.721
Depression/anxiety
0.555
SQLS Score: Total
27.0(27.9±6.2)
25.0(26.7±5.6)
13.0(11.6±3.3)
13.0(11.2±3.3)
0.740
Psychosexual
5.0(5.1±1.5)
4.0(4.1±1.2)
0.183
Motivation and energy
6.0(5.9±3.2)
4.0(4.4±2.8)
0.064
Symptoms and side effects
0.028
GAF Score
30.0(34.6±6.8)
40.0(4.0±7.5)
Mann-Whitney test of significance
Table 4. Assessment results of schizophrenic patients with physical abuse
Physically Abused
Assessment
Abused (N=38)
Non-abused (N=60)
Median (mean ±SD)
Median (mean ±SD)
P value
PANSS Score: Total
Positive:
Negative:
General psychopathology
Composite
Depression/anxiety
SQLS Score Total
Psychosexual
Motivation and energy
Symptoms and side effects
GAF Score

101.0(93.0±22.2)
24.0(22.6±5.3)
27.0(24.7±7.2)
48.0(45.0±12.9)
-3.0(-3.4±6.4)
9.5(9.7±2.8)
25.0(23.1±6.1)
13.0(12.4±2.1)
4.0(4.1±1.9)
4.0(4.7±3.2)
30.0(35.2±6.6)

90.0(89.8±20.4)
21.5(21.3±5.6)
24.5(24.1±11.0)
43.5(42.6±11.0)
-.50(-0.9±5.9)
9.0(9.4±2.6)
22.0(21.4±6.0)
11.0(11.0±3.6)
3.0(3.0±1.0)
2.0(3.2±3.0)
30.0(35.3±6.2)

0.329
0.280
0.614
0.261
0.086
0.961
0.422
0.116
0.159
0.117
0.960

Table5. Assessment of schizophrenic patients with sexual or physical abuse
Sexual or physical abuse
Assessment
Abused (N=53)
Non-abused (N=45)
Median (mean ±SD) Median (mean ±SD)
PANSS Score: Total
101.0(92.0±22.0)
90.5(91.3±20.5)
24.0(22.5±5.6)
23.0(21.6±5.4)
Positive syndrome
27.0(24.4±6.9)
25.0(24.3±6.8)
Negative syndrome
48.0(44.0±13.3)
45.0(43.1±10.7)
General psychopathology symptoms
items
-2.0(-2.8±6.4)
-1.0(-1.1±6.0)
Composite symptoms score
10.0(9.6±2.9)
9.0(9.4±2.5)
Depression/anxiety
SQLS Score Total
26.0(24.3±6.0)
20.0(16.9±6.2)
13.0(11.4±3.1)
11.0(10.8±3.6)
Psychosexual
4.5(5.1±1.4)
3.0(3.1±0.9)
Motivation and energy
4.0(4.0±3.2)
1.0(3.2±3.1)
Symptoms and side effects
GAF Score
30.0(35.4±7.7)
30.0(35.1±6.7)

P value
0.588
0.465
0.912
0.545
0.297
0.790
0.086
0.556
0.128
0.175
0.862
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Discussion
Little empirical data exist on the rates of exposure to
traumatic events and its sequelae especially in patients
with schizophrenia in the Arab region. This study was
designed to examine the prevalence and clinical and
psychometric correlates of sexual and physical abuse
among 98 psychiatric outpatients with schizophrenia that
were referred to a university clinic in Mansoura, Egypt.
They were interviewed using the Positive and Negative
Syndrome scale (PANSS), the Trauma Assessment for
Adults (TAA) and a socio-demographic questionnaire.
The present study found an overall lifetime prevalence of
54 % in the study sample; 38.8 % physical abuse and 19.4
% sexual abuse. Ten patients met the criteria of both
sexual and physical abuse. These prevalence rates are
higher than those observed by Mansour et al.30 in an
undergraduate student sample from three different
colleges (Medicine, Education and Arts and Literature) of
Zagazig University, Egypt (physical abuse= 6%, sexual
abuse = 13%). The differences between frequency of
childhood trauma in patients with schizophrenia and the
normal sample provided additional support to the
association of childhood trauma with psychosis.
Moreover, the reported prevalence rates of childhood
abuse were within the range of prevalence found in
studies of exclusively schizophrenic patients. 2,7,11,31,32
However, these rates are lower than those reported in the
seriously mentally ill population.33,34
In this study, females patients were more likely to report
physical abuse and less likely to have been sexually
victimized than their male counterparts. These findings
contradict the previous western studies.6,35,39 We consider
this topic to be underestimated and accurate figures are
very difficult even in self-reported data and there are
variable degrees of cultural differences with its social and
religious background. 36 The taboo of sexuality in a
conservative society such as Egypt is still highly
significant especially before marriage.37 In a survey
among 500 Arab women aged between 15 and 59 years,
virginity was considered by 90% “a social rule to be
maintained”38, therefore for a girl to lose her virginity
before marriage is considered detrimental to the girl’s
future.37The major concern is that childhood sexual abuse
is frequently kept secret from every one for years.39 A
New Zealand study found that the average time it took
women to tell another person about having been sexually
abused as a child was 16 years.6In addition, the response
of mental health services to disclosures of abuse in people
diagnosed psychotic or schizophrenic, was inadequate
specifically in terms of offering information, support or

treatment, or considering reporting to legal or protection
agencies.40
The lower prevalence of physical abuse among males in
our study may be due to errors in reporting or associated
with a “normalization” of physical abuse within Egyptian
society, considering that it is commonly used within
families and schools as a mean of disciplining boys as
compared with girls. These families are also usually less
protective about boys outside home which can increase
risks of some types of abuse including sexual abuse, away
from parents’ supervision.16, 17
Gil et al41 investigated the long lasting effects of
childhood abuse among 99 patients in an outpatient
program at a public university hospital in Porto Allegra,
southern Brazil and found that childhood trauma
associated with increased disability in adulthood reflected
impaired overall behavior and global evaluation. Analysis
of specific traumatic domains revealed that increased
childhood sexual abuse survivors tend to experience
greater psychiatric distress and poorer interpersonal
functioning than non-abused clinical controls.42Previous
studies were in line with our findings that there was a
significant association between sexual abuse and impaired
psychosocial adjustment based on GAF scoring.
Our findings around the lack of significant association of
previous exposure to abuse with psychotic symptoms
replicated previous reports.15,43,44 On the contrary, it
contradicts previous studies that reported significant
associations of abuse with positive symptoms and
lowered functioning in patients with schizophrenia.7,41
This finding deserves special consideration since it
suggests that sexual and physical abuse alone did not
show influence over clinical picture or disability in our
study. These two kinds of trauma are likely to affect
children later in life in relation to other traumas such as
emotional and physical neglect and emotional abuse
(which is not measured in this study). Moreover, they
have been more often associated with the etiology of
mental disorders than the apparently “less traumatic”
types of abuse whose damage may be related to
neurodevelopment disorders, especially during periods of
cerebral maturation, which could interfere in more subtle
aspects, such as functional and social performance, and in
the ability to respond to stressful situations.45,46
Cultural difference in reaction to trauma is an interesting
issue. People in our region with strong religious
background believe that all things that happen to person,
both good and bad, are the will of Allah and therefore
accept their fate with courage and strong faith.47 Also, the
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parenting styles and practices that have a significant effect
on the psychosocial development of children differs
across cultures. In contrast with reports on the effect of
authoritarian parenting in the West, Arab children
consider application of the authoritarian style of
punishment as the normal duty of parents and teachers,
which was associated with better self-concept and selfesteem and had no negative influence on Arab
adolescents’ mental health. 48
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اﻟﻤﻠﺨﺺ
اﻟﻐﺮض :اﻟﻐﺮض ﻣﻦ ھﺬه اﻟﺪراﺳﺔ ھﻮ دراﺳﺔ اﻧﺘﺸﺎر وﻣﺼﺎﺣﺒﺎت اﻟﻀﺮار اﻟﺠﺴﺪي واﻟﻨﻔﺴﻲ ﻋﻨﺪ  98ﻣﻦ ﻣﺮﺿﻰ اﻟﻔﺼﺎم اﻟﻤﺼﺮﯾﯿﻦ .وﺗﺄﻟﻒ اﻟﺘﻘﯿﯿﻢ اﻟﺴﺮﯾﺮي ﻣﻦ
ﻣﻘﯿﺎس اﻷﻋﺮاض اﻹﯾﺠﺎﺑﯿﺔ واﻟﺴﻠﺒﯿﺔ و اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ واﻟﻌﻮاﻣﻞ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ واﻟﻨﻔﺴﯿﺔ وأﺑﺮزت اﻟﻨﺘﺎﺋﺞ إن أﻛﺜﺮ ﻣﻦ ﻧﺼﻒ اﻟﻌﯿﻨﺔ ﻣﻦ اﻟﻤﺮﺿﻲ ﻗﺪ ﻋﺎﻧﺖ ﻣﻦ
اﻻﻋﺘﺪاء اﻟﺠﻨﺴﻲ أو اﻟﺒﺪﻧﻲ ﻗﺒﻞ ظﮭﻮر اﻟﻤﺮض ﻟﺪﯾﮭﻢ وﺧﻼﻓﺎ ﻟﺘﻘﺎرﯾﺮ ﺳﺎﺑﻘﺔ  ،ﻛﺎن اﻻﻋﺘﺪاء اﻟﺠﻨﺴﻲ ﺑﺸﻜﻞ ﻣﻠﺤﻮظ ﺑﯿﻦ اﻟﺬﻛﻮر ﻣﻘﺎرﻧﺔ ﻣﻊ اﻟﻤﺮﺿﻰ ﻣﻦ اﻟﻨﺴﺎء ﻓﻲ ﺣﯿﻦ
ﺳﺠﻞ اﻟﺜﻠﺜﯿﻦ ﻣﻦ اﻟﻤﺮﺿﻰ اﻹﯾﺬاء اﻟﺠﺴﺪي ،وﻛﺎن أﻛﺜﺮ ﺑﯿﻦ اﻹﻧﺎث .ﺑﺎﻟﻤﻘﺎرﻧﺔ ﻣﻊ اﻟﻤﺮﺿﻰ اﻟﺬﻛﻮر .ﺑﺎﻟﻤﻘﺎرﻧﺔ ﻟﻠﻌﯿﻨﺔ ﻏﯿﺮ اﻟﻤﻀﺎرة ﺳﺠﻠﺖ اﻟﻌﯿﻨﺔ اﻟﻤﻀﺎرة اﻧﺨﻔﺎض ﻓﻲ
اﻟﺘﻘﯿﯿﻢ اﻟﻌﺎم ﻟﻤﻘﯿﺎس اﻷداء ،وﻟﻜﻦ ﻻ ﯾﻮﺟﺪ أي ﻓﺮوق ﻓﻲ اﻷﻋﺮاض اﻟﺬھﺎﻧﯿﺔ .اﻻﺳﺘﻨﺘﺎﺟﺎت  :ﻧﺤﻦ ﻧﻌﺘﺒﺮ أن ھﺬا اﻟﻤﻮﺿﻮع ﻗﺪ ﺗﻢ اﻟﺘﻘﻠﯿﻞ ﻣﻦ أھﻤﯿﺘﮫ وﻻ ﺗﻮﺟﺪ أرﻗﺎم
دﻗﯿﻘﺔ ،وھﻨﺎك درﺟﺔ ﻣﺘﻐﯿﺮة ﻣﻦ اﻻﺧﺘﻼﻓﺎت اﻟﺜﻘﺎﻓﯿﺔ ﻣﻊ ﺧﻠﻔﯿﺘﮭﺎ اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻨﯿﺔ  ،وﯾﺠﺐ ﺗﻨﺒﯿﮫ اﻷطﺒﺎء ﻻرﺗﻔﺎع ﻣﻌﺪل اﻧﺘﺸﺎر ﺳﻮء اﻟﻤﻌﺎﻣﻠﺔ ﻓﻲ ھﺬه اﻟﻔﺌﺔ ﻣﻦ
اﻟﺴﻜﺎن ،وﯾﻨﺒﻐﻲ أن ﺗﺴﺘﮭﺪف اﻟﺠﮭﻮد اﻟﻤﺒﺬوﻟﺔ ﺳﻮء اﻟﻮظﺎﺋﻒ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ ﻓﻲ ھﺬه اﻟﻔﺌﺔ.
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Prevalence of mental health disorders among health care providers in the
Psychiatric Hospital, Bahrain
Haitham Jahrami, Zahra Al-Shuwaikh, Gnanavelu Panchasharam, Zahraa Saif

إﺿﻄﺮاﺑﺎت اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﺑﯿﻦ ﻣﻘﺪﻣﻲ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ ﻓﻲ ﻣﺴﺘﺸﻔﻰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﺑﻤﻤﻠﻜﺔ اﻟﺒﺤﺮﯾﻦ
 زھﺮاء ﺳﯿﻒ، ﺟﻨﺎﻧﺎﻓﯿﻠﻮ ﺑﻨﺠﺎﺷﺮم، زھﺮة اﻟﺸﻮﯾﺦ،ھﯿﺜﻢ ﺟﮭﺮﻣﻲ

Abstract

T

he present study was conducted to determine the prevalence of mental health disorders morbidity among health care
providers in the Psychiatric Hospital, Bahrain. Two hundred and sixty one health care providers were investigated
using the English-language version of the General Health Questionnaire-28 items (GHQ-28) as a research tool. One hundred
and fifty three persons responded to the survey, which was a 59% effective response rate. Selecting the suggested default
score of 4 points in GHQ-28 as a cut-off point, 41% of health care providers were found to suffer mental disorders and this
was more common among non-Bahraini, male nurses. The prevalence dropped to 38% at 5 points threshold, 32% at 6 points
threshold, 18% at 9 points threshold and finally 9% at 11 points threshold. Chi square was used to compare the frequency
distribution of the GHQ-28 scores according to gender, nationality and professional background, but the results showed no
statistically significant differences between the groups. It is concluded that psychiatric morbidity among health care providers
could be considered high in the Psychiatric Hospital, Bahrain if the cut-off scores were the default 4 points; however, the
rates could be very well within international reported rates if the cut-off scores were set 9 points or higher.
Keywords: General Health Questionnaire-28, mental health disorders, GHQ-28, health care providers, Bahrain.
Declaration of Interest: None

Introduction
Health care is generally considered to be high-stress
profession 1,2. Health care providers are under a variety of
stressors related to health care administration, population
being served, working conditions, excessive workload,
patients’ aggressive behavior, demanding and sometimes
bullying attitudes 3. How applicable Western data might
be on the topic to Middle Eastern remains an open
question to the readers in the field. To address this
question using the Kingdom of Bahrain as a case, a
census of all health care providers in the Psychiatric
Hospital, Ministry of Health, Kingdom of Bahrain, were
assessed for mental and emotional disorders. Several
challenges confronted the health systems in the Middle
East region including underfunding of the health sector,
poor clinical leadership, rapid population and demand
growth, higher child mortality rates compared with
developed countries, disparities in health care resource
distribution, and low interest in research and evidence4,5.
Among the difficulties that have not received much
attention are the psycho-social and emotional problems
confronting health care providers in the Middle East
region 4. While there had been numerous studies
conducted around the world amongst health care workers
investigating their mental health problems, these types of
studies are rare in the Middle East region. What is more
interesting to report is that there were no such studies
been done using mental health care providers as a
research sample. According to Western health care
literature, of the controversy that still surrounds the
definition of caring stress, the existence of this problem
has been well-documented 6.
According to the World Health Organization (WHO),
there is no one official definition of mental health.
Nevertheless, a widely accepted understanding of mental
health can be identified as a state of well-being to which

every individual realizes his or her own potential, can
cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a
contribution to her or his community 7. The positive
dimension of mental health is stressed in the WHO's
definition of health as contained in its constitution: Health
is a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity
7
.Psychiatric morbidity in the general population and at
the workplace can be measured with standard screening
instruments.

Methods
The research recruited all health care providers in the
Psychiatric Hospital, Bahrain (n=261) in a cross-sectional
survey design aimed at assessing their mental health
status. The participants consisted of 52 psychiatrists of
different grades including consultants and residents, 183
psychiatric nurses, 6 social workers, 4 clinical
psychologists, 14 occupational therapists and 2
physiotherapists. The research excluded the managerial
administrators and support services staff as the focus of
this research was on health care providers or those
individuals who engage in providing direct care to
patients.
The 28-item General Health Questionnaire (GHQ-28) was
the selected research tool. The GHQ-28 is used as a selfadministered screening tool for detection of mental
disorders 8. This questionnaire was developed by
Goldberg and Hillier in 1979 for measuring the
psychological aspects of quality of life according to four
domains (a) somatic symptoms, (b)anxiety and insomnia,
(c)social dysfunction and (d)severe depression 9,10. It
assesses the respondent’s current state and asks if that
differs from his or her usual state. It is therefore sensitive
to short-term psychiatric disorders but not a long-standing
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attributes of the respondent. It has been widely used in
many countries in clinical and non-clinical settings 11, 12.
Studies on the validation of the GHQ-28 in different
countries have demonstrated its high psychometric
properties (validity and reliability) as a screening tool for
mental disorders in the general community 9. The
English-language version of the GHQ-28 was used in this
research. The native language in Bahrain is Arabic;
however, due to the large number of non-Arabic speakers
within the sample and the acceptable English-language
proficiency of Bahraini/Arabic staff a decision was made
to use the English-language version. The GHQ-28 takes
less than 10 minutes to complete as a self-administered
tool.
To collect data, all 261 health care providers (n = 261) of
the Psychiatric Hospital, Bahrain, were surveyed using
the GHQ-28 and a basic demographic sheet. The survey
pack was dispatched with an accompanying letter,
instruction sheet and a self-addressed envelope for the
return of information. The letter identified the researchers
and qualified the survey as a means of soliciting the
health care providers’ experience of mental health status.
A follow-up postcard was circulated to everyone to
enforce anonymity 10 days following the initial mailing,
requesting compliance and announcing the end of data
collection within the next four days. Ethical approval was
sought and granted from the research committee in the
Ministry of Health, Psychiatric Hospital, Bahrain prior to
the initiation of the research. All the participants gave
permission for the research to be published and presented.
Using the Statistical Package for Social Science (SPSS)
Version 16.0 for Windows, the investigators performed
several quantitative analyses. Descriptive data analyses
were used to describe the demographics of the
respondents their GHQ-28 scores. Internal consistency
was calculated for the GHQ-28 and its subscales using the
Cronbach’s alpha coefficient. The Chi square statistic was
used to compare the frequency distribution of the GHQ28 scores according to gender, nationality, and
professional background. P-value was set as <0.05.
In interpreting the results of the GHQ-28 it is important to
recognize that there are no thresholds for individual subscales. Individual sub-scales are used for providing
individual diagnostic or profile information. For
identifying caseness with GHQ-28, the total of the subscales is used. Depending on how GHQ-28 is scored
suggested default threshold will vary 10, 13. In this research
project the GHQ scoring (0-0-1-1) was utilized because it
is the original method advocated by the test authors. The

GHQ scoring threshold for the 28-items version is ≥ 4
(maximum is 28).

Results
One hundred and fifty-three respondents provided usable
returns (approximately 59% (153/261 effective response
rate). The results demonstrated that the major portion of
clinicians fell in the 26~31 and the 32~37 years age
groups. The percentage of males (47.7%) to females
(52.3%) was slightly skewed, reflecting the higher
number of females in the fields of health care, with the
vast majority of females being assigned in the nursing
services. Bahraini clinicians accounted for about 56% of
the total samples, reflecting the national shortage of
Bahraini psychiatric health providers. The non-Bahraini
clinicians consisted mainly of nurses from India and the
Philippines. A breakdown of the sample by professional
background showed that the participants were spread
proportionally across the professions employed within the
hospital, with 78.4% being nurses, 9.2% being medical
doctors, and 12.4% being other health care professionals
(including occupational therapists, physiotherapists, social
workers, and clinical psychologists). The Cronbach’s test
was used to test the questionnaire internal consistency;
this resulted in a coefficient of 0.89 for the GHQ-28 as an
instrument.
When the suggested default cut-off point of 4 for the
GHQ-28 was used, psychiatric morbidity was estimated to
be 41.2% (n = 63). Because of the lack of previous GHQ28 research studies in Bahraini psychiatric facilities
various cut-off point were used along with the
recommended point of 4. For example, psychiatric
morbidity dropped to 38.6% when the data were analyzed
according to a 5 points threshold; to 32% at a 6 points
threshold, to 18% at a 9 points threshold and again to
9.2% at 11 points threshold. Table 1 presents a variety of
provenances at different cutoffs. The female to male ratio
of those with psychiatric disorders was 1:1.25 at 4 points
cut-off. The Bahrainis to Non-Bahrainis ratio of those
with psychiatric disorders was 1:1.14 at 4 points cut-off.
Nurses were the major group reporting a psychiatric
morbidity with 41.7% of the psychiatric nurses in Bahrain
reporting a score greater than 4 points on the GHQ-28.
Psychiatric morbidity appeared to be higher among those
under 45 years of age. When the GHQ-28 scores were
compared between groups according to age, marital stats,
sex, nationality and professional background no
statistically significant difference were obtained. Table 2
present the GHQ-28 Scores by Sex, Nationality and Job
Category using the default 4 points cutoff.

Table 1
GHQ-28 Scores According to different cut-offs N=153
41.2%
4 points cut-off
38.6%
5 points cut-off
32%
6 points cut-off
18.3%
9 points cut-off
9.2%
11 points cut-off

31

Jahrami et al.

Table 2GHQ-28 Scores by Gender, Nationality and Job Category N=153
Cases with GHQ-28 ≥4 points
Variable
threshold
N
%
N
%
Gender
Male
Female
Nationality
Bahraini
Non-Bahraini
Job Category
Medical Doctors
Nurses
Other Healthcare Professionals
Detailed examination of the descriptive statistics of GHQ28 subscales indicated the highest mean scores were on
the Anxiety/Insomnia subscale (Mean 1.67, SD 2.15,
range 0~7), and Somatic symptoms subscale (Mean 1.01,

73
80

47.7
52.3

35
28

47.5
35

85
67

55.6
43.8

33
29

38.8
43.3

14
120
19

9.2
78.4
12.4

5
50
8

35.7
41.7
41.1

.58

.90

SD 1.54, range 0~7), followed by lower score on Social
dysfunction (Mean 0.76, SD 1.34, range 0~7), and the
lowest were Sever depression (Mean 0.54, SD 1.30, range
0~7). Table 3 presents the GHQ-28 Scores by Subscales

Table 3
GHQ-28 Scores by Subscales
Cronbach alphas Mean
GHQ-28 Subscale
0.75
1.01
Somatic Symptoms
0.85
1.67
Anxiety and Insomnia
0.75
0.76
Social dysfunction
0.83
0.54
Severe Depression
GHQ-28 Total Score
0.89
4.00

Discussion
The research tool GHQ-28 used in the study is one that is
commonly used to detect prevalence of psychiatric
morbidity in a population9.The prevalence of psychiatric
disorders was 41.2% (n=63) when the cut-off point of 4 in
the GHQ-28 was used as advocated by original GHQ
developer. This is a higher figure than the results
published previously by several authors; previous
research from North America 14, Europe 15, 16 and Far East
5, 17, 18
tended to report approximately 30%. It is, however,
very important to recognize that some international
researchers reported their results according to various cutoff points including 4, 5, 6, 9 and 11 points 14, 15, 16, 17, 18.
Thus, the authors cannot conclude with confidence that
the prevalence of mental health disorders in Bahrain for
mental health providers is higher than other countries.
A prevalence of 47.9% in males and 35% in females was
found when the cut-off point of 4 was used. These
findings are similar to some previous research that found
a prevalence of psychiatric morbidity in males tended to
be higher than in females; for example, Wild goose and
colleagues found that male staff members working in
acute psychiatric wards scored significantly higher than
their female colleagues 6. However, a more widely
accepted result in the literature is that females will report
a higher prevalence of psychiatric morbidity than male at
the 4 points threshold. Prior to analyzing the data, the

Sig.
.10

SD
1.54
2.15
1.34
1.30
4.78

Range
0-7
0-7
0-6
0-7
0-24

researchers expected that females will report a higher
prevalence of psychiatric morbidity due to the fact that
most women in Bahrain are looking after their families.
The demands of care-giving may put women under
greater stress than men, which in turn may lead to the
increase in psychiatric illness. Goldberg and Bridges, as
well as Wright and Perini advised that the cut-off point
should be raised from 4 or 5 to 9 for the GHQ-28 in order
to increase the assessment’s specificity 19, 20 when
comparing gender. Following their recommendation our
study revealed that psychiatric morbidity was found to be
more common in males than females regardless of the
cut-off point assigned. However, statistically speaking we
conclude that gender does not differentiate the level of
psychiatric morbidity.
As expected non-Bahraini appeared to be at a higher risk
of psychiatric illness than Bahraini, but the difference
between the two groups was not significant (p-value
0.58). It is well documented in the literature that mental
illness problems increase when people live in a different
culture, which has formed the basis of the authors’
prediction 18.
In the study by Carpenter and his colleagues, the
researchers found no significance on the GHQ-28 scores
among the different health care workers subgroups 21.
Similarly, in our study, although nurses reported a higher
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prevalence of psychiatric morbidity than medical doctors
and other health care workers, their score were
statistically non-significant when compared with other
groups. Selecting a score of 4 in GHQ-28 as a cut-off
point, approximately 42 % of nurses were found to suffer
from mental disorders and this was more common among
males. They are particularly prone to mental health
problems compared with other health care provides who
are engaged in other types of jobs because they work
night or irregular shifts more often, which affects the
circadian rhythm and disturbs other biorhythms, leading
to failure of various physiological functions 22. Studies
have shown that shift-work has a negative impact on job
performance, sleep, physical and emotional health, social
and family life, drug use and level of job-related stress 22,
2
. The study by Angelina and colleagues showed that the
prevalence of psychiatric disorder, anxiety, and
depression were higher for medical doctors compared
with nurses, this was statistically not significant (doctors
46% versus nurses 41%) 23. The researchers gave
justifications on how elements of the work environment
did impact on the emotional health of health care
workers- their recommendation was that organizational
development initiatives should include employee mental
health issues in order to create a more positive work
environment.
To the best of the authors’ knowledge, this is the first
published study that has assessed the psychiatric
morbidity of the health care providers working in the
Psychiatric Hospital, Bahrain and possible other countries
in the Arab world. Nevertheless, there are a number of
limitations to this study, which need to be considered
when reviewing its findings. These limitations should be
taken into account when directing future studies. The
major limitation of this research study is related to the
non-response bias. Non-response leads to a smaller final
sample size (respondents), and therefore, to a loss of
accuracy in population estimates. The non-response bias
occurs when a significant number of people in the survey
sample fail to respond and have potentially relevant
characteristics that differ from those who do respond. It is
very important, therefore, to follow up these nonrespondents and to study their characteristics, profile on
the topic under investigation.
The second main limitation to this study was the use of
the English-language questionnaire GHQ-28 in a nonEnglish speaking country and having a translator might
have influenced the data collection. Nevertheless, a
rationale for using the English-language version of the
questionnaire was clearly stated in the methodology
section. Third, the GHQ-28 is a well-validated measure of
psychological morbidity, but more comprehensive
assessments are required to identify specific psychiatric
diagnoses among the healthcare providers in the
Psychiatric Hospital, Bahrain. Using more than one
instrument will be a highly appreciated triangulation
strategy to reveal hidden psychiatric illnesses. Finally,
further qualitative studies are needed to investigate the

psychological determinants of health care providers’ and
strategies for improving it.

Conclusion
The results showed that the mental health status of health
care providers in the Psychiatric Hospital, Bahrain was
poor. The prevalence of mental disorders in this study
dropped depending on the cut-off score that was selected.
The 41% of poor mental health status dropped to 38% at 5
points threshold, 32% at 6 points threshold, 18% at 9
points threshold and finally 9% at 11 points threshold.
This study supported the results of previous research
showing high rates of psychiatric morbidity among health
care providers at the 4 points cut-off scores; however, the
rates could be very well within international reported rates
if the cut-off scores were set at 9 or higher. A validation
study in Bahrain will shed further light on this issue. Our
study found that psychiatric morbidity occurred more
commonly in non-Bahraini, male nurses. The psychiatric
morbidity pattern among the hospital staff is similar to the
international information on the prevalence of mental
disorders,
with
the
prevalence
of
anxiety
disorders/insomnia and somatic symptoms being the
leading mental health problem.
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ﻣﻠﺨﺺ
 ﺗﻢ. ﻣﻤﻠﻜﺔ اﻟﺒﺤﺮﯾﻦ، وزارة اﻟﺼﺤﺔ،أﺟﺮﯾﺖ ھﺬه اﻟﺪراﺳﺔ ﻟﺘﺤﺪﯾﺪ ﻣﺪى اﻧﺘﺸﺎر اﺿﻄﺮاﺑﺎت اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﺑﯿﻦ ﻣﻘﺪﻣﻲ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ ﻓﻲ ﻣﺴﺘﺸﻔﻰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
 ﺗﻢ.( ﻛﺄداة ﺑﺤﺜﯿﺔ ﻟﺠﻤﻊ اﻟﻤﻌﻠﻮﻣﺎتGeneral Health Questionnaire-28) 28 - إﺟﺮاء اﻟﺒﺤﺚ ﺑﺎﺳﺘﺨﺪام ﻣﻨﮭﺠﯿﺔ اﻻﺳﺘﺒﯿﺎﻧﺎت ﺑﺎﺳﺘﺨﺪام اﺳﺘﺒﯿﺎن اﻟﺼﺤﺔ اﻟﻌﺎﻣﺔ
 اﻷﺧﺼﺎﺋﯿﯿﻦ اﻟﻨﻔﺴﯿﯿﻦ( ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ اﻟﺒﺎﻟﻎ، أﺧﺼﺎﺋﯿﻲ ﺗﺄھﯿﻞ، ﺑﺤﺚ اﺟﺘﻤﺎﻋﻲ، ﻣﻤﺮﺿﯿﻦ، ﻋﻠﻲ ﺟﻤﯿﻊ اﻷﺧﺼﺎﺋﯿﯿﻦ اﻟﻌﺎﻣﻠﯿﻦ )أطﺒﺎء28 -ﺗﻮزﯾﻊ اﺳﺘﺒﯿﺎن اﻟﺼﺤﺔ اﻟﻌﺎﻣﺔ
 ﻣﻦ ﻣﻘﺪﻣﻲ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ ﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاﺑﺎت٪ 41 أظﮭﺮت اﻟﻨﺘﺎﺋﺞ وﺟﻮد ﻧﺴﺒﺔ.%59  أﺧﺼﺎﺋﻲ ﻓﻘﻂ ﻣﻤﺎ ﯾﻌﺎدل ﻧﺴﺒﺔ153  اﺳﺘﺠﺎب. أﺧﺼﺎﺋﻲ261 ﻋﺪدھﻢ
 ﻏﯿﺮ أن اﻟﺪراﺳﺔ ﻟﻢ ﺗﺘﻮﺻﻞ إﻟﻰ وﺟﻮد أي ﻓﺮق ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻓﻲ ﻧﺴﺒﺔ اﻹﺻﺎﺑﺔ،اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ وﻛﺎن ھﺬا أﻛﺜﺮ ﺷﯿﻮﻋﺎ ﺑﯿﻦ اﻟﻤﻤﺮﺿﯿﻦ اﻟﺬﻛﻮر اﻟﻐﯿﺮ اﻟﺒﺤﺮﯾﻨﯿﯿﻦ
%32  و، ﺑﺎﺳﺘﺨﺪام ﻣﻌﯿﺎر اﻟﺨﻤﺲ ﻧﻘﺎط ﻛﻔﺎﺻﻞ%38  ﺗﻨﺨﻔﺾ ﻧﺴﺒﺔ اﻹﺻﺎﺑﺔ إﻟﻰ.ﺑﺎﺿﻄﺮاﺑﺎت اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ وﻓﻘﺎ ﻟﻨﻮع اﻟﺠﻨﺲ أو اﻟﺠﻨﺴﯿﺔ أو اﻟﺨﻠﻔﯿﺔ اﻟﻤﮭﻨﯿﺔ
 ﻧﺴﺘﻨﺘﺞ ﻣﻦ ھﺬا اﻟﺒﺤﺚ. ﺑﺎﺳﺘﺨﺪام ﻣﻌﯿﺎر اﻹﺣﺪى ﻋﺸﺮ ﻧﻘﻄﺔ ﻛﻔﺎﺻﻞ%9  ﺑﺎﺳﺘﺨﺪام ﻣﻌﯿﺎر اﻟﺘﺴﻊ ﻧﻘﺎط ﻛﻔﺎﺻﻞ و أﺧﯿﺮا إﻟﻰ%18 و،ﺑﺎﺳﺘﺨﺪام ﻣﻌﯿﺎر اﻟﺴﺖ ﻧﻘﺎط ﻛﻔﺎﺻﻞ
ﺑﺄن اﺿﻄﺮاﺑﺎت اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﺑﯿﻦ ﻣﻘﺪﻣﻲ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ ﻓﻲ ﻣﺴﺘﺸﻔﻰ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﻣﻤﻠﻜﺔ اﻟﺒﺤﺮﯾﻦ ھﻲ ﻧﺴﺒﯿﺎً ﻣﻦ ﺿﻤﻦ أﻋﻠﻰ اﻟﻤﻌﺪﻻت اﻟﻤﺴﺠﻠﺔ ﻓﻲ
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The effect of religious and spiritual beliefs on the quality of life among university students in
Jordan measured by the modified version of (WHOQOL-SRPB) instrument
Maha. S. Younis, Ahmed. S. Al-Noaimi, Mohammad. H. Al-Dabass.

ﺗﺄﺛﯿﺮ اﻟﻤﻌﺘﻘﺪات اﻟﺪﯾﻨﯿﺔ واﻟﺮوﺣﺎﻧﯿﺔ ﻋﻠﻰ ﺟﻮدة ﺣﯿﺎة اﻟﻄﻠﺒﺔ اﻟﺠﺎﻣﻌﯿﯿﻦ ﻓﻲ اﻷردن ﺑﺎﺳﺘﻌﻤﺎل ﻣﻘﯿﺎس ﺟﻮدة اﻟﺤﯿﺎة اﻟﺮوﺣﺎﻧﻲ واﻟﺪﯾﻨﻲ
(WHOQOL-SRPB) اﻟﻤﻌﺪل
 ﻣﺤﻤﺪ اﻟﺪﺑﺎس، أﺣﻤﺪ ﺳﻤﯿﺮ اﻟﻨﻌﯿﻤﻲ،ﻣﮭﺎ ﺳﻠﯿﻤﺎن ﯾﻮﻧﺲ

Abstract

O

bjectives: The aim of this study was to examine the role of the spiritual, religious and personal beliefs (SRPB) in
enhancing the individuals’ satisfaction with their quality of life through implementing the Arabic modified version
of the World Health Organization Quality of Life-Spiritual, Religious and Personal Beliefs (WHOQOL-SRPB)
questionnaire for the first time in Jordan. Method: A convenient homogenous sample of medical students attending the
Jordan University of Science and Technology (JUST) completed 100 forms of the Arabic modified version of the selfreport WHOQOL-SRPB questionnaire, which measures the subjective satisfaction of quality of life through spiritual and
religious beliefs. The correlation between the students’ beliefs and selected socio-demographic variables was investigated.
The perceived importance of spiritual and religious beliefs was estimated. Results: There were moderate to high levels of
satisfaction with the respondents’ life quality assessed through the strength of their beliefs. The results showed no marked
correlation of socio-demographic factors with the measured facets of the WHQOL-SRPB instrument. The study sample
represents healthy educated university students who cherished the same Islamic beliefs. Conclusion: This study reflects the
positive effect of religious and spiritual beliefs on the student’s subjective satisfaction of life quality which is consistent
with previous literature .The authors call for future studies in other Arab societies.
Keywords: Spiritual, religious beliefs, quality of life, Jordan students
Declaration of interest: None

Introduction
Although spirituality and religion were described as
difficult topics to research, considerable literature on the
relationship between spirituality, religion, physical and
mental health has indicated a positive association
between religiosity and psychological well-being1,2,3.
Over the last two decades, many studies proved the
beneficial and protective effects of religious involvement
on peoples’ mental and physical health4. This association
has extended across various populations including
physically vulnerable people such as the old, the ill, and
the disabled.5
Despite the fact that religion and spirituality were studied
as combined, it is necessary to separate the
conceptualization of religion and spirituality. Religion is
an organized belief system sustained by institutions,
tribes or culture in which rituals and practice are applied.
This requires a class of individuals maintaining its
structure to mediate between believers and God like
priests and clergymen1,2, while spirituality is a broader
concept that focuses on supernatural power greater than
oneself and more like an individual experience. Personal
belief usually refers to the manner in which one follows
individual thoughts, such as a particular philosophy or a
scientific theory or may be just a moral and ethical
code.1,2,6
In our Muslim culture, spiritual and or personal beliefs
have not been identified as the majority of Arab
populations are Muslims with other monosethtic
religious minorities. In the available literature, the
religion of Islam embraced the spirituality and personal
beliefs for the reason of lacking data about non-believers
or
secular
Arab
populations
to
compare

with7,8.However,studies involving spirituality, religion
and quality of life are scarce 9,10.The gap for such studies
in our culture motivated us to investigate the influence of
religion and spirituality on the individual quality of life
among selected Jordanian population by implementing
the World Health Organization Quality of Life-Spiritual,
Religious and Personal Beliefs (WHOQOL-SRPB) Test
Instrument.

Material and method
During the month of April 2008, 100 medical students
from the fifth grade at the Jordan University of Science
and Technology (JUST), Irbid volunteered to complete
the self-report Arabic language modified version of the
WHOQOL-SRPB following a thorough explanation of
the purpose of the study. To ensure confidentiality,
students were instructed not to put their names on the
questionnaire forms. The exclusion criteria were any
individuals who were non-Muslim, non-Jordanian
nationals so as to ensure the homogeneity of the sample.
The protocol was approved by the Research and Ethical
committee of the Faculty of Medicine at JUST. Data was
collected by self-administered questionnaire. Data
analysis was computer aided using SPSS version 13
software. The difference in mean quantitative normally
distributed variables (facet and total scores) between two
groups was assessed by independent samples t-test, while
between more than two groups ANOVA test was used. P
value less than 0.05 was considered statistically
significant. The end point was to collect 100 completed
forms. The collected forms were entered into a
computerized data base to be checked for errors and
inconsistencies.
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Study Instrument
The WHOQOL-SRPB Field Test Instrument consisted of
32 questions, covering quality of life aspects related to
spiritual, religious and personal beliefs (SRPB).These
questions respond to the definition of quality of life as an
individual's perception of their position in life in the
context of the culture and value systems in which they
live and in relation to their goals, expectations, standards
and concerns 11.This instrument was developed from an
extensive pilot test of 105 questions in 18 centers around
the world constructed by a coordinating group of
collaborating investigators in each of the field sites and a
panel of consultants to finalize a version to be used for
field trials 12.The original WHOQOL-100 instrument,
designed to test the global quality of life, was issued
from the Mental Health and Substance Dependence
Department - World Health Organization(WHO)- in
1998 1,12,13; it was reproduced in different versions across
cultures with different modifications, including Arabic
translations and has been implemented in many Arab
countries9,10,14.The WHO recommended translating the
original instrument according to language/cultural
versions suitable for use which is available on the
website11,15. The original SRPB transcultural version was
translated into Arabic by senior bilingual psychiatrists
working in the research unit of the WHO office in
Amman, Jordan. Back translation into English and final
approval of the Arabic translation was supervised by the
same unit in accordance with the protocols of the WHOSRPB Group, Department of Mental Health and
Substance Dependence ,WHO, Geneva16.
The standard transcultural English version included
the following 11 facets of SRPB:
Spiritual connection
Meaning and purpose in life
Experiences of awe and wonder
Wholeness and integration
Spiritual strength
Inner peace
Hope and optimism
Faith
Love and compassion
Death and dying
Kindness to others
The Arabic modified version of the WHOQOL-SRPB
instrument contains another set of five facets in
addition to the previously mentioned 11 facets. These
include:
Forgiveness and guilt
Acceptance of/by others

Freedom to practice believes
Attachment/detachment
Life control by self or others
Each facet contains selected item questions. Individual
items are rated on a 5 point Likert scale where 1
indicates low, negative perceptions and 5 indicates high,
positive perceptions. For example, an item in the positive
feeling facet asks “To what extent do you feel love from
a higher power?” and the available responses are 1 (not
at all), 2 (a little), 3 (a moderate amount), 4 (very much)
and 5 (an extreme amount). As such, the total facet
scores are scaled in a positive direction where higher
scores denote higher quality of life.
Some items, such as those related to death and dying, are
not scaled in a positive direction meaning that for these
facets lower scores denote higher quality of life. All
negatively phrased items need to be reversed, so that low
scores reflect better quality of life. Facets are scored
through summative scaling. Each item contributes
equally to the facet score. Mean scores are then
calculated for each facet. In this case, all the items in the
respective facet are added and divided by the count of
items. Therefore, each facet can have a score between a
minimum of 1 and a maximum of 5. Each facet is taken
to contribute equally to the total score. The total score is,
therefore, the sum of all facets scores. To differentiate
between total and facet scores, the total score is
presented as a score with a maximum of 100. This is
done by multiplying the total score by 100 and dividing
it by the count of facets 11.
Importance Items are additional items which ask
respondents to indicate the importance to their overall
QOL of each of the facets of QOL. The Importance
Items were designed to be used to provide an estimate of
the relative value of the facets to QOL. They were
included in a separate form and can be administered
independent from the SRPB instrument.
A total of 21 questions measuring importance were
included in the importance measure. Socio-demographic
data were also counted.

