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Abstract
In this paper I explore the limitations of the medical model approach to mental health
problems that dominate psychiatry. Examining issues of diagnosis, treatment, stigma
and the impact of globalising Western thinking on mental health, I hope to
demonstrate that the scientific/empirical basis of dominant models is insufficient and
that globalising what essentially are ideological positions is potentially damaging.
Instead of continuing to globalise current mainstream models, readers are encouraged
to join other psychiatrists who are in the process of developing alternative models that
are more culturally sensitive.
Modern Western psychiatry has secured many important advances in the care of
people with mental distress. We have a variety of pharmacotherapies that can help
manage distressing symptoms alongside an even greater variety of psychotherapeutic
approaches that help people in distress make sense of their experiences and find new
ways to deal with them. The old asylums have been emptied and community care has
developed a rich variety of services from early intervention to crisis management. The
academic community, studying mental distress from a variety of angles have grown in
numbers and sophistication with many journals and thousands of articles being
published each year. These are worthy achievements and this progress has no doubt
helped thousands and maybe millions of people across the world. Yet the desired
story of a continuous growth of knowledge leading to better understanding and
treatments is at best incomplete, at worst misleading. In this article I will explain the
problems with remaining wedded to the current dominant paradigm used in psychiatry
(the medical model) and outline one way in which the global community of
practitioners can come together to develop ideas and practices that can take them
beyond these limitations.
Declaration of interests: I am a member of the Critical Psychiatry Network and cofounder of the International Critical Psychiatry Network.
Diagnosis
Over the last thirty years or so,
academic psychiatrists have worked
hard to improve the reliability of
psychiatric diagnosis. This is partly in
response to critics of psychiatry who
pointed out that many of the common
diagnoses in use at the time were

meaningless because of poor levels of
agreement between psychiatrists about
key symptoms. Rosenhan‟s 19731
study spurred on new attempts to
„standardize‟ diagnostic practice after
he demonstrated that psychiatrists were
often unable to discriminate between
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sane and psychotic people. DSM-III
and DSM-IV attempted to address
these problems by effectively imposing
diagnostic agreement on the profession
through the use of standardised checklists of diagnostic criteria. However,
this failed to solve some basic
questions about validity.

many other life problems for which
intense sadness is a common response
– such as losing a job, break up of a
marriage, bullying and so on – are not
also counted as legitimate exceptions is
curious.
Whilst DSM/ICD has produced many
problems for translating the subjective
process of attaining a psychiatric
diagnosis into a reliable and objective
one in clinical practice, it has had a
huge impact on service provision and
public and professional beliefs about
mental distress. As a result of
popularising the new diagnostic
systems created by DSM/ICD it is
widely argued that a significant
proportion of the population suffers
from mental illness, that this amounts
to a significant economic burden, and
that there is a strong case for investing
in improved mechanisms of detection
and treatment of these disorders.
Across several surveys in the
industrialised nations only a third of
those identified as suffering a mental
health problem sought or were
interested in seeking professional
help.3,4,5,6 This has been interpreted as
unsatisfactory case detection, provision
and treatment, due to public and
professional ignorance.
In response to this perceived problem
campaigns have been undertaken to
improve case detection and treatment.
For example, the UK the Royal
College of Psychiatrists and Royal
College of General Practitioners
launched their „Defeat Depression‟
campaign7 in the early nineties. It was

The failure of basic science research to
reveal
any
specific
biological
abnormality or for that matter any
physiological or psychological marker
that distinguishes any psychiatric
diagnosis, lack of evidence that
diagnosis has a positive impact on
outcome, and the poor predictability
value of psychiatric diagnoses,
suggests systems such as DSM-IV and
ICD-10 may have outlived their
usefulness. This critique is not limited
to those less biologically minded
psychiatrists as researchers in genetics2
are now arguing that the use of
categorical
diagnosis
(such
as
schizophrenia) is handicapping their
studies too, where, they argue, a
dimensional approach seems more
appropriate.
Anomalies are prevalent in current
diagnostic systems. For example, in
DSM defined „depression‟ there is one
exception to the diagnosis (even if the
patient has the required number of
symptoms for the required number of
weeks) – bereavement. This is on the
basis that having the full complement
of DSM defined symptoms of
depression when there is bereavement
is a „normal‟ reaction. However, why
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intended to raise public awareness of
depression, reduce stigma, train
general practitioners in recognition and
treatment, and make specialist advice
and support more readily available. It
focused upon depression because it
believed appropriate treatment could
readily be made available in the form
of
antidepressant
medication.
Unfortunately three formal evaluations
of treatment and education guidelines
in the UK following the „Defeat
Depression‟ campaign failed to detect
significant improvements in clinical
outcome.8,9,10 However, arguably the
pharmaceutical industry gained most
from such campaigns as rates of
antidepressant prescribing increased
rapidly after the campaign.

not ignore contexts, values, meanings,
and relationships, it sees them as of
secondary importance only. Arguments
for alternatives to this paradigm have
been made from philosophical,11,12
cultural,13 service-user,14 and political15
perspectives.
Despite
this,
the
technological paradigm dominates
current thinking about mental health
practice on the grounds that it provides
a scientific basis for practice.
There is a large literature on
psychotherapy confirming that it is
generally speaking a safe and effective
intervention for common mental health
problems as studied in Western
populations,16 but there is little to
suggest that a positive outcome is
strongly related to selecting the
„correct‟ psychotherapeutic technique
and much to suggest that the „common
factors‟ such as developing a strong
therapeutic
alliance,
are
more
important. For example, several studies
have shown that most of the specific
features of Cognitive Behaviour
Therapy (CBT) can be dispensed with,
without
adversely
affecting
17,18
outcomes.
A comprehensive review
of studies of the different components
of CBT concluded that there is “little
evidence that specific cognitive
interventions significantly increase the
effectiveness of the therapy”.18 The
same holds for other forms of
psychotherapy for depression. For
example, The National Institute of
Mental
Health‟s
Treatment
of
Depression Collaborative Research
Project (TDCRP), the largest trial to

So with diagnosis we seem to have hit
a paradigmatic brick wall. Our
diagnoses have no greater reliability,
validity, or clinical value than 30 years
ago when the crisis of representation
spurred psychiatric institutions to
develop the more structured approach
currently found in ICD and DSM.
Treatment
The technological paradigm is a
dominant factor behind the way
psychiatric services and treatments are
organised in most industrialised
countries. This paradigm is predicated
on the assumption that the technical
aspects of medical and psychological
care are of primary importance, and
that these can be represented through
diagnostic systems and treatment
protocols. Although the paradigm does
91
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date comparing different treatments for
depression
(CBT,
Inter-Personal
Therapy [IPT], anti-depressants, and
placebo) found that patients in each
group had significant improvements,
with no overall difference in outcome
between each treatment group.19,20
However, the best predictor of
outcome across all four groups was the
quality of the relationship between
patient and therapist (as perceived by
the patient) early in treatment.20

Drug treatments
There are few direct links between
DSM/ICD diagnosis and treatment
specificity. For example, various
antipsychotic agents have also been
advocated for the treatment of
depression, anxiety disorders, bipolar
affective disorder, personality disorders, Attention Deficit Hyperactivity
disorder, as well as schizophrenia.
Similarly,
compounds
marketed
primarily as antidepressants are widely
used in the treatment of a variety of
presentations.

Recent meta-analyses have drawn
similar conclusions. The quality of the
therapeutic alliance accounts for most
of the within-therapy variance in
treatment outcome, and is up to seven
times more influential in promoting
change than treatment model.16,21 Such
data, when combined with “the
observed superior value, across
numerous
studies,
of
clients‟
assessment of the relationship in
predicting the outcome”,22 makes a
strong empirical case that the nonspecific aspects of psychotherapy, or
„know-how‟ in building a strong
therapeutic
alliance,
are
more
important than specific techniques
being used. This is also evident in „real
life‟ clinical encounters not just
research projects. For example, in a
recent review of some 5,613 cases
treated in a variety of National Health
Service settings in the UK, only a very
small proportion of the variance in
outcome could be attributed to
psychotherapeutic
technique,
as
opposed to non-specific effects of the
therapeutic relationship.23

Furthermore
psychiatric
drug
treatments, like psychological treatments rely more on non-specific
factors
than
disease-specific
therapeutic effects. For example, it is
generally assumed that antidepressants
work through their pharmacological
effects on specific neurotransmitters in
the CNS, yet the evidence points to
placebo effects being more important
than specific neuro-pharmacological
ones. Thus Turner and Rosenthal‟s
meta-analysis of US Food and Drug
Administration (FDA) data concluded
that although antidepressants were
generally superior to placebo, most of
the benefit from these drugs could be
explained by the placebo effect.24
Kirsch et al‟s examination of the FDA
data found that over 80% of the
improvement seen in the drug groups
was duplicated in the placebo groups.25
The lack of treatment specificity is
not limited to the more common and
less severe presentations. Thus
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although antipsychotic drugs are
sometimes claimed to reverse a
biochemical imbalance in psychotic
patients, no such imbalance has been
demonstrated. The drugs are more
likely to work through their general
suppressant effects, which they exert in
anyone who takes them and not just in
people diagnosed with a psychosis like
schizophrenia.26 Furthermore, researchers have long been aware of the
perplexing finding in cross-cultural
studies of mental illness that people
diagnosed with schizophrenia in
developing countries appear to fare
better over time than those living in
industrialized
nations.
Research,
including that carried out by the World
Health Organization over the course of
30 years and starting in the early
1970s, shows that patients outside the
United States and Europe had
significantly lower relapse rates. It
seems that the regions of the world
with the most resources to devote to
mental illness – the best technology,
medicines, and the best-financed
academic
and
private-research
institutions – had the most troubled
and socially marginalized patients.27
Once again the impact of our
psychiatric technologies seem to be
minimal compared to common factors,
in this case most likely to be the effects
of „extra-therapeutic‟ factors such as
family support, community cohesion
and tolerance for behaviours and
experiences considered a sign of
„illness‟ and „dangerousness‟ in the
West.

Stigma
Read et al28 have carried out a
comprehensive review of the literature
on stigma and schizophrenia to assess
whether the „schizophrenia is an illness
like any other‟ approach helps reduce
prejudice towards those with the
diagnosis. They found an increase in
biological causal beliefs across
Western countries in recent years,
suggesting that this idea is gaining
hold. However, biological attributions
for psychosis were overwhelmingly
associated with negative public
attitudes. This appears particularly to
be the case for the diagnosis of
schizophrenia.
For
example,
Angermeyer
and
Matschinger29
subjected
two
representative
population surveys of public attitudes
to psychiatric patients conducted in
Germany in 1990 and 2001 to a trend
analysis. Over the period of the study
an increase in public acceptance of
biomedical explanations of psychosis
was associated with a public desire for
an increased distance from people with
schizophrenia.
The „medical model‟ of schizophrenia
not only increases public stigma, but
also
contributes
to
patients
internalising an explanatory model that
can hinder recovery. For example, it
has been found that the presence of
„insight‟ (in psychiatric terms, meaning
accepting the medical model of having
a brain illness) in schizophrenia lowers
self-esteem, leads to despair and
hopelessness, and also predicts higher
levels of depression and risk of suicide
93
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attempts four years later.30 HassonOhayon et al31 found that the presence
of this sort of „insight‟ was negatively
correlated with emotional well-being,
economic satisfaction and vocational
status. The conclusion we may draw
from this body of research is that the
empowerment of people with mental
illness and helping them reduce their
internalised sense of stigma are as
important as helping them find insight
into their illnesses.32 accepting a
diagnosis of schizophrenia means that
the person must also accept the
negative public attitudes and stigma
associated the diagnosis. In line with
current beliefs the diagnosis thus
brings expectations of a gloomy
outlook with lifelong dependency on
psychiatric treatment and little chance
of complete recovery.

bound to the family and kinship group.
McGruder saw this approach in many
small acts of kindness, watching
family members use saffron paste to
write phrases from the Koran on the
rims of drinking bowls so the ill person
could literally imbibe the holy words.
The spirit-possession beliefs had other
unexpected benefits. This way of
viewing the mental distress allowed the
person with schizophrenia a cleaner
bill of health when the illness went into
remission. An ill individual enjoying a
time of relative mental health could, at
least temporarily, retake his or her
responsibilities in the kinship group.
Since the illness was seen as the work
of outside forces, it was understood as
an affliction for the sufferer but not as
an
identity
inscribed
through
unalterable internal factors such as his
or her genes.33

Surprisingly perhaps, it seems that part
of the reason why the outcome is better
for those who develop a psychotic
episode in the developing world is less
stigma. For example, the anthropologist Juli McGruder spent a number
of years in Zanzibar studying the
families of those diagnosed with
schizophrenia. Though the population
is predominantly Muslim, Swahili
spirit-possession beliefs are still
prevalent and commonly evoked to
explain the actions of those who
violate social norms. McGruder found
that far from being stigmatizing, these
beliefs served certain useful functions.
The beliefs prescribed a variety of
socially accepted interventions and
ministrations that kept the ill person