Results
The results presented in the current study were based on
the analysis of 100 completed subjects’ forms. Males
constituted 67% of the study sample. Only 10% of
subjects were married and about two fifths of them
(41%) were from rural areas. Subjects perceiving their
current health as good or very good constituted 86% of
the study sample. Less than one fifth of the study sample
considered religiosity (19%), spirituality (18%) and
personal believes (12%) of little or no importance (see
Table 1).
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Table 1: Frequency distribution of the study sample by demographic variables and
the importance of their beliefs.
N
%
Gender
Female
33
33
Male
67
67
Marital status
Single
90
90
Married
10
10
Residence
Rural
41
41
Urban
59
59
Subject opinion about current health status
Bad/Very bad
3
3
Equivocal (Not bad not good)
11
11
Good/very good
86
86
Importance of religiosity as perceived by subject
Little /No importance
19
19
Moderately important
54
54
Very/extremely important
27
27
Importance of spirituality as perceived by subject
Little /No importance
18
18
Moderately important
29
29
Very/extremely important
53
53
Importance of personal believes as perceived by subject
Little /No importance
12
12
Moderately important
31
31
Very/extremely important
57
57
Total
100
100

As shown in Table 2, the SRPB-QOL facets concerned
with wholeness and integration, meaning and purpose of
life, and faith, in addition to the facet of love and
compassion, showed the highest mean score among all
facets (mean scores ranging between 3.5 to 3.8). More
than three quarters of study subjects had a high
satisfaction in these facets (good to very good). While
the mean score was lowest in the facets concerned with
death and dying, attachment/detachment, and life control
by self or others. These facets were associated with the
lowest frequency of subjects with (good/very good) as
measured by them. A significant number of the students
(83%) showed a high satisfaction in the SRPB quality of
life as summated by the total score. No important or
statistically significant differences in mean score on
individual facets or total SRPB-QOL score were
observed between males and females. An exception was
the significantly higher mean score death and dying facet

among males (2.9) compared to females (2.5). The mean
score on spiritual connection, experiences of awe and
wonder and spiritual strength facets was significantly
higher among singles compared to married subjects.
Similarly, the mean total score was significantly lower
among married individuals (60.9) compared to singles
(67.3). No important or statistically significant
differences in mean score on individual facets or total
SRPB-QOL was observed between rural and urban
groups. No important or statistically significant
differences in mean score on individual facets or total
SRPB-QOL was observed between subjects who
perceived their current health as good or very good and
those with bad or equivocal opinion. The only two
exceptions were the significantly higher mean score on
death and dying and spiritual strength facets among those
with good to very good rating of their physical health
compared to those with bad to equivocal ratings.
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Table 2: The relative frequency of good to very good ratings for the Arabic modified version of
SRPB-QOL in different facets together with their mean scores
Good / very good quality
Facets
N
%
Mean
SD
Spiritual connection
66
66
3.4
0.9
Meaning and purpose of life
80
80
3.6
0.7
Experiences of awe and wonder
76
76
3.4
0.7
Wholeness and integration
82
82
3.5
0.6
Spiritual strength
61
61
3.3
0.9
Inner peace (serenity, harmony)
63
63
3.3
0.7
Hope and optimism
61
61
3.3
0.6
Faith
80
80
3.8
0.8
Love and dying
78
78
3.5
0.7
Death and dying
32
32
2.8
0.8
Kindness to others
73
73
3.4
0.5
Forgiveness and guilt
59
59
3.2
0.5
Acceptance of/by others
66
66
3.4
0.7
Freedom to practice beliefs
72
72
3.3
0.6
Attachment/detachment
43
43
3
0.8
Life control by self or others
40
40
3.2
0.8
Overall score
83
83
66.7
9.2
As shown in Table 3, the total SRPB-QOL scores
showed no important or statistically significant
association related to gender, residence and subject’s
opinion about their physical health while the mean score
was significantly higher among singles compared to

married subjects. The mean total SRPB-QOL score
showed a statistically significant positive correlation to
the subject’s perceived importance of spirituality,
religion and personal beliefs.

Table 3: The difference in mean total SRPB-QOL score for the Arabic modified instrument
by selected identified variables.
(Mean +/- SD)
P (t-test)
Gender
0. 54[NS]
Female (n=333)
(67. 5 +/- 8. 3)
Male (n=67)
(66. 3 +/- 9. 6)
0. 036

Marital status
Single (n=90)
Married (n=10)

(67. 3 +/- 8. 7)
(60. 9 +/- 11. 4)

Residence
Rural (n=41)
Urban (n=59)

(67. 3 +/- 8. 9)
(66. 3 +/- 9. 4)

Subject’s opinion about current health status
Bad/Equivocal (n=14)
Good/very good (n=86)

(63. 7 +/- 8. 7)
(67. 2 +/- 9. 2)

Discussion
Although many studies investigated the quality of life of
different population samples in the Arab world using
various modifications of the original WHO-QOL
instruments, to the best of our knowledge, there were
very few studies of spiritual and religious aspects related
to quality of life among Arab Muslim communities
17,18,19,20,21
.We perceived the importance of implementing
the Arabic modified WHO-SRPB instrument in Jordan
where Islamic morals and rituals are highly esteemed by
the majority of its population22.

0. 58[NS]

0. 19[NS]

More male students responded to our study questionnaire
being the majority of the population studied. The
majority of the students were unmarried reflecting the
expected profile of medical school students. An
interesting observation was that the ratio of residents in
rural and urban regions was approximate 41:59, which
may be explained by the fact that most of the Jordanian
students came from scattered provinces and suburban
society surrounding JUST compared to the inhabitants of
the capital. The majority of students reported good and
very good ratings for their opinion about their health
status as expected for young students. Regarding the
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issue of importance of religion, spirituality and personal
beliefs, there was a small percentage, 19%,18%, and
12%, who reported these issue as not important while
most of the students described them as important for
their wellbeing, which was consistent with our
expectation about the students’ attitudes of cherishing
Islamic values being part of the Jordanian conservative
culture where religious and spiritual roots are strong and
the difference between rural and urban areas is not
high22.
This attitude was observed also in 16 different quality of
life facets as the majority of the students scored good and
very good for most of the facets except for the questions
related to the facet of death and dying, followed by life
control by self or others, and attachment/detachment
facets, which may be explained by the fact that Islamic
belief focuses on the aftermath of death, which may
reveal an inner anxiety about death issue and may also
apply to the strong belief of serenading to God almighty.
For Muslims, life is sacred because Allah is the origin
and destiny and death occurs by God’s will, as dictated
by the Holy Quran23,24. It seems that Jordanian culture is
not different than other Arab Muslims’ collectivistic
societies in which an individual’s behavior is determined
more by norms, rules and goals of the collective rather
than by personal attitudes, perceived rights and dislikes;
on the other hand ,traditional values are emphasized in
favor of social constancy8.
The differences in mean scores and standard deviation of
the demographic variables mentioned in the results were
slight and observed in two or three out of the total 16
facets, which indicated that these variables played little
role in affecting the students’ view about their quality of
life from spiritual, religious and personal beliefs
perceptions. The total mean scores of QOL-SRPB for the
used version and standard deviations in the issue of
importance, were of similar figures to other facets with
no significant statistical differences suggesting the
hypothetical positive effect of spiritual and religious
(Islamic) beliefs on the believers’ perceptions about their
life quality in the majority of tested spiritual facets in our
studied sample25, 26.

Conclusion
This study aims to test the Arabic modified version of
WHOQOL-SRPB instrument for the first time in Jordan
on a sample of educated, young Muslims who showed
moderate to high levels of satisfaction with their life
quality measured by the strongly held religious and
spiritual beliefs. Also, it revealed no significant role of
socio-demographic correlations with the measured
WHOQOL-SRBP different facets which indicate the
positive effect of religious and spiritual beliefs on the
students’ psychological well-being.

Recommendations
This small study sample was not adequate to pilot the
important role of religion and spiritual beliefs on
people’s quality of life and, therefore, requires a much

larger sample of similar socio-demographic qualities to
ascertain its effect10, 12, 27.
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اﻟﻤﻠﺨﺺ
ﻋﻠﻰ ﻣﺠﻤﻮﻋﺔ ﻣﻦ طﻠﺒﺔ ﻛﻠﯿﺔ, ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ إﻟﻰ اﻟﺘﻄﺒﯿﻖ اﻟﻌﻤﻠﻲ ﻟﻤﻘﯿﺎس ﺟﻮدة اﻟﺤﯿﺎة اﻟﯿﻮﻣﯿﺔ اﻟﻌﻘﺎﺋﺪي اﻟﻤﻌﺮب و اﻟﻤﻘﻨﻦ اﻟﺼﺎدر ﻣﻦ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ
. ﻟﺪراﺳﺔ ﺗﺄﺛﺮ ﻣﺴﺘﻮى اﻟﺮﺿﺎ اﻟﻨﻔﺴﻲ ﻋﻦ ﺻﻔﺎت اﻟﺤﯿﺎة اﻟﯿﻮﻣﯿﺔ ﺑﻌﻤﻖ اﻟﺠﻮاﻧﺐ اﻟﺮوﺣﯿﺔ واﻟﻌﻘﺎﺋﺪﯾﺔ ﻷول ﻣﺮة ﻓﻲ اﻷردن, اﻟﻄﺐ ﻓﻲ ﺟﺎﻣﻌﺔ اﻟﻌﻠﻮم واﻟﺘﻜﻨﻮﻟﻮﺟﯿﺎ
 أظﮭﺮت اﻟﻨﺘﺎﺋﺞ وﺟﻮد.  طﺎﻟﺐ وطﺎﻟﺒﺔ ﺑﺼﻮرة طﻮﻋﯿﺔ ﻓﻲ اﻹﺟﺎﺑﺔ ﻋﻠﻰ أﺳﺘﻤﺎرة اﻷﺳﺘﺒﯿﺎن أﺧﻀﻌﺖ اﻟﻨﻤﺎذج ﻟﻠﺘﺤﻠﯿﻞ اﻹﺣﺼﺎﺋﻲ100  ﺷﺎرك2008 ﻓﻲ ﺷﮭﺮ ﻧﯿﺴﺎن
.ﻣﻌﺪﻻت وﺳﻄﯿﺔ وﻋﺎﻟﯿﺔ اﻟﻘﻮة ﻷھﻤﯿﺔ اﻟﺘﻮﺟﮫ اﻟﻌﻘﺎﺋﺪي و اﻷﯾﻤﺎن اﻟﺪﯾﻨﻲ ﻟﻠﻄﻠﺒﺔ ﻓﻲ ﺗﺤﺴﯿﻦ ﻣﺴﺘﻮى اﻟﺮﺿﺎ اﻟﻨﻔﺴﻲ ﻋﻦ ﺻﻔﺎت ﺣﯿﺎﺗﮭﻢ اﻟﯿﻮﻣﯿﺔ
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Abstract

O

bjectives: To explore the attitude toward psychiatryof fifth year medical students at the University of Jordan
following a four week clerkship in psychiatry.Method:A 160 fifth year medical students participated in this study,
of which 100 (62.5%) were male students and 60 (37.5%) female students. Attitude toward psychiatry scale- 30 (ATP- 30)
was used. The students completed this questionnaire in the first and the last day of the clerkship. Results: For both groups
(males and females), there was a moderately positive attitude in the pre clerkship stage more in the female students, this
became more positive after the end of the rotation in both groups , particularly in male students.Conclusion: The attitude of
the medical students towards psychiatry are generally positive prior the psychiatric rotation ,this is comparable to attitude of
students in other medical schools in our region. The four week psychiatricrotationincreased positivity in attitude which
indicates that the activities that the students go through during this rotation have positive effect on their attitude toward
psychiatry.
Keywords: Attitudes, psychiatry, medical students, Jordan.
Declaration of Interest: None.

Introduction
Attitude has been defined by Rezler as “an emotionally
linked, learnt belief around an object or situation
predisposing one to respond in some preferential
manner’’1,4
Psychiatry has been always a less attractive field of
specialization to themajority of themedical students, only
3-6% of medical graduates pursue psychiatry as a
career2, recruiting enough doctors to take psychiatry as a
career has been a difficult aim for health planers.4,5
A positive attitude toward psychiatry may make future
doctors more responsive to the ever increasing
psychological needs of patients in all medical
specialties,6 especially that physical presentation is very
common in psychiatric disorders.7, 8
The increasing demand of psychiatrists and psychiatry
oriented doctors cannot be overlooked due to several
reasons,including the increasing interest in psychosocial
issues in health,WHO reports that psychiatric disorders
are among the top ten health problems causing disability
in the community, the evidence of presence of
association between physical and psychiatric morbidity
and the emergence of liaison psychiatry as a subspecialty.7,9In spite of the increasing need for mental
health specialists, the supply of manpower to psychiatry
is less than what psychiatric health planers want; this is
mainly due to that psychiatry has a less attractive image
as a medical specialty all over the world.8Reasons
responsible for this image problem have been
investigated; most reported are stigma, stress, the attitude
of other medical specialists toward psychiatry.
Maximum part of attitude building toward different
medical specialties takes place during medical training.
Therefore, attitude of medical students are of utmost
importance for what a medical specialty astudent may
pursue in the future.8, 10, 11
A lot of research has been done to know the attitude of
medical students toward psychiatry throughout the

world, many of the studies in the literature show negative
attitude. 12,15However, there is considerable evidence that
medical students experiencea positive change of attitudes
toward psychiatry following their undergraduate
psychiatric training.6, 14,16, 20
It has been shown that positive attitudes toward
psychiatry are clearly associated with an interest in the
specialty as a career6, 13,17,18 19, 21, 23, along with the
improvement of attitudes of medical students toward
psychiatry there is an increase in the number of students
planning to take psychiatry as a career.
Female medical students have been found to have more
positive attitude toward psychiatry and to wish for a
psychiatry career than their male colleagues. 22, 23
Studies from the Middle Eastthat aimed to measure
medical students’ (ATP) failed to show a significant
change in their attitude following their exposure to
psychiatry during clerkship.3,4,24,29

Aim of the Study
This is the first study conducted in the faculty of
medicine at the University of Jordan to explore the
attitudes of fifth year medical students toward psychiatry
and to explore if the four week clerkship in psychiatry
has any effect on their attitudes.
The curriculum in the medical school of the University
of Jordan is composed of six years on two phases, three
years pre medical and three years clinical. Students are
exposed to about thirty lectures (3 credit hours) in
behavioral and psychosocial issues in health in the
3rdyear and four weeks clerkship in psychiatry in the 5th
year where students are exposed to all types of
psychiatric disorders and substance use disorders, in the
out-patient and in-patient setting where they clerk
patients and follow them up during the rotation .

Material and methods

41

Attitude of Medical Students towards Psychiatry in the University of Jordan
All fifth year medical students in the academic year
2009-2010, who attended the four week clerkship in
psychiatry for 8 months, in groups ofabout 20 students,
filled the ATP30questionnaire in the first day of
attendance, and refilled the same questionnaire in the last
day of the rotation. The response rate was 100%. The
ATP scale was designed and validated to measure
attitudes of Canadian medical students. This Lickert type
scale measures strength of both positive and negative
attitudes to various aspects of psychiatry. Respondents
express their agreement or disagreement to 30 items in
terms of a 5 point scale; Agree, Strongly agree, Neutral,
Disagree, and Disagree strongly.
The questionnaire was translated to Arabic and has been
used widely in Arabic and Islamic cultures.3,4,13Beside
the thirty items of the questionnaire, students registered
their gender and age.

t-test was used to examine the differences between the
attitudes of all the students in both the pretest and
posttest. Means were calculated for each item of the
questionnaire.

Results
The total number of medical students who participated in
this study was 160 subjects, no students declined from
participation, of the group, 100 (62.5%) were male
students and 60 (37.5%) female students. It was noticed
that there are differences,with statistical significance, in
attitudes of students before and after taking the
psychiatry rotation (t=5.37, p=0.000). Moreover, the
mean of the post test score was more positive when
compared to the pretest’s mean, (104.2 and 94.8,
respectively) (Table 1).

Table 1: Comparison between means of ATP questionnaire before and after the clerkship.
Test
Mean
Std. Deviation
Std. Error Mean
T
df
Sig. (2-tailed)
Total

Pre

94.83

14.605

1.158

Post

104.18

15.690

1.307

In addition to that, the effect of the clerkship was studied

-5.372

301

0.000

individually on both male and female medical students,
as presented in Table 2.

Table 2: Comparison between means of ATP questionnaire before and after the clerkship depending on gender.

Gender
Male

total

Female

total

test
Pre
post
Pre
post

Mean
93.76
105.28
96.60
101.68

Std. Deviation
15.884
14.547
12.125
17.951

As it is noticed in the table, there is a statistically
significant change in the male group (t=5.3, p=0.000),
also there is an increase in the means of scores from 93.8
in the pretest to 105.3 in the post test. While in the
female group, there was no significant change as in the

t

df

Sig. (2-tailed)

-5.337

197

0.000

-1.723

102

0.088

male group (t=1.7, p=0.088), and the means of scores for
the pretest was 96.6 and for the post test was 101.7. The
pretest score mean for the female group was more
positive when compared to the mean of the male group.

Table 3: Attitudes of medical students toward psychiatry
Pre test
Std.
Deviation
2.73
1.291

Mean
اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻏﯿﺮ ﻣﻐﺮي أو ﺟﺬاب ﻷﻧﮫ ﻻ ﯾﺴﺘﺨﺪم أو ﯾﺴﺘﻔﯿﺪﻣﻦ اﻟﺘﺪرﯾﺐ اﻟﻄﺒﻲ إﻻ اﻟﻘﻠﯿﻞ
Psychiatry is unappealing because it makes so little use of medical training

Post test
Mean
Std.
Deviation
3.44
1.193

اﻷطﺒﺎء اﻟﻨﻔﺴﯿﻮن ﯾﺘﻜﻠﻤﻮن ﻛﺜﯿﺮاً و ﯾﻔﻌﻠﻮن ﻗﻠﯿﻼ

2.71

1.081

3.10

1.185

اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ أﻓﻀﻞ ﺑﻘﻠﯿﻞ ﻣﻦ اﻟﺴﺠﻮن

2.99

1.204

3.31

1.178

ً أﺣﺐ أن أﻛﻮن أو أﺻﺒﺢ طﺒﯿﺒﺎ ً ﻧﻔﺴﯿﺎ

2.06

1.162

2.31

1.154

ﻣﻦ اﻟﺴﮭﻞ ﺟﺪاً ﺑﺎﻟﻨﺴﺒﺔ ﻟﻲ أن اﻗﺘﻨﻊ ﺑﻔﺎﻋﻠﯿﺔ اﻟﻌﻼج
It is quite easy for me to accept the efficacy of psychotherapy

3.23

1.130

3.50

1.010

Psychiatrists talk a lot but do very little
Psychiatric hospitals are a little more than prisons
I would like to be a psychiatrist
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ﺑﺼﻮرة ﻋﺎدة اﻟﻨﺎس اﻟﺬﯾﻦ ﯾﺘﺪرﺑﻮن أو ﯾﺘﺨﺼﺼﻮن ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﯾﺒﺘﻌﺪون ﻋﻦ ﻣﻤﺎرﺳﺔ و اﻟﻤﺸﺎرﻛﺔ ﻓﻲ اﻟﻄﺐ اﻟﻌﺎم
On the whole, people taking up psychiatric training are running away from
participating in real medicine

2.39

1.043

2.59

1.106

اﻷطﺒﺎء اﻟﻨﻔﺴﯿﻮن ﯾﺒﺪوا أﻧﮭﻢ ﻻ ﯾﺘﻜﻠﻤﻮن إﻻ ﻋﻦ اﻟﺠﻨﺲ
Psychiatrists seem to talk about nothing but sex
ﻣﻤﺎرﺳﺔ اﻟﻌﻼج اﻟﻨﻔﺴﻲ ھﻮ ﻓﻲ اﻷﺳﺎس ﺧﺪاع و اﺣﺘﯿﺎل ﻷﻧﮫ ﻻ ﺗﻮﺟﺪ دﻻﺋﻞ ﻗﻮﯾﺔ ﺗﺪل ﻋﻠﻰ ﻓﻌﺎﻟﯿﺘﮫ
The practice of psychotherapy is basically fraudulent since there is no strong
evidence that it is effective
ﺗﺪرﯾﺴﻨﺎ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﯾﺰﯾﺪ ﻣﻦ ﻓﮭﻤﻨﺎ ﻟﻤﺮﺿﻰ اﻟﺒﺎطﻨﯿﺔ و اﻟﺠﺮاﺣﺔ
Psychiatric teaching increases our understanding of medical and surgical patients
ﻣﻌﻈﻢ اﻟﻄﻠﺒﺔ ﯾﻘﺮون ﺑﺎن اﻟﺘﺪرﯾﺐ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ ﻣﺮﺣﻠﺔ ﻣﺎ ﻗﺒﻞ اﻟﺘﺨﺮج ﻛﺎن ﻗﯿﻤﺎ و ﻧﺎﻓﻌﺎ
The majority of students report that their psychiatric undergraduate training has
been valuable
اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﺮع ﻣﺤﺘﺮم ﻣﻦ ﻓﺮوع اﻟﻄﺐ
Psychiatry is a respected branch of medicine
اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﺗﺴﺘﺤﻖ ﻋﻠﻰ اﻷﻗﻞ اھﺘﻤﺎﻣﺎ ﻣﺜﻞ اﻻھﺘﻤﺎم ﺑﺎﻷﻣﺮاض اﻟﺠﺴﺪﯾﺔ
Psychiatric illness deserves at least as much attention as physical illness

3.52

1.119

3.93

0.913

3.60

1.164

4.24

0.863

3.35

1.140

4.00

1.109

3.25

1.100

3.75

1.156

3.82

0.963

4.23

0.944

3.96

1.110

4.37

0.859

ﻟﺪى اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻣﻌﻠﻮﻣﺎت ﻋﻠﻤﯿﺔ ﻗﻠﯿﻠﺔ ﺟﺪا
Psychiatry has very little scientific information to go on
ﻣﻌﻈﻢ اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ﺗﺘﺤﺴﻦ ﺣﺎﻻﺗﮭﻢ ﺿﻮء اﻟﻄﺮق اﻟﻌﻼﺟﯿﺔ اﻟﻤﺘﺎﺣﺔ اﻵن
With the forms of therapy now at hand most psychiatric patients improve

3.35

1.114

3.44

1.069

3.21

1.009

3.61

0.870

اﻷطﺒﺎء اﻟﻨﻔﺴﯿﻮن ھﻢ ﻋﻠﻰ اﻷﻗﻞ ﻣﺘﺰﻧﻮن ﻣﺜﻞ ﺑﺎﻗﻲ اﻷطﺒﺎء
Psychiatrists tend to be as at least as stable as the average doctor
اﻟﻌﻼج ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﯾﺠﻌﻞ اﻟﻤﺮﺿﻰ ﯾﻨﺰﻋﺠﻮن ﻛﺜﯿﺮا ﻣﻦ أﻋﺮاﺿﮭﻢ
Psychiatric treatment causes patients to worry too much about their symptoms
ارﺗﯿﺎح اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ و رﺿﺎھﻢ ﻋﻦ ﻋﻤﻠﮭﻢ اﻗﻞ ﻣﻦ ﻏﯿﺮھﻢ ﻓﻲ اﻟﺘﺨﺼﺼﺎت اﻷﺧﺮى
Psychiatrists get less satisfaction from their work than other specialists

3.35

1.185

3.69

1.040

2.84

0.934

3.14

1.113

2.86

1.040

2.96

1.030

ﻣﻦ اﻟﻤﻤﺘﻊ أن ﺗﺤﺎول ﺣﻞ ﻟﻐﺰ ﺳﺒﺐ اﻟﻤﺮض اﻟﻨﻔﺴﻲ
It is interesting to unravel the cause of mental illness
ﻻ ﯾﻮﺟﺪ إﻻ اﻟﻘﻠﯿﻞ ﺟﺪا ﻋﻨﺪ اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ ﻟﻜﻲ ﯾﻌﻠﻤﻮه ﻟﻤﺮﺿﺎھﻢ
There is very little that psychiatrists can do for their patients

3.68

1.274

3.94

1.117

2.92

1.158

3.28

1.132

اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ ﻟﮭﺎ دور ﻣﻌﯿﻦ ﻓﻲ اﻟﻌﻤﻠﯿﺔ اﻟﻌﻼﺟﯿﺔ ﻟﻠﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ
Psychiatric hospitals have a specific contribution to make to the treatment of the
mentally ill
إذا ﺳﺌﻠﺖ ﻋﻤﺎ اﻋﺘﺒﺮه أﻛﺜﺮ ﺛﻼث ﺗﺨﺼﺼﺎت طﺒﯿﺔ ﻣﺜﯿﺮة ﻓﺎﻧﻲ اﺳﺘﺒﻌﺪ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻣﻨﮭﺎ
If I were asked what I consider to be the three most exciting medical specialties,
psychiatry would be excluded
أﺣﯿﺎﻧﺎ ﯾﻜﻮن ﻣﻦ اﻟﺼﻌﺐ أن ﺗﻌﺘﺒﺮ اﻟﻄﺒﯿﺐ اﻟﻨﻔﺴﻲ ﻣﺴﺎو ﻟﻐﯿﺮه ﻣﻦ اﻷطﺒﺎء
At times it is hard to think psychiatrists as equal to other doctors
ﻓﻲ ھﺬه اﻷﯾﺎم ﯾﻌﺘﺒﺮ اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻷﻛﺜﺮأھﻤﯿﺔ ﻓﻲ ﻣﻨﮭﺎج اﻟﺪراﺳﺔ ﻓﻲ ﻛﻠﯿﺎت اﻟﻄﺒﯿﺔ
These days psychiatry is the most important part of the curriculum in medical
schools
اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻏﯿﺮ ﻋﻠﻤﻲ ﻟﺪرﺟﺔ أﻧﺎﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ أﻧﻔﺴﮭﻢ ﻻ ﯾﺘﻔﻘﻮن ﻋﻠﻰ ﻣﺎھﯿﺔ اﻟﻌﻠﻮم اﻟﺘﻄﺒﯿﻘﯿﺔ اﻷﺳﺎﺳﯿﺔ ﻟﮫ
Psychiatry is so unscientific that that even psychiatrists can’t agree as to what its
basic applied sciences are
ﻓﻲ اﻟﺴﻨﻮات اﻷﺧﯿﺮةأﺻﺒﺢ اﻟﻌﻼج ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻌﺎل ﺟﺪا
In recent years psychiatric treatment has become quite effective
ﻣﻌﻈﻢ اﻷﺷﯿﺎء اﻟﺘﻲ ﺗﺴﻤﻰ ﺣﻘﺎﺋﻖ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ھﻲ ﻓﻲ اﻟﺤﻘﯿﻘﺔ ﻣﺠﺮد ﺗﺨﻤﯿﻨﺎت ﻏﯿﺮ واﺿﺤﺔ
Most of the so-called facts in psychiatry are really just vague speculations

3.58

0.874

3.93

0.874

2.24

1.329

2.55

1.452

2.97

1.240

3.27

1.172

3.65

1.067

3.40

1.124

3.24

1.022

3.44

1.049

3.25

1.049

3.65

0.888

2.91

1.030

2.96

1.003

إذا اﺳﺘﻤﻌﻨﺎ ﻟﻠﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ھﻢ ﻓﻲ اﻟﺤﻘﯿﻘﺔ آدﻣﯿﻮن ﻣﺜﻠﮭﻢ ﻣﺜﻞ ﺑﺎﻗﻲ اﻟﻨﺎس
If we listen to them psychiatric patients are just as human as other people
ﻣﻤﺎرﺳﺔ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﺗﺴﻤﺢ ﺑﺘﻜﻮﯾﻦ ﻋﻼﻗﺎت ﻋﻤﻠﯿﺔ ﻣﺘﻜﺎﻓﺌﺔ ﻣﻊ اﻟﻨﺎس
The practice of psychiatry allows the development of really rewarding relationships
with people
اﻟﻌﻤﻞ ﻣﻊ اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ أﻛﺜﺮ ﻣﺘﻌﺔ ﻣﻦ اﻟﻌﻤﻞ ﻣﻊ ﻏﯿﺮھﻢ
Psychiatric patients are often more interesting to work with than other patients
اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻏﯿﺮ ﻣﻨﻈﻢ آو ﻏﯿﺮ ﻣﺘﺒﻠﻮر )واﺿﺢ اﻟﻤﻌﺎﻟﻢ( و ﻟﺬﻟﻚ ﻻ ﯾﻤﻜﻦ ﺣﻘﯿﻘﺔ ﺗﺪرﯾﺴﮫ ﺑﻔﻌﺎﻟﯿﺔ و ﻛﻔﺎءة
Psychiatry is so amorphous that it cannot really be taught effectively
Total

4.08

0.914

4.23

1.056

3.54

1.095

3.90

1.053

2.65

1.091

2.81

1.190

2.96

1.090

3.22

1.065

94.83

14.605

104.18

15.690
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In table 3, all the questionnaire items are presented and it
was noticed from the means, that the most negatively
scored items were:
1- Psychiatry is unappealing because it makes so
little use of medical training.
2- Psychiatrists seem to talk about nothing but sex.
3- In recent years, psychiatric treatment has become
more effective.
4- Practice of psychiatry allows for development of
really rewarding relationships.
5- Psychiatrists talk a lot but do very little.

Discussion
The attitude of the 5th year medical students towards
psychiatry means score prior the psychiatric rotation was
(94.8)a moderately positive attitude and comparable to
scores of medical students in the middle east.25, 26It is
possible thatstudents’ exposure to behavior science
course in the 3rd year has helped to improve knowledge
and attitudes toward psychiatry. This was indicated by
Corrigan et al in their study, reporting that more
exposure to patients with mental illnesses and more
knowledge about psychiatry lead to less negative effect
on the attitudes of medical students11, Surprisingly, a
recent study from Cairo University in 2011 reported that
both 1st and 6th year medical students have negative
attitudes toward psychiatry as a clerkship 13, similarly to
another study from Bahrain in 2002. 3
The results of the study showed that female students
have more positive attitude toward psychiatry compared
to their male colleagues, this finding is comparable to
studies in the United States.27This positive attitude of
female students toward psychiatry improved even more
by the end of the rotation, male students had less positive
attitude in the beginning of the rotation, but the change in
the endof the rotation was greater than their female
colleagues, this positive change in attitude is comparable
to many studies around the world. 4,5,28,30
It is interesting to find the five most negative scored
items of the ATP were, psychiatry is unappealing,
psychiatrists only talk about sex, psychiatric treatments
are ineffective, practicing psychiatry improves
relationships and psychiatrist talk a lot and little,
reflecting similar results reported by Khan et al in 2008
in Pakistan. 8 The low scores of these items is very likely
to be due the non-psychiatrists faculties negative
attitudes toward psychiatry who spend more time with
students through medical school time, and they covey
their attitude to students.3
In general, several factors can affect the attitude of
medical students toward psychiatry, like: The duration of
exposure11, the role of educators21,27and students’
academic experience including: the direct contact with
patients. 31
It is obvious that the four week psychiatric rotation in the
5th year medical students has positive effect on students
attitudes toward psychiatry and subsequently possibly

this may encourages students to take psychiatry as a
career in the future.
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ﻣﻠﺨﺺ
،ھﺪﻓﺖ اﻟﺪراﺳﺔ إﻟﻰ اﺳﺘﻜﺸﺎف ﻣﻮاﻗﻒ طﻼب اﻟﺴﻨﺔ اﻟﺨﺎﻣﺴﺔ ﻓﻲ ﻛﻠﯿﺔ اﻟﻄﺐ ﻓﻲ اﻟﺠﺎﻣﻌﺔ اﻷردﻧﯿﺔ ﻧﺤﻮ اﻟﻄﺐ اﻟﻨﻔﺴﻲ وذﻟﻚ ﻗﺒﻞ وﺑﻌﺪ ﻓﺘﺮة اﻟﺘﺪرﯾﺐ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
.( طﺎﻟﺒﮫ%37.5)  طﺎﻟﺒﺔ60 ( و%62.5)  طﺎﻟﺐ100  ﻛﺎن ﻣﻨﮭﻢ، طﺎﻟﺐ160  ﺗﻜﻮﻧﺖ ﻋﯿﻨﺔ اﻟﺪراﺳﺔ ﻣﻦ. وﻣﺪى ﺗﺄﺛﯿﺮ اﻟﺘﺪرﯾﺐ ﻋﻠﻰ ﻣﻮاﻗﻔﮭﻢ،واﻟﺒﺎﻟﻐﺔ أرﺑﻌﺔ أﺳﺎﺑﯿﻊ
( أظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن ﻣﻮاﻗﻒ اﻟﻄﻼب ﻧﺤﻮ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻗﺒﻞ ﺑﺪء اﻟﺘﺪرﯾﺐ ﻛﺎنATP- 30) . 30 – ﺣﯿﺚ أﺟﺎﺑﻮا ﻋﻠﻰ اﻟﻤﻘﯿﺎس )ﻣﻘﯿﺎس اﻟﻤﻮاﻗﻒ ﻣﻦ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
 وﺑﻌﺪ ﻧﮭﺎﯾﺔ اﻟﺘﺪرﯾﺐ زادت إﯾﺠﺎﺑﯿﺔ اﻟﻤﻮاﻗﻒ ﻟﺪى اﻟﺠﻤﯿﻊ وﻟﻜﻦ ﻛﺎﻧﺖ ھﺬه اﻟﺰﯾﺎدة أﻛﺜﺮ وﺿﻮﺣﺎ ً ﻋﻨﺪ اﻟﻄﻼب اﻟﺬﻛﻮر.اﯾﺠﺎﺑﯿﺎ ً وﻛﺎن ذﻟﻚ أﻛﺜﺮ وﺿﻮﺣﺎ ً ﻋﻨﺪ اﻟﻄﺎﻟﺒﺎت
 ﻛﺎن اﯾﺠﺎﺑﯿﺎ ً إﻟﻰ ﺣﺪ ﻣﺎ وزادت ھﺬه اﻹﯾﺠﺎﺑﯿﺔ ﺑﻌﺪ ﻓﺘﺮة اﻟﺘﺪرﯾﺐ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ وھﺬا ﯾﺆﺷﺮ إﻟﻰ أن،ھﺬه اﻟﻨﺘﺎﺋﺞ ﺗﺆﺷﺮ أن ﻣﻮﻗﻒ اﻟﻄﻼب ﻧﺤﻮ اﻟﻄﺐ اﻟﻨﻔﺴﻲ.
.اﻟﺘﺪرﯾﺐ ﻛﺎن ﻟﮫ ﺗﺄﺛﯿﺮاً اﯾﺠﺎﺑﯿﺎ ً ﻋﻠﻰ ﻣﻮاﻗﻒ اﻟﻄﻼب ﻧﺤﻮ اﻟﻄﺐ اﻟﻨﻔﺴﻲ
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Psychosocial Background of Disability in Patients with Chronic Low Back Pain
Hamed H., Raafat O., Nasreldin M., Abolmagd S., ElAwar A.

اﻟﺨﻠﻔﯿﺔ اﻟﻨﻔﺲ اﺟﺘﻤﺎﻋﯿﺔ ﻟﻺﻋﺎﻗﺔ ﻓﻲ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ اﻵﻻم اﻟﻤﺰﻣﻨﺔ ﺑﺄﺳﻔﻞ اﻟﻈﮭﺮ
 ﻋﺰة اﻷﻋﻮر، ﺳﻤﯿﺮ أﺑﻮ اﻟﻤﺠﺪ، ﻣﺤﻤﺪ ﻧﺼﺮ اﻟﺪﯾﻦ، أﻣﻨﯿﺔ رأﻓﺖ،ھﺎﻧﻲ ﺣﺎﻣﺪ

Abstract

O

bjectives: To assess the impact psychosocial factors on pain intensity and disability in patients with chronic LBP.
Subjects: This is a cross sectional descriptive study. Thirty adult patients complaining of low back pain which lasts
more than six months, of mechanical origin (confirmed with radiological diagnosis), were randomly recruited from
rheumatology outpatient clinic to participate in the study after approval of the ethical committee. Patients with low back
pain less than six months and those having low back pain as a result of, inflammatory, infective, neoplastic, traumatic,
metabolic, or congenital abnormalities were excluded from the study. All participants provided informed written consent
and consented to the study findings being shared. Thirty healthy individuals matched for age, sex and body mass index,
served as a control group. Methods: Clinical psychiatric assessment, Visual Analogue Scale, Oswestry Disability
Questionnaire, anxiety and depression assessment, Survey of Pain Attitudes, Chronic Pain Coping Inventory and
Multidimensional Health Locus of Control Scale were used in the evaluation. Results: There was a statistically significant
difference between the patients and control groups regarding anxiety (P < 0.001), and depression (P < 0.001). There was
highly significant positive correlation between Visual Analogue Scale and Oswestry Disability Questionnaire total and its
all sub scales (P < 0.001). Conclusion: Chronic LBP patients had multiple psychosocial factors affecting their pain and
disability. Psychological parameters have to be taken into account in any comprehensive concept of conservative treatment.
Key words: Disability, LBP, locus of control.
Declaration of interest: None

Introduction
Pain is a multidimensional entity; it comprises
biological, psychological, and social dimensions.
Psychosocial problems have been described as part of the
chronic pain syndrome in addition to its sensory aspects1.
Patients’ attitudes and beliefs particularly fear avoidance
beliefs and passive coping strategies are important
mediator between pain, depression, and back disability 2.
Patients who had experienced or are experiencing
extreme psychological distress or abuse are at increased
risk for developing chronic, disabling low back pain 3.
Aim of the Work:
To assess the psychosocial effect on pain intensity and
disability in patients with chronic low back pain (LBP).
Methodology:
Study type:
This is a cross sectional descriptive study.

Study population
Thirty adult patients complaining of low back pain which
lasts more than six months of mechanical origin
(confirmed with radiological diagnosis) were randomly
recruited to this study (every 3rd patient) from
rheumatology outpatient clinic at Kasr Al Aini Hospital
in Cairo for the period from May 2010 to August 2010
(one day per week) following ethical committee
approval. Patients with low back pain less than six
months and those having low back pain as a result of
non-mechanical origin such as: inflammatory, infective,
neoplastic, traumatic, metabolic, or congenital
abnormalities were excluded from the study. Informed
written consent was obtained from all participants.

Control:
Thirty healthy individuals matched for age, sex and body
mass index (BMI) served as the control group forthis
study.