Westernisation
For the last 50-odd years, Western
mental-health professionals have been
pushing the idea of „mental-health
literacy‟ on the rest of the world.
Cultures are viewed as becoming more
„literate‟ about mental illness the more
they adopted Western biomedical
conceptions of diseases like depression
and schizophrenia. All this is done in
the name of science, believing that
„modern‟ approaches reveal the
biological basis of psychic suffering
and dispel pre-scientific approaches as
harmful superstitions. In the process of
doing this we not only imply that those
cultures that are slow to take up these
ideas are therefore in some way
94
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„backward‟, but we also export disease
categories and ways of thinking about
mental distress that were previously
uncommon in many parts of the world.
Thus conditions like depression, posttraumatic stress disorder, and anorexia
appear to be spreading across cultures,
replacing indigenous ways of viewing
and experiencing mental distress.33 In
addition to exporting these beliefs and
values, Western drug companies see in
such practice the potential to open up
new and lucrative markets.

framework creates the psychological
pre-conditions necessary for accepting
the „atomized‟ social worlds that have
been created. In the last few
generations, we have seen many
changes in the way we interact with
each other and within and without our
smaller atomized family units,
competing within and between these
units for narcissistic advantage. Mental
well-being seems closely connected to
how well you are able to compete in
societies
structured
around
an
economics that leads to considerable
social inequality. Thus a recent World
Health Organization report concluded:

Despite copious evidence from
research in the non industrialized
world, that shows the outcome for
major „mental illnesses‟, is consistently
better than in the industrialized world
and particularly amongst populations
who have not had access to drug based
treatments,27 the World Health
Organization, together with the
pharmaceutical industry, has been
campaigning for greater „recognition‟
of mental illnesses in the nonindustrialized world. Like other
successful marketing campaigns, this
strategy has the potential to open up
huge new markets for psychiatric drugs
that maybe ineffective and can have
serious side effects, at the same time as
painting indigenous concepts of, and
strategies to deal with, mental health
problems, as being based on ignorance,
despite their obvious success for these
populations.34

“It is abundantly clear
that the chronic stress
of
struggling
with
material disadvantage is
intensified to a very
considerable degree by
doing so in more
unequal societies. An
extensive
body
of
research confirms the
relationship
between
inequality and poorer
outcomes, a relationship which is evident at
every position on the
social hierarchy and is
not
confined
to
developed nations. The
emotional and cognitive
effects of high levels of
social status differentiation are profound and
far reaching: greater
inequality
heightens

The idea of the individual as the
locus of the self is a relatively recent
Western invention and such a
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status competition and
status insecurity across
all income groups and
among both adults and
children. It is the
distribution of economic
and
social
resources that explains
health
and
other
outcomes in the vast
majority of studies”35

patients first rather than our guild
interests (important as these may be).
Secondly, our insecurity about how
„doctory‟ we are may have led us to
importing too enthusiastically the
medical model into mental health,
whereas the real gift of psychiatry, is
what it can offer the rest of medicine
that is more unique to our field, which
is an understanding of the person in
their context. Psychiatry has to sit at
the confluence of a variety of
disciplinary discourses (such as
sociology, anthropology, psychology,
philosophy, medicine, cultural studies,
politics, theology etc.) and it is this
broader understanding of the human
and their health and well-being that we
bring.36 A substantial amount of
General Practitioner/Family doctor
work involves psychosocial issues,
physically unexplained symptoms take
up many resources, chronic conditions
have massive impact and are hugely
impacted upon by psychosocial
circumstances, and so on. In this reality
where good quality healthcare cannot
be divorced from social and emotional
well-being, psychiatry will continue to
be a vital part of successful healthcare.
To underutilise the unique skills our
profession brings to healthcare by the
„dumbing down‟ (or as I have called it
in relation to child and adolescent
psychiatry - the „McDonaldisation‟37)
what we do into simplistic diagnosis
driven protocols that has more to do
with successful consumer culture
marketing than science, or the looking
after the well-being of our patients and
their families and communities. One

Thus imposing Western medical model
style psychiatry on non-Western
populations risks a number of things
including: adoption of Western
psychiatric
notions
of
„psychopathology‟ to express mental
distress, undermining of existing
cultural strategies for dealing with
distress, more not less stigma for those
with mental health problems, and the
imposition of an individualistic
approach that may marginalise family
and community resources and divert
attention from social injustice.
Toward a new psychiatry
It is time to move psychiatry forward,
starting with understanding the
limitations of current paradigms for all
populations in general and developing
world populations in particular. There
is an understandable concern that
without a medical model based
psychiatry (however illogical it is) we
would not be „proper‟ doctors.
However, this may not be the most
appropriate response for a number of
reasons. Firstly, as doctors, our
concern should be what is right for our
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way of supporting such an approach is
through
the
newly
created
„International
Critical
Psychiatry
Network‟
(http://www.criticalpsychiatry.net).

which have solidified in much of the
Western world and increasingly in
other countries across the globe. These
dominant models have some diversity
within them, but tend toward a heavy
reliance on the sciences of brain and
cognition in the hopes of achieving
value
and
culturally
neutral
„truths‟ about psychic life. A variety of
critiques challenge this reliance.
Critical empiricism uses the tools of
science to rigorously examine the
evidence and often finds that dominant
models in psychiatry use sloppy and
manipulative science to over-hype the
interests of dominant groups –
particularly the pharmaceutical and
their transnational supporters in
government
and academia.
Other
critical
approaches
such
as ‟deconstruction‟ use a host of
additional theoretical and philosophic
tools to step outside ‟science as
usual‟ and consider the founding
assumptions of dominant psychiatric
theory and practice.
Curiosity is as important as critique. If
critique opens the door to alternatives,
curiosity walks through that door.
Curiosity uses a postcolonial historical
and ethnographic spirit to explore
models of psychiatry that have been
neglected and overshadowed by
dominant models. These additional
models
are
as
diverse
as
psychoanalytic, humanistic/existential,
narrative, creative, social, political,
spiritual, contemplative, mind-body,
cross-cultural, traditional, and peer
support (just to name a few) and they
take on a variety of manifestations

The
International
Critical
Psychiatry Network (ICPN)
The ICPN has been created by medical
doctors as a forum (primarily for
medical doctors) to discuss, critique,
and publicise opinions, practices,
literature, and events that support
critical thinking and alternative
approaches to psychiatry. Building on
the work of the Critical Psychiatry
Network (CPN) in Britain and
motivated by a concern about the
„global mental health‟ movement‟s
approach of
globalising
Western
models of psychiatry, the ICPN wishes
to consider a greater variety of ways
of thinking about psychic difference
and suffering. Recognising that the
current dominant models (particularly
the medical model) for thinking about
psychiatric difficulties and helping
sufferers are not the only ones, it is
hoped that the ICPN can contribute
toward an exchange of ideas that can
promote more locally meaningful and
effective practice. The ICPN avoids
polemics of „antipsychiatry‟ and
„propsychiatry‟
to
consider
a
multiplicity of options for thinking
about psychic difference and suffering
across the globe. It encourages both
critique and curiosity.
Critique requires a close consideration
of the dominant models of psychiatry,
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across the globe. Some of these models
of psychiatry are explicitly psychiatric
„alternatives,‟ but many use non
psychiatric language to understand and
organize an array of practices that can
loosely be considered therapeutic for
states of mental distress.

situations. The goal is not to determine
which is right or best for all. The goal
is to help support the creation and
sustainability of many options, and to
help develop ethical structures of
clinical care which support and
encourage this diversity in local
contexts.

In keeping with the goal of avoiding
antipsychiatry/ propsychiatry polemics, ICPN avoids idealizing any
particular alternative model. A variety
of approaches to psychic life (and a
variety of hybrid combinations) can
have value and may be useful for
particular
people in
particular

Anybody doctor wishes to join the
ICPN (it does not cost anything and at
its simplest involves being copied into
circular e-mail discussions only) please
send me your e-mail address (send to
stimimi@talk21.com) to join the list.

الملخص
.أتحشِ في ٌزا البحث قصُس طشيقة الىمُرج الطبي في فٍم معضالت الصحً الىفسيً الساادذي فاي الطال الىفساي
، ً َتا عيش ةُلماة التفلياش اللش اي ةهاّ الصاحً الىفساي،  َمامة العااس،  العاالج، َحيه دساسة قضايا التشخيص
 َ ا ن ةُلماة ماا ٌاُ فاي الجاٌُش مُاقا،التجشيبي لهىمارج السادذي وااقص/فإوىي آمل أن أ يه ن األساس العهمي
 فااالقشا، ً َ ااذ ع ةااه ا سااتمشاس فااي ةُلمااة ومااارج ا تجاااي السااادذ الحالياا.آيذيُلُجيااً يحماال فااي طياتااً الضااشس
ًيشجعُن ا ن يهتحقاُا صافُال ا طباا الىفساييه المىٍملايه فاي ةمهياة تطاُيش وماارج ذيهاً أ لاش اساتجا ة لهبي ا
.ًاللقافي
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ْ اهثقبفْ ٕاهصحْ اهِفغي، ْاهوغ
َ عوٌى يبعٌي، ًحٌذ شبثيش،َ ثبد ثشاكي،فيويت ثًٖبط

Abstract
The increase in cultural and linguistic diversity of contemporary societies poses major
challenges to mental health services across the world. Is it possible to work in ways
that respect cultural and linguistic difference in multicultural societies? In this paper
we focus on the difficulties raised by the use of interpreters in the diagnosis of
depression. We use a simple thought experiment in the form of two fictitious
vignettes to highlight important features of language-games, an idea introduced by
Ludwig Wittgenstein in his late work, Philosophical Investigations. The thought
experiment draws attention to the importance of culture and contexts in understanding
the meaning of what people say when they feel sad. This is even more important in
understanding the help that people expect under these circumstances. This has
implications not only for how we understand the role of interpreters in clinical
settings, but more generally it draws attention to the importance of respecting the
many different understandings of sadness and unhappiness that are a prominent
feature of non-Western cultures. We conclude attempts to impose Western
biomedical interpretations of sadness and suffering on people from non-Western
societies has no ethical basis, and is to be avoided.
Key Words:
Psychiatric Diagnosis, Depression, Non-Western understandings, Interpreters, Diversity,
Language-games
Declaration of interest: None
Introduction
In common with other European
countries, British society is becoming
increasingly multicultural, and as its
cultural diversity grows, so does its
linguistic diversity. In 2001, about 8%
of the population identified themselves
as belonging to ethnic minority groups.
Indians are the most numerous,
followed by Pakistanis, people from
mixed cultural backgrounds, Black
Caribbean’s, Black Africans and

Bangladeshis1. Over 300 different
languages are spoken by London
schoolchildren2, and 18 per cent of the
population of London speak a first
language other than English at homei.
This poses an enormous challenge to
health workers, especially those
working in mental health.
In this paper we argue that in
mental health, language and culture are
inextricably linked. The words and
language we use to communicate with

P. Thomas et al

clinician’s fluency in the patient’s
language, the patient’s fluency in
English, and the availability of an
appropriate vocabulary in the patient’s
language for signs and symptoms of
mental illness set out in Western
diagnostic systems. There are several
problems here. Many people from Black
and
Minority
Ethnic
(BME)
communities, especially elders, do not
speak English11,12,13. Ideally, the patient
should be assessed by a clinician who
speaks the patient’s language and
belongs to the patient’s culture, but this
is rarely possible. Shah8 has drawn
attention to serious practical difficulties
in
interpretation.
Of
particular
significance here is the lack of a
matching vocabulary for the symptoms
of psychiatric illness in the patient’s
language. The clinician may struggle to
ask questions on symptoms based on
Western diagnostic classifications,
when, for example, there is no matching
vocabulary for depression in Urdu. We
can understand these problems through
two vignettes. They are not real cases,
but the stories are typical of those of
many people. However, a caveat is
necessary. It is not our intention to
reduce unique human subjects to crude
cultural categories, and through
cultural stereotyping disregard the
uniqueness of the individual. That said
the two stories are idealised so as to
reveal important links between
language and culture in understanding
distress.

each other reveal how we make sense
of our experiences, and the sort of help
we expect. Both are heavily influenced
by our cultural origins, a point made
by anthropologists for many years
now4,5,6. Here, we make a broadly
similar point, but from a different
perspective, that of the philosophy of
Ludwig Wittgenstein. We do not
intend to present a detailed analysis of
his ideas here; this can be found
elsewhere7. We will, however, present
a simple thought experiment to
illustrate how his later philosophy of
language can help to clarify the
relationship between language and
culture. Thought experiments have
been used in Western philosophy for
thousands of years to employ
imaginary situations to explore reality.
The form our thought experiment takes
will be familiar to clinicians, two
fictitious vignettes about women from
different cultures who present with
sadness. At the heart of our argument
is a philosophical view that sees
language as a tool used by human
beings to convey meaning. This sees
language not as something located in
an individual mind, but as part of a
wider set of communal symbols that
are vital in the construction of
meaning.
Language
and
diagnosis
in
psychiatry
Assessment and treatment in
psychiatry is contingent on good
communication between the clinician,
patient
and
carer8,9,10.
Good
communication depends upon the

‘Mary’
Mary, a 55 year old White British
woman, born and brought up in
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Nottingham, is brought to see her GP,
Dr Wilson, by Sheila, her best friend.
Mary’s three children have grown up
and left home. The eldest son works
in a bank, another son works at a call
centre, the youngest (daughter) is at
university. After marrying at the age
of 20, she worked for a while before
looking after her children when they
were babies. Over the last fifteen
years she worked as a secretary, but
was made redundant two weeks
earlier. Three months ago her
husband died suddenly of a CVA.
Mary tearfully told the doctor that she
had been feeling depressed (her word)
and that she had been crying a lot. On
direct questioning she told her doctor
that her concentration was poor and
she had been forgetful. She had lost
appetite and her weight had fallen by
5 kg over three months. She was
finding it difficult to get to sleep, and
had been waking earlier in the
morning than usual, feeling tired and
unrefreshed. At times she had felt that
life wasn’t worth living, but had no
plans to end her life. Her physical
health was otherwise good, and a
physical examination was normal. On
being asked, Mary told her GP that
she felt she was ‘useless’ as a person
and that she thought she was
‘depressed’. On further prompting,
she said she thought tablets might
help, and she also asked for
counselling. The GP gave her a
course of antidepressants, and
arranged for her to see a cognitive
therapist in the surgery. Three months
later she was back at work, feeling
much better.

home. The eldest son works in a
bank, another son works in a call
centre, the youngest, Saima, is at
university.
Fatima
came
to
Nottingham in England straight from
Lahore when she married her husband
35 years earlier, and since then had
stayed at the home, looking after her
children and family. Three months
before she presented to her GP her
husband died suddenly of a CVA.
Since then the family has experienced
financial hardship. Fatima has had to
handle all the family’s financial
affairs, something she has never had
to do before. Saima tells the doctor
that the family are very concerned
about her. They have noticed that she
is forgetful and cries a lot. She has
lost appetite and her weight had fallen
by 5 kg in three months. She was
finding it difficult to get to sleep, and
had been waking earlier in the
morning than usual, feeling tired and
unrefreshed. When asked, she tells
the GP through her daughter that she
believes that she is physically ill. She
tells the doctor she wants tests to find
out what the problem is. The GP
wants to ask her does she feel
depressed, but he pauses at the
threshold of a familiar problem; he
does not know how to ask that in
Urdu. Instead he asks how has she
has been feeling. She says she feels
her heart is sinking, that she is letting
her family down because her daughter
has had to have time off from
university to help her sort out the
finances. She has also been praying a
lot, and reading the Qur’an. The GP
explores with Fatima and her
daughter what do they think might
help. Fatima says she wants to talk
about her experiences. Dr Khan refers
her to a group of Muslim women who
have similar problems, and who gain
strength by praying together. Three
months later she is still attending the

‘Fatima’
Fatima, a 55 year old woman born in
Pakistan and who speaks little
English, is brought to see her GP, Dr
Khan, by her daughter, Saima.
Fatima’s three children are all still at
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group, and with her daughter’s help
she is taking control of the family’s
finances. She is feeling much better.

suffering. We can see this in the way
that
evidence
based
medicine
dominates
clinical
practice
in
psychiatry14. It can also be seen in the
influence of Jaspers, who argued that
the interests of scientific objectivity
require that psychiatrists strip patients’
experiences of values and contexts.
The problem is that the interpretation
and meaning of human affairs is
heavily dependent on those values and
cultural contexts. This is especially so
when it comes to the language we use
to talk about our experiences. One way
of examining the different ways in
which these two ladies talk about what
appear to be identical experiences is to
think of them in terms of language
games.
The
philosopher
Ludwig
Wittgenstein15 introduces the idea of
language games to show that our use
of language is a communal activity. A
game is usually (not necessarily) a
communal activity in which our
actions towards each other are
determined by a set of rules. Although
games take many forms, we all know
in broad terms what they are. Some,
like football or cricket, involve teams.
Others, like tennis or chess, involve
two individuals. Some card games like
solitaire rely on a single player. It is
almost impossible to specify a set of
universal rules that would enable us to
capture the essential features of all
games. All we can say is that there are
family resemblances between some
human activities that enable us to
identify them as games. However, we
can say that the rules and expressions

Language, Games and Meaning
What does a comparison of the two
women reveal? First, there are
similarities. They are the same age;
both have lost their husbands, and have
children of the same age and gender.
Both present with identical physical
manifestations of distress, and both
appear to be doing much better three
months later. There the similarities
end. In terms of gender roles, an
important part of Mary’s life has been
her work outside the family as a
secretary. This, together with the fact
that she presents with her best friend,
suggests that a significant part of her
identity is invested in areas outside the
family. Her children have grown up
and left home so she has a dispersed
nuclear family structure. On the other
hand, the most important aspect of
Fatima’s life is her role as wife and
mother within the family. Within that
context her identity has largely been
defined by her relationships within the
extended family. She has had few if
any responsibilities outside home and
family, consequently the death of her
husband has had major repercussions
in this area of her life. The importance
of her role in the family can be seen in
the fact that her daughter accompanies
her to the appointment.
An important assumption in
psychiatry is that scientific methods of
diagnosis and treatment provide a
comprehensive account of distress and
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associated with each of these different
games originate in the historical and
cultural activities that are unique to
that particular game. For example, the
activities that over time gave us the
rules and language of the game of
tennis, did not give us the rules and
language of the game of football. The
two games have different languages
and rules because they originated in
different traditions with different
histories. To use Wittgenstein’s words,
they arose out of ‘different forms of
life’. Tradition, history and culture are
really important here; they matter to
us. Playing tennis, like any game, has
meaning for those who play it in terms
of a shared history in which the game,
its rules, actions, and terminology,
bind us together.
Wittgenstein points out that we can
say much the same about the different
ways in which we communicate
through language. For example, we
can make a polite request, issue an
order, tell someone of our love,
attempt to describe the smell of rain in
the garden at dawn, or tell a close
friend that we feel sad. According to
Wittgenstein there are an endless
variety of such activities, or language
games, and it is impossible to specify
universal rules that capture their
essence. As far as language games are
concerned, culture and tradition set out
in broad terms the rules and values we
must follow if we are to understand
each other’s speech. As native
language speakers we acquire these
rules as we acquire language and other
cultural skills as infants. As adults we

just know the rules, and take them for
granted
in
using
them
with
consummate ease. This know-how is a
form of tacit knowledge. What can we
say about the language games that take
place between the two ladies and their
doctors?
First, it is clear that they are quite
different games, based in different
rules, values and words. In broad terms
the rules of Mary’s game revolve
around her use of the word
‘depression’. The way she understands
this depends in turn on a number of
rules about the way we understand
ourselves as human beings. For Mary,
depression is a deeply personal
experience rooted in her physical being
as a person, but also affecting her inner
view of herself. Her belief that she is
depressed and needs tablets is related
to the belief that depression is caused
by a chemical disturbance in her brain
that can be rectified by antidepressant
tablets. This is an extraordinarily
influential belief in Western culture,
one that has grown in strength
recently, not just in the specialist world
of psychiatry.
Over the last fifteen years, the
publication of books like Listening to
Prozac, Prozac Nation, Prozac Diary
and Prozac Highway together with
countless magazine, newspaper and
television articles suggest that Prozac
and the language of neurotransmitters
has become a powerful cultural trope
through which we make sense of
ourselves as human beings16. A key
feature of this language game is that it
sees sadness in terms of depression
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and one’s obligations to them,
especially family, neighbours and
community, as well as their obligations
to you. Thus Fatima is engaged in a
language game that ties her sense of
who she is to her family and
community, through her obligations as
a good Muslim. This is central to
understanding how she talks about her
distress. It also means that her faith is
vitally important in helping her
through her distress. Her moral agency
lies right at the heart of this language
game. Her identity and value as a
human being are set out by the extent
to which she is able to do what is
considered to be right in the eyes of
her faith, her family and her
community.
Both women seek help that is
consonant with the language they use
to talk about their experiences. Mary
wants, and gets antidepressants;
Fatima wants to be able to meet and
pray with Muslim women who face
similar moral dilemmas. Both GPs are
doing their jobs properly. Both
understand their patients’ respective
cultures, and know what response is
required. Both women make a good
recovery. There is empirical evidence
that good outcomes in mental health
are more likely when doctor and
patient share common understandings
of
the
problem.
Callan
and
18
Littlewood interviewed twenty-one
White British and sixty three BME
patients, asking them about their views
about the care they had received,
treatment preferences and explanatory
models. Patients were much more

arising from a chemical disturbance in
an individual’s brain, or from faulty
thinking processes in an individual’s
mind. Mary’s belief that she is
‘useless’ as a person is accounted for
in terms of faulty cognitions in her
mind. CBT ‘rectifies’ these inner faults
so she can think more positively. As
language games, both these approaches
locate the problem in the depths of the
individual’s body or mind. Elsewhere,
we have argued that the origins of this
belief go back to the European
Enlightenment17. To use the word
depression is only meaningful in a
culture that historically prioritises the
inner world of an individual subject.
In cultural terms the European
Enlightenment does not feature in
Fatima’s heritage. Not surprisingly she
engages in a very different language
game to express herself. She speaks
about her experiences in terms of her
sinking heart and her belief that she is
letting her family down. This is a
language game in which her
relationships, obligations and duties to
her family are of paramount
importance to her identity. She does
not use the word depression for much
the same reason that footballers do not
use the words ‘fifteen love’ to describe
what happens when they score a goal.
There is no place for depression in the
language game she engages in to say
how she feels. On the other hand in
Islamic culture there are concepts that
help us to understand her language
game. Huqooq and Huqooqul-Ibaad
broadly concern other people’s rights,
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likely to express satisfaction with their
care where there was concordance
between the patient’s and psychiatrist’s
explanatory
model.
This
was
independent of the patient’s ethnicity.

shape expectations of help. For
example, there is no justification in our
argument for the British government’s
plans to provide cognitive behavioural
therapy on a massive scale in the
community, much of it in the form of
computerised modules, in the belief
that this will ‘cure’ chronic depression
and enable long-term unemployed
people to get back to work19. Equally,
it is important to recognise that the
complex
processes
of
identity
formation and acculturation mean that
for some non-Western British citizens
individualised forms of ‘therapy’ such
as CBT may be consonant with the
way in which they understand sadness.
The
anthropologist
Arthur
Kleinman warns that we commit a
serious error (a ‘category fallacy’) if
we assume that the Western concept of
‘depression’ has the same meaning for
non-Western people20. Our argument
supports this view, and in doing so
questions the basis on which
authorities like the World Health
Organisation plan to implement global
programmes to ‘conquer’ depression in
South East Asia, without paying due
attention to the great variety of
meanings of sadness in the different
cultures of the region21. Although such
programmes are no doubt well
intended, respect for cultural diversity
in mental health requires an acute
sensitivity to the limitations of
language. It means that we have to
make a deliberate effort to step beyond
the confines of our own cultural
assumptions to acknowledge the
importance of the other’s culture in

Conclusions
Living in a multi-cultural world
presents us with very special
challenges. If we are to have fair and
cohesive societies, it is really
important that we learn to respect and
understand each other’s differences.
Respecting cultural diversity involves
much more than polite attention to
dietary
habits
and
religious
observance, important though these
are. We argue that in mental health
care there is much more to respecting
cultural diversity than providing
interpreters to make sure that people
with limited English can communicate
effectively with their doctors. This is
clearly important in general medical
care, but the situation in psychiatry is
quite different. This is because the
great variety of cultural understandings
of distress presents a radical challenge
to the commonly held view that
psychiatric disorders are universal
biological phenomena. Mental health
problems are intimately tied to
fundamental aspects of our identities,
where culture, language, faith and
tradition lie right at the heart of our
lives.
This has implications for the help
offered to those from non-Western
cultures who experience distress. It
means that we must be aware of the
ways in which complex identities
108

P. Thomas et al

shaping meaning, and, more important,

the responses that meaning expects.