Study tools
All patients were subjected to the following:
A-Clinical psychiatric assessment: Participants were
interviewed guided by a psychiatric history taking sheet.
B- Special Tests:
I.
Pain intensity measurement: Visual Analogue
Scale (VAS) 4: This scale consists of a 10 cm
line anchored at one end by a label such as (no
pain) and at the other end (worst possible pain)
for subjective assessment of pain intensity.
II.
Disability Assessment: Oswestry Disability
Questionnaire 5: It consists of 10 items: Pain
intensity, Personal care, Lifting, Walking,
Sitting, Standing, Sleeping, Social Life,
Traveling and Changing Degree of Pain. Each
item is scored from 0 to 5.
Both patients and control were subjected to the
following:
C-Psychological measures:
1.
Anxiety and depression assessment 6: It consists
of two main sub-items: a) Anxiety and b)
Depression. Each of them consists of 30
statements, they are scored as 1 or 0 according
to individual agreement or disagreement it was
designed by Shaheen and Rakhawi, (1972).
2.
Beliefs and Attitudes: Survey of Pain Attitudes
(SOPA) 7: It measures the beliefs of chronic
pain patients which influence the person’s
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ability to adjust to pain. Believes related to pain
measured by the survey include: control,
disability,
harm,
emotion,
medication,
solicitude, and medical cure.
3.
Coping strategies: Chronic Pain Coping
Inventory (CPCI) 8: It assesses 8 pain coping
dimensions that include: guarding, resting,
asking for assistance, relaxation, task
persistence, exercise, stretch, seeking social
Support, and coping self-statement.
4.
Locus of Control: Multidimensional Health
Locus of Control Scale (MHLC) 9: This test
measures the place in which patients believe the
control over their pain resides. It includes 18
statements divided according to the following
subscales: internal locus of control and external
locus of control: chance and powerful others.
All scales were translated and back translated into
Arabic.

Data Analysis
The data were entered on an IBM compatible computer
using the statistical package SPSS version 11. The mean
and standard deviation was used as a suitable statistical
parameter. Frequency tables using percentages were used
to describe the qualitative data. The following tests of
significance were used for data analysis: Chi Square
Test, Student t-test, one way ANOVA and Pearson
Correlation Coefficient. The level of significance was
chosen at 5% where a P value of 0.05 or less obtained
was considered to be significant 10. Ethical consideration:
Participation was entirely voluntary. All participants
were assured confidentiality. The study was approved by
a research ethics committee.

Results
The present study targeted thirty adult patients, suffering
from mechanical low-back pain for more than six
months. Seventeen patients (56.6%) were suffering from
disc lesions, 6 patients (20%) were suffering from
spondylosis, while 5 patients (16.7%) were suffering
from spondylolisthesis, and 2 patients (6.7%) were
suffering from spinal canal stenosis. The age of the
patients group ranged from 18 – 76 years, with a mean of
39.7 ± 13.32 years. They were seven males (23.3%) and
23 females (76.7%). Their body mass index (BMI) had a
mean of 30.33 ± 4.99; three patients (10%) had normal
weight, 14 patients (46.7%) were overweight while 13
patients (43.3%) were obese. The age of the control
group ranged from 25-51 years, with a mean of 39.9±
7.18 years. They were 6 males (20%) and 24 females
(80%). Their BMI had a mean of 29.41± 2.59; six (20%)

individuals had normal weight, 21 (70%) individuals
were overweight, and 3 (10%) individuals were obese. In
the patient group, the disease duration ranged from 8
months – 20 years with a mean of 4.86 ± 4.10 years. 14
(46.7%) patients were housewives, while 16 (53.3%)
patients were working: 7 (23.3%) as office workers, 5
(16.7%) as manual workers and 4 (13.3%) with jobs that
required prolonged standing. The mean of VAS among
the patients group was 5.53 ± 2.1. The majority of the
patients group had moderate or severe disability (70%);
no disability was seen in 10%,20% had mild disability,
40% moderate disability and 30% severe disability. The
highest means disability score among the patients group
were for Lifting (2.26 ± 1.34), Walking (2.26 ± 1.25) and
Standing (2.33±1.12) (Table1). The majority of the
patients group had evident anxiety (70%) and evident
depression (53.3%). There was a statistically significant
difference between the patients and control groups
regarding anxiety (P < 0.001), and depression (P <
0.001) (Table3). Patients used more external LOC
compared to control group and the difference was
statistically non-significant (Table3). There was a highly
significant positive correlation between Visual Analogue
Scale and Oswestry Disability Questionnaire total and its
all sub scales (P < 0.001) (Table 4). There were
statistically significant differences regarding personal
control, disability, harm and emotion sub-items between
the patient and control groups (Table5). There was
positive significant correlation with emotion and
solicitude. Also, there was positive highly significant
correlation with disability and harm and there were
positive significant correlation with emotion, and a
positive highly significant correlation with disability,
harm and solicitude (Table 6). Most of the patients were
using the negative items, as; guarding, resting and asking
for assistance, 18 (60%) patients used guarding, 22
(73.3%) patients used resting and 20 (66.7%) of patients
used asking for assistance (Table1). A significant
positive correlation was found with guarding and resting,
and with asking for assistance and seeking social
support. While correlating total Oswestry Disability
Questionnaire with Chronic Pain Coping Inventory
revealed a highly significant positive correlation with
guarding, resting, asking for assistance and seeking
social support (Table6). There was a negative significant
correlation of pain intensity by VAS with internal locus
of control. While a highly negative significant
correlation of total Disability Oswestry Questionnaire
with internal locus of control, a positive significant
correlation with external powerful others and no
significant correlation with external chance (Table6).
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Table (1): Oswestry Disability Questionnaire and coping strategies by
Chronic Pain Coping Inventory among the patients group
Oswestry
Disability
Mean +SD
CPCI
Mean +SD
Questionnaire
19.9 + 8.6
3.9 ± 2.1
Total
Guarding
Pain intensity
2.1 ± 0.8
Resting
3.8 ± 1.7
1.6 ± 0.99
3.9 ± 1.7
Personal care
Asking for assistance
2.3 ± 1.3
1.8 ± 1.5
Lifting
Relaxation
2.3 ± 1.3
4.4 ± 1.8
Walking
Task persistence
2.03 ± 1.03
3.8 ± 2.1
Sitting
Exercise/ Stretch
2.3 ± 1.1
3.6 ± 1.5
Standing
Coping Self Statements
1.6 ± 0.9
3.6 ± 1.9
Sleeping
Seeking Social Support
2.1 ± 1.2
Social life
1.7 ± 1.2
Traveling
1.9 ± 1.1
Changing degree of pain

Table (2): Anxiety and Depression Assessment in patients and control groups
Patients
Control
P value
No
Mean + SD
No
Mean + SD
21 (70%)
21.4 ± 6.1
0 (0%)
14.2 ± 2.9
<0.001**
Anxiety
16 (53.3%)
19.9 ± 6.4
3 (10%)
14.3 ± 5.2
<0.001**
Depression

Table (3): Multidimensional Health Locus of Control Scale of patients versus controls
Items
Patients
Controls
Chi
P
Internal Locus of control
8
15
4.7
0.096
External chance
9
9
External powerful Others
13
6

Table (4): Correlation between pain intensity by Visual Analogue Scale “VAS” with Oswestry Disability
Questionnaire
VAS
R
P
Total Oswestry
0.909
<0.001 **
Pain intensity
0.629
<0.001 **
Personal care
0.754
<0.001 **
Lifting
0.802
<0.001**
Walking
0.725
<0.001 **
Sitting
0.723
<0.001 **
Standing
0.610
<0.001 **
Sleep
0.600
<0.001 **
Social life
0.694
<0.001 **
Travel
0.808
<0.001**
Changing degree of pain
0.722
<0.001 **

Table (5): Beliefs and Attitudes: Survey of Pain Attitudes (SOPA)
Patients
Control
T
P
Mean + SD
Mean + SD
20.4 ±11.5
22.9± 3.7
1.1
Control
0.3
Disability
Harm
Emotion

26.6 ±7.98
21.9 ± 5.98
18.7 ± 7.24

0.3 ± 0.4
13 ± 2
3.9 ± 2.9

17.9
7.7
10.4

<0.001**
<0.001**
<0.001**
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Medication
Solicitude
Medical
Cure
**
Highly significant

13.9 ± 6.07
14.6 ± 6.02
17.9 ± 9.3

14.7± 2.4
16.6± 3.7
21 ± 5.1

0.7
1.6
1.8

0.5
0.1
0.07

P < 0.001

Table (6): Correlation between Visual Analogue Scale and Total Disability with belief and attitude Chronic Pain
Coping Inventory, and locus of control
VAS
Oswestry Disability Total
Belief and Attitude
R
P
R
P
Control
-0.215
0.253
-0.27
0.16
Disability
0.820
<0.001**
0.913
<0.001**
Harm
0.84
<0.001**
0.88
<0.001**
Emotion
Solicitude
Locus of control

0.45
0.48

0.013*
0.008*

0.44
0.57

0.016*
<0.001**

Internal locus of control
External chance
External powerful others
Coping strategies

-0.43
0.16
0.23

0.02*
0.41
0.22

-0.6
0.1
0.38

<0.001**
0.6
0.04*

0.7
0.58
0.53
0.49

<0.001**
<0.001**
0.003*
0.006*

0.67
0.71
0.67
0.62

<0.001**
<0.001**
<0.001**
<0.001**

Guarding
Resting
Ask for assistance
Seeking Social Support
* Significant
P < 0.05
** Highly significant
P < 0.001

Discussion
The pain in the patient group was found to be of
moderate intensity by VAS. Billis et al., 11 demonstrated
that the worst pain score was greater than median. While
Frost et al., 12 found that LBP patients had mild to
moderate low back pain score. Most of our patients had
moderate or severe disability and it is consistent with the
previous results that showed that disability scores were
greater than median and most of patients were
moderately disabled and the highest disability scores in
standing, lifting and walking 13.
A
statistically
significant number of LBP patients were more affected
by anxiety and depression than the control and these
results were matched with the work of Wasan et al., 14
who stated that the prevalence rates of anxiety and
depression in LBP patients were significantly greater
than rates in the general population.
This could be
explained by the fact that chronic LBP patients are
unable to express their fear or frustration and, instead,
express more by the body language. Also LBP itself by
its handicapping nature may cause anxiety and
depression. The pressure of such depression and anxiety
symptoms may aggravate already existing pain and
increase its chronicity. Low back pain patients showed
statistically significant difference regarding disability,
harm, and emotion, which were related to increase
physical disability and most of them were not adjusting
well with pain, as shown by increasing the score of

disability, harm, emotion and solicitude, while
decreasing score of control, and medical cure. Pain
intensity was significantly positively correlated with
disability, harm, emotion and solicitude. Also, disability
was significantly positively correlated with harm,
solicitude and emotion, these findings were in agreement
with Sattelmayer et al., 15 who found that the beliefs that
one is disabled and that activity should be avoided
because pain signifies damage were associated positively
with physical disability. In addition, patient’s attitudes
and beliefs play an important role in the development of
chronic LBP disability, and that primary prevention by
giving advice about back pain improved beliefs and
attitudes about back pain, and the number of patients'
compensation claims for back pain decreased 3. Also,
unhelpful pain beliefs of patients with chronic LBP may
limit physical performance and assessment and a strong
relationship between changing pain beliefs by education
sessions lead to change in physical performance 16.
There was positive correlation between pain intensity,
disability and coping strategies especially guarding,
resting, asking for assistance and seeking social support.
It was consistent with research that found an increased
rate of passive avoidant coping responses among patients
especially when there are stressful life events 17. On the
contrary, it was found that, the most common coping
behaviors were, reporting pain, using pain medications,
and coping self-statements. Patients’ self-efficacy to
cope with pain was inversely correlated with pain
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intensity. Self-efficacy was positively correlated with
perseverance of coping effort 18.
Patients scored higher in external locus of control and
pain intensity and disability were significantly negatively
associated with the internal locus of control. Yet,
external locus of control is associated with more
disability. In line with our results, it was found that
chronic LBP patients with more external beliefs reported
more severe LBP. And that, irrespective of the degree of
LBP, use of more active behavioral coping strategies
were more frequent in subjects who had strong beliefs in
internal control over back pain 19. Also, patients’
perceptions of personal control over pain increased from
pre-treatment to post-treatment and patients’ perceptions
of external control over pain, such as, fate or powerful
others, decreased from pre-treatment to post-treatment 20.
Our patients are sharing the same cultural beliefs that
GOD, fate, chance, luck and other external forces are key
regulators of their life.
We can conclude from this study that chronic LBP
patients had multiple psychosocial factors affecting their
pain and disability. Therefore, in patients with low back
pain, psychological parameters have to be taken into
account in any comprehensive concept of conservative
treatment.

6.

7.

8.

9.

10.
11.

12.

13.

Recommendations

14.

Modification of occupational risk factors, and dealing
with job dissatisfactions will limit disability in chronic
LBP patients. Modification of patients’ beliefs about the
nature and treatment of pain will limit the degree and
severity of LBP. Early detection of any psychological
impairment is emphasized for treatment of chronic LBP
patients.
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اﻟﻤﻠﺨﺺ
اﻟﮭﺪف :ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ إﻟﻰ ﺗﻘﯿﯿﻢ ﺗﺄﺛﯿﺮ اﻟﻌﻮاﻣﻞ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ ﻋﻠﻰ ﺷﺪة اﻵﻻم و اﻟﻌﺠﺰ ﺑﯿﻦ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ آﻻم اﻟﻤﺰﻣﻨﺔ ﺑﺄﺳﻔﻞ
اﻟﻈﮭﺮ.اﻟﻄﺮﯾﻘﺔ :ﻗﺪ ﺗﻢ ﺗﻘﺴﯿﻢ اﻟﻌﯿﻨﺔ إﻟﻰ ﻣﺠﻤﻮﻋﺘﯿﻦ :اﻟﻤﺠﻤﻮﻋﺔ اﻷوﻟﻰ وﺗﺸﻤﻞ ﺛﻼﺛﻮن ﻣﺮﯾﻀﺎ ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﺒﺎﻟﻐﯿﻦ اﻟﺬﯾﻦ ﯾﺸﻜﻮن ﻣﻦ آﻻم اﻟﻈﮭﺮ اﻟﻤﺴﺘﻤﺮة ﻷﻛﺜﺮ ﻣﻦ
 6أﺷﮭﺮ ﻣﻦ أﺻﻞ ﻣﯿﻜﺎﻧﯿﻜﻲ )ﻣﻊ ﺗﺄﻛﯿﺪ اﻟﺘﺸﺨﯿﺺ اﻹﺷﻌﺎﻋﻲ( وﻗﺪ ﺗﻢ اﺧﺘﯿﺎرھﻢ ﺑﺸﻜﻞ ﻋﺸﻮاﺋﻲ ﻣﻦ اﻟﻌﯿﺎدة اﻟﺨﺎرﺟﯿﺔ ﻹﻣﺮاض اﻟﺮوﻣﺎﺗﯿﺰم واﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻧﯿﺔ وﺗﺸﻤﻞ
ﺛﻼﺛﯿﻦ ﻣﻦ اﻷﺷﺨﺎص اﻷﺻﺤﺎء اﻟﻤﻄﺎﺑﻘﯿﻦ ﻓﻲ اﻟﺠﻨﺲ واﻟﻌﻤﺮ وﻣﺆﺷﺮ ﻛﺘﻠﺔ اﻟﺠﺴﻢ ،وﯾﻌﻤﻠﻮن ﻛﻤﺠﻤﻮﻋﺔ ﺿﺎﺑﻄﺔ ﻓﻲ اﻟﺪراﺳﺔ .وﻗﺪ ﺗﻢ اﻟﺤﺼﻮل ﻋﻠﻰ ﻣﻮاﻓﻘﺔ ﻟﺠﻨﺔ
اﻷﺧﻼق اﻟﻌﻠﻤﯿﺔ ،ﻛﻤﺎ ﺗﻢ اﻟﺤﺼﻮل ﻋﻠﻰ ﻣﻮاﻓﻘﺔ ﺧﻄﯿﺔ ﻣﺴﺘﻨﯿﺮة ﻣﻦ اﻟﻤﺸﺎرﻛﯿﻦ ﻓﻲ اﻟﺪراﺳﺔ .وﻗﺪ اﺳﺘﺨﺪﻣﺖ اﻻﺧﺘﺒﺎرات واﻟﻔﺤﻮﺻﺎت اﻟﺘﺎﻟﯿﺔ ﻋﻠﻰ ﺟﻤﯿﻊ أﻓﺮاد
اﻟﻤﺠﻤﻮﻋﺘﯿﻦ :اﻟﺘﻘﯿﯿﻢ اﻟﻨﻔﺴﻲ اﻹﻛﻠﯿﻨﯿﻜﻰ  ،ﻣﻘﯿﺎس اﻟﺘﻤﺎﺛﻠﯿﺔ اﻟﺒﺼﺮﯾﺔ ،اﺳﺘﺒﯿﺎن اﻹﻋﺎﻗﺔ )اﺳﺘﺒﯿﺎن أوﺳﻮﯾﺴﺘﺮي ﻟﻺﻋﺎﻗﺔ(  ،وﺗﻘﯿﯿﻢ اﻟﻘﻠﻖ واﻻﻛﺘﺌﺎب  ،وﻣﺴﺢ ﻟﻤﻮاﻗﻒ اﻷﻟﻢ ،
وﻣﻘﯿﺎس اﺳﺘﺮاﺗﯿﺠﯿﺎت اﻷﻟﻢ اﻟﻤﺰﻣﻦ ،وﻣﻘﯿﺎس ﻣﻮﺿﻊ اﻟﺘﺤﻜﻢ .اﻟﻨﺘﺎﺋﺞ :ﻛﺎن ھﻨﺎك اﺧﺘﻼف ﻛﺒﯿﺮ ذو دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﺑﯿﻦ اﻟﻤﺮﺿﻰ واﻟﻤﺠﻤﻮﻋﺔ اﻟﻀﺎﺑﻄﺔ ﺑﺸﺄن اﻟﻘﻠﻖ
) ، (P<0.001واﻻﻛﺘﺌﺎب ).(P<0.001ﻛﻤﺎ وﺟﺪ ھﻨﺎك ﻋﻼﻗﺔ إﯾﺠﺎﺑﯿﺔ ھﺎﻣﺔ ﻟﻠﻐﺎﯾﺔ ﺑﯿﻦ ﻣﻘﯿﺎس اﻟﺘﻤﺎﺛﻠﯿﺔ اﻟﺒﺼﺮﯾﺔ و اﺳﺘﺒﯿﺎن اﻹﻋﺎﻗﺔ )اﺳﺘﺒﯿﺎن أوﺳﻮﯾﺴﺘﺮي ﻟﻺﻋﺎﻗﺔ(
) .(P<0.001اﻟﺨﻼﺻﺔ :وﺟﺪ أن اﻟﻌﻮاﻣﻞ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ ﺗﺆﺛﺮ ﻋﻠﻰ اﻟﻌﺪﯾﺪ ﻣﻦ اﻵﻻم واﻟﻌﺠﺰ ﺑﯿﻦ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ اﻵﻻم اﻟﻤﺰﻣﻨﺔ ﺑﺄﺳﻔﻞ اﻟﻈﮭﺮ ،ﻛﻤﺎ
ﯾﺠﺐ أن ﺗﺄﺧﺬ اﻷﺑﻌﺎد اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﻤﻔﮭﻮم اﻟﺸﺎﻣﻞ ﻟﻠﺘﻌﺎﻣﻞ ﻣﻊ ھﺆﻻء اﻟﻤﺮﺿﻰ.
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Neuro-chemical Distortions among Patients with Leukaemia Receiving Chemotherapy
Hani Hamed, Noha Abdel shafy, Randa Kaddah

اﻟﺘﺸﻮھﺎت اﻟﻌﺼﺒﯿﺔ اﻟﻜﯿﻤﯿﺎﺋﯿﺔ ﻟﻤﺮﺿﻰ اﻟﻠﻮﻛﯿﻤﯿﺎ اﻟﻤﻌﺎﻟﺠﯿﻦ ﺑﺎﻟﻌﻼج اﻟﻜﯿﻤﯿﺎﺋﻲ
 راﻧﺪا ﻗﺪاح، ﻧﮭﻰ ﻋﺒﺪ اﻟﺸﺎﻓﻲ،ھﺎﻧﻲ ﺣﺎﻣﺪ

Abstract

O

bjective: To detect the relationships between neurocognitive deficits and metabolite ratios of specific brain regions
using magnetic resonance spectroscopy (MRS). Method: Observational analytical case control study which
includes thirty patients with diagnosis of leukemia receiving chemotherapy “Cases” and another group of thirty patients
with diagnosis of leukemia not receiving chemotherapy at all as “Controls”. All participants were subjected to a semi
structured interview, Wechsler Intelligence Scale for Children (WISC) and Magnetic Resonance Spectroscopy (MRS).
Results: The means of Wechsler Intelligence Scale for Children (WISC) Total, Performance and Verbal, among the patient
group were lower than the control group (P<0.001). There was statistical significant difference between the two groups
regarding Magnetic Resonance Spectroscopy (MRS) in different brain areas. The means of Frontal Cho/NAA, Frontal
Cho/Cr, Temporal Cho/NAA, Temporal Cho/Cr, Parieto-Occipital Cho/NAA, Parieto-Occipital Cho/Cr, Basal ganglia
Cho/NAA and Basal ganglia Cho/Cr among the patient group were higher than the control group and the means of
Temporal NAA/Cr and Parieto-Occipital NAA/Cr among the patient group were lower than the control group. Conclusion:
MR spectroscopy is a more sensitive method demonstrating metabolite changes in the brain after chemotherapy treatment
of leukemic children in the absence of structural white matter abnormalities at MR imaging. A significant cognitive
function difference was detected in leukemic treated cases compared to controls and correlated to the metabolic brain
changes detected by MRS.
Key Wards: Neurocognitive Deficits, Chemotherapy, Leukemia.
Declaration of interest: None

Introduction
Acute Lymphoblastic Leukemia (ALL) is the most
common childhood malignancy, accounting for about
75% of all leukemias and 25% of childhood cancers,
with an incidence of 3.9/100.000 and a peak incidence at
the age of 3–4 years 1. This is a disease of the lymphoid
cells, where malignant white blood cells migrate via the
circulatory system to virtually all organ systems,
including the central nervous system, where the bloodbrain barrier creates a sanctuary for cancer cells. Current
treatment commonly lasts for 24–30 months. All
protocols include central nervous system prophylactic
treatment to prevent central nervous system relapse 2.
Recent chemotherapy only protocols often employ
simultaneous administration of different groups of drugs,
commonly including nucleoside analogs, glucocorticoids
and antifolates, all of which are suspected of causing
delayed neurotoxicity 3.
As the number of childhood cancer survivors grows,
more attention on the identification and management of
late effects among children and adolescents who had
received
prophylactic
chemotherapy,
such
as
4
neurocognitive decline, is needed .
The cognitive functioning in long-term survivors of
childhood treated by chemotherapy protocols has been
evaluated by comparison to different groups treated with

cranial radiation therapy (CRT), and reported fewer and
only subtle cognitive deficits in the chemotherapy
group5.
The potentially deleterious effects of conventional cancer
therapies (e.g. chemotherapy and radiotherapy) on
cognitive functioning are well documented. However,
there remains a great need to define more effectively the
long-term neurocognitive sequelae of cancer treatment
and the impact that these sequelae will have on the
quality of life. To date, few systematic efforts have been
made to define the changes in cognitive outcomes among
recipients of these treatment alternatives. In addition, if
the toxic effects of cancer treatment do adversely
compromise cognitive domains, it is unknown to what
extent these potentially persistent effects will influence
adherence to follow-up care 6. Neurotoxicity (NT) is a
significant treatment complication for many cancer
patients, but little is known about its etiology and early
objective detection is difficult 7. Cognitive deficits
documented by neuropsychological (NP) testing involve
attention and concentration, processing speed, memory,
general
intelligence,
language,
and
academic
achievement 8. Risk factors identified from studies of
patients with acute lymphoblastic leukemia and brain
tumors include young age at treatment, dose and type of
treatment, particularly high-dose chemotherapy 9.
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Structural
changes,
including
subacute
leukoencephalopathy, mineralizing microangiopathy,
and cortical atrophy, have been observed on CT or MRI
during and after treatment 10.
Proton magnetic resonance spectroscopy (MRS) is a
noninvasive technique used to assess regional
biochemical activity in vivo and can detect changes in
the brain in the absence of detectable abnormalities on
standard MRI 11.
Principal metabolites in the brain identified using MRS
techniques with long echo times (TE; 135−270ms)
include N-acetyl aspartate (NAA), free choline and
choline containing compounds including phosphocholine
and glycerol phosphocholine (Cho), and creatine and
phosphocreatine (Cr). Proton magnetic resonance
spectroscopic imaging (1H-MRSI) is a multi-voxel,
multi-slice technique that allows simultaneous
acquisition of metabolite data from multiple areas of the
brain 12.
The hypothesis is that MRS is a sensitive tool capable of
showing the significant positive correlation between the
reduction of neurocognitive deficits, in leukemic patients
receiving chemotherapy, and brain metabolites
distortions in specific brain regions.

Aim of the Work
The objectives of the present study were the following:
1- To study in depth the neurotoxic effects of
chemotherapy on the cognitive functions.
2- To explore relationships between the neurocognitive
functions and metabolite ratios of specific brain
regions using magnetic resonance spectroscopy
MRS.

Subjects and Methods
Subjects: Observational analytical case control study
which includes thirty patients with diagnosis of leukemia
received systemic chemotherapy “Cases” and another
group of thirty patients with diagnosis of leukemia did
not receive chemotherapy at all as “Controls”. Patients in
this study were selected from the outpatient pediatric
clinic at the National Cancer Institute in the period from
May 2009 to March 2010. Research ethical committee
clearance was obtained and informed consent was
obtained from all patients or their legal guardians.
Inclusion criteria
Both sexes.
Age between 6-12 years.

Acceptance to participate this study, by obtaining an
informed consent from the legal guardian and child
assent to participate.
Exclusion criteria
Refusal to participate this study by the legal guardian or
child refusal to participate.
Current psychiatric disorder and other chronic medical
condition.
Left handed patients.

Methods
Subjects of the study were submitted to the following:
I- Semi Structured Interview:
Patients and controls were interviewed guided by a
psychiatric history taking sheet designed at the
Department of Psychiatry, BeniSuef University. It
includes detailed developmental, family, educational and
past history. Also it includes a mental state examination.
II – Wechsler Intelligence Scale for Children (WISC)
(Ismaeil and meleka) 13: It is one of the beststandardized and most widely used intelligence tests in
clinical practice today. Designed in 1939, the original
Wechsler Adult intelligence Scale WAIS has gone
through several revisions. This scale can be used for
children ages 5 through 15 years.
This Scale consists of Verbal subtests, which include:
- Comprehension.
- Arithmetic.
- Similarities.
- Vocabulary.
- Digit span.
And also of Performance subtests, which include:
- Picture Completion.
- Block Design.
- Picture arrangement.
- Object Assembly.
- Digit Symbol.
The raw score obtained by examined student for each
subtest was transformed to a standard score according to
tables of standardization. Then the Total IQ, Verbal IQ
and Performance IQ can be determined according to the
use of specific tables.
In this study, we used Wechsler Intelligence Scale for
Children (short form). This was supported by Donders14
who concluded that this short form of Wechsler
Intelligence Scale for Children–III (eight subtests) is a
valid substitute for the complete version under most
clinical circumstances and allowing the practitioner to
expand on interview, history or more specific
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neuropsychological tests without adding financial or time
burdens to the evaluation.
All scales were applied in the Arabic language.
III- Magnetic Resonance Spectroscopy (MRS) is a
noninvasive technique used to assess regional
biochemical activity. MRS was done for all children in
both groups. Principal metabolites in the brain identified
using MRS techniques with long echo times (TE;
135−270ms) include N-acetyl aspartate (NAA), free
choline and choline containing compounds including
phosphocholine and glycerol phosphocholine (Cho), and
creatine and phosphocreatine (Cr). Proton magnetic
resonance spectroscopic imaging (1H-MRSI) is a multivoxel, multi-slice technique that allows simultaneous
acquisition of metabolite data from multiple areas of the
brain. Four different brain areas of interest (ROIs)
including Frontal area, temporal area, Parioto- occipital
area, and Basal Ganglia in the left hemisphere (dominant
one) were selected in this study. These were chosen
based on their involvement in the selected domains of
cognitive function. MRS was reviewed by a radiologist
(MD radiologist).
N.B.: Wechsler Intelligence Scale for Children (WISC)
was done within one week of the imaging.
Statistical Analysis
Statistical analysis was performed on IBM/PC using
GraphPadInstat version 3 for Windows, GraphPad

Software,
San
Diego,
California,
USA,
www.graphpad.com. Both statistical analysis and
tabulation were done. The Student’s unpaired “t” test
was used to detect statistical significance. The chi-square
“X2” test was used for the analysis of categorical data.
The Pearson product moment correlation coefficient “r”
was calculated between the different investigated
parameters 15. The level of significance was set at p
<0.05.

Results
I- Sociodemographic and clinical Data:
1- Age, gender, and education:
The mean age of children among the patient and control
groups was 9.47 ± 1.72, 9.90± 1.47 respectively. There
was no statistical significant difference between patients
among the two groups regarding the age (P=.298). There
was no statistical significant difference between the two
groups regarding the gender (P= 0.602).The majority of
the patient group were females (60%), while 53.3% of
the control group were females. There was no statistical
significant difference between the two groups regarding
the educational level (P= 0.552). The majority of the
patient group was in the 3rd grade primary school (30%).
While, the majority of the control group were in the 4th
grade primary school (26.7%).
II- Psychometric Data:
1-Wechsler Intelligence Scale for Children (WISC)

Table 1: Wechsler Intelligence Scale for Children in both Groups

WISC, Total
WISC, Performance
WISC, Verbal
Comprehension
Arithmetic
Similarities
Digit Span
Picture Completion
Block Design
Picture Arrangement
Object Assembly
Digit Symbols

Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls

Mean
88.57
91.73
89.27
92.03
89.77
93.20
6.30
7.23
6.77
7.53
8.53
8.07
9.13
8.90
6.77
7.27
6.77
7.70
7.30
7.77
7.47
7.77
8.93
8.93

Std. Deviation
1.57
1.89
1.78
2.09
1.43
2.06
0.47
0.43
0.57
0.73
1.55
0.64
1.01
0.71
0.43
0.52
0.57
0.70
0.79
0.57
0.82
0.82
0.98
0.91

P
<0.001
<0.001
<0.001
<0.001
<0.001
0.132
0.305
<0.001
<0.001
0.011
0.161
1.00
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III- Radiological findings:
1-Magnetic Resonance Spectroscopy (MRS)
Table 2: Magnetic Resonance Spectroscopy in both Groups

Frontal Cho/NAA
Frontal NAA/Cr
Frontal Cho/Cr
Temporal Cho/NAA
Temporal NAA/Cr
Temporal Cho/Cr
Parieto-Occipital Cho/NAA
Parieto-Occipital NAA/Cr
Parieto-Occipital Cho/Cr
Basal ganglia Cho/NAA
Basal ganglia NAA/Cr
Basal ganglia Cho/Cr

Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls
Patients
Controls

Mean
0.54
0.50
1.97
2.03
1.08
0.99
0.95
0.71
1.54
1.69
1.66
1.16
1.33
0.66
1.84
2.12
1.08
0.72
0.67
0.59
1.35
1.35
0.89
0.77

Std. Deviation
0.97
0.06
0.29
0.15
0.12
0.18
0.14
0.12
0.14
0.29
0.50
0.24
1.24
0.03
0.15
0.43
0.03
0.12
0.11
0.13
0.35
0.27
0.12
0.05

P
0.033
0.342
0.020
<0.001
0.016
<0.001
0.002
0.001
<0.001
0.013
0.984
<0.001

IV- Correlation Studies:
Table 3: Correlation between Digit Symbols Subtest and Frontal NAA/Cr, Basal ganglia Cho/NAA and Basal
ganglia NAA/Cr among Children within the Patient Group
Frontal NAA/Cr
Basal ganglia
Basal ganglia NAA/Cr
Cho/NAA
Digit
R
0.397
-0.045
0.412
Symbols
P
0.039
0.019
0.024
Subtest
N
30
30
30

Discussion
The members from both groups were matched regarding
age, gender, and education. There was statistical
significant difference between the two groups regarding
the Wechsler Intelligence Scale for Children (WISC)
Total, Performance and Verbal (P < 0.001) (table 1).
The means of Wechsler Intelligence Scale for Children
(WISC) Total, Performance and Verbal among the
patient group were lower than the control group. This
was consistent with Robinson et al., 16 who found
significant
long-term
neurocognitive
deficits
experienced by some survivors, particularly in the areas
of memory and executive functioning.
Also, Krappmann , et al., 17 who found a statistically
significant decline of intellectual function after
chemotherapy for younger patients and girls (IQ scores

still within normative data range). This was in line with
Lofstad et al., 18 who found also long-term sequelae in
global cognitive functions which indicate that verbal
function, processing speed, attention and complex
visual-spatial problem solving may be affected in the
chemotherapy only group. Hill et al., 19 reported that the
lower scores on the WISC reflect impairment of both
global and/or specific neurocognitive abilities and they
reported also significant impairment in Verbal IQ,
Performance IQ among children treated with
chemotherapy.
However, The means of Patients among both groups
were still near the normal ranges regarding the Wechsler
Intelligence Scale for Children (WISC) Total,
Performance and verbal (table 1). This was in line with
Copeland et al., 20 who reported that the effects of
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chemotherapy on the neurocognitive functions appear to
be slight. Patients who received intravenous (IV)
methotrexate declined slightly on perceptual-motor
skills and academic achievement tests but were still well
within the normal range.
The means of Wechsler Intelligence Scale for
Comprehension Subtest, Arithmetic Subtest, Picture
Completion Subtest and Block Design Subtest among
the patient group were lower than the control group (P <
0.001) (table 1). Also, the means of Picture Arrangement
Subtest among the patient group were lower than the
control group (P=0.011). Lofstad et al., 18 reported group
differences in the Wechsler Intelligence Scale for
Children-Third Edition (WISC-III) subtest scores were
most striking with regards to Comprehension, and
Arithmetic (p < 0.001) among children with ALL treated
with chemotherapy alone. Long-term sequelae in global
cognitive functions, and indicate that verbal function,
processing speed, attention, complex visual-spatial, and
problem solving were affected in the chemotherapy only
group. Also, Kingma et al.,21 stated that the lower scores
on the WISC as documented in the literature might
reflect impairment of both global and/or specific
neurocognitive abilities among adolescents treated with
chemotherapy. Studies that focused on outcomes for
specific cognitive functions have reported significant
impairment in Verbal IQ, Performance IQ, attention,
information
processing,
executive
functions,
psychomotor skills, as well as verbal visual memory and
learning difficulties, and specific impairment in nonverbal function 22.
Buizer et al., 23 found that there is an evidence of subtle
long-term neurocognitive deficits survivors of childhood
with ALL after treatment with chemotherapy only.
These involve mainly processes of attention and of
executive functioning, while global intellectual function
is relatively preserved. Also, Espy et al., 24 and Buizer et
al., 23 stated that that the most common
neuropsychological effects of chemotherapy alone
involve deficits in visual processing, visual-motor
functioning, and attention and executive functioning.
Difficulties in visual processing affect how a child
makes sense out of visual information (e.g., being shown
something without verbal explanation, understanding
maps, visual-spatial skills). Visual-motor functioning
involves skills like legibility of handwriting, and the
ability to copy drawings. Attention refers to a child’s
ability to maintain concentration or focus and ignore
distractions, and can affect functioning in almost all
settings. Executive functioning refers to the ability to
organize, plan, hold information in mind and manipulate
it (e.g., mental math) 26.

Hill et al., 19 reported significant impairment in
attention, information processing, executive functions,
psychomotor skills, as well as verbal visual memory and
learning difficulties among children treated with
chemotherapy 25,27. Memory dysfunctions have been the
most frequent specific effects in survivors of ALL
treated with chemotherapy, also attention deficits,
slowness of processing and visuomotor difficulties have
been reported 28. Gross-King et al., 29 reported that
neurocognitive deficits among children treated for
Cancer can be assed using successfully 3 subscales of
the Wechsler Intelligence Scale for Children—III
(WISC-III), which measure working verbal memory
(Digit Span), mental processing speed (Symbol Search),
and psychomotor speed (Coding).
The relationship between metabolic profiles in proton
MRS and cognitive functions has not been wellcharacterized 30.
This study describes relationships between cognitive
function and multi-voxel MRS metabolic data in
children with leukemia. Metabolite ratios (Cho/Cr,
Cho/NAA, and NAA/Cr) were compared in certain brain
areas that are known to be involved in selected domains
of neurocognitive functions.
There was statistical significant difference between the
two groups regarding Magnetic Resonance Spectroscopy
(MRS) in different brain areas (table 2). The means of
Frontal Cho/NAA and Frontal Cho/Cr among the patient
group were higher than the control group (P=0.033, P=
0.020 respectively).
This was consistent with
Magalhaes et al., 31 who stated that Increased Cho is
associated with membrane turnover and reflects cellular
density. There was a trend for ALL survivors to perform
more poorly on a working memory task in terms of
overall accuracy. Additionally, survivors displayed
significantly greater activation in areas underlying
working memory (dorsolateral and ventrolateral
prefrontal cortex) 16.
The means of Temporal Cho/NAA, and Temporal
Cho/Cr among the patient group were higher than the
control group (P<0.001). Increased levels of choline or
lipids, both reflections of membrane turnover or
demyelination, are related to lower IQ scores and overall
cognitive deficits 32. The mean of Temporal NAA/Cr
among the patient group was lower than the control
group (P=0.016). This was in line with Cecil, and
Lenkinski33 who stated that NAA is reduced in
pathological states with neuronal loss or injury such as
brain tumor, head trauma, and infection. NAA, an amino
acid derivative found predominantly in neurons, is
considered a marker of neuronal integrity and implicated
in cognitive function 34.
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The means of Parieto-Occipital Cho/NAA and ParietoOccipital Cho/Cr among the patient group were higher
than the control group (P=0.002, P<0.001 respectively).
This was in line with Zaroff et al., 35 who claimed that
impaired cognitive function, memory and executive
function is associated with increased levels of choline
and prominent lipid peaks have been observed and
associated with active demyelination and white matter
abnormalities. The means of Parieto-Occipital NAA/Cr
among the patient group were lower than the control
group (P= 0.001). Decreased NAA, indicating either
neuronal loss or dysfunction, is associated with poor
cognitive outcome 32.
The means of Basal ganglia Cho/NAA and Basal
ganglia Cho/Cr among the patient group were higher
than the control group (P=0.013, P<0.001 respectively).
This was in line with Nassef et al., 36 who found that
cognitive deficit is associated with elevation in Ch/Cr
ratio in the basal ganglia which can be explained by the
effect of chemotherapy on cell membrane degradation.
Increased choline levels have been associated with an
increased number of cells, a greater rate of cell
membrane synthesis, and increased cell turnover, which
are processes associated with tumor cell division. A
decrease in IQ, new learning disabilities, difficulty with
concentration and memory, and personality changes
could be sequelae among children undergoing
chemotherapy for acute lymphocytic leukemia 37.
There was a significant positive correlation between
Digit Symbols Subtest and Frontal NAA/Cr (P = 0.039)
and Basal ganglia NAA/Cr (P = 0.024) (table 3). Also,
there was a significant negative correlation between
Digit Symbols Subtest and Basal ganglia Cho/NAA (P =
0.019). This means that the higher digit Symbol Subtest,
which measure visual processing and short term
memory38, is associated with increased NAA and
decreased choline. Buizer et al., 23 reported that
chemotherapy-induced
central
neurotoxicity
in
childhood ALL treatment is associated with higher order
visuomotor control deficits. Decrease in NAA levels on
1H-NMRSand increased choline levels have been
associated with an increased number of cells, a greater
rate of cell membrane synthesis, and increased cell
turnover, which are processes associated with impaired
cognitive function, memory and executive function 35.
So, MR spectroscopy was able to detect metabolite
changes in the absence of structural white matter
changes in leukemia survivors. These changes were
thought to be the effect of intravenous high dose
methotrexate 39.
Saykin et al.,40 outline three
nonexclusive mechanisms for white matter damage:
‘‘(1) direct neurotoxic injury to the cerebral

parenchyma, including the microglia, oligodendrocytes,
and neuronal axons, producing demyelination or altered
water content; (2) secondary inflammatory response, an
immunologic
mechanism
including
allergic
hypersensitivity and autoimmune vasculitis; and (3)
microvascular injury leading to obstruction of small and
medium sized blood vessels, spontaneous thrombosis,
ischemia/infection, and parenchymal necrosis.’’
A noninvasive method for early detection of structural
changes that correlates with neuropsychological
functions would be clinically useful in the management
of these patients. Magnetic resonance imaging is a
relatively recent clinical advance that has proven useful
in the evaluation of neoplasms 41.
Future research should strive to refine Magnetic
Resonance Spectroscopy in combination with batteries
for neurocognitive assessment to evaluate outcome after
specific treatment protocols for better understanding the
mechanisms behind neurocognitive changes.

Conclusion and Recommendations
Chemotherapy does appear to have negative effects on
specific neurocognitive functions.
A significant cognitive function difference was detected
in leukemic treated cases compared to controls and
correlated to the metabolic brain changes detected by
MRS.
MR spectroscopy is more sensitive method
demonstrating metabolite changes in the brain after
chemotherapy treatment of leukemic children.
This study identifies relationships between brain
metabolite ratios and cognitive functioning in children
with leukemia.
MRS may be useful in detection of neurotoxic effects of
chemotherapy, but prospective longitudinal studies are
recommended to determine the prognostic value.
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اﻟﻤﻠﺨﺺ
 وأﯾﻀﺎ ﻻﺳﺘﻜﺸﺎف اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻟﻮظﺎﺋﻒ اﻟﻤﻌﺮﻓﯿﺔ،  دراﺳﺔ ﻣﺘﻌﻤﻘﺔ ﻋﻦ ﺗﺄﺛﯿﺮات اﻟﻌﻼج اﻟﻜﯿﻤﯿﺎﺋﻲ ﻟﻤﺮﺿﻰ اﻟﻠﻮﻛﯿﻤﯿﺎ ﻋﻠﻰ اﻟﻮظﺎﺋﻒ اﻟﻌﺼﺒﯿﺔ اﻟﻤﻌﺮﻓﯿﺔ: اﻟﮭﺪف
 دراﺳﺔ ﺣﺎﻟﺔ ﺗﺤﻠﯿﻠﯿﺔ و ﺗﺮﺻﺪﯾﺔ وﻗﺪ ﺗﻢ ﺗﻘﺴﯿﻢ:  اﻟﻄﺮﯾﻘﺔ.(MRS) واﻟﺘﻐﯿﺮات اﻷﯾﻀﯿﺔ ﻓﻲ ﻣﻨﺎطﻖ ﻣﺤﺪدة ﺑﺎﻟﺪﻣﺎغ ﺑﺎﺳﺘﺨﺪام اﻟﺘﺤﻠﯿﻞ اﻟﻄﯿﻔﻲ ﺑﺎﻟﺮﻧﯿﻦ اﻟﻤﻐﻨﺎطﯿﺴﻲ
 اﻟﻤﺠﻤﻮﻋﺔ اﻷوﻟﻰ وﺗﺸﻤﻞ ﺛﻼﺛﻮن ﻣﺮﯾﻀﺎ ﻣﺼﺎﺑﯿﻦ ﺑﺎﻟﻠﻮﻛﯿﻤﯿﺎ وﯾﺘﻠﻘﻮن اﻟﻌﻼج اﻟﻜﯿﻤﯿﺎﺋﻲ "اﻟﺤﺎﻻت " واﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻧﯿﺔ وﺗﺸﻤﻞ ﺛﻼﺛﯿﻦ ﻣﻦ:اﻟﻌﯿﻨﺔ إﻟﻰ ﻣﺠﻤﻮﻋﺘﯿﻦ
.."اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ ﺳﺮطﺎن اﻟﺪم اﻟﻠﻮﻛﯿﻤﯿﺎ وﻻ ﯾﺘﻠﻘﻮن اﻟﻌﻼج اﻟﻜﯿﻤﯿﺎﺋﻲ ﻋﻠﻰ اﻹطﻼق "ﺿﻮاﺑﻂ
:وﻗﺪ اﺳﺘﺨﺪﻣﺖ اﻹﺧﺘﺒﺎرات واﻟﻔﺤﻮﺻﺎت اﻟﺘﺎﻟﯿﺔ ﻋﻠﻰ ﺟﻤﯿﻊ أﻓﺮاد اﻟﻤﺠﻤﻮﻋﺘﯿﻦ
. اﻟﺘﻘﯿﯿﻢ اﻹﻛﻠﯿﻨﯿﻜﻰ-1
. (WISC) أﺧﺘﺒﺎر وﻛﺴﻠﺮ ﻟﻘﯿﺎس اﻟﺬﻛﺎء ﻟﻸطﻔﺎل-2
. (MRS)  اﻟﺘﺤﻠﯿﻞ اﻟﻄﯿﻔﻲ ﺑﺎﻟﺮﻧﯿﻦ اﻟﻤﻐﻨﺎطﯿﺴﻲ-3
 ﺣﯿﺚ أن أداء، ( وﺟﻮد اﺧﺘﻼﻓﺎت ذات دﻻﻻت إﺣﺼﺎﺋﯿﺔ ﻛﺒﯿﺮة ﺑﯿﻦ اﻟﻤﺠﻤﻮﻋﺘﯿﻦWISC)  أظﮭﺮت اﻟﺪراﺳﺔ ﺑﺎﺳﺘﺨﺪام ﻣﻘﯿﺎس اﻟﺬﻛﺎء اﻟﻜﻠﻲ ﻟﻸطﻔﺎل: اﻟﻨﺘﺎﺋﺞ
 وﻛﺎن ھﻨﺎﻟﻚ أﯾﻀﺎ ً اﺧﺘﻼف ذو دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻛﺒﯿﺮة ﺑﯿﻦ اﻟﻤﺠﻤﻮﻋﺘﯿﻦ ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺎﻟﺮﻧﯿﻦ. (اﻟﻤﺠﻤﻮﻋﺔ اﻷوﻟﻰ ﻛﺎن أﻗﻞ ﻣﻦ اﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻧﯿﺔ )اﻟﻀﺎﺑﻄﺔ
 ھﻮ اﻷﺳﻠﻮب اﻷﻛﺜﺮMRS  اﻟﺘﺤﻠﯿﻞ اﻟﻄﯿﻔﻲ ﺑﺎﻟﺮﻧﯿﻦ اﻟﻤﻐﻨﺎطﯿﺴﻲ:  اﻟﺨﻼﺻﺔ.( ﻓﻲ اﻟﻔﺺ اﻷﻣﺎﻣﻲ واﻟﺼﺪﻏﻲ وﻣﻨﺎطﻖ أﺧﺮى ﺑﺎﻟﻤﺦMRS) اﻟﻤﻐﻨﺎطﯿﺴﻲ اﻟﻄﯿﻔﻲ
 ﻛﻤﺎ وﺟﺪ أﯾﻀﺎ ﻓﺮوق ﻛﺒﯿﺮة ﻓﻲ اﻟﻮظﺎﺋﻒ اﻟﻤﻌﺮﻓﯿﺔ ﻓﻲ. ﺣﺴﺎﺳﯿﺔ اﻟﺬي ﯾﻈﮭﺮ اﻟﺘﻐﯿﯿﺮات اﻷﯾﻀﯿﺔ ﻓﻲ اﻟﺪﻣﺎغ ﺑﻌﺪ اﻟﻌﻼج اﻟﻜﯿﻤﯿﺎﺋﻲ ﻟﻸطﻔﺎل اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻟﻠﻮﻛﯿﻤﯿﺎ
MRS. ﻣﺠﻤﻮﻋﺔ اﻟﻤﺮﺿﻰ ﺑﺎﻟﻤﻘﺎرﻧﺔ ﻣﻊ اﻟﻤﺠﻤﻮﻋﺔ اﻟﻀﺎﺑﻄﺔ ورﺑﻄﮭﺎ ﺑﺘﻐﯿﺮات اﻟﺪﻣﺎغ اﻷﯾﻀﯿﺔ اﻟﺘﻲ ﺗﻢ اﻟﻜﺸﻒ ﻋﻨﮭﺎ ﺑﻮاﺳﻄﺔ اﻟﺘﺤﻠﯿﻞ اﻟﻄﯿﻔﻲ ﺑﺎﻟﺮﻧﯿﻦ اﻟﻤﻐﻨﺎطﯿﺴﻲ
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Neuropsychiatric Complications Following Liver Transplantation
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اﻟﻤﻀﺎﻋﻔﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﻌﺼﺒﯿﺔ ﺑﻌﺪ ﻋﻤﻠﯿﺎت زراﻋﺔ اﻟﻜﺒﺪ
 ﻓﯿﺼﻞ ﻋﺒﺪ اﻟﻮھﺎب ﻋﻄﺎ،ﻣﺤﻤﺪ ﻋﺰت أﻣﯿﻦ

Abstract

O

bjective: The aim of this retrospective study was to evaluate the prevalence of neuropsychiatric complications after
living donor liver transplantation. Methods: Between May 2001 and April 2005, 110 recipients were admitted to
ICU after LT and were evaluated by full general, psychiatric and neurological examination, EEG, brain CT and/or MRI,
diagnosis of psychiatric disorders was according to DSM-IV-TR criteria, the presence or absence of PPS was evaluated on
the basis of its diagnostic criteria, patients were observed after LT for one year. Results: Of transplanted patients 50.9%
developed neuropsychiatric complications and these patients' stay in the ICU was much longer that of all admitted patients.
A neurologic complication was observed in 32.7%, psychiatric disorders in 43.6% of which 62.5% developed PPS. The
survival rate after LT of patients with NPCs was similar to patients without NPCs. The incidence of neuropsychiatric
symptoms was found to be similar between the patients treated with cyclosporine and tacrolimus. Finally, no correlation
was observed between the primary cause of liver disease and the NPCs reported. Conclusion: There was a high incidence
of neuropsychiatric complications after LT, prolonging the patients' stay in intensive care significantly. Careful preoperative and post-operative neuropsychiatric evaluation is important for early diagnosis of NPCs.
Declaration of interest: None
Key words: Liver Transplantation (LT), Paradoxical Psychiatric Syndrome (PPS), neuropsychiatric complications (NPCs).

Introduction
There are several obvious reasons for conducting a
comprehensive neuropsychiatric evaluation of patients
after successful liver transplantation. Psychometric tests
are able to detect the presence of cerebral dysfunction in
the absence of overt clinical signs of encephalopathy 1.
Moreover, these tests are known to be more sensitive
indicators of central nervous system pathologic
conditions than the electroencephalogram 2. Certain
neuropsychological indices are predictors of social and
vocational adjustment, and thus can be used to either
counsel or direct rehabilitation efforts after
transplantation 3,4.
Behavioral, psychiatric, and emotional disturbances are
common in prospective transplant patients with advanced
liver disease, many of whom have hepatic
encephalopathy. Because these latter disturbances can
negatively influence the individual’s capacity to function
behaviorally, as well as their social environment, the
assessment of neuropsychiatric status after successful
liver transplantation is of obvious importance in
evaluating
the holistic outcome of
hepatic
transplantation5,6,7.
Psychiatrists play an essential role in the pre-transplant
evaluation and continuous care of liver transplant
patients. The prevalence of mental disorders among postliver-transplant patients has ranged from 30% to 70%,
depending on the study sites, the time of investigation

after transplantation, and the diagnostic criteria used8,9,10.
Although most of these disorders will remit by the time
the patient is discharged from the hospital, acute
treatment is imperative for the relief of painful
experiences for patients and the family members
involved 11, 12,13.
In living-related organ transplantation to patients with
kidney or liver failure, recipients are prone to having
guilt feelings about their donors. Recently, the extent of
living related organ transplantation has been increasing
14, 15, 16
. Recent psychiatric studies have demonstrated
that recipients and donors who underwent living-related
organ transplantation sometimes exhibit “Paradoxical
Psychiatric Syndrome (PPS)” despite successful
transplantation without major 17.
Recipients who undergo child-to parent living-related
liver transplant may be more likely to have guilt feelings
compared with the experience of a child who receives an
organ donation from a parent 18.
The occurrence of PPS was significantly related to
recipients' guilt feelings toward living donors, but these
were strongly superseded by recipients' desires to escape
from approaching death just before LRT. These results
suggest that pre-transplant psychological assessment is
useful for predicting post-transplant occurrence of
psychiatric disorders. In each instance, psychiatric
complications occurred following transplantation, despite
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an otherwise favorable surgical course for both donor
and recipient19,20,21.
Neurological complications which are responsible for
significant mortality and morbidity after liver
transplantation have been reported in 8.3% to 47% of
cases in various series22,23,24 and these complications
include encephalopathies, central nervous system (CNS)
infection, cerebro-vascular diseases, drug toxicities and
other less common syndromes25,26,27. However, these
previously reported neuropsychiatric complications and
others were not described, or reported in Egypt yet. The
aim of this study was to evaluate the prevalence of
neuropsychiatric complications after living donor liver
transplantation, and the impact immunosuppression on
the neuropsychiatric complications in Egypt.

Patients and Methods

A total of 110 patients received liver transplantation (LT)
were observed at the Intensive Care Unit (ICU) from
May 2001 to April 2005. The observation time of all
patients after LT was one year where. They were
followed up twice weekly. However some patients (with
NPCs) were followed up daily. The recipients' hospital
stay is about 21-30 days (unless complicated). After
discharge the follow up is weekly and then biweekly in
the first six months and then monthly for the next six
months. Both the donor and recipient were followed up
at an outpatient clinic by a consultant hepatologist (one
of the team of LT), who refer the patient to other
consultants if needed.
All patients (100%) received living donor liver
transplantation (LDLT). The primary liver diagnoses in
all patients are summarized in table (2). These patients
are the first 110 LDLT in Egypt.

Table (2): The primary liver diagnosis

Diagnoses
Hepatitis C
Hepatitis B
Primary biliary cirrhosis
Autoimmune
Acute liver failure
Wilson disease
Alcoholic cirrhosis
Total
All operations were performed using standard techniques
and post-operative care was similar for all patients. The
warm and cold ischemia time was recorded. All patients
received immunosuppressive therapy based on
corticosteroids, mycophenolatmofetile (MMF 19/12)
(Cell-Cept), Cyclosporine, (CSA, 5 mg/kg/12 h orally),
(Sandimmune), or tacrolimus (TAC 0.05 mg/kg/12 h
orally), (Prograf. Fujisawa). Daily doses and trough level
of CSA or TAC were measured. The length of all
patients’ stay in ICU was recorded.
The laboratory data of systemic infection and the

No. of patients
48
37
5
8
7
2
3
110

Percentage
43.6
33.6
4.5
7.3
6.4
1.8
2.8
100

function of the liver and the kidney were measured daily.
After providing informed consent all recipients were
assessed by two consultants of psychiatry and neurology.
Diagnosis of psychiatric disorders was made based on
the DSM-IV-TR criteria 28. The presence or absence of
PPS was evaluated on the basis of diagnostic criteria for
PPS (Table1). When all four elements existed,
psychiatric symptoms were judged as PPS 17. Diagnoses
of NCs were assessed by neurological examinations
including symptoms, cerebral computed tomography
(CCT) and/or brain MRI.

Table (1): Diagnostic Criteria for Paradoxical Psychiatric Syndrome
1.
2.
3.
4.

Prominent conflicts associated with transplantation (for example, guilt regarding the donor's welfare).
Situational reaction such as depression, anxiety, conversion, somatization, and adjustment disorder, and/or psychosis.
The reaction occurs as a late complication following liver transplantation (within the first year following transplant).
Favorable medical status of donor and recipient, without tissue rejection or other medical complications.
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Results
Incidence of NPCs following LT:
The total number of patients was 110 (74 men and 36
women), with a mean age of 54±13.73 years. NPCs
occurred in 56 patients (38 men; 18 women, with a mean

age of 52±13.1), resulting in an incidence of 50.9% of all
LT patients (56/110). The neuropsychiatric symptoms
occurred on post-operative day (POD) 6.7±7.4 (range:
POD 1-30). Neurological complications occurred in 36
(32.7%) patients (36/110), (Table 3).

Table (3): The types of neurological complications following liver transplantation
Complications
No. = 36
Percentage (32.7)
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Encephalopathy
Seizures
Ischaemic stroke
C.N.S. infection
Intra-cerebral hemorrhage
Ataxia
Dysphasia
Headache
Tremor
Posterior leucoencephalopathy syndrome (PLE)
Central pontine myelinolysis
Peripheral neuropathy
Brachial plexus injury

Whereas psychiatric disorders occurred in 48 (43.6%)
patients (48/110), where 15 (31.3%) patients suffered
from Major depression, 13 (27.1%) patients suffered
from Depressive disorder NOS, 9 (18.7%) patients

25
8
3
3
1
6
1
5
7
2
2
6
4

(69.4) 22.7
(22.2) 7.3
(8.3) 2.7
(8.3) 2.7
(2.8) 0.9
(16.7) 5.5
(2.8) 0.9
(13.9) 4.5
(19.4) 6.4
(5.61.8)
(5.6) 1.8
(16.7) 5.5
(11.1) 3.6

suffered from Adjustment disorder, 6 (12.4%) patients
suffered from Brief psychotic disorder, 2 (4.2%) patients
suffered from PTSD and the remaining 3 (6.3%) patients
suffered from Substance related disorder (Table 4).

Table (4): The Psychiatric Disorder (DSM-IV-TR criteria) following liver transplantation
Psychiatric Disorder
No. = 48
Percentage (43.6)
15
(31.3) 13.6
1- Major depression
9
(18.7) 8.2
2- Adjustment disorder
13
(27.1) 11.8
3- Depressive disorder NOS
6
(12.4) 5.5
4- Brief psychotic disorder
2
(4.2) 1.8
5- PTSD
3
(6.3) 2.7
6- Substance related disorder
Among 48 recipients who met the diagnosis of
psychiatric disorders based on the DSM-IV-TR criteria,
30 met the diagnostic criteria for PPS. The PPS diagnosis
was seen in 62.5% (30 of 48 recipients with psychiatric
disorders) and 27.3% (30 of 110 recipients).
The PPS diagnosis occurred in 77.1% (27/35) of
recipients who received a donor liver from one of their
children, in 8% (2/25) with a graft from brothers/sisters,
in 6.7% (1/15) with spousal donation and in 0.0% with a
graft from father to child (0/21) and from anon relative
donor (0/14).
The length of the stay in ICU of patients with NPCs was
18.2±17.2 days. This was significantly longer compared
with that of the total of patients (7.9±9.8 days) (P<0.05).

EEG changes revealed generalized slowing in 25 patients
of all patients (22.7% 25/110) 15 of them had NCs
(41.7%) (15/36), while focal changes (focal slowing or
focal spike and wave) were observed in 10 patients
(9.1%) (10/110) and only in 6 of those having NCs
(16.7%) (6/36).
Neuro-radiological results revealed positive findings in
13 patients (11.8%) (13/110), 9 of them had NCs
(69.2%) (9/13), 2 of them had central pontine
myelinolysis, 2 had posterior leucoencephalopathy
syndrome. Intra-cerebral hemorrhage in one patient, and
cerebral infarctions in three patients where some patients
had more than one NC.
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Influence of NPCs on the survival rate after LT:
The survival rate (SVR) after LT of patients with
neuropsychiatric complications was lower [76.8%

(43/56)] compared with patients without NPCs [81.5%
(44/54)], but no significant difference was recorded
(P>0.05) (Table 5).

Table (5): Influence of NPCs on the survival rate (SVR) after LT
Groups
No.
SVR
Patients with NPC
43 (76.8%)
56
Patients without NPC
54
44 (81.5%)
Total
110
87(79.1%)
Effect of CSA and TAC on NPCs:
NPCs occurred in 50.6% of TAC treated patients and
51.9% of CSA-treated patients. There was no significant
difference between these two groups (P>0.05).

Neuropsychiatric symptoms were similar between these
two groups but seemed to develop earlier in CAS-treated
patients than in patients who received TAC (P>0.05)
(Table 6).

Table (6): Effect of cyclosporine and tacrolimus on neuropsychiatric complications
Treatment
All patients
Incidence
Onset (POD)
Patients with
NPCs
TAC
83
42
50.6%
7.3±8.1
CSA
27
14
51.9%
5.1±4.6
Total
110
56
50.9%
6.7±7.3
Effect of primary diagnoses on NPCs:
Hepatitis C and Hepatitis B were the most common
causes of liver failure (Table 1). However, no correlation

between primary diagnosis and the incidence of NPCs as
found (P>0.05) (Table 7).

Table (7): Effect of primary diagnoses on neuropsychiatric complications
All patients
Patients with NPCs post Incidence of
LT
NPCs
Hepatitis C
Hepatitis B
Primary biliary cirrhosis
Auto-immune
Acute liver failure
Wilson's disease
Alcoholic cirrhosis
Total

48
37
5
8
7
2
3
110

Discussion
Neuropsychiatric complications (NPCs) are commonly
seen after LT. The use of immunosuppressive drugs,
cerebral hemorrhage, and systemic infection were
causative factors. With the exception of cerebral
hemorrhage and cerebral infarct most of them carry a
good prognosis. Most complications occur early
following LT and a variety of etiology exists. Effective
treatment specific for different etiology can help to
improve the prognosis of such patients 29, 30, 31.
In our current study, NPCs occurred in 56 patients
resulting in an incidence of 50.9% of all LT patients
(56/110). The reported incidence of NCPs was variable
for different studies. Yinghong, et al. 32, in their

27
19
2
4
3
0
1
56

56.3%
51.4%
40%
50%
42.9%
0.00
33.3%
50.9%

retrospective study found an incidence rate of 35.0%,
which was much lower than our study as he assessed the
recipients in the first week following LT, where in our
study it was for one year. Another factor is that he didn't
evaluate psychiatric disorders which are responsible for a
large proportion of NPCs. However, our prevalence
(50.9%) is within the range reported by Gangeri, et al.19,
where found that an overall 49/94 patients (52%)
reported
various
postoperative
neuropsychiatric
symptoms.
Psychiatric disorders occurred in of our patients 48
(43.6%) patients (48/110), which was much lower than
that of Fukunishi, et al. and Fukunishi, et al.17,33, where
psychiatric disorders occurred in 58.5% (31/53) and
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61.0% (25/41) respectively. Such higher incidence might
be due to that they added Delirium to psychiatric
disorders (17% and 17.2% respectively); whereas in our
study it was added to NC. Other psychiatric disorders
(Major depression, Adjustment disorder, Brief psychotic
disorder, PTSD and Substance related disorder) were
nearly similar to our findings.
PPS was diagnosed in 62.5% of our recipients (30 of 48
recipients with psychiatric disorders). This was higher
that found by Fukunishi, et al. 17, 51.6% (16/32). This
difference might be due to the higher proportion of
recipients who received a donor liver from one of their
children in our study 77.1% ( 27/35) where for the other
study was 72.2 (13/18).This category of recipients
(parent) suffered the higher rate of guilt feelings after
surgery (the core symptom of PPS). Before LT
recipients' desire to escape from approaching death
supersedes their conflicted feelings related to the
prospect of living organ donation. Following LT, the fear
of death subsides and concern for the donor (his child)
becomes
more
pronounced.
Other
categories
(brothers/sisters and spousal donation) experience less
guilt with much lower incidence of Paradoxical
Psychiatric Syndrome 18, 17.
On the other hand Fukunishi, et al.18, found that twelve
(80%) of the 15 adult recipients exhibited paradoxical
psychiatric syndrome (PPS). This higher percent than our
study might be due to that all their patients were in the
category of recipients with adult child-to-parent donors.
Another important variable is the small number of
patients 15 compared to our study (110).
Neurological
complications
occurred
frequently
following LT. These complications are associated with
significant mortality and morbidity, and may lead to
longer stay in hospital 34, 35. We found that major NCs
affected 32.7% of all LT patients. The reported incidence
of NC was variable for different centers. Muller et al.
(36) reported about a rate of 21% for NCs following LT,
whereas a 9.42% rate was reported by Vogt et al.37.
However, our prevalence (32.7%) is within the range
reported in other medical centers (8.3 to 47%) 27, 38, 39 and
much more than that reported by Haghighi et al. 22.
A diffuse encephalopathy is considered the most
common complications after liver transplantation (69.4%
in this study). Adams et al.40 reported on encephalopathy
rate of 76% in his series. Similar results were presented
by Moreno et al.41, who reported an encephalopathy rate
73%. The underlying mechanisms are unknown.
Although in a large prospective study the authors
diagnosed a diffuse encephalopathy (anoxic, septic, or
metabolic) as the most common complication occurring

in 56.5% of NC in LT patients 34. Postmortem studies
show diffuse anoxic-ischaemic changes as the most
common neuropathological findings 42, 43.
However Haghighi et al. 22 reported that the exact cause
of this complication is difficult in some cases. There are
many confounding factors. Martinez et al.44 coined the
term "transplantation encephalopathy" to designate
neurological disorders following graft dysfunction44, it
was the single most cause of neurological complications.
Cases that were attributed to the electrolyte imbalance
and uremic encephalopathy may have been contributed
to by a component of graft dysfunction. Ammonia,
branched amino acids, mercaptans, manganese, short
chain fatty acids, and octopamine are substances
implicated to cause cerebral dysfunction in liver failure45,
46, 47
.
The incidence of seizures following LT was reported as
ranging from 0% to over 40 %34, 37, 40, 48. In this study, it
was recorded to be 11.1%. The incidence of seizures
after LT appears to be declining and the cause of this
reduction seems to be the improvement in the
management of multiple metabolic and toxic
abnormalities causing seizures.
Erol, et al. 49 and Erol, et al. 50 retrospectively reviewed
consecutive cases of pediatric liver transplantation to
assess the types of neurologic complications that
occurred. They found that the most common neurologic
complications were seizure (seven episodes in six
patients) and sudden-onset headache (five episodes in
four patients). The difference between our results and
this study might be due to the different age group
(children) and the primary diagnosis (mainly Wilson's
disease) which might affect the incidence and type of
NCs.
PLE consists of headache, visual disturbances, seizures
and a somnolent state, which can be caused by a variety
of conditions and immunosuppressant 51,52. The accurate
incidence of this condition is difficult to determine.
Nevertheless it has been reported to apply to about 5% of
patients after LT 37, 40, 41, 48, 53, 54. In this study, we
identified 5.6% of cases, which is in the same range as in
earlier reports already described.
CNS infections have been reported in previous studies34,
40, 55
and occurred in about 5% of patients. In this study,
it is reported in three patients of those with NCs 8.3%.
Cerebrovascular complications occur in about 4% of
cases in different clinical series 34,40,48. In our series 2.8%
of cases developed intracranial hemorrhage, and 8.3%
experienced on ischaemic stroke.
No correlation was observed between primary diagnosis
and the incidence of NPC. Lewis and Howdle, 56 reported
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a higher rate of NC after LT for primary biliary cirrhosis
and alcoholic cirrhosis. Ghauset.al.57 reported a very high
incidence of NC following LT regardless of liver
diagnosis (75%).
In this study, the survival rate between LT patients with
NPCs and without NPCs was not significantly different.
Similarly, Wijdickset al.58 described no impact of NC on
the survival rate after LT. This finding was in contrast to
Pujolet al.34, who reported that patients who had NCs had
a significantly higher mortality, rate than those without.
In the study of Haghighiet al.22 developing neurological
complications was a predictor of a fatal outcome, which
wascontrary to Stein et al.59 who concluded that
mortality at one and two years following the transplant
was not related to neurological complications.
The application of cyclosporine or tacrolimus after liver
transplantation has been reported to have a different
effect on the incidence of neuropsychiatric
complications. In this study, similar incidence of
neuropsychiatric symptoms was found between the
patients treated with CSA and TAC. The same
observations were made by Lewis et al., Freise et al.,
Ardizzone et al. and Saner et al.56,60,61,62.
On the other hand, Mueller et al.36 showed a higher
incidence of NCs for TAC in comparison with CSA and
the most common complications were headache and
tremor, a finding which was also reported by Ardizzone
et al.61 and Saner et al. and Padovan et al.63.
More than 29 countries have membership of the Middle
East Society for Organ Transplantation (MESOT), and
collectively these countries have a population > 600
million. These include all Arab countries, Iran, Turkey,
Pakistan, and countries of central Asia. There are
common features of organ transplantation in the Middle
East countries that include inadequate preventive
medicine, uneven health infrastructure, poor awareness
in the medical community and public at large of the
importance of the organ donation and transplantation,
and
poor
government
support
of
organ
transplantation64,65,66. Most of the studies in the Middle
East focused on NCs mainly in children 49,50, other
complications such as biliary leaks, vascular occlusion,
acute cellular rejection and infections67. Other studies
describe a case report of the first case done in their
countries 68, 69, or the donor experience70.

Limitations
The results in the present study should be interpreted in
light of the following limitations:
First, the study was a retrospective study which didn't
allow us to explore important aspects of recipients which

is available in prospective studies with proper study
design. Second, we didn't add the assessment of donors,
which is of relevance especially for the occurrence of
PPS. Third, we focused only on postoperative NPCs and
did not apply a symptom checklist questionnaire to
screen other symptoms that may also have relevance in
diagnosis and management. Fourth, we didn't consider
duration of liver disease (before LT) and the financial
burden, which are also important variables. More
research is needed for such patients for better diagnosis
and management of LT patients, and exploring important
areas such as QOL and Alexithymia.

Conclusion
In conclusion, a high incidence of neuropsychiatric
complications after LT occurred, which led patients in
this study to stay longer in ICU. The major
neuropsychiatric
complications
reported
were
encephalopathy, major depression, adjustment disorder,
depressive disorder NOS, seizures, headache and tremor.
PPS have high incidence rate especially when the donor
is the child of the recipient. No correlation was found
between the primary liver disease and incidence of NPCs
following LT, with no significant influence of these
NPCs on survival rate. Therefore, routine pre-operative
neuropsychiatric evaluation and careful post-operative
examination are necessary for early diagnosis and
recognition of NPCs after LT and prompt treatment
would be essential for the recipients.
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اﻟﻤﻠﺨﺺ
اﻟﮭﺪف ﻣﻦ اﻟﺪراﺳﺔ :ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ ﻟﺘﻘﯿﯿﻢ ﻧﺴﺒﺔ ﺣﺪوث اﻟﻤﻀﺎﻋﻔﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﻌﺼﺒﯿﺔ ﺑﻌﺪ ﻋﻤﻠﯿﺎت زراﻋﺔ اﻟﻜﺒﺪ ﻣﻦ اﻷﺷﺨﺎص اﻷﺣﯿﺎء .اﻟﻄﺮﯾﻘﺔ :ﺗﻤﺖ ھﺬه
اﻟﺪراﺳﺔ ﻓﻲ اﻟﻤﺪة ﻣﻦ ﻣﺎﯾﻮ  2001إﻟﻰ اﺑﺮﯾﻞ  2006ﻋﻠﻰ  110ﻣﻦ اﻟﻤﺮﺿﻰ ﺑﺎﻟﺮﻋﺎﯾﺔ اﻟﻤﺮﻛﺰة ﺑﻌﺪ ﻋﻤﻠﯿﺎت زراﻋﺔ اﻟﻜﺒﺪ وﺗﻢ ﻓﺤﺼﮭﺎ إﻛﻠﯿﻨﯿﻜﯿﺎ ً وﻋﻤﻞ رﺳﻢ ﻣﺦ
ﻛﮭﺮﺑﺎﺋﻲ وأﺷﻌﺔ ﻣﻘﻄﻌﯿﺔ ﻋﻠﻰ اﻟﻤﺦ أو رﻧﯿﻦ ﻣﻐﻨﺎطﯿﺴﻲ ﻋﻠﻰ اﻟﻤﺦ ﻋﻨﺪ اﻟﺤﺎﺟﺔ وﻛﺎن ﺗﺸﺨﯿﺺ اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ وﻓﻘﺎ ﻟﻠﺘﺼﻨﯿﻒ اﻟﻌﺎﻟﻤﻲ اﻟﺮاﺑﻊ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ،
ﺗﻢ ﺗﻘﯿﯿﻢ وﺟﻮد أو ﻏﯿﺎب اﻟﻤﺘﻼزﻣﺔ اﻟﻨﻔﺴﯿﺔ اﻟﻤﺘﻨﺎﻗﻀﺔ ﻋﻠﻰ أﺳﺎس ﻣﻌﺎﯾﯿﺮھﺎ اﻟﺘﺸﺨﯿﺼﯿﺔ وﺗﻢ ﻣﺘﺎﺑﻌﺔ اﻟﻤﺮﺿﻰ ﻟﻤﺪة ﻋﺎم .اﻟﻨﺘﺎﺋﺞ :وﻗﺪ أظﮭﺮت ﻧﺘﺎﺋﺞ اﻟﺒﺤﺚ أن
اﻟﻤﻀﺎﻋﻔﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﻌﺼﺒﯿﺔ ﻗﺪ ظﮭﺮت ﻓﻲ  %50.9ﻣﻦ اﻟﻤﺮﺿﻰ وأن ھﺆﻻء اﻟﻤﺮﺿﻰ ﻣﻜﺜﻮا ﻣﺪة أطﻮل ﺑﺎﻟﺮﻋﺎﯾﺔ اﻟﻤﺮﻛﺰة ﻋﻦ ﺑﺎﻗﺔ اﻟﻤﺮﺿﻰ  .اﻟﻤﻀﺎﻋﻔﺎت
اﻟﻌﺼﺒﯿﺔ ﻗﺪ ظﮭﺮت ﻓﻲ  %32.7ﻣﻦ اﻟﻤﺮﺿﻰ ،اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ﻓﻲ  %43.6ﻣﻨﮭﻢ  %62.5ﺣﺪث ﻟﮭﻢ اﻟﻤﺘﻼزﻣﺔ اﻟﻨﻔﺴﯿﺔ اﻟﻤﺘﻨﺎﻗﻀﺔ وأن ﻣﻌﺪل اﻟﺤﯿﺎة ﻓﻲ
ﻣﺮﺿﻰ اﻟﻤﻀﺎﻋﻔﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﻌﺼﺒﯿﺔ ﻟﻢ ﯾﺨﺘﻠﻒ ﻋﻨﮫ ﻓﻲ ﻏﯿﺮھﻢ ﻣﻦ اﻟﻤﺮﺿﻰ ﺑﺪون ﻣﻀﺎﻋﻔﺎت وأن ﻧﺴﺒﺔ ﺣﺪوث اﻟﻤﻀﺎﻋﻔﺎت ﻓﻲ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﺗﻢ ﻋﻼﺟﮭﻢ
ﺑﺎﻟﺴﯿﻜﻠﻮﺳﺒﻮرﯾﻦ واﻟﺘﻜﺮوﻟﻤﯿﺲ ﻟﻢ ﺗﺨﺘﻠﻒ .وﻟﻮﺣﻆ ﻋﺪم وﺟﻮد ﻋﻼﻗﺔ ﺑﯿﻦ اﻟﺴﺒﺐ اﻷول ﻷﻣﺮاض اﻟﻜﺒﺪ واﻟﻤﻀﺎﻋﻔﺎت اﻟﺘﻲ ﺗﻢ رﺻﺪھﺎ .اﻟﺨﻼﺻﺔ :ﻧﺴﺒﺔ ﺣﺪوث
اﻟﻤﻀﺎﻋﻔﺎت اﻟﻨﻔﺴﯿﺔ و اﻟﻌﺼﺒﯿﺔ ﺑﻌﺪ زراﻋﺔ اﻟﻜﺒﺪ ﻋﺎﻟﯿﺔ ﻣﻤﺎ ﯾﺆدى إﻟﻰ ﺑﻘﺎء اﻟﻤﺮﯾﺾ ﻣﺪة أطﻮل ﻓﻲ اﻟﺮﻋﺎﯾﺔ اﻟﻤﺮﻛﺰة وﺗﺆﺛﺮ ﻋﻠﻰ ﺣﯿﺎﺗﮫ وﺣﺎﻟﺘﮫ اﻟﻌﺎﻣﺔ ﻓﯿﻤﺎ ﺑﻌﺪ وﻣﻦ
ھﻨﺎ ﻓﺄن اﻟﺘﻘﯿﯿﻢ اﻟﻨﻔﺴﻲ و اﻟﻌﺼﺒﻲ اﻟﺪﻗﯿﻖ ﻗﺒﻞ وﺑﻌﺪ اﻟﻌﻤﻠﯿﺔ ﻣﮭﻢ ﻟﻠﺘﺸﺨﯿﺺ اﻟﻤﺒﻜﺮ.
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اﻻﺧﺘﺒﺎر اﻟﺴﺮﯾﺮي ﻣﻮﺿﻮﻋﻲ اﻟﺒﻨﺎء ﺧﻼل اﻟﺘﺪرﯾﺐ اﻟﻤﯿﺪاﻧﻲ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ ﺟﺎﻣﻌﺔ ﺳﻌﻮدﯾﺔ
 زﯾﻨﺐ ﻋﻔﯿﻔﻰ، داھﻮد رداد،ﻣﺼﻄﻔﻰ ﻋﻤﺮو

Abstract

B

ackground: The purpose of this study was to investigate the validity of the Objective Structured Clinical
Examination (OSCE) through comparing students' OSCE performance against the traditional forms of students'
evaluation. Subjects and methods: We analyzed the OSCE performance of 110 fifth-year medical students against,
Traditional Oral Clinical Examinations (TOCE), portfolio and multiple choice questions (MCQ) written exam. A selfadministered student survey included an eight item questionnaire assessing different aspects of the OSCE. Results: There
were significant correlations between OSCE performance and all forms of psychiatry exams, except those belonging to the
MCQ. Simple linear regression showed that OSCE accounted for 65.1% of the variance in total clinical and 31.5% of the
final marks. Student survey showed that more females agreed that OSCE was a fair assessment of clinical clerk's skills
compared to their male counterparts. Conclusion: This study demonstrates that the OSCE is similar to the traditional
methods in evaluating the performance in a standardized manner. Teaching programs need to identify which aspects of the
OSCE cause difficulty to students. This information would be useful for future developments in undergraduate teaching.
Declaration of interest: None
Keywords: OSCE, undergraduate medical students, assessment methods.

Introduction
College of Medicine at King Faisal University (KFU) in
Saudi Arabia; the course of Psychiatry is composed of
clinical rotation of 6-week duration based on a
specialized psychiatric hospital during which they are
assigned to a multidisciplinary team led by a psychiatrist.
Students work closely with a psychiatry resident in the
inpatient section and are exposed to the broad range of
treatment modalities including individual and group
psychotherapy and psychopharmacology. Teaching is
mediated by lectures, small-group tutorials and group
discussion. The male and female medical students were
taught separately both during lectures and clinical
attachment. Since the establishment of the Psychiatry
Department in the academic year 2006-2007, rotating
students have been evaluated during and at the end of the
course using portfolio, traditional oral clinical
examination (TOCE) and multiple choice questions
(MCQ). To improve the student learning/assessment
experience, we introduced OSCE for the summative
assessment of students, in conjunction with a traditional
oral examination and portfolio. The OSCE has enjoyed a
lot of popularity since its introduction in 1975 by
Harden, who used it instead of the clinical exam. 1
Because of its validity and reliability, the OSCE has been
increasingly used for assessment of medical students’
clinical skills. 1,2 Although the use of OSCEs in
psychiatry has been described as less rapid and
widespread than in other medical fields, recent years

have witnessed an increased interest in its use in
psychiatry. 2 Earlier studies suggest that female
undergraduates perform better than male undergraduates
in psychiatry attachment. 3 Moreover, Fabrega et al., 4
found that female medical students demonstrated a
significant improvement in accuracy of assessment of
psychopathology during the clerkship, while their male
counterparts actually showed a significant reduction in
accuracy. In contrast, others5,6 showed non-significant
differences in male and female attainment. Our
subjective impressions suggested that women performed
better than males attending King Faisal University. We
hypothesized that the females would perform and accept
OSCE better than males. Because the OSCE had been
recently introduced to psychiatry at KFU, our objective
in the present study was to investigate the validity of the
Objective Structured Clinical Examination (OSCE) by
comparing student performance on the OSCE with
traditional forms of evaluation and through a student
opinion survey at the end of examination. This study also
examined the effect of gender on performance and
acceptability of OSCE

Method
We analyzed the OSCE performance of 110 fifth-year
medical students (56 females, 54 males) against,
Traditional Oral Clinical Examinations (TOCE),
portfolio and multiple choice questions (MCQ) written
exam. A self-administered student survey included an
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eight item questionnaire assessing different aspects of the

Objective Structured Clinical
Examination (OSCE)

Multiple Choice Questions
(MCQ)

Traditional oral Clinical
Examination (TOCE)

Portfolios

OSCE.