الملخص
ْإٍ اإلصديبد في اهنِيٖ اهوغيٖا ٕاهثقيبف في اهٌ نٌعيبد اهٌعبريشّ يحيشح يحيذيبد كجييشّ أًيبى ديذًبد اهصيح
 فٔيين ًييَ اهٌٌلييَ اهعٌيين ثحشا ييف يحنييشى اهفشٕ ييبد اهثقبفيييْ ٕاهوغٖيييْ في اهٌ نٌعييبد ًنعييذدح.اهِفغيييْ رجييش اهعييبهي
 ُٕغينخذى ِٓيب.ْاهثقبفبد؟ ف ٓزا اهجحث ُشكض روى اهصعٖثبد اهٌنؤييْ ًَ إعنخذاى اهٌنشجٌيَ ف يشخيص اهلآث
، ْاهوغ-ي شثْ فلشيْ ثغيحْ روى شلن حٖاسيَ هغٖييَ ٌٕٓييَ ًٕقنضجيَ ًَ أجن إثشاص عٌبد ًٌْٔ ف اهعبة
ّ اهن شثيْ اهفلشييْ اهٌعِييْ يٖجيْ ااُنجيب."ْٕٓزّ فلشّ أددؤب هٖدفيك ٕينلِشنبيَ ف رٌوْ اهحذيث "يحشيبد فوغفي
 ٕٓزّ اهٌغؤهْ راد أٌٓيخ أكجش ف يفٔي.ٍإهى أٌٓيخ اهثقبفْ ٕثيئنٔب ف فٔي ًعِى أ ٖام اهِبط حيَ شعٖسٓي ثبهحض
 ٕينشيت روى رهك يجعبد هييظ فقيب ثبهِغيجخ هليفييْ فٔيي.ُٖريخ اهٌغبرذّ اهن ينٖ عٔب اهِبط ف ًثن ٓزّ اهظشٕف
دٕس اهٌنييشجٌيَ ف ي اهٌحيييب ااهغييشيشا ٕهلييَ ثشييلن أرييي ف ي يٖجيييْ ااُنجييبّ إهييى أٌٓيييخ إحنييشاى اهفٔييي اهٌنعييذد
 ُٕغنِنج في اهخنيبى أٍ ًحيبٕاد فيش.ْٕاهٌخنوف هوحضٍ ٕاهنعبعْ ٕاهن ٓ عٌْ ثبسصّ ف اهثقبفبد اهالغشثي
 طجيْ اهغشثيْ هوغعبدّ ٕاهشقبء روى اهِبط في اهٌ نٌعيبد اهالغشثييْ ٓيٖ أًيش هييظ هيْ أا أعيبط-ٖاهنفغيشاد اهجي
.ْأدال ٕرويِب ي ِج
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The Psychosocial Impact of Political Violence on Palestinian and Jewish Adolescents
Alean Al-Krenawi,
األثر النفسي للعنف السياسي على المراهقين الفلسطينيين واليهىد
ّٕعل٘اى القزٌٗا

Abstract
A sample of male and female school-attending adolescents aged 14-18, 453 Jewish and
508 Palestinian, participated in this study. The research instruments included a traumatic
events survey (TEV), Brief Symptoms Inventory (BSI), PTSD questionnaire, Peer
Relations questionnaire (PRQ), Aggression questionnaire (AQ), and Family Assessment
Device (FAD). Exposure to political violence was shown to have negative effects on
mental health. Findings revealed that Jewish participants reported more exposure to
political violence, while Palestinian participants reported more symptoms of
somatization, phobic anxiety, Psychoticism, PTSD, family functioning problems, and
aggression (specifically physical aggression and anger). Parental education,
socioeconomic status (SES) and family stresses are discussed in relation to these
findings. The Palestinians of 1948 experienced a double trauma of exposure to political
violence and negative social and psychological response to the discrimination and racism
against them in the Israeli realm. The conclusion considers implications for policy and
practice.
Declaration of interest: None
Introduction
Exposure to political violence is related
to post-traumatic stress disorder
(PTSD), depression, anxiety, and
behavioral problems3,24,35,73. But it may
also be associated with such positive
outcomes as pro-social behaviour and
positive self-esteem 46. The present
paper is among the first to compare
Jewish and Palestinian adolescent
respondents to political violence within
Israel. Results show high levels of
problems in both populations. In
contrast to previous scholarship 21, the

Paper finds that Palestinian peoples had
less exposure to political violence, but
experienced higher impacts; one of the
major factors for this differential
experience being socioeconomic status
(SES). By focusing on both populations
living in Israel, greater insight can be
had into similar and divergent subjective
experiences of political violence.
Consequently the nature of the required
medical
and
allied
disciplinary
responses to political violence can be
tailored to suit these needs.
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Political Violence in the Israeli Context

War had been part of the Middle East
prior to the 1948 creation of Israel, and
continues on an ongoing basis since that
date 48. Since September 2000, upwards
many people have been killed and
injured as a result of the ongoing
political violence, with numbers much
higher in the West Bank and Gaza Strip
8,21
. People from throughout the region
are directly vulnerable to political
violence, and experience it daily and
vicariously through the experiences of
those with whom they are close 48.
Today,
Israel
is
home
to
approximately 7.6 million people, of
these, about 1.5 million or 19.4% are
Palestinian. Eighty-two percent of the
Palestinians in Israel are Muslim, 9% are
Christian, and 9% are Druze 51. Prior to
1948, Palestinians made up the majority
of inhabitants of Palestine, but
subsequent to the establishment of the
state of Israel, 84% of the Palestinian
population was exiled and became
refugees 41. Those who were left became
a minority. About a quarter of those who
remained were displaced from their
homes to other locations, thus becoming
internal refugees 13,74.
The
Palestinian
minority
is
considered to be a society in transition,
caught between Eastern and Western

cultures due to the process of
Westernization within Israel 2,1. The
minority has significantly higher rates of
poverty, unemployment, infant mortality
and school attrition than the Jewish
majority 58. Many Palestinian Arabs in
Israel live under a military regime and
experience social exclusion, leaving
them in a conflict of dual identity as both
Israeli and Palestinian. Although they
live in the state of Israel, their
Palestinian identification has been
shown to be more nationally and
emotionally connected with being
Palestinian and with the Palestinians in
the Occupied Territories 32. Furthermore,
it has been postulated that the Israeli
component of the Arabs' collective
identity does not include a sense of
belonging to the state, identifying with
it, and developing a sense of attachment
because the uni-national superstructure
excludes their identity 59.
Since its inception, the very
definition of Israel as a Jewish state has
cast Arab national identity and social
status into ambiguity 59. Social identity is
thought to be the means through which
individuals understand themselves in
their
social
context.
Moreover,
understanding the processes of identity
formation in the context of intergroup
conflict is particularly important, since
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social
identity
is
critical
to
understanding how people act. When
groups are in conflict, their members are
placed under great pressure to
completely conform to the values and
practices of the favoured group 23. The
period of adolescence is a critical time
where individuals are searching to
secure a stable and consistent identity 71.
Palestinian adolescents’ identity is a
combination of identity formation during
adolescence, the reality of belonging to a
traditional culture in a Western nation,
and the unique manifestations of the
Israeli context, in which Muslim
adolescents are viewed as part of a
"hostile" non-assimilating minority.
Relating
to
the
Jewish-Israeli
perspective, Kelman states that inherent
to Jewish Israeli identity is the negation
of the Palestinian “other” and the
portrayal of this other as “the enemy” 42.
Palestinians experience a double trauma
of exposure to political violence, and
negative social and psychological
responses; furthermore, this study raises
questions about the identity of Arab
youth in Israel. A previous study on
Palestinian communities in Israel reveals
strong identity towards Palestinian
national heritage and negative attitudes
towards
Israeli
policies
towards
Palestinian citizens. Scientific literature
categorizes the Arab minority in Israel as
significant, non-assimilating (differing
from the majority in language, religion,
nation, culture and ethnic descent),

dissident (rejecting the State's official
ideology of Zionism), and hostile
(viewed by the Jewish majority as
untrustworthy) 61. Nonetheless, Smooha
asserts that presently a hybrid identity is
emerging that may be referred to as
"Palestinians in Israel" and that "conveys
the primacy of Palestinian affiliation and
orientation, without renouncing Israeli
connections" 62. In addition, Amara &
Schnell's empirical study found that
Arabs in Israel feel strongly attached to
at least three identities 12. The identity of
Muslim adolescents in Israel reflects the
components of identity of the adult
Muslim population in Israel outlined
here. Furthermore, the identity of
Muslim adolescents in Israel is an
amalgamation of identity formation
during adolescence, the reality of
belonging to a traditional culture in a
Western nation, and the unique
manifestations of the Israeli context, in
which Muslim adolescents are viewed as
part of a "hostile" non-assimilating
minority. In fact, Hujierat (2005)38
pointed out that the identity of Muslim
adolescents in Israel may change with
the political situation evident in a
specific moment in time. The same study
asked Muslim adolescents in Israel to
categorize themselves as Muslim, Arab,
or Palestinian and found that those
whose major identity was Muslim had
relatively low collective self-esteem.38.
Furthermore, the group that chose to
characterize themselves as Muslim
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expressed little interest in acculturation
into Israeli society. Thus, the findings of
the present study pointed out that the
Arab youth in the Israeli context are
living in a multi-traumatic environment;
the exposure to political events, and
living in the margins of Israeli society
compare to their counterpart and having
identity problems while living in two
different worlds simultaneously.
The Jewish population in Israel is
highly diverse. A country of immigrants,
the
majority
remain
Sephardim
(European origins), with the remainder
Ashkenazi (from other parts of the
world). Most places on the globe are
represented; recent places of migration
include Russia, the former Eastern Bloc
countries, and Ethiopia. The post-1967
context has seen a considerable number
of Jewish settlements constructed in the
West Bank and Gaza Strip, although
now only those in the West Bank
remain. Recent estimates hold that
upwards of 300,000 settlers are in the
West Bank 44. There are tremendous
variances in SES and most other wellbeing indicators throughout the Jewish
sector of Israel. It is vital to emphasize
the heterogeneity of this population.
Palestinians in Israel and Jewish-Israelis
often live in separate cities, although
there are major centers that mix the two
backgrounds, including: Jaffa, Tel Aviv,
Haifa, Akko, Lod, and Ramlah.
Methodology
The sample consisted of male and
female school-attending adolescents
aged 14-18 from Israel (453 Jewish and

508 Palestinian).
The sample was
recruited from three urban centers: TelAviv, Jaffa and Haifa are district cities
with heterogeneous populations in
culture, religion and class, and Ariel is a
West Bank settlement and is more
homogeneous. All three cities were
subject to suicide bombings and other
politically violent events since the
outbreak of the Intifada in September
2000. To ensure comparable internal
diversity, the Palestinian sample was
recruited from Palestinian- villages,
cities and mixed cities where Palestinian
and Jewish peoples live.
We applied the questionnaire
randomly to schools and then randomly
selected co-educational grades (grades
8-12). Graduate and undergraduate
students were trained to coordinate
questionnaire distribution and to answer
any respondent queries. Respondents
were gender-matched with research
assistants; Jewish populations were
interviewed by Jewish students, and the
Palestinian
population
by
their
Palestinian counterparts.
The following Research Instruments
were used
1) Background Socio-demographic
Questionnaire – Thirteen items probed
the socioeconomic status of participants'
family, their parent's education, and
included questions regarding gender,
age, family structure and dwellings.
2) Political Violence – This instrument
aimed to capture the level of exposure to
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violence resulting from political acts. In
order to assess political violence the
researcher created an 18-item Traumatic
Event Questionnaire7 tailored to each
community's language (Hebrew or
Arabic), and to their respective modes of
exposure to political violence (for
example, questionnaire asked about
bomb or missile attacks). Nominal scale
questions self-reported individual and
friend/relative exposure. A total score
was computed by summing all positive
answers (range of scale 0–18), and thus
a high score indicated more exposure to
political
violence.
The
internal
reliability of the questionnaire was
adequate among both the Jewish
adolescents (Cronbach's alpha = 0.71)
and
among
Palestinian-Israelis
adolescents (Cronbach’s alpha = 0.85).
3) Mental Health – Mental health was
assessed
by
clinically
relevant
psychological symptoms in adolescents.
For this aim, I used the Brief Symptom
Inventory (BSI)19,23. This measure
consists of 53 self-reported items
covering nine symptom dimensions:
somatization,
obsession-compulsion,
interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety,
paranoid ideation, psychoticism; and a
composite measure of General Severity
Index (GSI). A mean score was
computed for each sub-scale and it
ranged from 0-4 with a higher score
indicating more mental health problems