A blueprint was developed for each OSCE to capture the clinical competencies in
the six thematic topics: mood disorders, anxiety disorders, child psychiatry,
psychosis, personality disorders and substance abuse topics. A map for the stations
was devised to guide the examinees and organizers with clear written instructions
to the examiners, patients, and examinees. The OSCE is comprised of nine
stations which included two Manned questions. The first Manned Station (MS)
included psychiatric interview for a male patient with schizophrenia while the
second assessed the mental status, particularly mood and affect of a female patient
with bipolar I mood disorder. Checklists were designed to contain the desired
competencies to be examined (average 28 items) scored as done or not done or
done incorrectly. At the end of each checklist, there were four questions with a 3
point likert scale addressing the interview technique. Following the MS, students
moved to an UMS (four minutes each) which included four dependent data station
(four minutes each) with questions based on the previously taken history or
examination stations and three independent data stations.
The MCQ paper at each examination consisted of 50 items worth one mark each;
Each MCQ item consisted of a stem with four response options. Test items were
developed following standard, well-described MCQ writing procedures, and were
designed to avoid ambiguity, vagueness, and value-laden language
In TOCE, students interviewed and examined a real patient over 45 minutes to
explore their understanding of topics deemed relevant to curriculum and then
summarize their findings to two examiners who questioned the students by an
unstructured oral examination on the patient problem.
Students are expected to present at least one case per week at the ward rounds–
these are discussed at the weekly group tutorial sessions as described in the
curriculum: students present representative cases for mood disorders (week 1),
Anxiety disorders (week 2), etc.

OSCE feedback questionnaire
A five-point Likert type questionnaire (Strongly Agree=5
to Strongly Disagree=1) was developed based on the
work of Hodges et al 7 that assesses the acceptability of
the OSCE. The instrument included eight items and was
self-administered in English as it is the language of
instruction. Satisfaction score was calculated for each
student by adding their scores on the eight items. Internal
consistency as measured by Cronbach's alpha was 0.79
overall. Cronbach's alpha for the eight items ranged from
0.73 to 0.79.Test–retest reliability as measured by
Pearson correlation coefficient was 0.80 , p <0.05.
Statistical Analysis
Data analysis was carried out using statistical software
(SPSS v. 15). Mean and standard deviations (SD) were
calculated for each exam mark. Zero order and partial
correlation were performed between test marks, and
regression models were fitted to evaluate the predictive
value of OSCE as an independent variable, alone or with
other exams and total clinical score or total final marks
for the dependent variables. To assess the reliability and
credibility of the OSCE, statistical analyses of
Cronbach's alpha, Kappa, and Pearson's correlation
coefficient were used.

Results
The marks for OSCE were normally distributed and
ranged between 9 and 15 with no significant difference
between genders (males 12.2 ±1.9, females 12 ±2, P=
0.59). The score ranges in TOCE, portfolio and MCQ
were 16-25, 5-10 and 16-45 respectively. There was a
significant correlation between OSCE and all forms of
psychiatry exams except for the MCQ marks. Correlation
was strong with the total clinical mark (combined marks
of TOCE, OSCE and portfolio), moderate with TOCE
and low with portfolio (r= 0.86, 0.49 and 0.20
respectively). Kappa concordance coefficient and the
correlation between the scores of examinees were
computed, ranged from 0.75 for Station 1 to 0.64 for
Station 2. The Cronbach's alpha coefficients for station
1, 2 were 0.82 and 0.78 respectively. In simple linear
regression, OSCE accounted for 65.1% of the variance in
total clinical marks and 31.5% of the final marks
(P=0.001). One unit change was associated with 1.63
changes in total clinical and 2.05 change in final marks.
In multiple regression analysis TOCE alone accounted
for 74.5% of the variance in the clinical scores.
Conditioned on its presence, OSCE explained an extra
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variance of 19.2%. Table (1) shows the mean scores of
students by gender of the OSCE opinion survey.
Responses were similar except with item 4 (competent
clerks would pass), (P=0.01). Satisfaction scores ranged
between 11 and 24 among the studied students with a
mean (±SD) of 18.5 ± 3.3. Females showed higher mean
satisfaction scores than males, but the observed
difference was not statistically significant. Average
percent satisfaction was 78.4% and 75.7% among
females and males respectively. However, the total score
did not fully characterize the questionnaire as the
percentage of female students who agreed that OSCE
was a fair assessment of clinical clerk’s skills was higher
than their male counterparts with significant statistical
difference.

Discussion
The acquisition of clinical skills is paramount to the
development of a safe and competent practitioner.8
OSCE as a performance-based assessment is a wellestablished assessment tool for many reasons:
competency-based valid, practical and effective means of
assessing clinical skills that are fundamental to the
practice of medicine and other health care related
professions. 9 While OSCE is in use in many medical
disciplines in Saudi Arabia, particularly in General
Surgery 10,11 , Orthopedics 12 and Internal Medicine 13,
Psychiatric educators have been slow to adopt this
method of evaluation. To the best of the authors'
knowledge, this is the first report that addresses OSCE in
undergraduate psychiatric assessment in Saudi Arabia.
As expected, implementation of OSCE at our department
has proved to be a useful adjunct to other forms of
clinical assessment, the student' scores on the OSCE
correlated well with the results in clinical exams and
explained a great part of the variance in total clinical
marks. Similar findings were reported in different
specialties from different countries. Townesend et al, 14
(general practice clinical attachment, United Arab
Emirates), Yu et al15, (surgery, USA) and Singhal et al.,16
(Pediatrics, England). However, there is no correlation
between the results of OSCE and MCQs. This may be
attributed to the fact that MCQs assess the students'
cognitive abilities (covers the area of ‘knows’ and
‘knows how’ of Miller's pyramid of assessment) and this
could span the levels of Bloom's taxonomy of
educational objectives from the level of comprehension
to the level of evaluation 17 whereas the OSCE like other
forms of clinical exams tests a different domain of
clinical skills (covering the area of ‘shows how’ of the
Miller's pyramid of assessment) which is a prerequisite

for physician performance in real life, such as history
taking and physical examinations. 1 Females showed
higher mean satisfaction scores than males, but the
observed difference was not significant. The OSCE has
been recently introduced in the assessment of psychiatry
attachment at KFU. Previous studies demonstrated that
female students showed greater adaptability to novel
situations and concepts. 3 Other possible factors could be
social factors. Female students being less influenced by
negative and external peer pressure, having to prove
themselves in a male dominated society and become
more hardworking and motivated. 18
Finally, contrary to our hypothesis based on previous
studies and our subjective expectations, there was no
statistically significant difference between male and
female students with regard to the OSCE in psychiatry at
our center. This finding contradictedseveral previous
studies. 3, 4 Differences from previous research may
relate to the smaller sample size investigated as this
increases the possibility of Type II errors. Scott et al.,
examined the results for five years of students from
several centers; also the aspects of psychiatry in which
females outperform their male colleagues, such as rating
of psychopathology as rated by Faberga et al 14, which
were not specifically elicited in any of the assessment
formats used. A recent study conducted in our center
showed that male medical students had a less favorable
attitude after rotation in psychiatry which may contribute
to underachievement in the subject as undergraduates,
with consequences for subsequent interest, and
recruitment to the specialty. 19As we found that males are
achieving as well as females, it may be the negative
attitude are being altered by new development in the
teaching and practice of psychiatry at KFU; for example,
the curriculum used is a hybrid type that adopts an
integrated approach with an increased emphasis on the
biological and psychodynamic and social factors.
Also, females showed higher mean satisfaction scores
than males, but the observed difference was not
significant. There may be potential explanations for why
results demonstrated differences when compared with
previous research. This may relate to the smaller sample
size investigated since a smaller size would increase the
possibility of Type II errors. Further, we investigated the
results of only one year of students. Secondly, genderrelated differences were noted by Faberga et al. 4 in their
study of factors influencing medical students' learning as
part of psychopathology assessment during psychiatric
clerkship. Female medical students showed a significant
improvement in accuracy of assessment of
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psychopathology during the clerkship, while their male
counterparts actually showed a significant reduction in
accuracy. Females also possess better vigilance, reading
comprehension, perceptual speed and associative
memory and are also better at scanning the physical
environment20. It might give them an edge over males
and consequently, they show a better ability to recall
more details from learning exposure in psychiatry.

Conclusion
This study demonstrates that the OSCE is similar to the
traditional methods in evaluating the performance in a
standardized manner. Teaching programs need to
identify which aspects of the OSCE cause difficulty to
the male and female students. This information would
usefully inform future developments in undergraduate
teaching.

Distribution of fifth year medical students response to the Psychiatry satisfaction survey (Items 1-8)
Items
Quality of Examination
1-Situations reflect those a
primary care physician would
have to deal with
2-Situations reflect those a
psychiatry resident would have to
deal with
Assessment of Clerks
3-Fair assessment of clinical
clerks' skills
4-Competent clerks would pass
5-Incompetent clerks would fail
6-Prefer to oral examination for
certification
7-Would like an OSCE as a
formative part of clinical clerk
training
8-Would like an OSCE as a
summative part of clinical clerk
training

Female students (N=56)
Disagree
Neutral
Agree
51.8%
8.9%
39.3%

Male students (N=54)
Disagree
Neutral
Agree
48.1%
5.6% 46.3%

Asymp. Sig.
(2-sided)
.664

12.5%

1.8%

85.7%

3.7%

5.6%

90.7%

.153

8.9%

.0%

91.1%

13.0%

11.1%

75.9%

.025

16.1%
5.4%
44.6%

10.7%
10.7%
12.5%

73.2%
83.9%
42.9%

24.1%
20.4%
55.6%

20.4%
11.1%
13.0%

55.6%
68.5%
31.5%

.145
.057
.446

28.6%

19.6%

51.8%

40.7%

14.8%

44.4%

.395

55.4%

7.1%

37.5%

42.6%

5.6%

51.9%

.318
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اﻟﻤﻠﺨﺺ
. اﻟﻐﺮض ﻣﻦ ھﺬه اﻟﺪراﺳﺔ ھﻮ اﻟﺘﺤﻘﻖ ﻣﻦ ﺻﺤﺔ اﻻﺧﺘﺒﺎر اﻟﺴﺮﯾﺮي ﻣﻮﺿﻮﻋﻲ اﻟﺒﻨﺎء ﻣﻦ ﺧﻼل اﻟﻤﻘﺎرﻧﺔ ﺑﯿﻦ أداء اﻟﻄﻼب ﺑﺎﻷﺷﻜﺎل اﻟﺘﻘﻠﯿﺪﯾﺔ ﻟﻠﺘﻘﯿﯿﻢ:اﻟﻐﺮض
 ﻣﻦ طﻼب اﻟﺴﻨﺔ اﻟﺨﺎﻣﺴﺔ ﻓﻲ اﻻﺧﺘﺒﺎر اﻟﺴﺮﯾﺮي ﻣﻮﺿﻮﻋﻲ اﻟﺒﻨﺎء و اﻻﺧﺘﺒﺎر اﻟﺘﻘﻠﯿﺪي اﻟﺴﺮﯾﺮي اﻟﺸﻔﮭﻲ وﺣﺎﻓﻈﺔ اﻷﻧﺸﻄﺔ110  ﻗﻤﻨﺎ ﺑﺘﺤﻠﯿﻞ أداء:اﻟﻄﺮﯾﻘﺔ
 وﺟﺪ:  اﻟﻨﺘﺎﺋﺞ. وﺷﻤﻞ اﻟﻔﺤﺺ اﺳﺘﺒﯿﺎن ﯾﺘﻀﻤﻦ ﺛﻤﺎﻧﯿﺔ ﺑﻨﻮد ﻟﺘﻘﯿﯿﻢ اﻟﺠﻮاﻧﺐ اﻟﻤﺨﺘﻠﻔﺔ ﻟﻠﻔﺤﺺ اﻟﺴﺮﯾﺮي اﻟﻤﻮﺿﻮﻋﻲ اﻟﻤﻨﻈﻢ.اﻟﻤﻨﻈﻤﺔ وأﺳﺌﻠﺔ اﻻﺧﺘﯿﺎر ﻣﻦ ﻣﺘﻌﺪد
 وأظﮭﺮ اﻻﻧﺤﺪار اﻟﺨﻄﻲ. ﺑﺎﺳﺘﺜﻨﺎء أﺳﺌﻠﺔ اﻻﺧﺘﯿﺎر ﻣﻦ ﻣﺘﻌﺪد، ارﺗﺒﺎط ﻛﺒﯿﺮ ﺑﯿﻦ أداء اﻟﻄﻼب ﻓﻲ اﻻﺧﺘﺒﺎر اﻟﺴﺮﯾﺮي ﻣﻮﺿﻮﻋﻲ اﻟﺒﻨﺎء وﺟﻤﯿﻊ اﻷﺷﻜﺎل اﻟﺘﻘﻠﯿﺪﯾﺔ ﻟﻠﺘﻘﯿﯿﻢ
 وأظﮭﺮ ﻣﺴﺢ اﻟﻄﺎﻟﺐ أن ﻛﺜﯿﺮ. ﻣﻦ اﻟﺪرﺟﺎت اﻟﻨﮭﺎﺋﯿﺔ٪ 31.5  ﻣﻦ اﻟﺘﺒﺎﯾﻦ ﻓﻲ اﻟﺪرﺟﺔ اﻟﺴﺮﯾﺮﯾﺔ اﻟﻜﻠﯿﺔ و٪ 65.1 اﻟﺒﺴﯿﻂ أن اﻻﺧﺘﺒﺎر اﻟﺴﺮﯾﺮي ﻣﻮﺿﻮﻋﻲ اﻟﺒﻨﺎء ﯾﻤﺜﻞ
 ﺗﻮﺿﺢ ھﺬه اﻟﺪراﺳﺔ أن:  اﻟﺨﻼﺻﺔ.ﻣﻦ اﻟﻄﺎﻟﺒﺎت واﻓﻘﻦ أن اﻻﺧﺘﺒﺎر اﻟﺴﺮﯾﺮي ﻣﻮﺿﻮﻋﻲ اﻟﺒﻨﺎء ﯾﻤﺜﻞ ﺗﻘﯿﯿﻤﺎ ﻋﺎدﻻ ﻟﻠﻤﮭﺎرات اﻟﺴﺮﯾﺮﯾﺔ ﻣﻘﺎرﻧﺔ ﺑﻨﻈﺮاﺋﮭﻢ ﻣﻦ اﻟﻄﻼب
اﻻﺧﺘﺒﺎر اﻟﺴﺮﯾﺮي ﻣﻮﺿﻮﻋﻲ اﻟﺒﻨﺎء ﻣﺸﺎﺑﮫ ﻟﻠﻄﺮق اﻟﺘﻘﻠﯿﺪﯾﺔ ﻓﻲ ﺗﻘﯿﯿﻢ أداء اﻟﻄﻼب ﺑﻄﺮﯾﻘﺔ ﻣﻮﺣﺪة وﯾﺒﺮز ﺣﺎﺟﺔ اﻟﺒﺮاﻣﺞ اﻟﺘﻌﻠﯿﻤﯿﺔ ﻟﺘﺤﺪﯾﺪ اﻟﺠﻮاﻧﺐ اﻟﺘﻲ ﺗﺴﺒﺐ ﺻﻌﻮﺑﺔ
. وﻧﺄﻣﻞ أن ﺗﻜﻮن ھﺬه اﻟﻤﻌﻠﻮﻣﺎت ﻣﻔﯿﺪة ﻟﻠﺘﻄﻮرات اﻟﻤﺴﺘﻘﺒﻠﯿﺔ ﻓﻲ ﻣﺠﺎل اﻟﺘﺪرﯾﺲ اﻟﺠﺎﻣﻌﻲ.ﻟﻠﻄﻼب
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Adult Attachment Styles in a Lebanese Community Sample:
A Brief Arabic Experience in Close Relationships Scale
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 دراﺳﺔ ﻋﻦ ﺗﺠﺎرب ﻋﺮﺑﯿّﺔ ﺣﻮل اﻟﻌﻼﻗﺎت اﻟﺸّﺨﺼﯿﺔ:أﺳﺎﻟﯿﺐ ﺗﻌﻠّﻖ اﻟ ّﺮاﺷﺪ اﻟﻠّﺒﻨﺎﻧﻲ
 داﻧﺎ طﺎھﺮ،ﺷﺎھﻲ ﻛﺎزرﯾﺎن

Abstract

O

bjectives: The aim of this study was to develop a brief Arabic Experiences in Close Relationships (ECR-R) Scale
and to examine its psychometric properties in the Lebanese context. Method: A 32-item Arabic ECR-R was
administered to 418 Lebanese adults in an urban community. Based on factor analysis, a brief 16 item Arabic ECR-R was
constructed to measure two adult attachment dimensions (avoidant and anxious, 8 items each). Psychometric properties of
the 16-item ECR-R (Arabic ECR-R-16) in the form of factor analysis, internal consistency, and correlations with Arabic
Center for Epidemiological Studies-Depression (Arabic CES-D) scores were examined, as were comparisons in relation to
age, sex, education, marital status, and religion. Results: Factor analysis of the Arabic ECR-R-16 resulted in a two-factor
model solution representing avoidant and anxious attachments with internal consistencies of α = .81 and α = .79,
respectively, and significant correlations with Arabic CES-D scores (r = .21, p<.0001 and r = .36, p<.0001, respectively).
Age was negatively correlated with anxious (r=-.12, p < .05) but not avoidant attachment. While Arabic ECR-R-16 scores
were independent of education and religion, male Lebanese adults reported more avoidant and less anxious attachments
than their female counterparts, and single Lebanese reported more avoidant and more anxious attachments than married
Lebanese. Conclusion: The brief Arabic ECR-16 is a reliable and valid measure of adult attachment in the Lebanese
context.
Key words: Avoidant attachment, anxious attachment, depression, Lebanese adults
Declaration of interest: None

Introduction
Adult attachment styles are the internal working models
of self and significant others rooted in offspringcaregiver relations in childhood and implicated in the
development of personality and psychopathology1, 2. The
36-item Experiences in Close Relationships-Revised
Scale3 (ECR-R-36) is one of the most widely used selfreport measures of adult attachment. The scale was
developed to assess two dimensions of romantic
attachment in the United States: anxious attachment and
avoidant attachment. Whereas avoidant adults avoid
anxiety rising from closeness to attachment figures such
as parent or romantic partner, anxiously attached
individuals experience anxiety arising from fear of being
rejected or abandoned by the significant others. The scale
has shown favorable psychometric properties in the
consistent extraction of the two-dimensions of adult
attachment, high internal consistencies and temporal
reliabilities, and significant correlations with other adult
attachment measures, stress responsivity such as salivary
cortisol levels and heart rate variability, emotion
regulation, clinical measures of distress and somatic
symptoms, and psychological well-being4,8,9,10.
The Western-based 36-item English ECR-R has been
translated and used first in Lebanon11 and then in
Greece12, Korea13, Germany14, and Norway15 because
standardized indigenous measures of adult attachment

did not exist in these European and non-Western
countries. The varied linguistic versions of the ECR-R36 have been shown to be psychometrically sound
among the European and non-Western groups, in
addition to revealing that the two dimensions of
attachment as socially constructed in the West also exist
within adults from European and non-Western cultures.
Given the paucity of research on adult attachment in the
Arab Middle-East5, 16 and considering the successful
Arabic translation of the 36-item English ECR-R scale
and its refinement on the basis of factor analysis11, 17, the
goal of the present study was the development of a brief
measure of the refined 32-item Arabic ECR-R-32 11 so
that it is less time-consuming and hence less burdensome
for use in clinical and non-clinical contexts in the Arab
Middle East. More specifically, we use the 32-item
Arabic ECR-R-3211 to report on the construction and
psychometric evaluation of a brief form in terms of
factor structure, correlation with psychological distress,
and relation to age, sex, marital status, and religion. Our
construction of a brief Arabic ECR-R is similar to
previous research efforts to shorten the original ECR-R367,18.

Method
Participants
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A total of 418 adults in an urban community in Lebanon
completed a test battery that included the Arabic ECR-R3211 and the Arabic CES-D scale17 in a counterbalanced
order to minimize potential order effects. Participants
were recruited from various community settings in
Lebanon including schools, banks and shops. The
majority of the participants were female (52.4%), single
(47.9%), university level education (53.8%) and Sunni
(57.3%). Their mean age was 33.93 (n=411, SD=12.03).
Instrumentation
Arabic Experience in Close Relationships-Revised Scale32 (Arabic ECR-R-3211). The 32-item Arabic ECR-R
was used to measure anxious and avoidant attachments
in romantic relationships. Participants rated their
romantic attachments on each item using a 7-point rating
scale (1=Strongly disagree to 7=Strongly agree), higher
scores indicating higher anxious attachment and higher
avoidant attachment. The Arabic ECR-R has been
validated in the Lebanese context11. Hijazi11 reported
high internal consistencies for the anxious and avoidant
dimensions of the Arabic ECR-R-32 (α = .84 and α =
.86, respectively), and an inter-correlation of r = .26, p <
.01 Arabic Center for Epidemiologic Studies Depression
Scale (Arabic CES-D17, 19). The Arabic CES-D scale is a
20-item measure of depressive symptoms. Each items is
rated on a four-point Likert scale (0 = rarely or none of
the time to 3 = most or all of the time), higher scores
indicating higher levels of depressive symptoms. The
Arabic CES-D has been validated in the Lebanese
context17. The internal consistency of the Arabic CES-D
for this sample of adult Lebanese was α = .85.
Procedure
Using SPSS Version 18, the 32 items of the Arabic ECRR were subjected to principal factor analysis with
oblique rotation. The Kaiser-Meyer Olkin (KMO) value
of .86 for the sample exceeded the required value of .6
and the Bartlett’s Test of Sphericity reached statistical
significance (p<.0001), supporting the factoriability of
the correlation matrix for the sample20. Principal factor
analysis revealed the presence of seven factors with

eigenvalues greater than one (6.00, 4.22, 1.69, 1.61, 1.21,
1.12, and 1.06) and factor loadings of items above .40.
Inspection of the scree-plot and the scree test suggested
retention of two factors. As such, a second principal
factor analysis was performed with two-factor solution
forced. Six items had factor loadings below .4; the first
empirically derived factor was an anxious attachment
factor comprising 14 original anxious attachment items
and four original avoidant attachment items; and the
second empirically derived factor was an avoidant factor
comprising eight original avoidant attachment items. The
eighth items of the empirically derived avoidant
attachment factor (all original avoidant attachment items
with factors loadings above .40) and the eighth items
with highest factor loadings on the empirically derived
anxious attachment factor (all original anxious
attachment items with factor loadings above .40) were
retained to form the brief Arabic ECR-R scale (Arabic
ECR-R-16) for evaluation of its psychometric properties.

Results
Arabic ECR-R-16 Factor Structure
The 16 items of the Arabic ECR-R-16 were subjected to
principal factor analysis with oblique rotation. The
KMO value of .86 for the sample exceeded the required
value of .6, and the Bartlett’s Test of Sphericity reached
statistical significance (p<.0001), supporting the
factoriability of the correlation matrix for the sample20.
Initially, three factors with eigenvalues greater than one
were extracted (3.77, 3.39, and 1.09), accounting for
51.6% of the variance. Examination of the scree-plot
suggested a two-factor solution as more suitable.
Therefore, a second principal factor analysis with
oblique rotation and forced two-factor solution was
performed. The results indicated a first factor with an
eigenvalue of 3.19 and explaining 19.9% of the variance,
and a second factor with an eigenvalue of 2.79 and
explaining 17.4% of the variance. The pattern matrix
factor loadings for the brief form (Arabic ECR-R-16)
and descriptive statistics in the form of means and
standards deviation are provided in Table 1. As can been
seen all factor loadings were above .30.

Table 1
Arabic ECR-R-16 Pattern Matrix Factor Loadings, Internal Consistencies, and Descriptive Statistics for Total
Sample of Lebanese Community Adults (n=418) and for Lebanese Male (n=198) and Females (n=218).

Item Content
13. Talk things over. (R)
10. Discuss problems and concerns. (R)
12. Telling just about everything. (R)

I

Total
II

.76
.69
.69

-.06
-.01
-.03

I

Males
II

.73
.71
.69

-.02
-.01
.03

Females
I
II
-.07
.02
-.07

.77
.65
.66
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-.23
.01
.06
.26
.10
.69
.68
.66
.65
.61
.53
.42
.39
.80
1.08
1.36

.65

-.08

.50
.62
.43
.35
-.03
.04
.12
.16
.14
-.04
-.29
-.22
.79
2.29
4.05

-.06
.12
.05
.07
.77
.69
.65
.59
.50
.40
.52
.33
.78
1.18
1.32

11. Feeling helped when turning to
-.16
.67
.69
)partner in times of need. (R
)3. Sharing private thought and feelings. (R
-.04
.60
.66
16. Understanding of me and my needs.
)(R
.09
.56
.52
)7. Comfortable opening up. (R
.16
.43
.41
14. Nervous about getting too close.
.08
.37
.36
2. Worrying partner won’t stay.
.04
.07
.72
4. Worrying partner doesn’t really love me.
.07
.10
.68
5. Worrying partner doesn’t care.
.12
.10
.66
9. Fearing feelings not reciprocated.
.15
.10
.62
8. Worrying a lot about relationship.
.12
.11
.59
15. Feeling mad for not getting needed affection and support.
-.12
-.17
.48
1. Being afraid of losing partner.
-.21
-.14
.47
6. Wishing partner has as strong feeling as me.
-.30
-.39
.36
α
.81
.79
.81
X
2.48
3.93 2.70
SD
1.14
1.34 3.79
Note: ECR-R = Experiences in Close Relationships-Revised Scale

Appendix A
اﻟﺘﺠﺎرب ﻓﻲ اﻟﻌﻼﻗﺎت اﻟﺮوﻣﺎﻧﺴﯿﺔ
)(Arabic ECR-R-16
-

ﺗﺘﻌﻠﻖ اﻟﻤﻘﻮﻻت اﻟﻮاردة أدﻧﺎه ﺑﻤﺸﺎﻋﺮك ﺑﺸﻜﻞ ﻋﺎم ﻓﻲ اﻟﻌﻼﻗﺎت اﻟﺮوﻣﺎﻧﺴﯿﺔ .ﻣﺎ ﯾﮭﻤﻨﺎ ھﻨﺎ ھﻮ ﻛﯿﻒ ﺗﺨﻮض ﺗﺠﺮﺑﺔ اﻟﻌﻼﻗﺎت اﻟﺮوﻣﺎﻧﺴﯿﺔ ﻋﺎﻣﺔ وﻟﯿﺲ ﻣﺎ
ﯾﺤﺪث ﻓﻘﻂ ﻓﻲ ﻋﻼﻗﺔ ﺗﺨﺘﺒﺮھﺎ اﻵن .ﻓﻠﯿﺲ ﻣﻦ اﻟﻀﺮوري ﻣﺜﻼً أن ﺗﻜﻮن ﺣﺎﻟﯿﺎ ً ﻣﺮﺗﺒﻄﺎ ً ﺑﺄﯾﺔ ﻋﻼﻗﺔ ﻟﺘﺘﻤﻜﻦ ﻣﻦ اﻟﺘﻌﻠﯿﻖ ﻋﻠﻰ ھﺬه اﻟﻤﻘﻮﻻت ،أﺟﺐ وﻓﻘﺎ ﻟﻤﺎ
ﻗﺪ ﺗﺸﻌﺮ ﻋﺎﻣﺔ ﻓﻲ أﯾﺔ ﻋﻼﻗﺔ روﻣﺎﻧﺴﯿﺔ .أﺷﺮ إﻟﻰ ﻣﺪى ﻣﻮاﻓﻘﺘﻚ أو ﻋﺪم ﻣﻮاﻓﻘﺘﻚ ﻋﻠﻰ ﻛﻠﻤﻦ اﻟﻤﻘﻮﻻت ﺑﺎﺧﺘﯿﺎر اﻟﺮﻗﻢ اﻟﻤﻨﺎﺳﺐ:
ﻻ أواﻓق
أﺑداً
1

ﻻ أواﻓق إﻟﻰ ﺣد
ﻣﺎ
2

ﻻ أواﻓق إﻟﻰ ﺣد
ﺑﺳﯾط
3

أواﻓق
إﻟﻰ ﺣد ﺑﺳﯾط
5

ﺣﯾﺎدي
4

 -1أﺧﺸﻰ أن أﻓﻘﺪ ﺣﺐ ﺷﺮﯾﻜﺘﻲ.
 -2ﻛﺜﯿﺮاً ﻣﺎ ﯾﻘﻠﻘﻨﻲ أن ﺷﺮﯾﻜﺘﻲ ﻟﻦ ﺗﺮﻏﺐ ﻓﻲ اﻟﺒﻘﺎء ﻣﻌﻲ.
 -3أﺷﻌﺮ ﺑﺎﻟﺮاﺣﺔ ﻓﻲ ﻣﺸﺎرﻛﺔ ﺷﺮﯾﻜﺘﻲ أﻓﻜﺎري وأﺣﺎﺳﯿﺴﻲ اﻟﺨﺎﺻﺔ.
 -4ﻛﺜﯿﺮاً ﻣﺎ ﯾﻘﻠﻘﻨﻲ أن ﺷﺮﯾﻜﺘﻲ ﻻ ﺗﺤﺒﻨﻲ ﻓﻌﻼً.
 -5ﻛﺜﯿﺮاً ﻣﺎ ﯾﻘﻠﻘﻨﻲ أن اﻟﺸﺮﯾﻜﺔ ﻻ ﺗﮭﺘﻢ ﺑﺄﻣﺮي ﺑﻘﺪر ﻣﺎ أھﺘﻢ ﺑﺄﻣﺮھﺎ.
 -6ﻛﺜﯿﺮاً ﻣﺎ أﺗﻤﻨّﻰ أن ﺗﻜﻮن ﻣﺸﺎﻋﺮ ﺷﺮﯾﻜﺘﻲ ﺗﺠﺎھﻲ ﺑﻘﻮة ﻣﺸﺎﻋﺮي ﺗﺠﺎھﮭﺎ.
 -7ﻻ أﺷﻌﺮ ﺑﺎﻻرﺗﯿﺎح ﺑﺎﻟﺘﻌﺒﯿﺮ ﻋﻦ ﻣﺸﺎﻋﺮي ﻟﻠﺸﺮﯾﻜﺔ.
 - 8أﻗﻠﻖ ﻛﺜﯿﺮاً ﺑﺸﺄن ﻋﻼﻗﺎﺗﻲ.
 -9ﻋﻨﺪﻣﺎ اﻋﺒﺮ ﻋﻦ ﻣﺸﺎﻋﺮي ﻟﺸﺮﯾﻜﺘﻲ ،أﺧﺎف إﻻ ﺗﺒﺎدﻟﻨﻲ اﻟﻤﺸﺎﻋﺮ ذاﺗﮭﺎ.
 -10أﻧﺎﻗﺶ ﻋﺎدة ﻣﺸﺎﻛﻠﻲ واھﺘﻤﺎﻣﺎﺗﻲ ﻣﻊ ﺷﺮﯾﻜﺘﻲ.
 -11اﻟﻠﺠﻮء إﻟﻰ ﺷﺮﯾﻜﺘﻲ ﻓﻲ أوﻗﺎت اﻟﺤﺎﺟﺔ ﯾﺴﺎﻋﺪﻧﻲ.
 -12أﺧﺒﺮ ﺷﺮﯾﻜﺘﻲ ﻋﻦ ﻣﻌﻈﻢ اﻷﺷﯿﺎء.
 -13أﺗﺒﺎﺣﺚ ﻣﻊ ﺷﺮﯾﻜﺘﻲ ﺑﺎﻷﻣﻮر.
 -14أﺻﺒﺢ ﻋﺼﺒﯿﺎ ً ﻋﻨﺪﻣﺎ ﺗﺘﻘﺮب اﻟﺸﺮﯾﻜﺔ ﻛﺜﯿﺮاً ﻣﻨﻲ.
 -15ﯾﺜﯿﺮ ﺟﻨﻮﻧﻲ أﻻ أﺣﺼﻞ ﻋﻠﻰ اﻟﺪﻋﻢ واﻟﻌﻮاطﻒ اﻟﻠﺬﯾﻦ أﺣﺘﺎﺟﮭﻤﺎ ﻣﻦ ﺷﺮﯾﻜﺘﻲ..
 -16ﺷﺮﯾﻜﺘﻲ ﺗﻔﮭﻢ ﺣﻘﺎ ً ﻛﻼًّ ﻣﻦ ﻣﺸﺎﻋﺮي وﺣﺎﺟﺎﺗﻲ.
females, principal factor analyses were also performed
separately for the sexes. The KMO values for males and
females exceeded the required value of .6 (KMOs .83
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Arabic ECR-R-16 Factorial Invariance
To ensure that the meanings of the Arabic ECR-R-16
items are interpreted similarly by Lebanese males and

Adult Attachment of Lebanese
and .84, respectively) and the Bartlett’s Test of
Sphericity reached statistical significance (p<.0001) in
both cases. The principal axis extraction approach
resulted in the identification of two factors in each case
(eigenvalues of 3.30 and 2.72 for males and eigenvalues
of 3.03 and 2.93 for females); the total variance
accounted for by the two-factors being 37.2% for males
and 37.3% for females. These findings support the
factorial invariance of the Arabic ECR-R-16 across sex.
The factor loadings of items on the two-factor solutions
for males and females and descriptive statistics are
presented in Table 1. As can be seen all factor loadings
were above .30 for both sexes.
Arabic ECR-R-16 Internal Consistencies and Intercorrelation
The internal consistencies of the avoidant and anxious
attachment subscales of the brief Arabic ECR-R-16 were
α = .81 and α = .79, respectively (see Table 1), and their
intercorrelations insignificant (r = -.02, ns). The internal
consistencies of the Arabic ECR-R-16 based avoidant
and anxious attachment dimensions for the sexes were
also high (α = .81 and α = .78 for males, and α = .79 α =
.80 for females).
Arabic ECR-R-16 and Arabic CES-D
Arabic CES-D scores correlated r = .21 (p < .0001) with
Arabic ECR-R-16 derived avoidant attachment scores
and r = .36 (p < .0001) with Arabic ECR-R-16 derived
anxious attachment scores, suggesting higher depression
scores being associated with higher avoidant and anxious
attachment scores.
Arabic ECR-R-16 and Demographic Comparisons
Arabic ECR-R-16 avoidant attachment scores were not
correlated with age (r = -.01, ns) but age was correlated
weakly with anxious attachment scores (r = -.12, p <.05).
Comparisons between males and females on Arabic
ECR-R-16 derived scores were significant for avoidant
attachment (t(1, 414) = 3.73, p < .001), males reporting
higher scores than females (X=2.70 and SD=1.18 for
males and X=2.29 and SD=1.08 for females), and
anxious attachment scores (t(1, 414) = 2.00, p < .04),
females reporting higher scores than males (X=3.79 and
SD=1.32 for males and X=4.05 and SD=1.36 for
females). Similarly, single Lebanese reported
significantly higher than married Lebanese ECR-R-16
avoidant scores (t(1, 386) = 2.27, p<.05; X=2.62 and
SD=1.16 for singles and X=2.36 and SD=1.13 for
married) and anxious attachment scores (t(1, 386) = 4.05,
p < .0001; X=4.19 and SD=1.34 for singles and X=3.64
and SD=1.33 for married). On the other hand, Arabic

ECR-R-16 comparisons for religion and education were
all non-significant.

Discussion
In the present study, the new 16 item short version of the
Arabic ECR-R showed good psychometric properties.
Factor analysis suggested that the brief Arabic ECR-R16 is measuring two independent dimensions of adult
attachment, namely, avoidant and anxious. While the use
of the English ECR-R and other linguistic versions of the
ECR-R11,12 to measure anxiety and avoidance have been
theoretically problematic because of the moderate
positive correlation between anxiety and avoidance10, the
Arabic ECR-R-16 provides assessment of two attachment
styles that are not correlated, and as such their
measurement by the Arabic ECR-R-16 scale is more
consistent with recent attachment models that
operationalize anxiety and avoidance as orthogonal
cognitive subsystems21. The low and non-significant
intercorrelations of the two dimensions (r=-.02, ns) are
contrary to the use of the International Classification of
Diseases and Related Health Problems of the terms
‘avoidant’ and ‘anxious’ as synonymous descriptions of
the same personality type22. It would seem that Lebanese
in the present sample were similar to their counterparts in
the United States differentiate between avoidant and
anxious attachments in interpersonal relations. The twofactor structure, the low and non-significant
intercorrelations of the two dimensions and their
significant association with depressive symptoms support
the reliability and validity of the brief Arabic ECR-R-16
as a measure of adult avoidant and anxious attachments
in the Lebanese case.
There has been little focus on sociodemographic factors
in previous investigations on the ECR-R. In the present
study, neither education nor religion was associated with
Arabic ECR-R-16 scores, suggesting the independence
of these factors from the anxious and avoidant
attachment styles. On the other hand, there was a weak
negative correlation between age and Arabic ECR-R-16
anxiety scores but not avoidant scores, suggesting
decrease in anxious attachment with age. Similarly,
single Lebanese in the present study reported higher
anxious and avoidant attachment than married Lebanese,
suggesting more preoccupation of non-married Lebanese
with attachment issues than their married counterparts.
Finally, the factorial invariance of the Arabic ECR-R-16
across sex suggests that the Arabic ECR-R-16 items have
the same meanings for Lebanese males and females.
Comparisons of males and females on anxious and
avoidant attachment styles indicate a reversed pattern of
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preoccupation of the sexes with the two attachment
styles. While females report higher anxious attachment,
males report higher avoidant attachment, findings that
are inconsistent with the lack of sex differences for a
Greek sample12. It is possible that Lebanese females are
socialized to a working model of ‘self’ that is
preoccupied with attachment-related anxiety whereas
males are socialized to a working model of ‘other’ that is
preoccupied with attachment-related avoidance. Taken
together, the demographic findings on adult attachment
indicate that education and religion may not be as
important factors for attachment-related working models
in the case of Lebanese adults while sex, marital status
and to some extent age may be predictive of adult
attachment styles. More in-depth cultural studies are
required
to
elucidate
the
relation
between
sociodemographic variations and attachment outcomes.
As a group, Lebanese adults in the present study reported
a mean ECR-R-16 avoidant score of 2.48 and a mean
anxious score of 3.93, indicating higher preoccupation
with attachment-related anxiety than attachment–related
avoidance. The mean scores for our Lebanese sample
compare with scores of 2.03 for avoidant and 1.75 for
anxious attachments reported for university students in
the United States10, and suggest a possible cultural
difference between Lebanese and Americans. This
cultural interpretation nevertheless is speculative, and
requires more direct study.
In summary, the present study provides preliminary
support to the value of the Arabic ECR-R-16 as a short,
valid, reliable and culturally appropriate scale for
assessing adult attachment in the Lebanese context.
While the brevity and feasibility of the Arabic ECR-R-16
and the orthogonality of its attachment–related subscales
should allow further clinical studies on attachment in
Lebanon as well as facilitate cross-cultural research, the
scale may not necessarily be generalizable to other Arab
communities and its items may even be unacceptable if
not offensive to orthodox or fundamentalist religious
Arabs from Christian and Muslim faiths.
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اﻟﻤﻠﺨﺺ
(( "ودراﺳﺔ ﺧﺼﺎﺋﺼﮭﺎ اﻟﻨّﻔﺴﯿﺔ )اﻟﺴّﯿﻜﻮﻣﺘﺮﯾﺔECR-R)  ﺗﻜﻤﻦ اﻟﻐﺎﯾﺔ ﻣﻦ ھﺬه اﻟ ّﺪراﺳﺔ ﻓﻲ ﺗﻜﻮﯾﻦ ﺻﻮرة واﺿﺤﺔ ﻋﻦ "اﻟﺘّﺠﺎرب ﻓﻲ اﻟﻌﻼﻗﺎت اﻟﺮّوﻣﺎﻧﺴﯿﺔ:اﻷھﺪاف
 وﺑﻌﺪ اﻟﺘّﺤﻠﯿﻞ ﺗ ّﻢ ﺑﻌﺪھﺎ وﺿﻊ ﻣﻮﺟﺰ ﻣﻦ. ﺑﺎﻟﻠّﻐﺔ اﻟﻌﺮﺑﯿّﺔECR-R  ﻋﯿﻨﺔ ﻣﻦ إل32  راﺷﺪا ﻟﺒﻨﺎﻧﯿﺎ ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﻤﺪﻧﻲ إﻟﻰ418  ﺧﻀﻊ: اﻟﻄّﺮﯾﻘﺔ.ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﻠّﺒﻨﺎﻧﻲ
ECR-R- 16  ﺗ ّﻤﺖ دراﺳﺔ اﻟﺨﺼﺎﺋﺺ اﻟﺴﯿﻜﻮﻣﺘﺮﯾﺔ ﻟﻞ.( ﻋﯿﻨﺎت ﻟﻜ ّﻞ واﺣﺪ8)  ﻣﺘﻔﺎدي وﻗﻠﻖ: ﻟﻘﯿﺎس ﻣﺪى ﺗﻌﻠّﻖ اﻟﺮّاﺷﺪ ﻋﻠﻰ ﺑﻌﺪﯾﻦECR-R ﻋﯿﻨﺔ ﻣﻦ أل16
 وﺗﻤﺖ ﻣﻘﺎرﻧﺔ ھﺬه. ﺑﺎﻟﻠّﻐﺔ اﻟﻌﺮﺑﯿّﺔ اﻟّﺬي ﯾﺤﺪّد ﻣﺪى اﻻﻛﺘﺌﺎب ﻋﻨﺪ اﻟ ّﺸﺨﺺCES-D ﺑﺎﻟﻠّﻐﺔ اﻟﻌﺮﺑﯿّﺔ ﻋﻠﻰ ﺷﻜﻞ ﻋﺎﻣﻞ اﻟﺘّﺤﻠﯿﻞ واﻟﺘّﻤﺎﺳﻚ اﻟﺪّاﺧﻠﻲ وﻣﺪى ﻋﻼﻗﺘﮫ ﺑﺎل
ﺑﺎﻟﻠّﻐﺔ اﻟﻌﺮﺑﯿّﺔ ﻧﻤﻮذﺟﺎ ً ﻣﻮْ ﻟّﻔّﺎ ً ﻣﻦ ﻋﺎﻣﻠﯿﻦECR-R- 16  ﻧﺘﺞ ﻋﻦ ﻋﺎﻣﻞ اﻟﺘﺤﻠﯿﻞ ﻟﻞ: اﻟﻨﺘّﺎﺋﺞ.اﻟﺨﺼﺎﺋﺺ ﺣﺴﺐ اﻟﻌﻤﺮ واﻟﺠﻨﺲ و اﻟﺜﻘﺎﻓﺔ واﻟﻮﺿﻊ اﻟﻌﺎﺋﻠﻲ واﻟﺪّﯾﻦ
: r=0.21,  ﺑﺎﻟﻠّﻐﺔ اﻟﻌﺮﺑﯿّﺔCES-D  ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﻣﻘﺎرﺑﺘﮫ ﻟﻞ،ﻋﻠﻰ اﻟﺘّﻮاﻟﻲα=0.79 وα=0.81  و ﻗﺪ ﺑﻠﻎ اﻟﺘّﻤﺎﺳﻚ اﻟ ّﺪاﺧﻠﻲ،ﯾﻤﺜّﻼن ﺗﻔﺎدي اﻹرﺗﺒﺎط و اﻟﻘﻠﻖ ﻣﻨﮫ
 ﺑﯿﺪ أن،( وﻟﻜﻦ ﻟﯿﺲ ﻋﻠﻰ رﻏﺒﺔ اﻻﺗّﺤﺎدr= -0.12 ; p<0. 05)  ﯾﺆﺛﺮ اﻟﻌﻤﺮ ﺑﺸﻜﻞ ﺳﻠﺒ ّﻲ ﻋﻠﻰ ﺣﺎﻟﺔ اﻟﻘﻠﻖ. ﻋﻠﻰ اﻟﺘّﻮاﻟﻲr=0.36, p<0.0001¬  وp<0.0001
 أظﮭﺮت اﻟ ّﺪراﺳﺔ أن اﻟﺮّاﺷﺪﯾﻦ اﻟّﻠﺒﻨﺎﻧﯿﯿﻦ اﻟ ّﺬﻛﻮر ھﻢ أﻛﺜﺮ اﺟﺘﻨﺎﺑﺎ ً ﻟﻠﻌﻼﻗﺎت واﻗ ّﻞ ﻗﻠﻘﺎ ً ﻣﻦ اﻹرﺗﺒﺎط ﻣﻦ. ﺑﺎﻟﻠّﻐﺔ اﻟﻌﺮﺑﯿّﺔ ﻟﻢ ﺗﺘﺄﺛّﺮ ﺑﺎﻟﺜّﻘﺎﻓﺔ واﻟ ّﺪﯾﻦECR-R- 16 ﻧﺘﺎﺋﺞ أل
ECR-R- 16  ﯾﻌﺘﺒﺮ اﻟﻨّﻤﻮذج:اﻟﺨﺎﺗﻤﺔ. واﻟﻔﺮد اﻟﻠّﺒﻨﺎﻧﻲ اﻷﻋﺰب ھﻮ أﻛﺜﺮ اﺟﺘﻨﺎﺑﺎ ً ﻟﻠﻌﻼﻗﺎت وأﻛﺜﺮ ﻗﻠﻘﺎ ً ﻣﻦ اﻹرﺗﺒﺎط ﻋﻠﻰ ﻋﻜﺲ اﻟﻠّﺒﻨﺎﻧﻲ اﻟﻤﺘﺄھّﻞ.ﻧﻈﯿﺮاﺗﮭﻢ اﻹﻧﺎث
.ﺑﺎﻟﻠّﻐﺔ اﻟﻌﺮﺑﯿّﺔ اﻟﻤﺨﺘﺼﺮ ﻣﻌﯿﺎراً ﻣﻮﺛﻮﻗﺎ ً وﻓﻌّﺎﻻً ﻟﻘﯿﺎس ﻣﺪى رﻏﺒﺔ ﺗﻌﻠّﻖ اﻟ ّﺮاﺷﺪﯾﻦ ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟّﻠﺒﻨﺎﻧﻲ
Corresponding Author
Dr. Shahe S. Kazarian,
Department of Psychology,American University of Beirut, P.O. Box 11-0236, Beirut 1107-2020, Lebanon.
E-mail: sk29@aub.edu.lb
Authors
Prof. Shahe S. Kazarian
Clinical Psychologist, Department of Psychology, American University of Beirut, Beirut 1107-2020, Lebanon.
Dana Taher
MA, Department of Psychology, American University of Beirut, Beirut, Lebanon

79

)The Arab Journal of Psychiatry (2012) Vol. 23 No. 1 Page (80-86

ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ و ﻣﻨﻈﻮر اﻟﺰﻣﻦ
اﻟﻌﻼﻗﺔ ﻣﺎ ﺑﯿﻦ اﺿﻄﺮاب ً
ﺳﻠﯿﻤﺎن ﺟﺎرﷲ ،ﻣﺤﻤﺪ اﻟﺼﻐﯿﺮ ﺷﺮﻓﻲ

The relationship between posttraumatic stress disorder and Time Perspective
Slimane Djarallah, Mohamed Seghir Chorfi

Abstract

T

he study aims to explore the lack of harmony in implementing the content of the time record from past,
present and future, and their dimensions, following the exposure to traumatic events. A pilot study of
162 students who were exposed to the danger of flood is used to study the psychometric characteristics of
Impact of Event Scale-Revised IES-R- Arabic version. The main sample consist of 108 persons (Age 18 to 30,
m=25.58, sd= 3.34, 56.5 % female) composed from three subgroups with 36 participant for each. The First
subgroup: with post-traumatic stress disorder (PTSD) diagnosed by psychiatrists. The second subgroup:
without PTSD. The third subgroup: have not been exposed to traumatic events which influenced their
psychological life. They all completed the test of Impact of Event Scale-Revised IES-R and Zimbardo Time
Perspective Inventory (ZTPI). The factor analysis of the IES-R Arabic version showed that all items belong to
their own factors. Reliability score of all subscales exceed 0.69. The first subgroup shows high scores in PastNegative and Present-fatalistic dimensions, and low scores in Future and Past-Positive dimensions, but the
second and third subgroups scored the contrary. One Way-ANOVA test showed significant differences
between the three subgroups in all time perspective (TP) dimensions except in Present-pleasant orientation.
The linear regression model showed that there is a linear relationship between the dependent variable PTSD
and TP as predictor (R2 = 0.73, F (2, 106) = 58.63, p ˂0.001). The results: the study suggests the balance in
implementing the content of time record may help to protect against PTSD and other psychological effects
after the exposure to traumatic events.

ﻣﻠﺨﺺ
ﻣﺎض وﺣﺎﺿﺮ و ﻣﺴﺘﻘﺒﻞ و أﺑﻌﺎدھﻤﺎ اﻟﻔﺮﻋﯿﺔ ،ﺑﻌﺪ اﻟﺘﻌﺮض
ھﺪﻓﺖ اﻟﺪراﺳﺔ إﻟﻰ اﻟﻜﺸﻒ ﻋﻦ اﺧﺘﻼل ﺗﻨﺎﺳﻖ ﺗﻮظﯿﻒ ﻣﺤﺘﻮى اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ ﻣﻦ
ٍ
ﻷﺣﺪاث ﺻﺎدﻣﮫ .اﺳﺘﻌﻤﻠﺖ ﻋﯿﻨﺔ اﺳﺘﻄﻼﻋﯿﺔ ﻣﻦ  162ﺗﻠﻤﯿﺬاً ﺗﻌﺮﺿﻮا ﻟﺨﻄﺮ اﻟﻔﯿﻀﺎن ﻣﻦ أﺟﻞ اﻟﻮﺻﻮل ﻟﻠﺨﺼﺎﺋﺺ اﻹﺣﺼﺎﺋﯿﺔ ﻹﺧﺘﺒﺎر إﺟﮭﺎد
اﻟﺼﺪﻣﺔ  ،ﺑﻌﺪ ﺗﺮﺟﻤﺘﮫ ﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ .ﺷﻤﻠﺖ ﻋﯿﻨﺔ اﻟﺪراﺳﺔ اﻷﺳﺎﺳﯿﺔ  108ﻓﺮداً ،وﺗﻜﻮﻧﺖ ﻣﻦ ﺛﻼث ﻣﺠﻤﻮﻋﺎت ﻓﺮﻋﯿﺔ ﻓﻲ ﻛﻞ ﻣﻨﮭﺎ  36ﻓﺮداً .ﺗﺮاوح
اﻟﻌﻤﺮ ﺑﯿﻦ  18و  30ﺳﻨﺔ )م =  ،3.43±25.58إﻧﺎث  .(%56.5اﻟﻤﺠﻤﻮﻋﺔ اﻷوﻟﻰ :ﺗﻢ ﺗﺸﺨﯿﺼﮭﻢ ﻛﺤﺎﻟﺔ اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﻣﻦ ﻗﺒﻞ
اﺧﺘﺼﺎﺻﯿﯿﻦ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ،واﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻧﯿﺔ :ﻣﻦ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﺤﻮادث ﺻﺎدﻣﺔ واﻟﻤﺠﻤﻮﻋﺔ اﻟﺜﺎﻟﺜﺔ :ﻣﻦ ﻏﯿﺮ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻷﺣﺪاث ﺻﺎدﻣﮫ.
أظﮭﺮ اﻟﺘﺤﻠﯿﻞ اﻟﻌﺎﻣﻠﻲ اﻟﻜﺸﻔﻲ ﺗﻤﯿﯿﺰ اﺧﺘﺒﺎر إﺟﮭﺎد اﻟﺼﺪﻣﺔ اﻟﻤﻨﻘﺢ ﺑﯿﻦ اﻟﻌﻮاﻣﻞ اﻟﺜﻼﺛﺔ اﻟﻤﺴﺘﺨﺮﺟﺔ )ﺗﻜﺮار ﻣﻌﺎﯾﺸﺔ اﻟﺤﺪث ،اﻟﺘﺠﻨﺐ ،ﻓﺮط اﻹﺛﺎرة(،
و ﯾﺘﻤﺘﻊ أﯾﻀﺎ ً ﺑﺜﺒﺎت ﺟﯿﺪ .و أظﮭﺮت ﻧﺘﺎﺋﺞ اﺧﺘﺒﺎر ﻗﺎﺋﻤﺔ زﻣﺒﺎردو ﻟﻤﻨﻈﻮر اﻟﺰﻣﻦ ارﺗﻔﺎع درﺟﺎت ﻣﺘﻮﺳﻄﺎت ﺑﻌﺪي اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ و اﻟﺤﺎﺿﺮ
اﻟﺤﺘﻤﻲ و اﻧﺨﻔﺎض ﻓﻲ ﺑﻌﺪي اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ و اﻟﻤﺴﺘﻘﺒﻞ  ،ﺑﯿﻨﻤﺎ أظﮭﺮت ﻋﻜﺲ ذﻟﻚ ﻟﺪى أﻓﺮاد اﻟﻤﺠﻤﻮﻋﺘﯿﻦ اﻟﻔﺮﻋﯿﺘﯿﻦ اﻟﺜﺎﻧﯿﺔ واﻟﺜﺎﻟﺜﺔ .ﻛﺸﻒ
ﺗﺤﻠﯿﻞ اﻟﺘﺒﺎﯾﻦ اﻷﺣﺎدي ﻋﻦ وﺟﻮد ﻓﺮوق داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً ﺑﯿﻦ اﻟﻤﺠﻤﻮﻋﺎت اﻟﻔﺮﻋﯿﺔ اﻟﺜﻼﺛﺔ ﻣﺎ ﻋﺪا ﻓﻲ ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ.ﻻ ﺗﻮﺟﺪ ﻓﺮوق ﺣﺴﺐ اﻟﺠﻨﺲ
أو اﻟﺴﻦ ﻓﻲ اﻟﻌﯿﻨﺔ اﻟﻜﻠﯿﺔ .و أوﺿﺢ ﻧﻤﻮذج ﺗﺤﻠﯿﻞ اﻹﻧﺤﺪار اﻟﺨﻄﻲ وﺟﻮد ﻋﻼﻗﺔ ﻗﻮﯾﺔ ﺑﯿﻦ اﻟﻤﺘﻐﯿﺮات ،و أن أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺗﻨﺒﺊ ﺑﺨﻄﺮ
اﻹﺻﺎﺑﺔ ﺑﺈﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ) ر ،0.73 =2ف ) ،58.63 = (102،5داﻟﺔ ﻋﻨﺪ ﻣﺴﺘﻮى اﻗﻞ ﻣﻦ  .( 0.001ﺧﻠﺼﺖ اﻟﺪراﺳﺔ إﻟﻰ أن
إﺗﺰان ﺗﻮظﯿﻒ ﻣﺤﺘﻮﯾﺎت اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ ﯾﺴﺎﻋﺪ ﻋﻠﻰ ﺗﺠﻨﺐ اﻟﺴﻠﻮﻛﺎت اﻟﺘﻲ ﯾﻜﻤﻦ ﻓﯿﮭﺎ ﺧﻄﺮ ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻋﻤﻮﻣﺎ ً.
اﻟﻜﻠﻤﺎت اﻟﻤﻔﺘﺎﺣﯿﺔ :اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ ،ﻣﻘﯿﺎس إﺟﮭﺎد اﻟﺼﺪﻣﺔ اﻟﻤﻨﻘﺢ ،ﻣﻨﻈﻮر اﻟﺰﻣﻦ ،ﻗﺎﺋﻤﺔ زﻣﺒﺎردو ﻟﻤﻨﻈﻮر اﻟﺰﻣﻦ ،اﻟﺒﺎﻟﻐﯿﻦ.
ﺗﺼﺮﯾﺢ اﻟﺪﻋﻢ أو اﻟﻤﺼﻠﺤﺔ :ﻻ ﯾﻮﺟﺪ

ﻣﻘﺪﻣﺔ

ﯾﻤﺜﻞ اﻟﻀﻐﻂ اﻟﻨﻔﺴﻲ ﺟﺰءاً ﻣﻦ ﺣﯿﺎة اﻷﻓﺮاد .و ﯾﻌﺘﺒﺮ ھﻮﺗﯿﻜﺎت
أن اﻟﻀﻐﻂ اﻟﻨﻔﺴﻲ ظﺎھﺮة ﻋ ّﻤﺖ ﺟﻤﯿﻊ ﻣﺠﺎﻻت ﺣﯿﺎﺗﻨﺎ .إن ﺗﻌﺮض
اﻟﻔﺮد ﻟﺤﺪث ﺻﺎدم أو ﻋﺪة ﺣﻮادث ،وﻋﻨﺪﻣﺎ ﺗﻜﻮن ﻗﺪ ﺗﺠﺎوزت ھﺬه
اﻟﺼﺪﻣﺎت ﻗﺪرا ﺗﮫ ﻋﻠﻰ اﻟﺘﻜﯿﻒ ﻣﻌﮭﺎ ﺗﺆدي إﻟﻰ اﺿﻄﺮاﺑﺎت ﻧﻔﺴﯿﺔ
ﻣﺨﺘﻠﻔﺔ ،ﺧﺎﺻﺔ اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .و ﻗﺪ ﺑﻠﻐﺖ ﻧﺴﺒﺔ
اﻧﺘﺸﺎرھﺎ ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﺠﺰاﺋﺮي ) (%37.4و ﻛﻤﺒﻮدﯾﺎ )(%28.4
و إﺛﯿﻮﺑﯿﺎ ) ،(%15.8و ﻗﻄﺎع ﻏﺰة ) .20 (%17.8ﺗﻨﺎوﻟﺖ
اﻟﺪراﺳﺎت ﻋﻼﻗﺔ اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ ﺑﺎﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻤﺘﻐﯿﺮات اﻟﻨﻔﺴﯿﺔ
اﻟﻤﻌﺮﻓﯿﺔ و اﻟﺴﻠﻮﻛﯿﺔ ﻛﻮﻧﮭﺎ ﻣﻦ اﻹﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ اﻟﻤﻌﻘﺪة ﻛﻤﺎ
ھﻲ ﺗﻌﻘﯿﺪات ﻣﻀﺎﻋﻔﺎﺗﮭﺎ اﻟﻨﻔﺴﯿﺔ و اﻟﺒﺪﻧﯿﺔ واﻹﺟﺘﻤﺎﻋﯿﺔ.10و ﻓﻲ
ﺧﻀﻢ ذﻟﻚ ﺑﺮزت ﻋﻼﻗﺘﮭﺎ ﺑﻤﻔﮭﻮم اﻟﺰﻣﻦ وﺗﺤﺪﯾﺪاً ﺑﻤﻨﻈﻮر اﻟﺰﻣﻦ
ﻓﻲ اﻟﻌﺪﯾﺪ ﻣﻦ اﻷﺑﺤﺎث اﻟﻌﻠﻤﯿﺔ .و ﺗﺘﻀﺢ ھﺬه اﻟﻌﻼﻗﺔ أﻛﺜﺮ ،إﺳﺘﻨﺎداً
5
إﻟﻰ اﻷﻋﺮاض اﻷﺳﺎﺳﯿﺔ اﻟﻮاردة ﻓﻲ اﻟﺪﻟﯿﻞ اﻹﺣﺼﺎﺋﻲ اﻟﺘﺸﺨﯿﺼﻲ
) .(DSM IV-TRﻧﺠﺪ ھﻨﺎك ﻋﻼﻗﺔ واﺿﺤﺔ ﺑﯿﻨﮭﺎ وﺑﯿﻦ ﺣﺎﻟﺔ
اﻟﺘﻮﺟﮫ ﻧﺤﻮ اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ .ﺣﯿﺚ ﻓﺮط اﻹﺛﺎرة اﻟﺤﺎﺿﺮة و ﺗﻜﺮار
ﻣﻌﺎﯾﺸﺔ ﺧﺒﺮات اﻟﺼﺪﻣﺔ اﻟﻤﺎﺿﯿﺔ واﻟﺘﺠﻨﺐ اﻟﻤﺴﺒﻖ ﻟﻜﻞ ﻣﺎ ﯾﺬ ّﻛﺮ
17

اﻟﻤﺼﺪوم ﺑﺎﻟﺨﺒﺮة اﻟﻤﺆﻟﻤﺔ واﻟﺘﺸﺎؤم ﻣﻦ اﻟﻤﺴﺘﻘﺒﻞ .ﻋﻨﺪھﺎ ﻻ ﯾﺴﺘﻄﯿﻊ
اﻟﻤﺼﺎب ﺑﺎﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ أن ﯾﮭﺘﺪي ﺑﻤﻌﺎﻟﻤﮫ اﻟﺰﻣﻨﯿﺔ.
ﺗﺨﻠﻒ اﻟﻜﺎرﺛﺔ آﺛﺎراً طﻮﯾﻠﺔ اﻷﻣﺪ ﻣﻦ ﺑﯿﻨﮭﺎ اﺿﻄﺮاب اﻟﺘﻮﺟﮫ ﻓﻲ
اﻟﺰﻣﺎن واﻟﻤﻜﺎن .3إن ﻛﻞ أﺷﻜﺎل اﻷﺣﻜﺎم واﻷﻓﻜﺎر و اﻟﻌﻼﻗﺔ ﺑﺎﻷﺷﯿﺎء
واﻟﻤﺤﯿﻂ وﻣﻌﻨﻰ اﻟﻮاﻗﻊ و ﻛﻞ اﻟﻮظﺎﺋﻒ اﻟﻨﻔﺴﯿﺔ اﻷﺧﺮى ﻣﺮﺗﺒﻄﺔ
ﺑﺎﻟﺰﻣﻦ .29
23
ﻓﻲ ﺳﯿﺎق وﺟﮭﺔ ﻧﻈﺮ ﻟﻮﯾﻦ  ،اﻟﺬي ﻋﺮف ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺑﺄﻧﮫ
"ﻣﺠﻤﻞ ﻧﻈﺮة اﻟﻔﺮد ﻟﻠﺤﻈﺔ ﻣﺤﺪدة ﺣﻮل ﻣﺴﺘﻘﺒﻠﮫ و ﻣﺎﺿﯿﮫ اﻟﻨﻔﺴﻲ"،
أﺳﺲ زﻣﺒﺎردو و ﺑﻮﯾﺪ 37ﻧﻈﺮﯾﺘﮭﻤﺎ )وﺿﻊ ﻣﻔﮭﻮم اﻟﺰﻣﻦ ﻓﻲ
ﻣﻨﻈﻮر( ﺣﯿﺚ اﻋﺘﺒﺮا أن ھﺬا اﻟﻤﻔﮭﻮم ﯾﺮﺗﺒﻂ ﺑﺎﻟﺘﻔﻀﯿﻞ اﻟﻤﻌﺮﻓﻲ ﻟﺪى
اﻟﻔﺮد و ﯾﻤﺜﻞ اﻟﻄﺮﯾﻘﺔ اﻟﺘﻲ ﺗﻘﺴﻢ ﺑﮭﺎ ﻣﺠﺮﯾﺎت اﻷﺣﺪاث اﻟﻮاﻗﻌﺔ
واﻟﺨﺒﺮة داﺧﻞ أطﺮ زﻣﻨﯿﺔ )اﻟﻤﺎﺿﻲ ،واﻟﺤﺎﺿﺮ واﻟﻤﺴﺘﻘﺒﻞ( ،وﯾﺪل
ﻋﻠﻰ اﻟﺤﺎﻟﺔ اﻟﻨﻔﺴﯿﺔ واﻟﺴﻠﻮﻛﯿﺔ و اﻹﻧﻔﻌﺎﻟﯿﺔ و اﻟﻌﻼﺋﻘﯿﺔ ﻣﻦ ﺧﻼل
ﺗﻮظﯿﻒ ﻣﺤﺘﻮﯾﺎت اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ اﻟﺘﻲ ﻗﺴﻤﮭﺎ إﻟﻰ ﺧﻤﺴﺔ أﺑﻌﺎد:
ﻣﺎض
ﻣﺎض إﯾﺠﺎﺑﻲ )اﻹﻋﺘﻤﺎد ﻋﻠﻰ اﻟﺨﺒﺮات واﻟﻤﺸﺎﻋﺮ اﻹﯾﺠﺎﺑﯿﺔ(،
ٍ
ٍ
ﺳﻠﺒﻲ )اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺗﻨﺸﯿﻂ اﻟﻌﻮاطﻒ واﻟﻤﺸﺎﻋﺮ اﻟﺴﻠﺒﯿﺔ اﻟﻤﺮﺗﺒﻄﺔ
ﺑﺎﻟﻤﺎﺿﻲ( ،ﻣﺴﺘﻘﺒﻞ )ﺣﺎﻟﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺗﺤﻘﯿﻖ اﻷھﺪاف اﻟﻤﺴﺘﻘﺒﻠﯿﺔ

Djarallah & Chorfi
اﻟﺘﻲ ﯾﺘﺼﻮرھﺎ اﻟﻔﺮد و ﯾﺨﻄﻂ ﻣﻦ أﺟﻞ ﺗﺤﻘﯿﻘﮭﺎ( ،ﺣﺎﺿﺮ ﻣﻤﺘﻊ
)اﻟﺒﺤﺚ ﻋﻦ أﺣﺎﺳﯿﺲ ﻣﺆﺛﺮة وﻣﻤﺘﻌﺔ ،اﻟﺘﻲ ﺗﻄﻐﻰ ﻋﻠﻰ ﺣﺎﺿﺮ
اﻟﺸﺨﺺ ،(.وأﺧﯿﺮاً ﺣﺎﺿﺮ ﺣﺘﻤﻲ )ﻣﻌﺎﻟﺠﺔ اﻟﻤﻮﻗﻒ ﺣﺴﺐ ﻣﺎ
ﯾﻘﺘﻀﯿﮫ اﻷﻣﺮ أو اﻹﻧﻘﯿﺎد و اﻻﺳﺘﺴﻼم و اﻻﻋﺘﻘﺎد ﺑﺤﺘﻤﯿﺔ وﻗﻮﻋﮫ( .و
ﺗﺨﺘﻠﻒ أﺳﺲ ھﺬه اﻟﻨﻈﺮﯾﺔ ﺑﻜﻮﻧﮭﺎ ﺗﺪﺧﻞ ﺿﻤﻦ راﻓﺪ ﻋﻠﻢ اﻟﻨﻔﺲ
اﻹﯾﺠﺎﺑﻲ ﻋﻦ اﻟﻨﻈﺮﯾﺔ اﻟﻤﻌﺮﻓﯿﺔ ﻟـ "ﺑﯿﻚ" 7اﻟﺘﻲ ﺗﻌﺘﻤﺪ أﺳﺎﺳﺎ ً ﻋﻠﻰ
اﻹﻋﺘﻘﺎدات اﻟﺬاﺗﯿﺔ اﻟﺴﻠﺒﯿﺔ ﻟﺪى اﻟﻔﺮد )اﻟﻨﻈﺮة اﻟﺴﻠﺒﯿﺔ ﻧﺤﻮ ذاﺗﮫ ،ﻧﺤﻮ
ﺑﯿﺌﺘﮫ ،ﻧﺤﻮ ﻣﺴﺘﻘﺒﻠﮫ( واﺳﺘﻌﺪاد اﻟﻔﺮد ﻟﻺﺻﺎﺑﺔ ﺑﺎﻹﻛﺘﺌﺎب .ﯾﻤﻜﻦ
اﻋﺘﺒﺎر ھﺬه اﻟﻨﻈﺮة و ﻓﻖ ﻣﺼﻄﻠﺢ ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺑﺄﻧﮭﺎ ﺗﻮﺟﮫ ﻧﺤﻮ
ﺳﺠﻼت زﻣﻨﯿﺔ ﻓﻲ أﺑﻌﺎدھﺎ اﻟﺴﻠﺒﯿﺔ.
ﻟﻘﺪ ﺗﻠﻲ و ﺿﻊ ﻣﻔﮭﻮم اﻟﺰﻣﻦ ﻓﻲ ﻣﻨﻈﻮر أﺑﺤﺎث ﻋﺪﯾﺪة و ﺗﻜﺎﻣﻠﺖ
ﻧﺘﺎﺋﺠﮭﺎ ،و أَﺳﺴﺖ ﺟﺎﻧﺒﺎ ً ھﺎﻣﺎ ً ﻣﻦ ﻣﻔﮭﻮم اﻟﺰﻣﻦ اﻟﻨﻔﺴﻲ .اﻟﺬي ﯾﻤﻜﻦ
ﻗﯿﺎﺳﮫ ﻣﻦ ﺧﻼل ﻣﺼﻄﻠﺢ "ﻣﻨﻈﻮر اﻟﺰﻣﻦ" ،ﻟﻤﻌﺮﻓﺔ دوره ﻓﻲ
اﻟﻌﻤﻠﯿﺎت اﻟﻤﻌﺮﻓﯿﺔ و ﺗﻮظﯿﻒ اﻟﻤﻌﻠﻮﻣﺎت اﻟﻤﻜﺘﺴﺒﺔ ﻟﺪى اﻟﻔﺮد و ﻓﻲ
اﻟﻌﺪﯾﺪ ﻣﻦ اﻹﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ  33 ,21,14,11 ,15,8و اﻟﺴﻠﻮﻛﺎت اﻟﺘﻲ
ﺗﻜﻤﻦ ﻓﯿﮭﺎ أﺧﻄﺎر ﺻﺤﯿﺔ. 36 ,35,32,31,27 ,28 ,13,20,18,12ﺑﯿﻨﻤﺎ
ﺗﺮﻛﺰت اﻟﺪراﺳﺎت اﻷوﻟﻰ ﺣﻮل ﻣﻨﻈﻮر زﻣﻦ اﻟﻤﺴﺘﻘﺒﻞ ،1و أﺧﺮى
ﺣﻮل ﻣﻔﮭﻮم اﻟﺰﻣﻦ ﻋﻤﻮﻣﺎ ﻓﻲ اﻹﺿﻄﺮاﺑﺎت اﻟﺬھﺎﻧﯿﺔ .22
إن اﻟﺨﺒﺮات اﻟﻤﺆﻟﻤﺔ اﻟﺘﻲ ﯾﻤﺮ ﺑﮭﺎ اﻟﻔﺮد ﻣﺜﻞ اﻟﺤﺮوب ،اﻷﻣﺮاض،
اﻟﺒﻄﺎﻟﺔ واﻟﻜﻮارث ﻟﮭﺎ ﻋﻼﻗﺔ ﺑﻤﻨﻈﻮر اﻟﺰﻣﻦ .وﻣﻦ ﺑﯿﻦ أﺛﺎر اﻟﺼﺪﻣﺔ
اﻟﻨﻔﺴﯿﺔ اﻧﻘﻄﺎع ﺗﻨﺎﻏﻢ ﻧﻈﺎم ﺗﻮظﯿﻒ ﻣﻨﻈﻮر اﻟﺰﻣﻦ و اﺿﻄﺮاب
ﻣﻌﻨﻰ اﻟﺴﻠﻮﻛﺎت ﻣﻦ ﺣﯿﺚ أﻧﮭﺎ ﻟﮭﺎ ﺑﻌﺪ زﻣﻨﻲ .30و ﻓﻲ ﺣﺎﻻت
اﻟﺘﻌﺮض ﻟﺨﺒﺮات ﻣﺆﻟﻤﺔ ،ﻓﺈن اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺳﺠﻞ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ
ھﻮ اﻟﻤﺴﯿﻄﺮ"اﻹﺟﺘﺮار اﻟﺴﻠﺒﻲ ﻟﻠﻤﺎﺿﻲ"  .19إن ﺗﺄﺛﯿﺮ ﺻﺪﻣﺔ
اﻹﺻﺎﺑﺔ ﺑﻤﺮض ﻣﺰﻣﻦ ﻛﻤﺎ ﻓﻲ ﺣﺎﻟﺔ داء اﻟﺴﻜﺮي اﻟﻤﺮﺗﺒﻂ
ﺑﺎﻷﻧﺴﻮﻟﯿﻦ ﯾﺆدي إﻟﻰ ﺗﻐﯿﺮ ﻧﻮﻋﯿﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﻣﻨﻈﻮر زﻣﻦ
اﻟﻤﺴﺘﻘﺒﻞ  .24ﯾﻌﺘﺒﺮ ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻛﻌﺎﻣﻞ ﻟﮫ ﻋﻼﻗﺔ ﺑﺤﺎﻻت اﻟﮭﻠﻊ و
اﻹﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ،13ﺣﯿﺚ ارﺗﻔﺎع درﺟﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺑﻌﺪ
اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ ﻟﺪى اﻷﻓﺮاد اﻟﺬﯾﻦ ھﻢ ﻓﻲ ﺣﺎﻟﺔ ﻧﻔﺴﯿﺔ ﻣﻀﻄﺮﺑﺔ،
ﺑﯿﻨﻤﺎ ﯾﻨﺨﻔﺾ ﻟﺪﯾﮭﻢ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ ،ﻛﻤﺎ أن
ﻣﺴﺘﻮى ﻋﺪم اﻹﺳﺘﻘﺮار اﻟﻨﻔﺴﻲ ﯾﺮﺗﺒﻂ ﺳﻠﺒﺎ ً ﻣﻊ درﺟﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮ
ﺑﻌﺪ اﻟﻤﺴﺘﻘﺒﻞ .ﺑﯿﻨﻤﺎ ﺗﺒﺎﯾﻨﺖ ﻧﺘﺎﺋﺞ أﻏﻠﺐ اﻟﺪراﺳﺎت اﻟﺘﻲ ﺗﻨﺎوﻟﺖ ﻋﻼﻗﺔ
ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺑﺎﻟﻤﺘﻐﯿﺮات اﻟﺸﺨﺼﯿﺔ ﺧﺎﺻﺔ ﻣﻨﮭﺎ اﻟﺠﻨﺲ و اﻟﺴﻦ
 .25،13و ﯾﻌﺮف إﺟﺮاﺋﯿﺎ ً ﻣﻨﻈﻮر اﻟﺰﻣﻦ و أﺑﻌﺎده ﺑﺄﻧﮫ اﺗﺰان درﺟﺔ
اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﻛﻞ ﻣﻨﮭﺎ ،و أﻧﮫ ﻛﻠﻤﺎ ارﺗﻔﻌﺖ درﺟﺔ ﻣﺘﻮﺳﻂ ﻛﻞ ﺑﻌﺪ أو
اﻧﺨﻔﻀﺖ ،ﻓﺈن ذﻟﻚ ﯾﺪل ﻋﻠﻰ درﺟﺔ ارﺗﻔﺎع أو اﻧﺨﻔﺎض اﻋﺘﻤﺎد
اﻟﺘﻮﺟﮫ ﻋﻠﯿﮫ.
أھﻤﯿﺔ ھﺬه اﻟﺪراﺳﺔ ﺗﺘﻤﺜﻞ ﻓﻲ اﻟﺘﻌﺮف ﻋﻠﻰ اﻟﻔﺮوق اﻟﻔﺮدﯾﺔ ﻓﻲ
درﺟﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮ أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ و ﻋﻼﻗﺘﮭﺎ ﺑﺎﺿﻄﺮاب ﺷﺪة
ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ،ﻣﻦ ﺧﻼل ﻋﯿﻨﺔ ﻣﻦ اﻟﺒﺎﻟﻐﯿﻦ ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﺠﺰاﺋﺮي.
ﺗﮭﺪف إﻟﻰ اﻟﻜﺸﻒ ﻋﻠﻰ ﻧﻮﻋﯿﺔ اﻟﺘﻮﺟﮫ ﻓﻲ ﺗﻮظﯿﻒ اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ
ﻟﺪى اﻷﻓﺮاد اﻟﻤﺼﺎﺑﯿﻦ وﻏﯿﺮ اﻟﻤﺼﺎﺑﯿﻦ ﻣﻨﮭﻢ ﻣﻤﺎ ﺳﺎﻋﺪھﻢ ﻋﻠﻰ
اﻟﺤﻔﺎظ ﻋﻠﻰ ﺗﻮازﻧﮭﻢ اﻟﻨﻔﺴﻲ .و ﻛﺬﻟﻚ ﻣﺤﺎوﻟﺔ ﻣﻌﺮﻓﺔ دور أﺑﻌﺎد
ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻓﻲ اﺗﺨﺎذ اﻟﻘﺮارات و إﺻﺪار اﻟﺴﻠﻮﻛﺎت اﻟﺘﻲ ﺗﻮﺟّﮫ
اﻟﺘﻔﺎﻋﻼت ﺑﯿﻦ اﻟﻔﺮد وﻣﺤﯿﻄﮫ .وﺑﺎﻟﺘﺎﻟﻲ ﻣﺪى درﺟﺔ ﺗﻨﺒﺆھﺎ ﺑﺎﻹﺻﺎﺑﺔ
ﺑﺎﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﻓﻲ ﺣﺎﻟﺔ اﻟﺘﻌﺮض ﻷﺣﺪاث
ﺻﺎدﻣﺔ .ﻣﻤﺎ ﯾﺴﺎﻋﺪﻧﺎ ﻋﻠﻰ اﻋﺘﻤﺎدھﺎ ﻓﻲ اﻟﻮﻗﺎﯾﺔ أو ﻓﻲ ﺑﻨﺎء ﺑﺮاﻣﺞ
ﻋﻼﺟﯿﺔ ﻧﻔﺴﯿﺔ ﻟﻠﺘﻜﯿﻒ ﻣﻊ اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ.

إﺟﺮاءات اﻟﺪراﺳﺔ
اﻋﺘﻤﺪت اﻟﺪراﺳﺔ ﻋﻠﻰ اﻟﻤﻨﮭﺞ اﻟﻮﺻﻔﻲ اﻹرﺗﺒﺎطﻲ اﻟﻤﻘﺎرن ،ﻟﺪراﺳﺔ
اﻟﻌﻼﻗﺔ ﺑﯿﻦ ﻋﺪد ﻛﺒﯿﺮ ﻣﻦ اﻟﻤﺘﻐﯿﺮات ﻓﻲ دراﺳﺔ واﺣﺪة .2أﺟﺮﯾﺖ
اﻟﺪراﺳﺔ ﻓﻲ اﻟﻔﺘﺮة اﻟﻤﻤﺘﺪة ﻣﻦ  20اﺑﺮﯾﻞ/ﻧﯿﺴﺎن/اﻓﺮﯾﻞ  2008إﻟﻰ
 15ﺣﺰﯾﺮان/ﯾﻮﻧﯿﻮ/ﺟﻮان  ،2009ﻓﻲ ﻛﻞ ﻣﻦ اﻟﻤﺠﻤﻊ اﻟﺼﺤﻲ و
ﻣﺮﻛﺰ ﻣﺴﺎﻋﺪة ذوي اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ و ﻓﻲ ﻣﺆﺳﺴﺔ
إﻋﺎدة اﻟﺘﺮﺑﯿﺔ و اﻟﺘﺄھﯿﻞ ﺑﺂرﯾﺲ -ﺑﺎﺗﻨﺔ -اﻟﺠﺰاﺋﺮ.واﺳﺘﻌﻤﻞ ﺑﺮﻧﺎﻣﺞ
اﻟﺤﺰم اﻹﺣﺼﺎﺋﯿﺔ  .SPSS.V 18.0ﻟﻤﻌﺎﻟﺠﺔ اﻟﺒﯿﺎﻧﺎت.