(scores of 2.52 and above indicate
Positive clinical diagnosis). The internal
reliability of the nine odd-scales is
adequate (Cronbach's alpha = 0.71-0.81)
and the test-retest reliability is
satisfactory (r= 0.60-0.90). The measure
also has a moderate level of validity,
which was measured by comparison to
the MMPI. Norms and scores among
youth populations in Israel and the
United States are available for
comparison. The internal reliability of
the current measure, in general, and of
its sub-scales was measured in a Jewish
research population 60 with reasonable
results (Cronbach's alphas range from
0.62 to 0.90). In the current study the
reliability of the sub-scales among the
Jewish adolescents was Cronbach's
alpha 0.66–0.85 and 0.95 for the GSI,
and among the Palestinian adolescents
0.64–0.86 for the sub-scales and 0.96 for
the GSI.
4) PTSD – Post-traumatic stress
disorder was measured by the PTSD
Symptom Scale: The PSS-I 31. This
measure is a 17-item instrument in
which each symptom is rated on a 4point scale. Sub-scale scores are
calculated by summing items in each of
the PTSD symptom clusters: reexperiencing, avoidance and arousal. A
mean score was computed for each subscale and total scale with results ranging
from 1–4, with a higher score indicating
more PTSD. The scale has high internal
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consistency (Cronbach's alpha = 0.85)
and moderate to high correlations with
other measures of psychopathology. The
PSS-I has high test-retest reliability (r =
0.80) and inter-rater reliability (k =
0.91). In the current study the reliability
of the total score was Cronbach's alpha
0.88 and sub-scales ranged from 0.76–
0.79 among the Jewish adolescents and
0.89 for total score and 0.74–0.79 for
the sub-scales among the Palestinian
participants.
5) Social Functioning – To assess the
social functioning of the adolescent
participants we used the Peer Relations
questionnaire, which is a standard
measure for assessing peer group
relationships 37. The questionnaire,
consisting of 25 questions, is suitable for
respondents aged 12 and older. The sum
score of the instrument was computed
(ranging from 0-100), with a higher
score indicating more problems in
relationships with friends. The measure
has a cut-off point at 35 points:
individuals who score below 35 are
categorized as being within the norm
and those who score above 35 are
categorized as having problems. The
measure has high internal reliability
(Cronbach's alpha = 0.94) and a low
standard measure error (4.44). The peer
group measure also has high validity
and is able to discriminate between
clinical and normal populations. Based
on prior research the internal reliability
of the measure has been found to be
high in an Israeli study of Jewish
adolescents 60 (Cronbach's alpha = 0.93,

N=146), and in studies among BedouinArab adolescents (Cronbach's alpha =
0.89, N=256) 11. The reliability of the
scales among the Jewish adolescents in
the current study was Cronbach's alpha
0.93 and 0.92 among the Palestinian
adolescents.
6) Aggression – In order to assess
adolescents’ aggressive responses and
their ability to channel those responses
in a safe, constructive manner, we used
the Aggression Questionnaire (AQ).
This 34-item instrument 17 assesses
adolescents’ aggression on four subscales: physical aggression, verbal
aggression, anger and hostility. A mean
score was computed for each sub-scale
and total scale. Each scale ranges from
1-5 with a higher score indicating more
aggressive behaviors. The internal
consistency of the AQ is relatively high
(Cronbach's alpha = 0.89). The AQ is a
stable instrument with good test-retest
correlations of 0.80. Scores on the AQ
sub scales were moderately correlated
with each other. However, when the
variance in the correlations due to the
anger score was partialed out,
correlations were not significant. This
supports the theoretical validity of the
AQ in that the associations between
physical aggression, verbal aggression,
and hostility are due to their connection
with anger. Scores also had good
concurrent validity 22. In the current
study the reliability among the Jewish
participants was Cronbach's alpha 0.89
for the total scale and 0.72–0.85 for the
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sub-scales, and among the Palestinian
participants 0.90 for the total scale and
0.67–0.85 for the sub-scales.
7) Family Functioning – In order to
assess the overall health and pathology
of participants’ family functioning we
used The McMaster Family Assessment
Device (FAD) 26,40. The FAD describes
structural and organizational properties
of the family group and the patterns of
transactions among family members
which have been found to distinguish
between healthy and unhealthy families.
This instrument includes 60 items on six
dimensions of family functioning and
one general functioning scale. All subscales range from 1-4, with a higher
score indicating more problems in a
family's functioning. Cut-off points
discriminating between "clinical" and
"normal"
families
in
American
populations are available, though there
are none for Israeli families. The scale
has satisfactory reliability (Cronbach's
alpha = 0.72-0.92), good test-retest
reliability (r = 0.66) and high validity, as
indicated by comparing the scale's
scores to other measures of the same
matters 26,50. At this stage we analyzed
only the 12 items that assess the family's
general functioning. A recent study 55
found that these 12 items give a
satisfactory picture of the family's
general functioning and as a result, there

is no need to use all 60 questions. In the
current study the reliability among the
Jewish participants was Cronbach's
alpha 0.84 and 0.72 among the
Palestinians.
Data analysis is in four parts. First is

a T test and Chi square analysis of
demographic, SES , and
other
differences between the two sample
groups. Next is an analysis of the
association between ethnicity and
participant exposure to traumatic events,
psychosocial, family functioning, PTSD
and aggression. Third, we deploy
Pearson correlations to analyse the
association between political violence
and dependent variables. Finally, we
deploy multiple regressions to assess
how political violence and ethnicity
might predict the dependent variables.
Results
Table 1 shows the results of Chisquare tests and independent sample ttests. Jewish parents had higher
education, higher SES, and lower
unemployment than their Palestinian
counterparts.
Table 2’s t-tests indicate that Jewish
participants reported more exposure to
political violence. No systematic results
were found regarding mental health
symptoms, using the general severity
index. Palestinian participants reported
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more phobic anxiety, psychoticism,
PTSD, family and social problems, and
aggression (physical), while Jewish
participants reported more paranoid
ideation and aggression (verbal).
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Table 1. Nationality differences on socio-demographic variables

Gender, %
Male
Female
Age, mean (sd)
Religiosity, %
Very religious
Religious
Traditional
Not religious
No. of siblings, mean (sd)
Father’s education
Less than 8 years
8-9 years
10-11years
12 years
13 years or more
Mother’s education
Less than 8 years
8-9 years
10-11 years
12 years
13 years or more
Father’s employment status
Works
Does not work
Mother’s employment status
Works
Does not work
Parents’ marital status
Married
Unmarried
Family’ economic status
Low
Average
High
* p<0.05; ** p<0.01; *** p<0.001

Jewish
(n=453)

Palestinian
(n=508)

Significant test

44.9
55.1
15.35 (0.66)

37.9
62.1
15.53 (1.02)

χ2 =4.59*

4.8
34.2
51.4
9.6
2.00 (1.14)

4.5
36.3
40.6
18.6
3.66 (1.83)

χ2 =23.65***

2.4
8.1
14.0
39.2
36.3

10.5
15.5
12.0
24.9
37.1

χ2 =47.09***

1.6
4.0
8.4
45.9
40.0

8.6
14.2
10.3
30.5
36.5

χ2 =60.85***

87.7
12.3

75.8
24.2

χ2 =21.24***

80.4
19.6

61.9
38.1

χ2 =166.91***

83.8
16.2

90.4
9.6

χ2 =8.95**

4.1
55.4
40.5

5.5
37.0
57.4

χ2 =30.74***

t=3.03**

t=16.31***
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Table 3’s multiple regression shows that political violence was a positive
significant correlation for Jewish participants regarding the general severity index and
the PTSD index and aggression, but not for family or social functioning. For
Palestinian participants, political violence was found to correlate with mental health
symptoms, aggression, family and social functioning.
Table 2: A comparison of Jewish and Palestinian Participants on political
violence and psychological functioning
Israel – Jews
(n = 453)

Political Violence
Traumatic Events Questionnaire
Mental Health Symptoms (BSI)
Somatization
Obsession-Compulsion
Interpersonal Sensitivity
Depression
Anxiety
Hostility
Phobic Anxiety
Paranoid Ideation
Psychoticism
General Severity Index
Post-traumatic stress disorder (PTSD)
PTSD Symptom Scale
Re-Experiencing
Avoidance
Arousal
Family Functioning
Family Assessment Device
Social Functioning
Index of Peer Relations
Aggression
Buss-Perry Aggression Questionnaire
Physical Aggression
Verbal Aggression

Palestinian
(n = 508)

t value

Mea
n

SD

Mean

SD

3.11

(2.61)

2.21

(2.78)

5.05***

0.81
1.16
1.01
0.96
1.13
1.11
0.56
1.36
0.77
0.99

(0.71)
(0.80)
(0.90)
(0.76)
(0.77)
(0.93)
(0.60)
(0.87)
(0.75)
(0.64)

0.84
1.19
0.99
0.95
1.06
1.12
0.82
1.14
0.85
1.00

(.66)
(.64)
(.79)
(.77)
(065)
(.77)
(067)
(.75)
(.67)
(.56)

0.85
0.53
0.21
0.25
1.52
0.09
6.11***
4.04***
1.74*
0.30

1.29
1.28

(0.39)
(0.44)

1.25
1.53

(.48)
(.56)

1.24
1.37

(0.39)
(0.52)

1.47
1.59

(.53)
(.58)

7.97***
7.44***
*
7.38***
6.00***

1.81

(0.51)

1.91

(0.46)

3.07**

17.7
9

(14.49)

19.24

(15.58)

1.45

1.99
1.83
2.57

(0.58)
(0.78)
(0.82)

2.21
2.08
2.46

(.60)
(085)
(.78)

3.40***
4.72***
2.01*
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Anger
1.79 (0.67)
2.11
(.70)
Hostility
1.97 (0.67)
1.96
(.69)
PTSD – Post traumatic stress disorder; BSI – Brief symptom inventory
* p <.05; ** p<.01; *** p<.001

Insert Table 3 about here
When controlling for economic
status, parents’ education, gender, and
religiosity,
multiple
regression
analysis shows that exposure to
political violence is a significant
predictor. As summarized in table 4,
respondents exposed to greater
political violence reported higher
levels of various mental health
symptoms (somatization, obsessioncompulsion,
depression,
anxiety,
hostility, phobic anxiety, paranoid
ideation, psychoticism, GSI), and more
PTSD
symptoms.
In
addition,
exposure to political violence was
found to be a significant predictor of
problems in family functioning, social
functioning and aggression.
Ethnicity was also found to be a
major predictor. Palestinians had more
symptoms of somatization, phobic
anxiety, psychoticism and less
paranoid ideation; they had more
PTSD symptoms, family functioning

7.05**
0.14

problems and aggression, specifically,
physical aggression and anger.
Regression results did not indicate a
significant interaction for any of the
dependent variables; thus they are not
reported in table 4. Findings show that
exposure to political violence has a
detrimental effect on social and mental
health for both Jewish and Palestinian
participants.
Several socio demographic factors
are significant predictors of social and
mental functioning. Participants with
higher SES have less mental health
symptoms, PTSD symptoms, less
family
and
social
functioning
problems and less anger. Parents'
education likewise predicts family
functioning. Girls tend to have more
mental health symptoms and PTSD
symptoms and boys more problems
with peers and more aggression.
Religiosity does not predict any of the
dependent variables.
Insert Table 4 about here

Table 3. Pearson product moment correlation coefficients between the research variables: Jewish
participants above the diagonal, Palestinian participants below the diagonal
1
2
3
4
5
6
1.
2.
3.
4.
5.
6.

Political violence
General Severity Index (GSI)
Post-traumatic stress disorder
(PTSD)
Family Assessment Device (FAD)
Index of Peer Relations (IPR)
Aggression

.20***
.20***
.31***

.27***

.07
.47***

.58***

.06
.47***
.25***

.18***
.17***
.21***

.40*** .36***
.42*** .37***
.39*** .40***

.38***
.14***

.17***
.39***
.23***
.42***
.24***

.54***
.25***
2.9***
.25***
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Discussion
Seven points bear emphasis. First,
political violence is a major predictor
of psychosocial functioning. This was
true for both Jewish and Palestinian
respondents; and it is highly consistent
with findings in previous scholarship.
Exposure to war can lead to such major
problems as PTSD responses, and
anxiety attacks 16,68,69,67,34. Like exposure
to domestic and community violence
(among victims and witnesses), war
can produce psychological trauma;
cognitive, emotional, and behavioral
problems; 45 and other maladaptive
strategies for coping with violent
behavior 29,30,54. Children exposed to
violence are more likely to develop
violent behavior leading to juvenile
delinquency 53,78 and are more likely to
display aggression and to legitimate
violence. 15,28. Previous research on
Palestinians in the West Bank shows
well-established connections between
political, domestic, community, and
school violence. 10 Among Jewish
Israeli adolescents exposed to war,
there is comparable evidence of selfperceived problems in psychological
growth and mild to severe PTSD 47.
The second point: My data finds
important differential responses to
political violence. The sample’s female
respondents had more mental health
symptoms and PTSD symptoms. Boys
had more problems with peers and
increased aggression. But other
demographic factors are not as
significant. Religiosity does not predict
any of the dependent variables. Jewish
participants, on the other hand, were
more exposed to political violence than

their Palestinian-Israeli counterparts.
But for both sample groups, and indeed
for anyone, exposure to violence can
be a major influence on adolescent
development 9. Adolescence itself is
already a critical period, characterized
by major changes in biological,
psychological, and social systems 27,63
as well as by major social and
situational challenges 20. Moreover,
adolescents have reached a stage of
cognitive development and awareness
52
wherein consequences of exposure to
violence may include PTSD reactions,
dropping out of school, behavior
problems, delinquency; lack of security
and dissolution of social structures,
and perceived threats to physical,
emotional, and social development
20,30,53,77
. Previous research shows that
responses to living in a context of
violence and trauma are not universal
in nature and can manifest in a range of
mild-to-severe psychological disorders
14
, or no disorder at all. Indeed, there is
no universal response to highly
stressful events, and many of those
exposed to the excesses of war heal
within community, as personal
recovery is deeply rooted in social
recovery 66.
The third related point: Palestinian
respondents have more mental health
problems, PTSD symptoms, family
and social problems and more
aggression. The preceding discussion
outlines the negative impact on a
precarious
period
of
human
development – adolescence. But one
needs to read these findings in the
context of the already existent stresses
on the Palestinian-Israeli families
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because of pressure to survive
economically and other ways. Almost
60% of non-Jewish children in Israel
live in poverty; this is 2.5 times higher
than the Jewish population poverty
rates (Israeli Central Bureau of
Statistics, 2009). In the Jewish sector,
15% of children have unemployed
parents, compared with 23% of
Palestinian-Israeli children 39.
Families are already weakened and
therefore people might need to seek
outside support services. Yet research
confirms lack of services and lower
service utilization rates for relevant
services, for youth in particular 56,57.
And funding for social and allied
services for the Palestinian-Israeli
sector is markedly lower than those for
their Jewish counterparts. There are
long-term implications that bear
emphasis. The youth demographics are
particularly profound; those who are
15 years old and under constitute about
41%
of
the
Palestinian-Israeli
community in Israel; those under age
20 are a little under 50% of the
Palestinian-Israeli sector 39. For both
populations, there are great issues of
risk, given the proportions of youth
who are exposed to political violence.
Yet the Palestinian-Israelis experience
a double trauma: like their Jewish
counterparts they are exposed to
political violence; but their population
has higher unemployment, lower SES,
and lower funding for educational,
health, and social services 18.
There are likewise implications to
family structures. The impact on the
family unit – in Palestinian-Israeli and