اﻟﻌﯿﻨﺔ
ﺷﻤﻠﺖ اﻟﺪراﺳﺔ ﻋﻠﻰ ﻋﯿﻨﺘﯿﻦ ،اﻷوﻟﻰ اﺳﺘﻄﻼﻋﯿﺔ ﻟﺪراﺳﺔ اﻟﺨﺼﺎﺋﺺ
اﻟﺴﯿﻜﻮﻣﺘﺮﯾﺔ اﻹﺣﺼﺎﺋﯿﺔ ﻟﺴﻠﻢ إﺟﮭﺎد اﻟﺼﺪﻣﺔ اﻟﻤﻨﻘﺢ ،و ﺗﻜﻮﻧﺖ
ﻣﻦ 162ﺗﻠﻤﯿﺬاً ﻣﻦ اﻟﺴﻨﺔ اﻟﺜﺎﻟﺜﺔ ﺛﺎﻧﻮي ﻣﻤﻦ ﺗﻌﺮﺿﻮا ﻟﺨﻄﺮ
اﻟﻔﯿﻀﺎﻧﺎت اﻟﺘﻲ ﺣﺪﺛﺖ ﻓﻲ ﻣﺪﯾﻨﺔ ﻣﺘﻠﯿﻠﻲ ﺑﻮﻻﯾﺔ ﻏﺮادﯾﺔ ﺑﺎﻟﺠﺰاﺋﺮ
ﺑﺘﺎرﯾﺦ  .2008/09/30ﺗﺮاوح ﺳﻨﮭﻢ ﺑﯿﻦ  18و  30ﺳﻨﺔ
)م= ،0.90±18.81اﻹﻧﺎث  .(57.4أﺟﺮي ﺗﻄﺒﯿﻖ اﻹﺧﺘﺒﺎر ﻓﻲ
اﻷﺳﺒﻮع اﻟﺜﺎﻟﺚ ﺑﻌﺪ اﻟﺘﻌﺮض ﻟﺤﺪث اﻟﺼﺪﻣﺔ ،ﻓﻲ ﻛﻞ ﻣﻦ ﺛﺎﻧﻮﯾﺘﻲ
ﺑﻦ ﺑﯿﺘﻮر و اﻟﺜﺎﻧﻮﯾﺔ اﻟﺘﻘﻨﯿﺔ .اﻟﻌﯿﻨﺔ اﻟﺜﺎﻧﯿﺔ اﻟﺨﺎﺻﺔ ﺑﺎﻟﺪراﺳﺔ
اﻷﺳﺎﺳﯿﺔ ،ﺷﻤﻠﺖ 108ﻓﺮداً وﺗﻜﻮﻧﺖ ﻣﻦ ﺛﻼث ﻋﯿﻨﺎت ﻓﺮﻋﯿﺔ ﻓﻲ ﻛﻞ
ﻣﻨﮭﻤﺎ  36ﻓﺮداً .ﺗﻢ اﺧﺘﯿﺎر اﻟﻌﯿﻨﺔ اﻟﻔﺮﻋﯿﺔ اﻷوﻟﻰ ﻣﻦ ﺿﻤﻦ اﻟﺬﯾﻦ ﺗﻢ
ﺗﺸﺨﯿﺼﮭﻢ ﻛﺤﺎﻟﺔ اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﻣﻦ ﻗﺒﻞ
اﺧﺘﺼﺎﺻﯿﯿﻦ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ وﯾﺘﺎﺑﻌﻮن ﻋﻼﺟﮭﻢ ﻓﻲ ﻣﺮﻛﺰ اﻟﺼﺤﺔ
اﻟﻨﻔﺴﯿﺔ .ﺑﯿﻨﻤﺎ أﻓﺮاد اﻟﻌﯿﻨﺘﯿﻦ اﻟﻔﺮﻋﯿﺘﯿﻦ اﻟﺜﺎﻧﯿﺔ واﻟﺜﺎﻟﺜﺔ ﻓﻘﺪ ﺗﻢ
اﺧﺘﯿﺎرھﻤﺎ ﻣﻦ ﺿﻤﻦ اﻷﺷﺨﺎص اﻟﺬﯾﻦ ﺗﻘﺪﻣﻮا ﻟﻠﺤﺼﻮل ﻋﻠﻰ
ﺷﮭﺎدات طﺒﯿﺔ ﺻﺤﯿﺔ ﻋﺎﻣﺔ ﻓﻲ اﻟﻤﺠﻤﻊ اﻟﺼﺤﻲ ﺑﺂرﯾﺲ وﻻﯾﺔ ﺑﺎﺗﻨﺔ
ﻹﺳﺘﻌﻤﺎﻟﮭﺎ ﻓﻲ اﻟﻤﻠﻔﺎت اﻹدارﯾﺔ اﻟﻤﺨﺘﻠﻔﺔ و ﻗﺒﻮﻟﮭﻢ اﻹﺟﺎﺑﺔ ﻋﻠﻰ
أداﺗﻲ اﻟﺪراﺳﺔ ،و ذﻟﻚ ﺑﻌﺪ إﻗﺮار اﻟﺸﺨﺺ ﺑﺘﻌﺮﺿﮫ أو ﻋﺪم ﺗﻌﺮﺿﮫ
ﻟﺨﺒﺮة ﻣﺆﻟﻤﺔ ﻣﻨﺬ أﻛﺜﺮ ﻣﻦ ﺷﮭﺮ ﻋﻠﻰ اﻷﻗﻞ و أﻧﮫ ﻻ ﯾﻌﺎﻧﻲ ﻣﻦ
اﺿﻄﺮاﺑﺎت ﻧﻔﺴﯿﺔ أﺧﺮى.

أدوات اﻟﺒﺤﺚ

اﺧﺘﺒﺎر إﺟﮭﺎد اﻟﺼﺪﻣﺔ اﻟﻤﻨﻘﺢ Revised Impact of Events ) :
 (”Scale “IES-Rﻣﻦ إﻋﺪاد واﯾﺲ و ﻣﺎرﻣﺮ  ،(1997) 34و
ﯾﺸﻤﻞ ﻛﻞ اﻷﻋﺮاض اﻟﻮاردة ﻓﻲ ﻣﻌﺎﯾﯿﺮ اﻟﺘﺸﺨﯿﺺ اﻟﺘﻲ أﻋﺘﻤﺪت ﻓﻲ
اﻟﺪﻟﯿﻞ اﻹﺣﺼﺎﺋﻲ اﻟﺘﺸﺨﯿﺼﻲ اﻟﺜﺎﻟﺚ ) (-DSM.IIIﺣﻮل ﺣﺎﻟﺔ رد
ﻓﻌﻞ اﻟﺼﺪﻣﺔ اﻟﺤﺎد أو اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﯾﺤﻮي
اﻹﺧﺘﺒﺎر ﻋﻠﻰ  22ﻋﺒﺎرة ،ﯾﺘﻢ ﺗﺼﺤﯿﺤﮭﺎ وﻓﻖ ﺳﻠﻢ ﻟﯿﻜﺮت )=0أﺑﺪاً
إﻟﻰ =4داﺋﻤﺎ( .ﺗﻘﯿﺲ ﺛﻼﺛﺔ أﺑﻌﺎد :ﺗﻜﺮار ﻣﻌﺎﯾﺸﺔ اﻟﺤﺪث ) 8ﺑﻨﻮد(؛
ﺗﺠﻨﺐ اﻟﺨﺒﺮة اﻟﻤﻌﺎﺷﺔ ) 8ﺑﻨﻮد(؛ ﻓﺮط اﻹﺛﺎرة ) 6ﺑﻨﻮد( .ﯾﺘﻤﯿﺰ
اﻟﻤﻘﯿﺎس ﻓﻲ ﻧﺴﺨﺘﮫ اﻷﺻﻠﯿﺔ ﺑﺨﺼﺎﺋﺺ ﺳﯿﻜﻮﻣﺘﺮﯾﺔ ﺟﯿﺪة .34ﯾﻤﻜﻦ
إﺳﺘﻌﻤﺎل ﻣﺘﻮﺳﻂ درﺟﺔ ﻛﻞ ﺑﻌﺪ ﻟﺘﻘﯿﯿﻢ درﺟﺔ إﺟﮭﺎد اﻟﺼﺪﻣﺔ.
وﺗﺨﺘﻠﻒ ﻧﺘﺎﺋﺞ اﻟﺪراﺳﺎت  34 ،9 ،6ﺣﻮل ﻧﻘﻄﺔ اﻟﻘﻄﻊ أو اﻟﺘﺤﻮل 9 ،6ﻓﻘﺪ
ﺗﺮاوﺣﺖ ﺑﯿﻦ  1.36و  .1.63وﻓﻲ ﺑﺤﺜﻨﺎ ھﺬا ﻛﺎﻧﺖ  1.63اﻟﻤﻮاﻓﻘﺔ
ﻟﻘﯿﻤﺔ  36ﻣﻦ اﻟﺪرﺟﺔ اﻟﺨﺎم.
ﺗﻤﺖ ﺗﺮﺟﻤﺔ اﻟﻤﻘﯿﺎس ﻣﻦ ﻗﺒﻞ ﻣﺨﺘﺺ ﻓﻲ اﻟﻠﻐﺔ اﻹﻧﻜﻠﯿﺰﯾﺔ .ﺛﻢ ﺗﻄﺒﯿﻖ
اﻹﺧﺘﺒﺎر ﻋﻠﻰ ﻋﯿﻨﺔ ﺻﻐﯿﺮة ﻣﻦ  12ﻓﺮداً ﻟﻤﻌﺮﻓﺔ ﻣﺪى وﺿﻮح
اﻟﺘﻌﻠﯿﻤﺎت و ﻣﺤﺘﻮى اﻟﻌﺒﺎرات .و ﻋﺮﺿﺖ اﻟﻨﺴﺨﺔ اﻟﻤﺘﺮﺟﻤﺔ ﻋﻠﻰ
أرﺑﻌﺔ ﻣﻦ اﻹﺧﺘﺼﺎﺻﯿﯿﻦ ﻓﻲ ﻋﻠﻢ اﻟﻨﻔﺲ و اﻹﺧﺘﺼﺎﺻﯿﯿﻦ ﻓﻲ
اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻹﺑﺪاء ﻣﻼﺣﻈﺎﺗﮭﻢ ﺣﻮل ﺻﯿﺎﻏﺔ ﺑﻨﻮد اﻹﺧﺘﺒﺎر و ﻣﺪى
ﺗﻌﺒﯿﺮھﺎ ﻋﻦ ﻛﻞ ﻣﻦ اﻷﺑﻌﺎد اﻟﺜﻼﺛﺔ .وﺑﻌﺪ اﻷﺧﺬ ﺑﺈﻗﺘﺮاﺣﺎﺗﮭﻢ ﺗﻤﺖ
إﻋﺎدة ﺻﯿﺎﻏﺔ ﺑﻌﺾ اﻟﻌﺒﺎرات .وﻋﺮﺿﺖ ھﺬه اﻟﻘﺎﺋﻤﺔ ﻋﻠﻰ ﻣﺨﺘﺺ
ﻓﻲ اﻟﻠﻐﺔ اﻹﻧﻜﻠﯿﺰﯾﺔ ﻟﻠﻘﯿﺎم ﺑﺎﻟﺘﺮﺟﻤﺔ اﻟﻌﻜﺴﯿﺔ ،و ﺗﺒﯿﻦ ﺣﺴﻦ ﺗﻄﺎﺑﻘﮭﺎ
ﻣﻊ اﻟﻨﺴﺨﺔ اﻷﺻﻠﯿﺔ و اﻟﺤﻔﺎظ ﻋﻠﻰ اﻷﻣﺎﻧﺔ اﻟﻌﻠﻤﯿﺔ .و ﻗﺪ طﻠﺒﻨﺎ اﻹذن
ﻣﻦ ﻣﺆﻟﻒ اﻟﻤﻘﯿﺎس ﻣﻦ اﺟﻞ إﺟﺮاء ﺗﺮﺟﻤﺘﮫ إﻟﻰ اﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ.
ﻗﺎﺋﻤﺔ زاﻣﺒﺎردو ﻟﻤﻨﻈﻮر اﻟﺰﻣﻦThe Zimbardo Time ) :
 (ZTPI) (Perspective Inventoryﻣﻦ إﻋﺪاد زاﻣﺒﺎردو و
ﺑﻮﯾﺪ (1999) 37اﻟﺘﻲ ﺗﻤﺖ ﺗﺮﺟﻤﺘﮭﺎ و ﺗﻘﻨﯿﻨﮭﺎ ﻟﻠﺒﯿﺌﺔ اﻟﻌﺮﺑﯿﺔ ﻣﻦ
طﺮف ﺟﺎرﷲ و ﺷﺮﻓﻲ  ،(2009) 4ﺑﻌﺪ اﻟﻤﻮاﻓﻘﺔ ﻋﻠﻰ طﻠﺐ
اﻟﺘﺮﺟﻤﺔ .ﺗﺤﻮي اﻟﻨﺴﺨﺔ اﻷﺻﻠﯿﺔ وﻓﻲ ﺻﻮرﺗﮭﺎ ﺑﺎﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ ﻋﻠﻰ
 56ﺑﻨﺪاً ،ﺗﻘﯿﺲ ﺧﻤﺴﺔ أﺑﻌﺎد .ﻟﮭﺎ ﺧﺼﺎﺋﺺ إﺣﺼﺎﺋﯿﺔ ﻣﻘﺒﻮﻟﺔ ،أﻟﻔﺎ
ﻛﺮوﻧﺒﺎخ ﻟﻜﻞ اﻹﺧﺘﺒﺎر ) (0.81وﻓﻲ اﻷﺑﻌﺎد اﻟﻔﺮﻋﯿﺔ اﻟﺨﻤﺴﺔ
ﺗﺮاوﺣﺖ ﺑﯿﻦ  0.69و .0.83أﻣﺎ ﻓﻲ اﻟﺜﺒﺎت ﻋﺒﺮ اﻟﺰﻣﻦ ﻓﺘﺮاوﺣﺖ
ﻣﻌﺎﻣﻼت اﻹرﺗﺒﺎط ﺑﯿﻦ  0.65و  .0.87ﻧﺘﺎﺋﺞ اﻟﺘﺤﻠﯿﻞ اﻟﻌﺎﻣﻠﻲ ﺑﯿﻨﺖ
ﺻﺪق ﺑﻨﺎء ﺑﻨﻮد اﻹﺧﺘﺒﺎر ،و ﺑﻠﻐﺖ ﻗﯿﻤﺔ ﻣﺆﺷﺮ ﻣﻼءﻣﺔ اﻟﻨﺘﺎﺋﺞ
ﻟﻠﺘﺤﻠﯿﻞ اﻟﻌﺎﻣﻠﻲ  0.74و ﻓﺴﺮت اﻟﻌﻮاﻣﻞ اﻟﺨﻤﺴﺔ ﻣﺎ ﻧﺴﺒﺘﮫ
) (%34.52ﻣﻦ اﻟﺘﺒﺎﯾﻦ.

PTSD and time Perspective

اﻟﻨﺘﺎﺋﺞ

اﻟﻌﺎﻣﻞ اﻷول :ﺗﻜﺮار ﻣﻌﺎﯾﺸﺔ اﻟﺤﺪث )ﻧﺴﺒﺔ ﺗﺒﺎﯾﻦ  ،16.11ﺟﺬر
ﻛﺎﻣﻦ= (6.98و ﯾﺤﻮي ﻛﻞ ﻣﻦ اﻟﺒﻨﻮد ،16 ،14 ،9 ،6 ،3 ،2 ،1
 .20و ﺗﺮاوﺣﺖ ﻗﯿﻤﺔ ﺗﺸﺒﻊ اﻟﺒﻨﻮد ﺑﯿﻦ  0.38و .0.69
اﻟﻌﺎﻣﻞ اﻟﺜﺎﻧﻲ :اﻟﺘﺠﻨﺐ )ﻧﺴﺒﺔ ﺗﺒﺎﯾﻦ  ،15.91ﺟﺬر ﻛﺎﻣﻦ= (2.04و
ﯾﺸﻤﻞ ﻛﻞ ﻣﻦ اﻟﺒﻨﻮد  .22 ،17 ،13 ،12 ،11 ،8 ،7 ،5و ﺗﺮاوﺣﺖ
ﻗﯿﻤﺔ ﺗﺸﺒﻊ اﻟﺒﻨﻮد ﺑﯿﻦ  0.30و .0.73
اﻟﻌﺎﻣﻞ اﻟﺜﺎﻟﺚ :ﻓﺮط اﻹﺛﺎرة )ﻧﺴﺒﺔ ﺗﺒﺎﯾﻦ  ،15.47ﺟﺬر
ﻛﺎﻣﻦ= (1.44و ﯾﺤﻮي ﻛﻞ ﻣﻦ اﻟﺒﻨﻮد .21 ،19 ،18 ،15 ،10 ،4
أﻋﻠﻰ ﻧﺴﺒﺔ ﺗﺸﺒﻊ  0.79ﻋﻠﻰ اﻟﺒﻨﺪ  ،18و أدﻧﻰ ﻗﯿﻤﺔ  0.36ﻋﻠﻰ اﻟﺒﻨﺪ
.21
اﻟﺜﺒﺎت :ﻣﻌﺎﻣﻼت أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ ﺗﺮاوﺣﺖ ﺑﯿﻦ  0.78و  0.80و ﻓﻲ
ﻛﻞ اﻹﺧﺘﺒﺎر .0.89ﻗﯿﻢ ﻣﻌﺎﻣﻼت اﻹرﺗﺒﺎط ﺑﯿﻦ ﺗﻄﺒﯿﻖ وإﻋﺎدة ﺗﻄﺒﯿﻖ
اﻹﺧﺘﺒﺎر ﺑﻌﺪ أﺳﺒﻮع ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﻦ  28ﺗﻠﻤﯿﺬاً ﻛﺎﻧﺖ ﻣﺮﺗﻔﻌﺔ )ﺟﺪول
 .(1ﻓﺎﻷداة ﺗﺘﻤﺘﻊ ﺑﺜﺒﺎت ﻣﻘﺒﻮل .و ﻓﻲ اﻟﻨﺴﺨﺔ اﻷﺻﻠﯿﺔ ،34ﻣﻌﺎﻣﻼت
أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ ﺗﺮاوﺣﺖ ﺑﯿﻦ  0.85و  0.92و ﻓﻲ ﻛﻞ اﻹﺧﺘﺒﺎر ﺑﻠﻎ
.0.84

اﻟﺨﺼﺎﺋﺺ ا ﻷﺣﺼﺎﺋﯿﺔ ﻟﻤﻘﯿﺎس إﺟﮭﺎد اﻟﺼﺪﻣﺔ اﻟﻤﻨﻘﺢ.
اﻟﺼﺪق :إﺳﺘﺨﺪم اﻟﺘﺤﻠﯿﻞ اﻟﻌﺎﻣﻠﻲ اﻟﻜﺸﻔﻲ ،واﻋﺘﻤﺪت طﺮﯾﻘﺔ
اﻟﻤﻜﻮﻧﺎت اﻷﺳﺎﺳﯿﺔ و اﻟﻘﯿﺎم ﺑﺘﺪوﯾﺮ اﻟﻌﻮاﻣﻞ ﺗﺪوﯾﺮاً ﻣﺘﻌﺎﻣﺪاً
Varimax-Rotation؛ و ﺗﻢ اﺳﺘﺨﺮاج ﺛﻼﺛﺔ ﻋﻮاﻣﻞ ﻋﻨﺪ ﻗﯿﻤﺔ
اﻟﺠﺬر اﻟﻜﺎﻣﻦ "."1و ﻗﺪ ﺣﺪد أدﻧﻰ ﻣﻌﯿﺎر اﻟﺘﺸﺒﻊ اﻟﺠﻮھﺮي ﻟﻠﺒﻨﺪ
ﻋﻠﻰ اﻟﻌﺎﻣﻞ ) ،(0.30و ھﻲ اﻟﻘﯿﻤﺔ اﻷﻛﺜﺮ اﺳﺘﻌﻤﺎﻻً .ﺑﻠﻎ ﻣﺆﺷﺮ
اﻟﻤﻼءﻣﺔ ) ، (KMO=0.86و ﻓﺴﺮت ﻧﺴﺒﺔ ) (%47.49ﻣﻦ
اﻟﺘﺒﺎﯾﻦ )ﺟﺪول( .1
ﺟﻤﯿﻊ اﻟﺒﻨﻮد ﺗﺸﺒﻌﺖ ﻋﻠﻰ ﻋﺎﻣﻞ واﺣﺪ ﻋﻠﻰ اﻷﻗﻞ و اﻟﻌﺪﯾﺪ ﻣﻨﮭﺎ ﺗﺸﺒﻊ
ﻋﻠﻰ أﻛﺜﺮ ﻣﻦ ﻋﺎﻣﻞ .ﯾﻔﺴﺮ ذﻟﻚ ﺑﺘﺪاﺧﻞ اﻷﻋﺮاض اﻟﺴﺮﯾﺮﯾﺔ و
ﺻﻌﻮﺑﺔ ﻓﺼﻠﮭﺎ ﺗﻤﺎﻣﺎ ﻋﻦ ﺑﻌﻀﮭﺎ ﺑﻮﺿﻮح .ﻣﻦ اﻟﻨﺎﺣﯿﺔ اﻟﻨﻔﺴﯿﺔ ،ﻓﺈن
ذﻟﻚ ﯾﺪل ﻋﻠﻰ وﺟﻮد ارﺗﺒﺎط ﺑﯿﻦ اﻷﻋﺮاض ﻟﺪى اﻟﻔﺮد ،و ﺑﺎﻟﺘﺎﻟﻲ
ارﺗﺒﺎطﮭﺎ ﺑﻨﻔﺲ اﻟﻌﺎﻣﻞ  .9ﺗﺸﺒﻊ اﻟﺒﻨﺪ  5ﻋﻠﻰ اﻟﻌﻮاﻣﻞ اﻟﺜﻼﺛﺔ ،ﻛﻤﺎ
ﺗﺸﺒﻊ إﯾﺠﺎﺑﺎ ً ﺛﻼﺛﺔ ﻋﺸﺮ ﺑﻨﺪاً ﻋﻠﻰ ﻋﺎﻣﻠﯿﻦ ،ﺑﯿﻨﻤﺎ ﺗﺸﺒﻌﺖ ﺛﻤﺎﻧﯿﺔ ﺑﻨﻮد
ﻋﻠﻰ ﻋﺎﻣﻞ واﺣﺪ ﻓﻘﻂ .و ﯾﻤﻜﻦ اﻹﺣﺘﻔﺎظ ﺑﺎﻟﺒﻨﻮد اﻟﻤﺘﺸﺒﻌﺔ ﻋﻠﻰ أﻛﺜﺮ
ﻣﻦ ﻋﺎﻣﻞ ﺿﻤﻦ اﻟﻌﺎﻣﻞ اﻟﻤﻠﺤﻖ ﻟﮭﺎ ﻣﺎ داﻣﺖ ﻗﯿﻤﺔ ﺗﺸﺒﻌﮭﺎ أﻛﺒﺮ ﻣﻦ
) (0.30وأن دﻻﻟﺔ ﻣﺤﺘﻮى ﻋﺒﺎرة اﻟﺒﻨﺪ ﻟﮫ ﻧﻔﺲ دﻻﻟﺔ اﻟﻌﺎﻣﻞ و ﻣﺎ
ﯾﻘﯿﺴﮫ.
ﺟﺪول رﻗﻢ ) :(1ﺗﺸﺒﻌﺎت اﻟﺒﻨﻮد ﻋﻠﻰ اﻟﻌﻮاﻣﻞ اﻟﺜﻼﺛﺔ ﻟﻤﻘﯿﺎس إﺟﮭﺎد اﻟﺼﺪﻣﺔ اﻟﻤﻨﻘﺢ،
ﻣﻌﺎﻣﻼت اﻟﻔﺎ ﻛﺮوﻧﺒﺎخ ،ﻣﻌﺎﻣﻼت اﻹرﺗﺒﺎط وإﻋﺎدة ﺗﻄﺒﯿﻖ اﻹﺧﺘﺒﺎر
اﻟﻌﺎﻣﻞ 2
اﻟﻌﺎﻣﻞ 1
اﻟﺒﻨﻮد
اﻟﺘﺠﻨﺐ
ﻣﻌﺎﯾﺸﺔ
1
2

ﻛﻞ ﺗﺬﻛﺮ ﻟﻠﺤﺪث ﯾﻮﻟّﺪ ﻣﺸﺎﻋﺮ ﺧﺎﺻﺔ ﺑﮫ.
ﻟﺪي اﺿﻄﺮاب ﻓﻲ اﻟﻨﻮم.

0,63
0,57

3
4

ﻣﺎزاﻟﺖ اﺷﯿﺎء ﻛﺜﯿﺮة ﺗﺠﻌﻠﻨﻲ أﻓﻜﺮ ﻓﻲ اﻟﺤﺪث.
ﺷﻌﺮت ﺑﺘﮭﯿﺞ و ﻏﻀﺐ ﺷﺪﯾﺪ .

0,69
0,36

5

أﺗﺠﻨﺐ ﻣﺎ ﯾﺜﯿﺮ اﻧﻔﻌﺎﻟﻲ ﻋﻨﺪﻣﺎ أﻛﻮن ﻓﻲ ﺣﺎﻟﺔ إﻋﺎدة اﻟﺘﻔﻜﯿﺮ ﻓﻲ اﻟﺤﺪث أو
ﯾﺬﻛﺮﻧﻲ ﺑﮫ أﺣﺪ.
دون رﻏﺒﺔ ﻣﻨﻲ ،أﻛﺮر و أﻋﯿﺪ اﻟﺘﻔﻜﯿﺮ ﻓﻲ اﻟﺤﺪث.
ﻟﺪي اﻧﻄﺒﺎﻋﺎً ﺑﺄن ھﺬا اﻟﺤﺪث ﻟﻢ ﯾﻘﻊ ﻗﻂ أو ﻟﻢ ﯾﻜﻦ ﺣﻘﯿﻘﯿﺎ ً.
ﺑﻘﯿﺖ ُﻣﺒﺘﻌﺪاً ﻋﻦ أي ﺷﻲء ﯾﺠﻌﻠﻨﻲ أﻓﻜﺮ ﻓﻲ اﻟﺤﺪث.
ﺑﺮزت ﻓﻲ ذھﻨﻲ ﺻﻮراً ﻋﻦ اﻟﺤﺪث.

0,40

10

ﻛﻨﺖ ﻣﺘﻮﺗﺮاً و اﻧﺘﺎﺑﺘﻨﻲ ﻧﻮﺑﺎت ھﯿﺠﺎن.

11
12

ﺣﺎوﻟﺖ أن ﻻ أﻓﻜﺮ ﻓﻲ اﻟﺤﺪث.
أﻋﺮف أﻧﮫ ﻣﺎ زاﻟﺖ ﻟﺪي اﻟﻜﺜﯿﺮ ﻣﻦ ﻣﺸﺎﻋﺮ اﻟﺘﻮﺗﺮ إزاء اﻟﺤﺪث ،ﻟﻜﻨﻨﻲ ﻟﻢ
أواﺟﮭﮭﺎ.
أﺣﺎﺳﯿﺴﻲ ﻧﺤﻮ اﻟﺤﺪث ،ﺑﻘﯿﺖ ﻛﻤﺎ ھﻲ أﺛﻨﺎء وﻗﻮﻋﮫ.
ﻗﻤﺖُ ﺑﺮد ﻓﻌﻞ و أﺣﺴﺴﺖُ ﺑﺎﻷﺷﯿﺎء ﻛﻤﺎ ﻟﻮ أﻧﻨﻲ ﻣﺎزﻟﺖ ﻓﻲ وﻗﺖ اﻟﺤﺪث .
ﻛﺎن ﻋﻨﺪي ﺻﻌﻮﺑﺔ ﻓﻲ اﻟﺨﻠﻮد إﻟﻰ اﻟﻨﻮم.
ﺷﻌﺮت ﺑﻨﻮﺑﺎت ﻣﻦ اﻷﺣﺎﺳﯿﺲ اﻟﺸﺪﯾﺪة إزاء اﻟﺤﺪث .

6
7
8
9

13
14
15
16

اﻟﻌﺎﻣﻞ 3
ﻓﺮط اﻹﺛﺎرة

0,36

0,34

0,49
0,34

0,69
0,30
0,60
0,66
0,33
0,41

0,74

0,66
0,57
0,59

0,44
0,56
0,49

0,42
0,40
0,44

ﺣﺎوﻟﺖ أن أﻣﺤﯿﮭﺎ ﻣﻦ ذاﻛﺮﺗﻲ.
17
ﻛﺎن ﻋﻨﺪي ﻣﺸﻜﻠﺔ ﻓﻲ اﻟﺘﺮﻛﯿﺰ.
18
ﻣﺎ ﯾﺬﻛﺮﻧﻲ ﺑﺎﻟﺤﺪث ،ﯾﺴﺒﺐ ﻟﻲ ردود ﻓﻌﻞ ﺑﺪﻧﯿﺔ ،ﻣﺜﻞ اﻟﺘﻌﺮق  ،ﺿﯿﻖ
19
اﻟﺘﻨﻔﺲ ،اﻟﻐﺜﯿﺎن أو ﺧﻔﻘﺎن اﻟﻘﻠﺐ.
أﺛﻨﺎء اﻟﻨﻮم ،أﺣﻠﻢ ﺑﻮﻗﺎﺋﻊ اﻟﺤﺪث.
20
ﱡ
ﺐ.
ﻗ
ﺗﺮ
و
ﺣﺬر
ﺣﺎﻟﺔ
ﻓﻲ
ﺑﻘﯿﺖ
21
ِ
ﺣﺎوﻟﺖ أ ن ﻻ أﺗﻜﻠﻢ ﻋﻦ اﻟﺤﺪث.
22
 %ﺗﻔﺴﯿﺮ اﻟﺘﺒﺎﯾﻦ

16.11

0,61
15.91

0,66
0,36
0,40
15.47

ﻗﯿﻤﺔ اﻟﺠﺬر اﻟﻜﺎﻣﻦ
أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ )ﻛﻞ اﻹﺧﺘﺒﺎر= (0.89
اﻋﺎدة ﺗﻄﺒﯿﻖ )ﻛﻞ اﻹﺧﺘﺒﺎر= (0.90

6,98
0.79
0.85

2,04
0.78
0,87

1,44
0.80
0,87

اﻟﺨﺼﺎﺋﺺ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ و ﻗﯿﻢ ﻧﺘﺎﺋﺞ اﻹﺧﺘﺒﺎرات
ﺗﺮاوح ﺳﻦ أﻓﺮاد ﻋﯿﻨﺔ اﻟﺪراﺳﺔ اﻷﺳﺎﺳﯿﺔ ﻣﻦ  18إﻟﻰ  30ﺳﻨﺔ
)اﻟﻤﺘﻮﺳﻂ= ،(25,58أﻣﺎ اﻹﻧﺤﺮاف اﻟﻤﻌﯿﺎري=) ،3,34اﻹﻧﺎث
.(%56,5ﺻﻨﻔﺖ ﺣﺴﺐ اﻟﺴﻦ إﻟﻰ ﻓﺌﺘﯿﻦ ،اﻷوﻟﻰ ) (25-18ﺳﻨﺔ و

0,73
0,32
0,35
0,38
0,37

0,79
0,72

اﻟﺜﺎﻧﯿﺔ ) (30-26ﺳﻨﺔ و.ﯾﻮﺿﺢ )اﻟﺠﺪول  (2ﻧﺘﺎﺋﺞ ﺗﻄﺒﯿﻖ أداﺗﻲ
اﻟﻤﺸﺨﺺ ﻟﺪﯾﮭﻢ
اﻟﺪراﺳﺔ .درﺟﺔ ﻣﺘﻮﺳﻂ اﻟﻌﯿﻨﺔ اﻟﻔﺮﻋﯿﺔ اﻷوﻟﻰ
اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﺑﻠﻎ  0,3±2,46ﻋﻠﻰ ﺳﻠﻢ إﺟﮭﺎد
اﻟﺼﺪﻣﺔ اﻟﻤﻨﻘﺢ ،و ﻟﺪى اﻟﻤﺘﻌﺮﺿﯿﻦ ﺑﺪون أﻋﺮاض 1.17؛ ﺑﯿﻨﻤﺎ
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ﻟﺪى ﻏﯿﺮ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ . 0.27ﻧﺘﺎﺋﺞ ﺗﻄﺒﯿﻖ ﻗﺎﺋﻤﺔ زﻣﺒﺎردو
ﻟﻤﻨﻈﻮر اﻟﺰﻣﻦ ﻟﺪى اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ اﻟﺜﻼﺛﺔ ،أظﮭﺮت إرﺗﻔﺎع
درﺟﺎت ﻣﺘﻮﺳﻄﺎت ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ  0,5±3,96و اﻟﺤﺎﺿﺮ
اﻟﺤﺘﻤﻲ  0,57±3,42ﻟﺪى أﻓﺮاد ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ و
اﻟﻤﺠﻤﻮﻋﺎت

ﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﺑﯿﻨﻤﺎ اﻧﺨﻔﻀﺖ درﺟﺎت
ﻣﺘﻮﺳﻂ اﺗﮭﻤﺎ ﻟﺪى أﻓﺮاد ﻛﻞ ﻣﻦ اﻟﻌﯿﻨﺔ اﻟﻔﺮﻋﯿﺔ اﻟﺜﺎﻧﯿﺔ)ﻣﺘﻌﺮﺿﯿﻦ
ﻟﻠﺼﺪﻣﺔ وﺑﺪون أﻋﺮاض اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ و اﻟﻌﯿﻨﺔ
اﻟﺜﺎﻟﺜﺔ ﻣﻦ ﻏﯿﺮ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ.

ﺟﺪول ) :(2ﻗﯿﻢ ﻧﺘﺎﺋﺞ اﻹﺧﺘﺒﺎرات ﻟﺪى اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ اﻟﺜﻼﺛﺔ و اﻟﻌﯿﻨﺔ اﻟﻜﻠﯿﺔ
ﻏﯿﺮ ﻣﺘﻌﺮﺿﯿﻦ
ﻣﺘﻌﺮﺿﯿﻦ ﺑﺪون أﻋﺮاض
ﻣﺘﻌﺮﺿﯿﻦ ﺑﺄﻋﺮاض

ﻛﻞ اﻟﻌﯿﻨﺔ

ﺳﻠﻢ إﺟﮭﺎد اﻟﺼﺪﻣﺔ
اﻟﻤﻨﻘﺢ )م±ع(
ﺗﻜﺮار ﻣﻌﺎﯾﺸﺔ

0,53 ±2,49

0,44 ± 1,26

0,22 ± 0,31

0,99 ± 1,35

ﻓﺮط إﺛﺎرة

0,56 ± 2,48

0,54 ± 0,81

0,18 ± 0,17

1,08 ± 1,16

ﺗﺠﻨﺐ

0,5 ± 2,41

0,55 ± 1,32

0,22 ± 0,29

0,98 ± 1,34

ﻛﻞ اﻹﺧﺘﺒﺎر

0,3 ± 2,46

0,3 ± 1,17

0,12 ± 0,27

0,94 ± 1,3

ﻗﺎﺋﻤﺔ ﻣﻨﻈﻮر اﻟﺰﻣﻦ
)م±ع(
ﻣﺎﺿﻲ ﺳﻠﺒﻲ

0,5 ± 3,96

0,39 ± 3,03

0,34 ± 2,26

0,81 ± 3,08

ﺣﺎﺿﺮ ﻣﻤﺘﻊ

0,55 ± 3,22

0,5 ± 3,49

0,49 ± 3,06

0,54 ± 3,26

ﻣﺴﺘﻘﺒﻞ

0,5 ± 2,64

0,45 ± 3,78

0,42 ± 3,73

0,69 ± 3,38

ﻣﺎﺿﻲ إﯾﺠﺎﺑﻲ

0,67 ± 2,52

0,6 ± 3,79

0,31 ± 3,62

0,79 ± 3,31

ﺣﺎﺿﺮ ﺣﺘﻤﻲ
0,57 ± 3,42
م=ﻣﺘﻮﺳﻂ ،ع=اﻧﺤﺮاف ﻣﻌﯿﺎري

0,66 ± 2,81

0,54 ± 2,52

0,7 ± 2,92

إن إرﺗﻔﺎع درﺟﺔ ﻣﺘﻮﺳﻂ ﻛﻞ ﻣﻦ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ0,6±3,79
و ﺑﻌﺪ اﻟﻤﺴﺘﻘﺒﻞ  0,45±3,78ﻟﺪى أﻓﺮاد ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ
ﺑﺪون أﻋﺮاض ھﻲ أﻗﺮب إﻟﻰ درﺟﺎت ﻣﺘﻮﺳﻄﺎت أﻓﺮاد ﻋﯿﻨﺔ اﻟﻐﯿﺮ
ﻣﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ .ﻋﻜﺲ ﻣﺎ ھﻲ ﻋﻠﯿﮫ ﻟﺪى أﻓﺮاد ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ
ﻟﻠﺼﺪﻣﺔ و ﻟﺪﯾﮭﻢ أﻋﺮاض اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ،ﺣﯿﺚ
درﺟﺔ ﻣﺘﻮﺳﻂ ﺑﻌﺪ اﻟﻤﺴﺘﻘﺒﻞ  0,5±2,64و اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ
 .0,67±2,52أﻣﺎ درﺟﺎت ﻣﺘﻮﺳﻄﺎت ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ ﻓﻲ ﻛﻞ
ﻣﻦ اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ اﻟﺜﻼﺛﺔ ﻣﺘﻘﺎرﺑﺔ ،ﺗﺮاوﺣﺖ ﺑﯿﻦ  0,49±3,06و
.0,5±3,49

اﻟﻔﺮوق ﻓﻲ اﻟﺘﻮﺟﮫ ﻧﺤﻮ أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ
اﺳﺘﻌﻤﻞ ﺗﺤﻠﯿﻞ اﻟﺘﺒﺎﯾﻦ اﻷﺣﺎدي ﻟﺪراﺳﺔ اﻟﻔﺮوق ﻓﻲ درﺟﺎت
ﻣﺘﻮﺳﻄﺎت اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﻛﻞ ﻣﻦ اﻷﺑﻌﺎد اﻟﺨﻤﺴﺔ ﻟﻤﻨﻈﻮر اﻟﺰﻣﻦ ﺑﯿﻦ
اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ اﻟﺜﻼﺛﺔ .ﺗﺒﯿﻦ اﻟﻨﺘﺎﺋﺞ )اﻟﺠﺪول  (3أن ﻗﯿﻢ "ف" ﻛﻠﮭﺎ
ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻋﻨﺪ ﻣﺴﺘﻮى أﻗﻞ ﻣﻦ  ،0.001و ﻓﻲ ﺑﻌﺪ
اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ ﻓﮭﻲ داﻟﺔ ﻋﻨﺪ ﻣﺴﺘﻮى أﻗﻞ ﻣﻦ .0.01ﻣﻤﺎ ﯾﻌﻨﻲ أﻧﮫ
ﺗﻮﺟﺪ ﻓﺮوق ﺑﯿﻦ ﻣﺘﻮﺳﻄﺎت درﺟﺎت أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺑﯿﻦ
اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ اﻟﺜﻼﺛﺔ ﻓﻲ ﺗﻔﻀﻠﯿﮭﻢ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﻛﻞ ﻣﻨﮭﻤﺎ ،و ھﻲ
ﻓﺮوق أﺻﯿﻠﺔ.