Jewish sectors – bears emphasis.
Various studies have shown that
exposure to political violence leads to a
multitude of significant changes in the
structure and every day actions of the
family unit 40,75. The family unit, when
subjected to political violence,
becomes highly vulnerable to various
stress-related factors 9,43,64. Familial
relations become overburdened by
conflict as traditional normative
understandings that define the family
unit, structure and hierarchy are
challenged;
parents
may
lose
employment, and gender and age roles
may be challenged 65.
The fourth major point relates
strongly to the above notion of a
double trauma: it is expected that the
group that was exposed to more
political violence (Jewish) will show
more mental health symptoms; but the
reverse is true. Palestinian-Israelis
experience more symptoms, social, and
family problems. One wonders why
this is. In part, it may be because
Palestinian-Israeli communities receive
less money for helping professional
services; are less inclined to seek
outside services; and are the clients of
service systems that are already
underfunded 4,5. Then there is the social
significance of death – which needs to
be understood in its immediate impact
on those who are associated with the
dead, as well as a wider community
and political symbol of ongoing warrelated trauma. Traumatic events such
as the death of friends, community
members, and relatives require
culturally specific, and clinically
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particular, services 8,9. Particularly with
high context communities in which
community
linkages
are
vital,
bereavement responses need to be
situated
collectively,
and
such
community responses may be an
impetus for consciousness development and community learning, as we
discuss below.
Fifth and also related to the double
trauma, the socio-economic status of
the Palestinian in Israel is lower than
his Jewish counterpart; and this has
implications for all areas of life,
including responses to trauma and
health. Economic status and level of
education are known to be associated
with the psychological well-being of
families and individuals. Previous
scholarship correlates low levels of
education and unemployment with
high risk factors for poor mental health
36.
Indeed, chronic poverty has a
deleterious impact on many life
domains, including basic needs, family
and social relations, leisure, and selfesteem 76. According to Tolman &
Wang (2005)70, domestic violence is
associated with various forms of
material deprivation, as well as
increased welfare dependence and
decreased work reliance. Other studies
have linked job loss to domestic
violence (e.g., Moore & Selkowe, cited
in Tolman & Wang, 2005)70. Low
educational attainment has also been
found to be associated with domestic
violence 72. Domestic violence, in turn,
has been linked to increased rates of
mental health problems, including
depression, suicidal ideation and PTSD
70
. Moreover, since the education
system is a part of the broader society,

there is reason to believe that there is a
relationship between an environment
of political violence and high rates of
school violence 10.
The sixth point deals with the
impact of political violence on the
identity formation of Palestinian
adolescents in Israel. This study
demonstrates
evident
differences
between Palestinian adolescents and
their Jewish counterparts in the degree
of exposure to political violence;
whereas the Jewish adolescents
experienced more exposure to acts of
political violence, the Palestinians
experienced
higher
social
and
emotional consequences. In addition, it
has been shown that Palestinian
adolescents’ ability to cope with their
complex reality is harder than that of
their Jewish counterparts, due to lower
educational levels, unemployment,
domestic violence, and social and
economic
discrimination
and
deprivation. According to Slone
(2003)59, the adolescent period is a
developmental
with its
predominance of identity-seeking
characteristics, the quest for autonomy,
and the facility of emotionality
in the midst of a volatile external
situation. It has been noted that the
overall issue of Arab in Israel identity
has become even more complex
against the background of the IsraeliPalestinian conflict (Slone, 2003).
These multiple aspects of the
Palestinian-Israeli adolescent’s reality
raise questions as to their implications
on that individual’s social and personal
identity as s/he grows into adulthood.
The period of adolescence is a critical
time, in which individuals search to
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secure a stable and consistent identity71.
Following one study’s assertion that
under constructivist assumptions, one’s
identity is not eternally fixed but can
be shaped by external events and the
attempts of ethnic entrepreneurs to
mobilize constituencies 49, there is a
need to examine the identity
construction of adolescent Palestinian
in the context of both their immediate
environment and Israeli society as a
whole.
Finally, there are myriad
implications for human service and
teaching professionals, policy makers,
and
political
actors.
Psychoeducational and psychotherapeutic
models of intervention need to be
developed for Palestinian and Jewish
populations that are culturally sensitive
and relevant2,3. Services could take into
account distinctive characteristics
within populations; there is profound
diversity in Jewish and Palestinian
communities in terms of geographic
and other forms of identity. Leverage
may be made to encourage Palestinian
families who might be reluctant to
receive services, and one such leverage
is the well-being of children – a
priority around which all community
members may rally 6. Sufficient
funding, and sufficient relevance need
to occur; and all community
stakeholders can be usefully brought
together to ensure collaboration and
the maximized targeting of needs with
services. Likewise, popular psychoeducational campaigns can be aptly
deployed in schools and community
milieu, in order to bring about

awareness and to provide support and
access to services. Strategies of
poverty reduction and community
economic development could likely
reduce the double trauma of
Palestinian life. And throughout, there
are
linkages
between
all
aforementioned systems; political
actors,
policy
people,
service
administrators and providers, as well
as the communities they serve, need to
work collaboratively and the insights
from each constituency need to be
reciprocally shared 33.
Conclusion
The
present
study provides
compelling evidence that while
political violence and behavioral and
emotional problems were high among
all respondents, they were particularly
high among Palestinian youth. Any
increase in mental health services,
directed towards youth and their
families, would be beneficial to either
population, but especially those who
are vulnerable to various traumarelated health problems.
The researcher was surprised by the
extent of the relationship between low
socioeconomic status and problematic
responses to trauma, as well as by the
impact of the Palestinian double
trauma. The findings provide evidence
that Palestinians, particularly those in
poverty, suffer significantly, raising
questions about the long-term health of
this sector of society, their feelings of
social exclusion, and hence the peace
process. Investments in jobs, funding
for municipal, health, and social
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services, and other means of increasing
social
inclusion
and
raising
socioeconomic status are all worthy
goals for reducing gaps between
Jewish and Palestinian populations in
Israel.
This double trauma that
Palestinians face is central to this
analysis; thus for the long term’s sake

and for the future of the region,
investment
in
the
Palestinian
community is worthwhile. In the end,
helping those vulnerable who are
exposed to trauma is a viable objective
for service providers, scholars, and
perhaps most importantly of all, policy
makers and political actors.

:الملخص
 ّكاى، سٌح41-41 شارك فٖ ُذٍ الذراسح عٌَ٘ هي الذكْر ّاإلًاز هي طالب الوذارس الوزاُق٘ي ت٘ي السي
، هسح ألحذاز الشذج:ُٖ  ّاسرعولد أدّاخ ق٘اس ًفس٘ح فٖ ُذٍ الذراسح.ٌٖ٘ فلسط501ّ ٕ ِْٗد154 هٌِن
 اسرث٘اى العٌف، اسرث٘اى العالقح هع األقزاى، اسرث٘اى اضطزاب شذج ها تعذ الصذهح،قائوح األعزاض الوخرصزج
 ّذث ٘ي أى العٌف الس٘اسٖ لَ آشار سلث٘ح علٔ الصحح الٌفس٘ح ّأظِزخ الٌرائج أى الوشارك٘ي.ّهق٘اس ذق٘٘ن العائلح
ٖ تٌ٘وا أظِز الوشاركْى الفلسطٌْ٘٘ى أعزاض الجسذًَ ّالقلق الزُات،ٖالِْ٘د أكصز عزضَ للعٌف الس٘اس
ّالو٘ل للذُاى تاإلضافح إلٔ اضطزاب شذج ها تعذ الصذهح ّهشاكل فٖ ّظائف األسزج ّالعٌف (خصْصاً العٌف
تاء ّاألهِاخ تاإلضافح للوسرْٓ االجرواعٖ ّاالقرصادٕ ّالضغْطٙ ذن تحس درجح ذعل٘ن ا.)الجسذٕ ّالغضة
 ٗعاًْى هي شذج هضاعفح ًر٘جح4411  الفلسطٌْ٘٘ى فٖ الوٌاطق الوحرلح عام.العائل٘ح فٖ إطار ًرائج الذراسح
للرعزض للعٌف الس٘اسٖ تاإلضافح إلٔ الرجاّب السلثٖ االجرواعٖ ّالٌفسٖ للرفزقح ّالعٌصزٗح الرٖ ذوارس
. ّخلصد الذراسح إلٔ ذطث٘ق ُذٍ الوفاُ٘ن علٔ الووارسح ّالس٘اسح.ٖضوي اإلطار اإلسزائ٘ل
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Table 4.
Political violence, nationality, and socio-demographic variables as predictors of
Psycho-social functioning: Standardized coefficients (β), unstandardized
coefficients (b) and 95% confidence intervals of multiple regression
Political
violence

Nationality

Economic
status

Parents
education

Gender

Religion

R2

F value

.16***

.07*

-.18***

.04

.19***

-.03

.10

15.21*
**

.04
.02 to
.05

.10

-.12
-.16 to .08

.02

.26
.17 to
.35

-.03
-.09 to
.03

.09

13.76*
**

.13

20.69*
**

.12

20.08*
**

.11

17.37*
**

Mental
health
symptoms
(BSI)
Somatization
Β
B
95% CI
Obsessioncompulsion
Β
B
95% CI
Interpersonal
sensitivity
β
b
95% CI
Depression
β
b
95% CI
Anxiety
β
b
95% CI

.01 to .19

-.02 to .07

.15***

.04

-.20***

-.01

.13***

.02

.04
.02 to
.06

.06

-.14
-.18 to .09

-.01

.19
.09 to
.28

.02
-.04 to
.08

-.03 to .16

-.06 to .04

.13***

.04

-.25***

.03

.20***

.04

.04
.02 to
.06

.07

-.20
-.25 to .15

.02

.44
.23 to
.45

.05
-.02 to
.12

-.04 to .18

-.03 to .07

.18***

.04

-.25***

-.01

.14***

-.03

.05
.03 to
.07

.07

-.18
-.23 to .13

-.01

.22
.13 to
.32

-.03
-.10 to
.03

-.04 to .17

-.05 to .04

.15***

-.02

-.17***

-.01

.20***

.06

.04
.02 to

-.03
-.13 to .06

-.11
-.16 to -

-.01
-.05 to .03

.29
.20 to

.05
-.01 to
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.06

.07

.39

.11

Hostility
β
b
95% CI
Phobic
anxiety
β
b
95% CI
Paranoid
ideation
β
b
95% CI
Psychoticism
β
b
95% CI
General
Severity
Index
β
b
95% CI

7.13**
*

.17***

.05

-.12***

.01

-.01

.02

.05

.05
.03 to
.07

.08

-.10
-.185 to .05

.01

-.01
-.13 to
.10

-.01
-.05 to
.10

.03

.14

22.56*
**

.09

14.07*
**

-.03 to .20

-.05 to .06

.11**

.22***

-.19***

.05

.19***

.02

.03
.01 to
.04

.28

-.12
-.16 to .08

-.03

.25
.17 to
.33

.02
-.04 to
.07

.19 to .36

-.07 to .01

.17***

-.10**

-.16***

.02

.12***

.03

.05
.03 to
.07

-.16
-.27 to .05

-.12
-.17 to .07

.01

.19
.09 to
.30

.03
-.04 to
.10

.18***
.05
.03 to
.06

.10**
.15

-.24***
-.16
-.17 to .10

.12****
.18
.14 to
.29

-.02
-.02
-.04 to
.06

.12

19.03

.14

22.80*
**

.18

31.63*
**

.16

26.54*
**

-.01 to .15

-.04 to .07
-.03
-.02
-.04 to .04

.20***

.06

-.24***

-.01

.18***

.01

.04
.03 to
.06

.07

-.14
-.17 to .10

-.01

.22
.14 to
.29

.01
-.04 to
.06

-.01 to .15

-.04 to .04

Post
traumatic
stress
disorder
(PTSD)
PTSD
β
b
95% CI
Reexperiencing
β

.30***

.31***

-.14***

-.02

.10**

-.01

.05
.04 to
.06

.27

-.06
-.08 to .03

-.01

.09
.03 to
.14

-.01
-.04 to
.04

.11**

.02

.26***

.21 to .23

.29***

-.13***

-.03 to .02

-.02
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b
95% CI
Avoidance
β
b
95% CI
Arousal
β
b
95% CI
Family
functioning
Family
assessment
device
β
b
95% CI
Social
functioning
Index of peer
relations
β
b
95% CI
Aggression
Buss-Perry
aggression
questionnaire
β
b
95% CI
Physical
aggression
β

.05
.04 to
.06

.29
.22 to .36

-.06
-.09 to .03

-.01
-.04 to .02

.11
.05 to
.18

.02
-.03 to
.06

.26***

.28***

-.14***

-.02

.06

.01

.04
.03 to
.06

.26

-.06

-.01

.20 to .32

-.09 to .03

-.04 to .02

.06
-.01 to
.12

.01
-.04 to
.04

.26***

.24***

-.10***

.01

.10**

-.02

.05
.04 to
.07

.27

-.05
-.08 to .02

.01

.11
.04 to
.18

-.02
-.06 to
.03

.19 to .34

-.04 to .04

.13***

.14***

-.19***

-.09*

-.06

-.10**

.02
.01 to
.04

.14

-.09

-.04

.07 to .20

-.11 to .06

-.07 to -.01

-.06
-.13 to
.01

-.06
-.10 to .02

.12***

.05

-.20***

-.01

-.07*

-.04

.02
.01 to
.04

.06

-.10
-.14 to .07

-.01

-.08
-.15 to .01

-.03
-.08 to
.02

-.02 to .13

-.04 to .03

.18***

.14***

-.05

-.03

-.13***

-.01

.04
.02 to
.05

.17

-.03

-.02

.09 to .25

-.07 to .01

-.05 to .02

-.16
-.24 to .08

.01
-.05 to
.06

.19***

-.02

-.05

-.32***

.01

.14***

.14

23.88*
**

.12

19.54*
**

.09

14.01*
**

.06

9.70**
*

.06

9.76**
*

.14

23.77*
**

Psychosocial impact of Political Violence
b
95% CI
Verbal
aggression
β
b
95% CI
Anger
β
b
95% CI
Hostility
β
b
95% CI

.04
.02 to
.06

.31

-.02

-.04

-.53
-.64 to .43

.01
-.06 to
.08

.21 to .42

-.07 to 03

-.09 to .02

-.05
-.09

-.01
.01

.01
.01

.02
.04
-.08 to
.15

-.02
-.02
-.09 to
.05

.01

1.73

-.20 to .03

-.05 to .05

-.05 to .05

.17***

.24***

-.03

-.04

-.04

-.02

.08

12.32*
**

.05
.03 to
.06

.35

-.02

-.03

.25 to .44

-.06 to .02

-.07 to .02

-.07
-.16 to
.03

-.02
-.08 to
.04

.15***

.02

-.11**

.01

.01

.04

.04

6.01**
*

.04
.02 to
.06

.03

-.07

.01

-.07 to .12

-.11 to .03

-.04 to .05

.01
-.08 to
.11

.04
-.02 to
.10

.09*
.03
.01 to
.05

* p <.05; ** p<.01; *** p<.001
Nationality: 0=Jewish, 1=Palestinian-Israelis
Gender: 0=male, 1=female
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Child Abuse and its Long-Term Consequences: An Exploratory Study on Egyptian
University Students
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Ali Al-Zahrani , Abdulshafi Khashaba

 دساسخ اسزطالعٍخ نطالة يٍ انجبيعبد انًصشٌخ:إسبءح يعبيهخ األطفبل ٔآصبسِ طٌٕهخ األيذ
 خشثحٙ ػثذ انشاف،َٙ انضْشاٙ ػه،٘ٔ يحًٕد انسؼذا، ٌٔتشالَغذٛ ت، ًّ دأدٛ اي، ،ً٘اٌ سشذٚ ا،خانذ يُصٕس

Abstract:
Introduction: child abuse and its long-term consequences in adulthood have been
recently gaining increased attention in the Arab world. This study is an extension of a
similar study in Saudi Arabia, and aims to explore some epidemiological characteristics of
the problem in Egypt.
Aims: to study the prevalence of child abuse and associated psychological problems in
adulthood, as presented in a sample of university students in Egypt.
Method: 963 students, from three different colleges of Zagazig University (Medicine,
Education and Arts and Literature) answered multi-questionnaires including: General
health Questionnaire (GHQ), Child Traumatic Questionnaire (CTQ) and Psychological
Problem Scale (PPS).
Results: Students reported having suffered Emotional neglect (19%), Emotional abuse
(8.9%), Physical neglect (44%) and Physical abuse (6%) and Sexual abuse (13%).
Moderate to severe childhood abuse was correlated with various combinations of
psychological problems (Low Self-Esteem, Dissociation, Self Harm, Impulsivity and
Aggression) in adulthood. Gender and situational stresses, as indicated by GHQ, did not
seem to influence the results as much as low income and large family size.
Conclusion: a large proportion of our sample reported both child abuse and several longterm pathological consequences of abuse in adulthood. The problem seems to be serious
in this middle class sample and it remains possible that these problems could be worse in
lower social classes.
Declaration of interest: None
Introduction
The subject of child abuse and its longterm implications in adulthood has been
widely studied in literature in different
areas of the world and across different
cultures.1,2,3,4,5,6,7. The effects of child abuse
vary depending on the circumstances of
the
abuse
or
neglect,
personal
characteristics of the child, and the child’s
environment. Consequences may be mild
or severe; disappear after a short period or
last a lifetime. Consequences could affect
the individual
physically, psych-

ologically, the way they behave or a
combination of all three ways. Ultimately,
due to related costs to society such as
health care, social services and
educational systems, abuse and neglect
impact not just on the child and family,
but also on the whole of society 8,9.
It is unfortunate that this area of research
has not received much attention in Arabic
literature for a long time. It has been only
recently, within the last 10 – 15 years,
that this subject started to be covered in
the media and by social and political
establishments 10.
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During this period, the subject of child
abuse started to be covered by five main
establishments; (1) the independent
satellite TV channels and internet websites, (2) political organisations especially
those interested in the recent Middle East
wars, (3) Middle East academics, (4) the
international organisations concerned
with children’s rights and (5) governmental agencies.
It is probably the emergence of the new
independent media sector in the Middle
East during the last 25 years, which has
been the main factor in breaking the
taboos about child abuse and sexual
harassment in the Arab world 10. A fairly
large number of satellite TV channels and
a much larger number of internet websites
started to compete to engage the public by
producing this brave and new coverage of
a long tabooed problem and bring it to the
open.
Dozens, if not hundreds, of
websites (including e-bloggers, chat room
and e-forums), have been discussing such
subjects freely in an unprecedented way.
However they have been focused mainly
on the subjects of child sexual abuse and
sexual harassment of adult women. This
has clearly been associated with a
significant increase in public interest and
awareness as well as an increase in the
interests of other agencies.
The second major source of interest in
child abuse has been the organisations
concerned with victims of wars and
political crises in the Middle East (e.g.
human rights organisations and some
political parties). In this regard, the
literature about the children suffering in
wars such as those in Lebanon, Palestine

and Iraq have
prominent.11,12,13

been

the

most

During the same period, a relatively large
number of scientific publications have
been produced by different scientific
disciplines (e.g. public health sociology,
mental
health
and
paediatric
departments). Between 1995 and 2009,
the Child Abuse & Neglect Journal (the
Official Publication of the International
Society for Prevention of Child Abuse
and Neglect) published about 40
psychiatric and psychological articles
about child abuse in the Middle East and
the Arab world 14,15,16,17. Many studies
have been produced in Arabic18,19.
Publications from Paediatrics departments
about child abuse have been mainly about
physical
abuse
and
physical
complications of child abuse 20,21.
International organisations working in the
Middle East22,23,24,25,26,27 have also been
working mainly with governmental
agencies to combat child abuse in the area
and provide some services. They have
also been organising conferences and
publishing research (see web sites of
these organisations). These organisations
have played a significant role in
increasing the awareness of the problem.
Some Arabic governments have since
started
to
develop
specialised
organisations to combat child abuse 28.
The recent emergence of interest in child
abuse has freed the subject from some old
taboos but has also attached some new
ones. The new controversies would
perhaps influence the debate about child
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abuse for some time to come. The subject
of child abuse has been covered by
political opposition and independent
parties in the context of their criticism of
the living conditions in the Arab countries
29,30,31,32
. Child abuse has also been a
subject used in the local Middle Eastern
war
propagandas.
Most
of
the
independent Arabic views highlight the
children suffering in the war zones in an
attempt to condemn Israel and its
American and western allies. On the
opposite side, many Israeli and western
media agencies in the area, supported by
some local voices, express the view that
traditional Arab and Islamic culture could
be facilitating abuse of women and
children.
One example of these new sensitivities is
the scepticism about the publications
about child abuse in Palestine produced
by Palestinian academics and others who
worked at the time in Israeli universities.
These papers constitute probably more
than half of the Child Abuse and Neglect
Journal publications mentioned above.
Research Design:
In this study, we have followed a fairly
similar methodology as in the Saudi study
33
. Two of our authors have been involved
in that study. 1500 questionnaires (see
appendix) were distributed to students in
three colleges in Zagazig University
(Medicine, Education and Arts and
Literature). 963 responses were received
(458 from College of Education, 341
from College of Art and Literature and
164 from College of Medicine). Some of
the responses were partially incomplete

and subsequently the missing parts have
not been included in the statistical
analysis.
The three colleges were chosen to
represent different levels of functioning
and socioeconomic
status
among
Egyptian students. In accordance with
general public attitude in Egypt, students
from Faculty of Medicine have usually
been considered to be of higher academic
status, more motivated and have relatively
higher economic and social status
compared to other students. It is also
widely assumed that students from
colleges of Art and Literature are from
relatively lower economic and social
status, while students from the colleges of
Education lie in-between.
The following psychological tools have
been included in the questionnaires:
The Arabic version of General health
Questionnaire-12 (GHQ – 12)34: The
General Health Questionnaire35 has been
extensively used in different settings and
different cultures. The GHQ focuses on
two major areas – the inability to carry
out normal functions and the appearance
of new and distressing psychological
phenomena such as depressive symptoms,
social dysfunction, sleep disturbance,
anxiety, and dysphoria in people in
community and medical settings. The
GHQ assesses the respondent’s current
state (state-stress) and asks if that differs
from his or her usual trait-stress. The
questionnaire was originally developed as
a 60-item instrument but at present a
range of shortened versions of the
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questionnaire including the GHQ-30, the
GHQ-28, the GHQ-20, and the GHQ-12
are available. The scale asks whether the
respondent
has
currently
been
experiencing a particular symptom or
behaviour difficulties. Each item is rated
on a four-point scale (less than usual, no
more than usual, rather more than usual,
or much more than usual).
Child Traumatic Questionnaire (CTQ)
(Bernstein & Fink, 199836): The CTQ is
a 28-item self-report inventory that
provides brief screening for histories of
abuse and neglect. The CTQ is
appropriate for adolescents (aged 12 and
over) and adults. The CTQ inquires about
five types of maltreatment: emotional,
physical, and sexual abuse and emotional
and physical neglect with five items
representing each type. The CTQ also
includes a 3-item minimization/Denial
Scale for detecting false-negative trauma
reports. Each item consists of 5 options
such as; never true; rarely true; sometimes
true; often true; and very often true. AlZahrani’s (2005)33 study condensed the
five questions in the CTQ that originally
dealt with sexual abuse to one, in order to
avoid cultural sensitivities especially
considering that participants may not be
accustomed to these kind of questions.
The
Arabic
translation
of
the
questionnaire has been standardised to the
Saudi Arabic dialect.
Psychological problem scale: AlZahrani (2005)33 collected several
questions from different scales in order to
explore the various areas of psychological
problems caused by child abuse. The