اﺳﺘﺨﺪام اﺧﺘﺒﺎر "ﺷﯿﻔﯿﮫ" ﻟﻠﻤﻘﺎرﻧﺎت اﻟﺒﻌﺪﯾﺔ ،اﻟﺬي أوﺿﺢ أن اﻟﻔﺮوق
ﻓﻲ درﺟﺔ ﻣﺘﻮﺳﻄﺎت أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺑﯿﻦ أﻓﺮاد اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ
اﻟﺜﻼﺛﺔ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً ﻋﻨﺪ ﻣﺴﺘﻮى أﻗﻞ ﻣﻦ  .0.05ﻓﮭﻲ ﻟﺼﺎﻟﺢ ﻛﻞ
ﻣﻦ اﻟﻌﯿﻨﺘﯿﻦ اﻟﻠﺘﯿﻦ أﻓﺮادھﻤﺎ ﻻ ﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ
اﻟﺼﺪﻣﺔ ﻓﻲ ﻛﻞ ﻣﻦ ﺑﻌﺪ اﻟﻤﺴﺘﻘﺒﻞ و ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ .وذﻟﻚ
ﯾﻮﺿﺢ دور ﺗﻮظﯿﻒ ﻣﺤﺘﻮﯾﺎت ھﺬه اﻷﺑﻌﺎد ﻓﻲ ﺗﺨﻄﻲ أﺛﺮ اﻟﺼﺪﻣﺔ
اﻟﻨﻔﺴﯿﺔ ﻣﻦ ﺧﻼل اﺳﺘﻤﺮار اﻹﻋﺘﻤﺎد ﻋﻠﻰ اﻷﻓﻜﺎر اﻹﯾﺠﺎﺑﯿﺔ اﻟﺘﻲ
اﻛﺘﺴﺒﮭﺎ اﻟﻔﺮد و اﻟﺴﻌﻲ ﻟﺘﺤﻘﯿﻖ اﻷھﺪاف و اﻟﻤﺨﻄﻄﺎت اﻟﻤﺴﺘﻘﺒﻠﯿﺔ.
ﺑﯿﻨﻤﺎ اﻟﻔﺮوق ﻓﻲ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ و ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﺤﺘﻤﻲ ﻓﮭﻲ
ﻟﺼﺎﻟﺢ ﻋﯿﻨﺔ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﻣﻤﺎ ﯾﺪل
ﻋﻠﻰ ﺣﺎﻟﺔ اﺟﺘﺮار اﻟﻤﺎﺿﻲ وﺗﺜﺒﯿﻂ ﻟﻠﻤﺴﺘﻘﺒﻞ ،إﺿﺎﻓﺔ إﻟﻰ اﻹﻧﻘﯿﺎد و
اﻹﻋﺘﻘﺎد ﺑﺤﺘﻤﯿﺔ و ﻗﻮع اﻷﺣﺪاث اﻟﺘﻲ ﺗﺤﺼﻞ ﻓﻲ اﻟﺤﺎﺿﺮ وﻋﺪم
اﻟﻤﺒﺎدرة ﺑﻤﻌﺎﻟﺠﺔ اﻟﻤﻮﻗﻒ ﺣﺴﺐ ﻣﺎ ﯾﻘﺘﻀﯿﮫ اﻷﻣﺮ .ﻛﻤﺎ ﺗﻮﺟﺪ أﯾﻀﺎ ً
ﻓﺮوق ﺑﯿﻦ ﻛﻞ ﻣﻦ أﻓﺮاد ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ ﺑﺪون أﻋﺮاض اﻟﺼﺪﻣﺔ و
ﻋﯿﻨﺔ ﻏﯿﺮ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ ﻓﻲ ﻛﻞ ﻣﻦ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ و
ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ وھﻲ ﻟﺼﺎﻟﺢ ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ ﺑﺪون أﻋﺮاض
اﻟﺼﺪﻣﺔ .ﻧﻈﺮاً ﻟﻜﻮن أﻓﺮاد ھﺬه اﻟﻌﯿﻨﺔ ﻣﺎزاﻟﺖ ﻣﺘﺄﺛﺮة ﺑﺎﻟﺤﺪث اﻟﻤﺆﻟﻢ
اﻟﺬي ﺗﻌﺮﺿﺖ ﻟﮫ ،و أن ﺑﻌﺾ آﺛﺎرھﺎ ﻟﻢ ﺗﻤﺤﻰ ﺑﻌﺪ ،ﻟﻜﻦ ﻟﻢ ﺗﺆﺛﺮ
ﻋﻠﻰ ﺣﯿﺎﺗﮭﻢ اﻟﻨﻔﺴﯿﺔ.

ﺟﺪول ) :(3اﻟﻔﺮوق ﺑﯿﻦ ﻣﺨﺘﻠﻒ اﻟﻤﺠﻤﻮﻋﺎت ﻓﻲ درﺟﺎت ﻣﺘﻮﺳﻄﺎت أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ
اﻟﺴﻦ
اﻟﺠﻨﺲ
اﺧﺘﺒﺎر ﺷﯿﻔﯿﮫ
اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ
اﻟﺜﻼﺛﺔ
ف )(105 ،2

أﺑﻌﺎد
ﻣﻨﻈﻮر اﻟﺰﻣﻦ

ت)(106 ،1

ت ) ،1
(106

ﻣﺎﺿﻲ ﺳﻠﺒﻲ

0,005

1,312

***152,451

ﺣﺎﺿﺮ ﻣﻤﺘﻊ

0,141

0,917

**6,492

ﺑﺪون
أﻋﺮاض

ﻏﯿﺮ
ﻣﺘﻌﺮﺿﯿﻦ

ﻣﺘﻌﺮﺿﯿﻦ

* 0,93

*1,70

ﺑﺪون أﻋﺮاض

-

*0,77

ﻣﺘﻌﺮﺿﯿﻦ

0,28

0,15

PTSD and time Perspective

ﻣﺴﺘﻘﺒﻞ

-0,533

-0,186

***71,139

ﻣﺎﺿﻲ اﯾﺠﺎﺑﻲ

-0,041

0,601

***56,101

ﺣﺎﺿﺮ ﺣﺘﻤﻲ

1,227

0,126

***21,863

ﺑﺪون أﻋﺮاض

-

*0,43

ﻣﺘﻌﺮﺿﯿﻦ

*1,14

*1,09

ﺑﺪون أﻋﺮاض

-

0,05

ﻣﺘﻌﺮﺿﯿﻦ

*1,27

*1,10

ﺑﺪون أﻋﺮاض

-

0,17

ﻣﺘﻌﺮﺿﯿﻦ

*0,61

*0,91

ﺑﺪون أﻋﺮاض

-

0,29

*دال ﻋﻨﺪ ﻣﺴﺘﻮى< ** ،0.05داﻟﺔ ﻋﻨﺪ ﻣﺴﺘﻮى < *** ،0.01دال ﻋﻨﺪ ﻣﺴﺘﻮى< .0.001
ﺗﺒﯿﻦ أﯾﻀﺎ ً ﻧﺘﺎﺋﺞ )اﻟﺠﺪول  (3ان ﻗﯿﻢ "ت" ﻛﻠﮭﺎ ﻏﯿﺮ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً.
ﻻ ﺗﻮﺟﺪ ﻓﺮوق ﻓﻲ ﻛﻞ ﻣﻦ اﻷﺑﻌﺎد اﻟﺨﻤﺴﺔ ﻟﻤﻨﻈﻮر اﻟﺰﻣﻦ اﻟﺘﻲ
ﺗﻌﺰى إﻟﻰ اﻟﺠﻨﺲ أو اﻟﺘﻲ ﺗﻌﻮد إﻟﻰ ﻓﺌﺘﻲ اﻟﺴﻦ ﺑﯿﻦ أﻓﺮاد اﻟﻌﯿﻨﺔ
اﻟﻜﻠﯿﺔ .و ﺗﻮاﻓﻖ ﺑﺪرﺟﺔ ﻛﺒﯿﺮة ﻣﺎ ورد ﻓﻲ دراﺳﺔ ﻣﻠﻔﺎﻧﺖ  25ﺣﻮل
اﻟﻔﺮوق ﺑﯿﻦ اﻹﻧﺎث واﻟﺬﻛﻮر ﻣﺎﻋﺪا ﻓﻲ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ .ﻛﻤﺎ
ﺗﺘﻮاﻓﻖ ﻣﻊ ﻧﺘﺎﺋﺞ دراﺳﺔ ﻓﯿﻮﻻن و اﺑﺴﺘﻮﻟﺪﯾﺲ ،أوﻟﻔﯿﺘﻮ13ﺣﻮل
اﻟﻔﺮوق اﻟﺘﻲ ﺗﻌﻮد إﻟﻰ اﺧﺘﻼف اﻟﺴﻦ ﻓﻲ درﺟﺔ اﻋﺘﻤﺎد اﻷﺑﻌﺎد
اﻟﺨﻤﺴﺔ ﻟﻤﻨﻈﻮر اﻟﺰﻣﻦ ﻣﺎ ﻋﺪا ﻓﻲ ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ .ﺑﯿﻨﻤﺎ ﻻ
ﺗﺘﻮاﻓﻖ ﻣﻊ ﺗﻠﻚ اﻟﺘﻲ وردت ﻓﻲ دراﺳﺎت زﻣﺒﺎردو و ﺑﻮﯾﺪ،37ﺣﯿﺚ أن
ﻋﯿﻨﺔ ھﺬه اﻟﺪراﺳﺔ ﺷﻤﻠﺖ ﻓﺌﺎت ﻋﻤﺮﯾﺔ ﻣﺨﺘﻠﻔﺔ )ﻣﻦ  16إﻟﻰ 62
ﺳﻨﺔ(.

أﺛﺮ أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻋﻠﻰ اﻹﺻﺎﺑﺔ ﺑﺈﺿﻄﺮاﺑﺎت ﺷﺪة
ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ

ﺗﺒﯿﻦ ﻣﻌﺎﻣﻼت اﻹرﺗﺒﺎط ﺑﯿﻦ اﻟﻤﺘﻐﯿﺮات )ﺟﺪول (4ﻋﻠﻰ وﺟﻮد ﻋﻼﻗﺔ
ارﺗﺒﺎط ﻗﻮﯾﺔ ﺑﯿﻦ أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻛﻤﺘﻐﯿﺮات ﻣﺴﺘﻘﻠﺔ و درﺟﺔ
إﺟﮭﺎد اﻟﺼﺪﻣﺔ ﻛﻤﺘﻐﯿﺮ ﺗﺎﺑﻊ .ﺣﯿﺚ أظﮭﺮ ﻧﻤﻮذج ﺗﺤﻠﯿﻞ اﻹﻧﺤﺪار
اﻟﺨﻄﻲ اﻟﻤﺘﻌﺪد و ﺑﻄﺮﯾﻘﺔ "اﻹدﺧﺎل" ﻟﻠﻤﺘﻐﯿﺮات اﻟﻤﺴﺘﻘﻠﺔ ﺑﺄن أﺑﻌﺎد
ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺗﻨﺒﺊ ﺑﺪرﺟﺔ اﻹﺻﺎﺑﺔ ﺑﺈﺟﮭﺎد اﻟﺼﺪﻣﺔ ﻣﺎﻋﺪا ﺑﻌﺪ
اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ ،ارﺗﺒﻂ إﯾﺠﺎﺑﺎ ً ﻓﻲ ﻛﻞ ﻣﻦ ﺑﻌﺪ اﻟﻤﺎﺿﻲ
اﻟﺴﻠﺒﻲ) (0.823و اﻟﺤﺎﺿﺮ اﻟﺤﺘﻤﻲ ﻣﻊ درﺟﺔ إﺟﮭﺎد اﻟﺼﺪﻣﺔ .ﺑﯿﻨﻤﺎ
ارﺗﺒﻂ ﺳﻠﺒﺎ ً ﻛﻞ ﻣﻦ ﺑﻌﺪ اﻟﻤﺴﺘﻘﺒﻞ ) (0.625-و ﺑﻌﺪ اﻟﻤﺎﺿﻲ
اﻹﯾﺠﺎﺑﻲ ) (0.625-وﻛﻞ اﻟﻘﯿﻢ داﻟﺔ ﻋﻨﺪ ﻣﺴﺘﻮى أﻗﻞ ﻣﻦ
.0.001ھﺬه اﻟﻌﻼﻗﺔ ﺗﻮﺿﺢ ﻗﺪرة اﻟﻤﺘﻐﯿﺮات اﻟﻤﺴﺘﻘﻠﺔ ﻋﻠﻰ اﻟﺘﻨﺒﺆ
ﺑﺪرﺟﺔ اﻹﺻﺎﺑﺔ ﺑﺈﺟﮭﺎد اﻟﺼﺪﻣﺔ .و أن ﻧﻤﻮذج اﻟﻌﻼﻗﺔ اﻟﺘﺄﺛﯿﺮﯾﺔ ﻟﻜﻞ
أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻓﺴﺮت  0.729ﻣﻦ ﺗﺒﺎﯾﻦ درﺟﺔ إﺟﮭﺎد
اﻟﺼﺪﻣﺔ ،ف)58.63= (102 ، 5؛ ﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ أﻗﻞ ﻣﻦ .0.001

ﺟﺪول ) :(4ﻣﻌﺎﻣﻼت اﻹرﺗﺒﺎط ﺑﯿﻦ أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ و إﺟﮭﺎد اﻟﺼﺪﻣﺔ ،ﻧﺘﺎﺋﺞ ﺗﺤﻠﯿﻞ اﻹﻧﺤﺪار.
ﻣﺳﺗوى اﻟدﻻﻟﺔ
ت
اﻟﻧﻣوذج
β
ر
) اﻟﺛﺎﺑت(
˂0.05
1.400
ﻣﺎﺿﻲ ﺳﻠﺑﻲ
˃0.001
9.372
0.670
0.823
ﺣﺎﺿر ﻣﻣﺗﻊ
˂0.05
-0.643
-0.034
0.072
ﻣﺳﺗﻘﺑل
˃0.01
-2.709
-0.191
-0.625
ﻣﺎﺿﻲ إﯾﺟﺎﺑﻲ
˃0.05
-2.344
-0.154
-0.625
ﺣﺎﺿر ﺣﺗﻣﻲ
˂0.05
-0.561
-0.037
0.479
ﻣﻠﺨﺺ ﺗﺤﻠﯿﻞ اﻹﻧﺤﺪار :ر،0.729 = 2ف )***58.630 = ( 102 ،5
***دال ﻋﻨﺪ ﻣﺴﺘﻮى< .0.001
ﻟﻸﺣﺪاث واﻹﻧﻘﯿﺎد ﻟﻤﺎ ﯾﺤﺪث دون ﺑﺬل أي ﺟﮭﺪ ﻓﻜﺮي أو ﻧﺸﺎط
ﺣﺮﻛﻲ.
ﺑَ ْﻌﺪ اﻟﻤﺴﺘﻘﺒﻞ ﻟﮫ ﻋﻼﻗﺔ ﻗﻮﯾﺔ ﻣﻊ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ ،ﻓﻲ ﺣﺎﻟﺔ
ارﺗﻔﺎع درﺟﺘﯿﮭﻤﺎ ﯾﺘﻀﺢ دور ﻛﻞ ﻣﻨﮭﻤﺎ ﻓﻲ اﺳﺘﻤﺮار ﺗﻨﺎﻏﻢ رﺑﻂ
اﻟﻤﺎﺿﻲ ﺑﺎﻟﻤﺴﺘﻘﺒﻞ .16أﻣﺎ ﻓﻲ ﺣﺎﻟﺔ اﻧﺨﻔﺎض درﺟﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮھﻤﺎ
ﻓﮭﺬا ﯾﺆدي إﻟﻰ اﺳﺘﻤﺮار اﻟﻤﻌﺎﻧﺎة ﻣﻦ أﻋﺮاض اﻟﻤﺮض و دﯾﻤﻮﻣﺘﮫ،
و ھﻮ ﻣﺎ ﺗﻢ اﻟﺘﻌﺮف ﻋﻠﯿﮫ ﻟﺪى ﻋﯿﻨﺔ اﻷﻓﺮاد اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﺿﻄﺮاب
ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﺑﯿﻨﻤﺎ دور اﻟﺘﻮﺟﮫ ﻧﺤﻮھﻤﺎ و ارﺗﻔﺎع درﺟﺔ
ﺗﻔﻀﯿﻠﮭﻤﺎ ﻟﺪى اﻷﻓﺮاد اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ ﺑﺪون أﻋﺮاض
إﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﺳﺎﻋﺪھﻢ ﻓﻲ اﻟﻤﺤﺎﻓﻈﺔ ﻋﻠﻰ اﺳﺘﻤﺮار
ﻧﺸﺎطﮭﻢ ﻣﻦ أﺟﻞ ﺗﺤﻘﯿﻖ أھﺪاﻓﮭﻢ و ﻣﺨﻄﻄﺎﺗﮭﻢ اﻟﻤﺴﺘﻘﺒﻠﯿﺔ ،أي أﻧﮭﻢ
ﻣﺜﻞ أﻓﺮاد ﻋﯿﻨﺔ ﻏﯿﺮ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ .وھﺬا ﯾﺪل ﻋﻠﻰ
ﻣﺪى أھﻤﯿﺘﮭﻤﺎ ﻓﻲ اﻟﺘﻐﻠﺐ ﻋﻠﻰ اﻟﺨﺒﺮة اﻟﻤﺆﻟﻤﺔ و اﺳﺘﻤﺮار ﻧﺸﺎط
اﻟﺤﯿﺎة اﻟﻤﻌﺘﺎد ﻟﺪى اﻟﻔﺮد ﺑﺼﻮرة ﺳﻠﯿﻤﺔ.
ﺗﻔﻀﯿﻞ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ درﺟﺎﺗﮫ ﻣﺘﻘﺎرﺑﺔ ﺟﺪاً ﻓﻲ ﻛﻞ
ﻣﻦ اﻟﻌﯿﻨﺎت اﻟﺜﻼﺛﺔ .26ﯾﺪل ذﻟﻚ ﻟﺪى ﻓﺌﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ ﻋﻠﻰ
ﻣﺤﺎوﻟﺔ إﺿﻔﺎء ﺑﻌﺾ اﻹﺛﺎرة ﻋﻠﻰ ﺣﯿﺎﺗﮭﻢ ﻟﻠﺘﺨﻠﺺ ﻣﻦ اﻷﻋﺮاض
اﻟﺘﻲ ﯾﻌﺎﻧﻮن ﻣﻨﮭﺎ .ﺑﯿﻨﻤﺎ ﻟﺪى أﻓﺮاد اﻟﻌﯿﻨﺘﯿﻦ اﻟﺜﺎﻧﯿﺔ واﻟﺜﺎﻟﺜﺔ ﻋﻠﻰ
ﺗﺤﻘﯿﻖ رﻏﺒﺎت ﻣﻤﻜﻨﺔ واﻟﺘﻤﺘﻊ ﺑﻤﺎ ﯾﻘﻮﻣﻮن ﺑﮫ.

ﺗﺪل ھﺬه اﻟﻨﺘﺎﺋﺞ ﻋﻠﻰ أن ارﺗﻔﺎع درﺟﺔ ﺗﻮﺟﮫ اﻟﻔﺮد ﻧﺤﻮ اﻋﺘﻤﺎد
ﻣﺤﺘﻮﯾﺎت ﺳﺠﻞ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ ﻣﻦ ﺟﮭﺔ ،و اﻧﺨﻔﺎض ﺗﻮﺟﮭﮫ ﻧﺤﻮ
اﻋﺘﻤﺎد ﻣﺤﺘﻮﯾﺎت ﻛﻞ ﻣﻦ ﺳﺠﻞ اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ و ﺳﺠﻞ اﻟﻤﺴﺘﻘﺒﻞ
ﻣﻦ ﺟﮭﺔ أﺧﺮى ﯾﺆدي إﻟﻰ ارﺗﻔﺎع ﺧﻄﺮ اﻹﺻﺎﺑﺔ.

اﻟﻤﻨﺎﻗﺸﺔ
أوﺿﺤﺖ ھﺬه اﻟﺪراﺳﺔ أن اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ أﻛﺒﺮ دال
ﻋﻠﻰ أﺛﺮ اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ وھﻮ ﻣﺎ ﯾﻮاﻓﻖ ﻛﻞ اﻟﺪراﺳﺎت اﻟﺘﻲ أﻗﺮّت
ﺑﺎﺟﺘﺮار اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ ﻟﺪى ﺿﺤﺎﯾﺎ اﻟﺼﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ .19ﺑﯿﻨﻤﺎ
ارﺗﻔﺎع درﺟﺘﮫ ﻟﺪى ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﺤﺪث ﺻﺎدم و ﺑﺪون أﻋﺮاض
ﻣﻘﺎرﻧﺔ ﺑﻐﯿﺮ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻓﮭﻮ ﯾﺪل ﻋﻠﻰ أن اﻟﺨﺒﺮة اﻷﻟﯿﻤﺔ اﻟﺘﻲ
ﻋﺎﯾﺸﮭﺎ اﻟﻔﺮد ﻟﻢ ﺗﻤﺤﻰ آﺛﺎرھﺎ و إﻧﻤﺎ اﻟﻔﺮد ﻗﺪ ﺗﻘﺒﻠﮭﺎ وﺗﻜﯿﻒ ﻣﻌﮭﺎ.أﻣﺎ
ارﺗﻔﺎع درﺟﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﺤﺘﻤﻲ ﻟﺪى ﻓﺌﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ
ﻟﻠﺼﺪﻣﺔ ﺑﺎﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ و اﻧﺨﻔﺎﺿﮫ ﻟﺪى
ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ ﺑﺪو ن أﻋﺮاض و ﻋﯿﻨﺔ ﻏﯿﺮ
اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ ،ﯾﺪل ﻣﻦ اﻟﻨﺎﺣﯿﺔ اﻟﻨﻔﺴﯿﺔ اﻟﻤﻌﺮﻓﯿﺔ ﻟﺪى اﻟﻌﯿﻨﺔ
اﻷوﻟﻰ ﻋﻠﻰ ﺣﺎﻟﺔ ﻋﺠﺰ اﻟﺘﺮﻛﯿﺰ وﺿﻌﻒ اﻟﺘﻔﻜﯿﺮ ﻹﺗﺨﺎذ اﻟﻘﺮارات
اﻟﻤﻨﺎﺳﺒﺔ ﻟﻠﻤﻮاﻗﻒ وﺗﺪﺑﯿﺮ ﺷﺆوﻧﮭﻢ اﻟﯿﻮﻣﯿﺔ وﺑﺎﻟﺘﺎﻟﻲ اﻹﺳﺘﺴﻼم
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وﻛﺸﻔﺖ ﻧﺘﺎﺋﺞ اﻟﺒﺤﺚ أﻧﮫ ﻻ ﺗﻮﺟﺪ ﻓﺮوق ﻓﻲ درﺟﺔ اﻋﺘﻤﺎد ﻣﻨﻈﻮر
اﻟﺰﻣﻦ ﺑﯿﻦ اﻟﺬﻛﻮر و اﻹﻧﺎث و ﺑﯿﻦ ﻓﺌﺘﻲ اﻟﺴﻦ ﻓﻲ اﻟﻌﯿﻨﺔ اﻟﻜﻠﯿﺔ .ﻣﻤﺎ
ﯾﻌﻜﺲ ﻧﻮﻋﯿﺔ اﻟﻤﻌﻠﻮﻣﺎت اﻟﻤﻌﺮﻓﯿﺔ واﻟﺴﻠﻮﻛﺎت اﻟﺘﻲ ﯾﻤﯿﻞ اﻷﻓﺮاد إﻟﻰ
ﺗﻮظﯿﻔﮭﺎ.وﻛﺬﻟﻚ اﻟﻨﺸﺎط اﻟﻨﻔﺴﻲ اﻟﻤﻌﺮﻓﻲ ﻓﻲ اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻷﺣﺪاث
اﻟﺨﻄﯿﺮة و اﻟﺘﻜﯿﻒ أو ﻋﺪم اﻟﺘﻜﯿﻒ ﻣﻊ اﻟﻮاﻗﻊ ﯾﻜﻮن ﺑﻨﻔﺲ ﻧﻮﻋﯿﺔ
اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﺗﻮظﯿﻒ اﻟﻤﻜﺘﺴﺒﺎت اﻟﻤﻌﺮﻓﯿﺔ ﻓﻲ أﺑﻌﺎد اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ
اﻟﺜﻼﺛﺔ ،و ﻻ ﯾﺮﺗﺒﻂ ﺑﻨﻮع اﻟﺠﻨﺲ أو اﻟﺴﻦ.
ﺗﺤﻠﯿﻞ اﻟﺘﺒﺎﯾﻦ اﻷﺣﺎدي ﻛﺸﻒ ﻋﻦ وﺟﻮد ﻓﺮوق ﺑﯿﻦ ﻣﺘﻮﺳﻄﺎت
درﺟﺎت أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﺑﯿﻦ اﻟﻌﯿﻨﺎت اﻟﻔﺮﻋﯿﺔ اﻟﺜﻼﺛﺔ ﻓﻲ
ﺗﻔﻀﻠﯿﮭﻢ اﻟﺘﻮﺟﮫ ﻧﺤﻮھﺎ.ﻗﯿﻢ "ف" ﻛﻠﮭﺎ ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻋﻨﺪ
ﻣﺴﺘﻮى أﻗﻞ ﻣﻦ  ،0.001و ﻓﻲ ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ ﻓﮭﻲ داﻟﺔ ﻋﻨﺪ
ﻣﺴﺘﻮى أﻗﻞ ﻣﻦ  .0.01أظﮭﺮ إﺧﺘﺒﺎر "ﺷﯿﻔﯿﮫ" ﻟﻠﻤﻘﺎرﻧﺎت اﻟﺒﻌﺪﯾﺔ أن
درﺟﺔ اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﻛﻞ ﻣﻦ ﺑﻌﺪ اﻟﻤﺴﺘﻘﺒﻞ و ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ
ھﻲ ﻟﺼﺎﻟﺢ ﻛﻞ ﻣﻦ اﻟﻌﯿﻨﺘﯿﻦ اﻟﻠﺘﯿﻦ أﻓﺮادھﻤﺎ ﻻ ﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاب
ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﺗﻮظﯿﻒ ﻣﺤﺘﻮﯾﺎت ھﺬه اﻷﺑﻌﺎد ﯾﺴﺎھﻢ ﻓﻲ
اﻟﻤﻮاﺟﮭﺔ و اﻟﺘﻜﯿﻒ ﻣﻊ اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ ﻣﻦ ﺧﻼل اﺳﺘﻤﺮار اﻹﻋﺘﻤﺎد
ﻋﻠﻰ اﻷﻓﻜﺎر اﻹﯾﺠﺎﺑﯿﺔ اﻟﺘﻲ اﻛﺘﺴﺒﮭﺎ اﻟﻔﺮد و اﻟﺴﻌﻲ ﻟﺘﺤﻘﯿﻖ اﻷھﺪاف
و ﺗﻨﻔﯿﺬ اﻟﻤﺨﻄﻄﺎت اﻟﻤﺴﺘﻘﺒﻠﯿﺔ .ﺑﯿﻨﻤﺎ اﻟﻔﺮوق ﻓﻲ ﺑ ُﻌﺪ اﻟﻤﺎﺿﻲ
اﻟﺴﻠﺒﻲ و ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﺤﺘﻤﻲ ﻓﮭﻲ ﻟﺼﺎﻟﺢ ﻋﯿﻨﺔ اﻟﻤﺼﺎﺑﯿﻦ
ﺑﺈﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﻣﻤﺎ ﯾﺪل ﻋﻠﻰ ﺣﺎﻟﺔ ﺗﺄﺛﯿﺮ اﻟﺬﻛﺮﯾﺎت
اﻟﻤﺎﺿﻲ اﻷﻟﯿﻢ و ﺗﺤﺠﺮ اﻟﻤﺴﺘﻘﺒﻞ ،ﻣﻊ ﺣﺎﻟﺔ اﻹﺳﺘﺴﻼم و اﻹﻋﺘﻘﺎد
ﺑﺤﺘﻤﯿﺔ و ﻗﻮع اﻷﺣﺪاث وﻓﻘﺪان اﻟﻤﺒﺎدرة  .ﺗﻮﺟﺪ أﯾﻀﺎ ﻓﺮوق ﻓﻲ
اﻟﺘﻮﺟﮫ ﻧﺤﻮ ﻛﻞ ﻣﻦ ﺑﻌﺪ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ و ﺑﻌﺪ اﻟﺤﺎﺿﺮ اﻟﻤﻤﺘﻊ ﺑﯿﻦ
أﻓﺮاد ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ و ﺑﺪون أﻋﺮاض اﻟﺼﺪﻣﺔ و ﻋﯿﻨﺔ ﻏﯿﺮ
اﻟﻤﺘﻌﺮﺿﯿﻦ ﻟﻠﺼﺪﻣﺔ و ھﻲ ﻟﺼﺎﻟﺢ ﻋﯿﻨﺔ اﻟﻤﺘﻌﺮﺿﯿﻦ و ﺑﺪون
أﻋﺮاض اﻟﺼﺪﻣﺔ اﻟﺘﻲ ﻣﺎزاﻟﺖ ﺗﺘﺬﻛﺮ ﻣﻦ ﺣﯿﻦ ﻵﺧﺮ ﺣﺪث اﻟﺼﺪﻣﺔ
اﻟﺬي ﺗﻌﺮﺿﺖ ﻟﮫ.
أظﮭﺮت ﻧﺘﺎﺋﺞ ﺗﺤﻠﯿﻞ اﻹﻧﺤﺪار أن أﺑﻌﺎد ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻟﮭﺎ ﻗﺪرة
اﻟﺘﻨﺒﺆ ﺑﺎﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ أو اﻟﺘﻜﯿﻒ ﻣﻊ اﻷﺣﺪاث
اﻟﺼﺎدﻣﺔ ﻓﻲ ﺣﺎﻟﺔ اﻟﺘﻌﺮض ﻟﮭﺎ .ﺣﯿﺚ أن ارﺗﻔﺎع درﺟﺔ ﺗﻮﺟﮫ اﻟﻔﺮد
ﻧﺤﻮ اﻋﺘﻤﺎد ﻣﺤﺘﻮﯾﺎت ﺳﺠﻞ اﻟﻤﺎﺿﻲ اﻟﺴﻠﺒﻲ ﯾﺆدي إﻟﻰ ارﺗﻔﺎع ﺧﻄﺮ
اﻹﺻﺎﺑﺔ ،و أن اﻧﺨﻔﺎض ﺗﻮﺟﮫ اﻟﻔﺮد ﻧﺤﻮ اﻋﺘﻤﺎد ﻣﺤﺘﻮﯾﺎت ﻛﻞ ﻣﻦ
ﺳﺠﻞ اﻟﻤﺎﺿﻲ اﻹﯾﺠﺎﺑﻲ و ﺳﺠﻞ اﻟﻤﺴﺘﻘﺒﻞ ﯾﺆدي أﯾﻀﺎ ً إﻟﻰ ارﺗﻔﺎع
ﺧﻄﺮ اﻹﺻﺎﺑﺔ ﺑﺎﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ،ﻣﻤﺎ ﯾﻮﺿﺢ دور
ﺗﻮازن ﺗﻮظﯿﻒ ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻓﻲ اﻟﺤﻔﺎظ ﻋﻠﻰ اﻟﺤﺎﻟﺔ اﻟﺼﺤﯿﺔ
اﻟﻨﻔﺴﯿﺔ ،و ﻛﺬﻟﻚ ﻓﻲ اﻟﺘﻨﺒﺆ ﺑﺎﻟﺴﻠﻮﻛﺎت اﻟﺘﻲ ﺗﻜﻤﻦ ﻓﯿﮭﺎ أﺧﻄﺎر
ﺻﺤﯿﺔ.
رﻏﻢ إﻗﺘﺼﺎر اﻟﺪراﺳﺔ ﻋﻠﻰ ﻋﯿﻨﺔ ﺻﻐﯿﺮة و ﻓﻲ ﻣﻨﻄﻘﺔ ﻣﺤﺪدة ،ﻓﺈن
اﻹﺣﺎطﺔ ﺑﺘﻌﻘﯿﺪات اﻟﺼﺪﻣﺔ اﻟﻨﻔﺴﯿﺔ ﺑﻤﺎ ﻓﻲ ذﻟﻚ اﻟﺘﻌﺮف ﻋﻠﻰ ﻧﻮﻋﯿﺔ
اﻟﺘﻮﺟﮫ ﻓﻲ ﺗﻮظﯿﻒ ﻣﺤﺘﻮى اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ ﻟﺪى اﻷﻓﺮاد اﻟﻤﺼﺎﺑﯿﻦ
وﻏﯿﺮ اﻟﻤﺼﺎﺑﯿﻦ ،اﻟﺬي ﯾﺴﻤﺢ ﻟﻨﺎ ﺑﻜﺸﻒ دور ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻓﻲ
اﻟﺤﻔﺎظ ﻋﻠﻰ اﻟﺘﻮازن اﻟﻨﻔﺴﻲ .ﻓﺈن اﻟﻤﻮﺿﻮع ﯾﺘﻄﻠﺐ إﺟﺮاء ﻣﺰﯾﺪ
ﻣﻦ اﻟﺒﺤﻮث اﻟﻤﯿﺪاﻧﯿﺔ ﺣﻮل دور ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻓﻲ ﻣﻮاﺟﮭﺔ اﻷﺣﺪاث
اﻟﺼﺪﻣﯿﺔ و ﻓﻲ اﻟﺴﻠﻮﻛﺎت اﻟﺘﻲ ﺗﻜﻤﻦ ﻓﯿﮭﺎ أﺧﻄﺎر ﺻﺤﯿﺔ ﺧﺎﺻﺔ
ﻣﻨﮭﺎ اﺿﻄﺮاﺑﺎت اﻟﻘﻠﻖ و اﻹدﻣﺎن ﻋﻠﻰ اﻟﻤﺨﺪرات ،ﻗﯿﺎدة اﻟﺴﯿﺎرات
اﻟﺨﻄﯿﺮة إﻟﻰ ﻏﯿﺮ ذﻟﻚ .وھﺬا ﯾﻔﺘﺢ آﻓﺎق ﺑﺤﺚ واﺳﻌﺔ ﻓﻲ ﻣﯿﺪان
اﻟﻌﻠﻮم اﻟﻨﻔﺴﯿﺔ ﻛﻤﺘﻐﯿﺮ ﻧﻔﺴﻲ ﻣﻌﺮﻓﻲ ﯾﻨﻈﻢ و ﯾﻘﻮّم ﻣﺴﺎر ﺣﯿﺎة اﻟﻔﺮد.
ﻛﻤﺎ ﯾﻤﻜﻦ اﻋﺘﻤﺎدھﺎ ﻓﻲ اﻟﻮﻗﺎﯾﺔ أو ﻓﻲ ﺑﻨﺎء ﺑﺮاﻣﺞ ﻋﻼﺟﯿﺔ ﻧﻔﺴﯿﺔ.

اﻟﺨﻼﺻﺔ
ﺗﻮﺿﺢ ﻧﺘﺎﺋﺞ ھﺬه اﻟﺪراﺳﺔ أن اﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﯾﺆدي
إﻟﻰ اﺧﺘﻼل ﺗﻨﺎﻏﻢ ﺗﻮظﯿﻒ ﻣﺤﺘﻮﯾﺎت اﻟﺴﺠﻼت اﻟﺰﻣﻨﯿﺔ اﻟﺘﻲ ﺗﻌﺒﺮ
ﻋﻦ ﻣﻨﻈﻮر اﻟﺰﻣﻦ ﻟﺪى اﻟﻔﺮد وﺑﺎﻟﺘﺎﻟﻲ اﺳﺘﻤﺮارﯾﺔ اﻹﺿﻄﺮاب
ودﯾﻤﻮﻣﺘﮫ .ﻛﻤﺎ ﺗﻮﺻﻠﺖ اﻟﺪراﺳﺔ إﻟﻰ أن اﻹﺗﺰان ﻓﻲ اﻟﺘﻮﺟﮫ ﻧﺤﻮ
ﺗﻮظﯿﻒ ﻣﺤﺘﻮﯾﺎﺗﮭﺎ ﯾﺴﺎﻋﺪ اﻟﻔﺮد ﻋﻠﻰ اﻟﺘﻜﯿﻒ و ﺗﺠﺎوز ﺧﻄﺮ
اﻹﺻﺎﺑﺔ ﺑﺎﺿﻄﺮاب ﺷﺪة ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﻣﻤﺎ ﯾﺒﯿﻦ أن دور اﻟﻮﻋﻲ
ﺑﻤﻌﺎدﻟﺔ اﻟﺰﻣﻦ ﯾﺠﻌﻞ اﻟﻔﺮد ﯾﺤﺎﻓﻆ ﻋﻠﻰ اﺗﺰان ﺣﺎﻟﺘﮫ اﻟﻨﻔﺴﯿﺔ.
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ﺗﻌﻠﯿﻤﺎت ﻟﻠﺒﺎﺣﺜﯿﻦ

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 ورﻗﯿﺎ ً .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 أﺳﻤﺎءاً 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:
 اﻟﺨﻄﯿﺐ ﺟﻤﺎل ﺣﺪﯾﺪي ،ﻣﻨﻰ اﻟﺴﺮ طﺎوي ،ﻋﺒﺪا ﻟﻌﺰﯾﺰ ) (1992إرﺷﺎد أﺳﺲ اﻷطﻔﺎل ذوي اﻻﺣﺘﯿﺎﺟﺎت اﻟﺨﺎﺻﺔ .دارﺟﻨﯿﻦ – ﻋﻤﺎن –
اﻷردن.
 اﻟﺼﻤﺎدي ،أﺣﻤﺪ ،وﻋﺒﺪ ﷲ ،ﻋﺒﺪ اﻟﻘﺎدر ) ،(1996اﻟﻤﺸﻜﻼت اﻟﻨﻔﺴﯿﺔ اﻟﺘﻲ ﯾﻔﺮزھﺎ ﻧﻈﺎم اﻷﺳﺮة اﻟﻌﺮﺑﯿﺔ :دراﺳﺔ ﺗﺤﻠﯿﻠﯿﺔ .ﻣﺠﻠﺔ اﻹرﺷﺎد
اﻟﻨﻔﺴﻲ ،اﻟﻌﺪد اﻟﺨﺎﻣﺲ ،ص.ب .114-89

اﻟﻌﻨﻮان اﻟﺒﺮﯾﺪي
اﻟﺪﻛﺘﻮر وﻟﯿﺪ ﺳﺮﺣﺎن  -رﺋﯿﺲ اﻟﺘﺤﺮﯾﺮ  -اﻟﻤﺠﻠﺔ اﻟﻌﺮﺑﯿﺔ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ.
ص  .ب  – 541212اﻟﺮﻣﺰ اﻟﺒﺮﯾﺪي  11937ﻋﻤﺎن – اﻷردن.
ھﺎﺗﻒ 00962 – 6 – 5335446 :ﻓﺎﻛﺲ .00962 – 6 – 5349763
اﻟﺒﺮﯾﺪ اﻹﻟﻜﺘﺮوﻧﻲsarhan34@orange.josarhanlive@umniahlive.net :
اﻟﻤﻮﻗﻊ اﻹﻟﻜﺘﺮوﻧﻲwww.arabjpsychiatr.com :

ﻗﺴﯿﻤﺔ اﻻﺷﺘﺮاك
إﺗﺣﺎد اﻷطﺑﺎء اﻟﻧﻔﺳﺎﻧﯾﯾن اﻟﻌرب
اﻟﻣﺟﻠﺔ اﻟﻌرﺑﯾﺔ ﻟﻠطب اﻟﻧﻔﺳﻲ
_____________________________________________________________:اﻷﺳم
_______________________________________________________:اﻟﻌﻧوان اﻟﺑرﯾدي
_____________________:_____________________________ ھﺎﺗف:اﻟﺑرﯾد اﻹﻟﻛﺗروﻧﻲ
__________________________:_____________________ ﻣﻛﺎن وﺳﻧﺔ اﻟﺗﺧرج:اﻟﺟﻧﺳﯾﺔ
________________________________________________________:اﻟﻌﻣل اﻟﺣﺎﻟﻲ
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