Arabic translation of the questionnaire
has been standardised to the Saudi Arabic
dialect. The questions are related to the
feelings of the subjects during the last few
weeks. They consist of 13 questions
intended to explore the following:
a. Low self-esteem: (Q13 & Q14) 37.
b. Dissociation: (Q15 & Q16) 38.
c. Post-traumatic Stress disorder: (Q17
& Q18) 39.
d. Self-harm: (Q19): 40.
e. Impulsiveness: (Q20 & Q 21) 40.
f. Eating Disorder: (Q22 & Q23) 33
g. Aggression (Q24 & 25) 41.
Data Preparation and Analysis
All data were stored and analysed using
SPSS for Windows Version 18.0.0.
(2009). initially, given the large sample
size, data were inspected for significant
departures from normality by examining
appropriate histograms.
Examination
revealed difficulties with skewness and/or
kurtosis for the psychological variables
and the abuse variables.
As a
consequence, it was decided to make use
of appropriate non-parametric statistics.
Comparisons were made between male
and
female
participants
across
demographic, psychological and abuse
variables using 2 or the Mann Whitney
U test.
Differences between colleges
were examined using the Kruskal Wallis
Test and post hoc tests were calculated
using the Conover-Inman method.
Finally, participants were grouped
according to the level of abuse reported,
and two groups were formed: those who
reported none to minimal abuse, and
those who reported moderate to extreme
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abuse. These two groups were compared
using Mann Whitney U tests.
Results
Males vs. Females (table 3): Analysis of
the demographic data revealed that males
were significantly older in age than
females (z=2.724, p=0.006), while there
was no significant difference between
males and females regarding paternal or
maternal age, or number of siblings
(Table 3). There was no significant
difference between males and females in
terms of maternal education (2 (2)=1.32,
p=0.52), but there was for paternal
education (2 (2)=8.87, p=0.012). A
higher proportion of males had fathers
who attended university in comparison to
females. There was no significant
difference between males and females
regarding parental income (2 (2)=2.89,
p=0.24), parental marital status (2
(2)=1.30, p=0.52), or area of residence (2
(2)=3.76, p=0.153).
There was a
significant sex difference regarding the
type of college attended. Males tended to
study medicine and art and literature more
than females, while females tended to
study education more than males (2
(2)=242.82, p<0.001). Comparing males
and females across the psychological
variables revealed that females had a
significantly higher mean score on the
GHQ (p<0.001), and significantly lower
self esteem (p=0.043). There were no
other significant differences between
males
and
females
across
the
psychological variables (Table 3).
Considering abuse, males reported
experiencing significantly highly levels of

physical abuse (p<0.001), emotional
abuse (p<0.001), emotional neglect
(p<0.001) and sexual abuse (p=0.018)
than females (Table 3).
However,
females reported significantly higher
levels of denial than did males (p=0.001).
Colleges (table 4): Comparing across
groups of colleges revealed that there was
a
significant
difference
between
education, art and literature and medicine
in terms of participants’ age (2 (2,
N=903)=303.44 p<0.001), maternal age
(2 (2, N=892)=55.42, p<0.001), paternal
age (2 (2, N=845)=29.42, p<0.001), and
number of siblings (2 (2, N=921)=20.76,
p<0.001; Table 4). Further inspection of
these differences using post hoc tests
revealed that all types of colleges were
significantly different from each other
across these variables (Table 4). There
was also a significant difference between
colleges in terms of parental income.
Fewer than the number of expected
students
attending
education
and
medicine came from families with less
than average income, while more than the
number of expected students attending art
and literature came from families with
less than average income (2 (4)=25.54,
p<0.001). Considering psychological
problems overall, there was a significant
difference between colleges on the PPS
total score (2 (2, N=875)=9.08 p=0.011)
and Self-Harm (2 (2, N=948)=16.99
p<0.001).
Examination of these
differences revealed that those attending
art and literature colleges reported a
significantly (p<0.05) higher PPS total
score and self-harm score than those
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attending education or medicine colleges,
while there was no significant difference
between those attending education and
medicine colleges (p>0.05) on these two
variables. There was a significant
difference between the colleges regarding
physical neglect (2 (2, N=849)=10.25
p=0.006), physical abuse (2 (2,
N=857)=66.14
p<0.001),
emotional
2
neglect ( (2, N=846)=48.10 p<0.001),
emotional abuse (2 (2, N=816)=18.78
p<0.001), and sexual abuse (2 (2,
N=867)=24.06 p<0.001). Considering
physical neglect, those attending art and
literature
colleges
reporting
a
significantly (p<0.05) lower score on
physical neglect than those attending
medicine, while there was no difference
between art and literature and education
(p<0.05) or medicine and education
(p<0.05). With the exception of physical
neglect, consistently across all of the
abuse and neglect variables, those
attending art and literature colleges
reported significantly greater levels
(p<0.05) of abuse and neglect than those
attending education and medicine, while
there was no significant difference
between
education
and
medicine
(p<0.05). In the meantime, participants
from education and medical colleges
scored significantly higher on the denial
scale compared to participants from the
Art and Literature colleges (2 (2,
N=856)=37.76 p<0.001).
Prevalence of Abuse (table 5): Examining
the prevalence of different kinds of abuse
within this sample revealed that 3.9% of
the sample indicated that they had

experienced moderate to extreme
emotional abuse, while 6.0% indicated
that they had experienced moderate to
extreme emotional neglect.
The
prevalence of physical abuse and neglect
categorised as moderate to extreme was
4.0% and 9.0% respectively. Sexual
abuse that was categorised as moderate to
extreme was found to exist within 9% of
the sample (Table 5).
Psychological impact of different types of
abuse (table 6): Those who reported none
to minimal abuse were compared to those
who reported moderate or higher levels of
abuse (Table 6). Those who reported
suffering moderate to extreme levels of
emotional abuse were significantly
younger in age (p=0.017), and reported
significantly higher scores on the GHQ
(p=0.020), and PPS total (p<0.008). This
group also reported significantly lower
self esteem (p=0.043), higher self-harm
(p<0.001)
and
higher
aggression
(p=0.001; Table 6). Those reporting
moderate to extreme emotional neglect
were significantly younger age (p=0.005)
and had more siblings (p=0.001) than
those reporting none to minimal
emotional neglect.
Those reporting
moderate to extreme emotional neglect
also had significantly a higher self harm
score (p=0.005) and a higher total PPS
score (p=0.042; Table 6). Considering
those
who
reported
experiencing
moderate to extreme physical abuse, they
were significantly younger in age
(p=0.002), had significantly more siblings
(p=0.003), and reported that their mother
(p=0.005) and father (p=0.019) were
younger (parental ages) than those who
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reported experiencing none to minimal
physical abuse. Those reporting moderate
to extreme physical abuse reported
engaging in significantly higher levels of
self harm (p=0.015) and aggression
(p=0.029). There were no significant
differences between the two groups
across the remaining variables for
physical abuse (Table 6). Considering
physical
neglect,
those
reporting
moderate to extreme levels were
significantly younger in age (p=0.012)
and reported that their mothers were also
significantly younger (p=0.007) than
those who reported experiencing none to
minimal physical neglect.
Those
reporting moderate to extreme physical
neglect also reported significantly higher
self
harm
(p<0.001),
aggression
(p=0.003), and PPS total (p=0.032) than

did those reporting none to minimal
physical neglect. Finally, comparing those
who reported moderate to extreme sexual
abuse to those who reported none to
minimal revealed that the moderate to
extreme group were younger in age
(p=0.027) had significantly more siblings
(p=0.001), and significantly higher GHQ
(p=0.003) and PPS total scores (p<0.001).
They also had significantly higher levels
of dissociation (p=0.002), self-harm
(p=0.015) and aggression (p=0.046). The
difference between the two groups on the
measure of self-esteem (p=0.080),
impulsivity (p=0.057), and eating
disorders (p=0.057) all approached
significance at the two tailed level.
There were no other significant
differences between these two groups
(Table 6).

Table 1: Demographic Characteristics and Descriptive Data.
(NB: all statistical tests regarding demographic data and descriptive data are twotailed):
Variable
Sex ,
Male
Female
Missing
College
Education
Art and Literature
Medicine
Parental Marital status
Divorced
Widowed
Married
Missing
Area of Residence
Urban
Rural

%

N=

31.6
63.9
4.6

304
615
44

47.6
35.4
17.0

458
341
164

2.8
11.7
82.6
2.9

27
113
795
28

34.9
60.0

336
578
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Abroad
Missing
Parental Income
Less than Average
Average
More than Average
Missing
Maternal Education
Primary School
Secondary School
University
Missing
Paternal Education
Primary School
Secondary School
University
Missing
Variable

2.1
3.0

20
29

6.7
64.7
24.6
3.9

65
623
237
38

25.1
29.6
31.9
13.4

242
285
307
129

18.6
24.3
48.9
8.2
M (SD)

179
234
471
8.2
N=

Age

19.25 (1.73)

903

Maternal Age

44.45 (6.04)

894

Paternal Age
Number of Siblings

51.12 (6.09)
3.65 (1.81)

845
921

Table 2: Gender * College Cross-tabulation

Gender
Total

Male

College
Faculty
of
education
31

Faculty of arts
and literature
178

Faculty of
Medicine
95

Total

304

Female

397

152

66

615

428

330

161

919
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Table 3:
Demographic and descriptive data regarding males and females
(**p<0.01 - *p<0.05)

Variable

Male

Female

M (SD)

N=

M(SD)

N=

Age
Maternal Age
Paternal Age
Number of Siblings
General
Health
Questionnaire
(GHQ)
Psychological
Problems
Scale
Total (PPS)
Self Esteem

19.52** (2.34)
44.39 (6.19)
51.22 (6.68)
3.68 (2.03)

294
283
281
298

19.11 (1.32)
44.70 (5.48)
51.12 (5.78)
3.62 (1.69)

599
586
542
598

Mann Whitney U
p= two tailed)
0.006
0.442
0.470
0.651

14.71 (6.79)

280

16.03** (5.82)

592

<0.001

4.69 (2.14)

268

4.84 (2.31)

566

0.616

0.42 (0.64)

296

0.53* (0.74)

606

0.043

Dissociation

0.86 (0.61)

299

0.86 (0.56)

604

0.969

Post
Stress

1.09 (0.66)

293

1.05 (0.66)

603

0.472

Self-Harm

0.11 (0.31)

297

0.14 (0.35)

607

0.18

Impulsivity

1.12 (0.79)

294

1.17 (0.77)

598

0.353

Eating Disorders

0.41 (0.59)

296

0.44 (0.57)

609

0.353

Aggression

0.70 (0.73)

298

0.62 (0.68)

606

0.203

Childhood Trauma
Questionnaire
(CTQ)
Physical Neglect

7.25 (2.64)

256

7.02 (2.16)

563

0.632

Physical Abuse

2.43** (3.84)

266

1.31 (3.22)

551

<0.001

Emotional Neglect

6.33* (4.90)

258

5.55 (4.74)

548

0.016

Emotional Abuse

3.80** (4.19)

250

2.64 (3.58)

527

<0.001

Sexual Abuse

0.68* (1.28)

270

0.44 (1.02)

557

0.018

Denial

6.20 (2.87)

274

6.91** (2.92)

544

0.001

Traumatic
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Table 4: Descriptive data across the three colleges. (E=Education; AL=Art &
Literature; M=Medicine; *p<0.05)
Variable

Education
M (SD)

Age
Maternal Age
Paternal Age
Number of Siblings
General
Health
Questionnaire
(GHQ)
Psychological
Problems Scale Total
(PPS)
Self Esteem
Dissociation
Post Traumatic Stress
Self-Harm
Impulsivity
Eating Disorders
Aggression

Art
and
Literature
M(SD)

Medicine
M (SD)

2 (df, N=)

Post Hoc Tests
AL<M*;
AL<E*;
M>E*
AL<M*;
AL<E*;
M>E*
AL<M*;
AL<E*;
M>E*
AL>M*;
AL>E*;
M<E*
AL<M; AL<E;
M<E

19.22 (1.163)

18.36 (1.23)

20.56 (0.82)

44.49 (5.50)

42.73 (6.51)

46.73 (4.74)

51.72 (5.88)

49.45 (6.68)

52.61 (4.87)

3.59 (1.69)

3.99 (2.04)

3.32 (1.69)

15.52 (5.64)

14.72 (6.47)

15.45 (5.63)


(2,
N=903)=303.44
p<0.001
2
(2,
N=892)=55.42,
p<0.001
2
(2,
N=845)=29.42,
p<0.001
2
(2,
N=921)=20.76,
p<0.001
2 (2, N=914)=1.33, p=0.515

4.54 (2.14)

5.03 (2.43)

4.40 (2.21)

2 (2, N=875)=9.08 p=0.011

AL>M*; AL>E*;
M<E

0.47 (0.70)

0.52 (0.74)

0.45 (0.67)

2 (2, N=946)=2.68 p=0.262

0.84 (0.54)

0.87 (0.64)

0.81 (0.58)

2 (2, N=947)=3.25 p=0.197

1.06 (0.62)

1.07 (0.69)

1.02 (0.69)

2 (2, N=939)=1.28 p=0.529

0.09 (0.29)

0.16 (0.37)

0.09 (0.30)

1.09 (0.77)

1.41 (0.70)

0.98 (0.87)

2
(2,
N=948)=16.99
p<0.001
2 (2, N=935)=1.97 p=0.374

0.39 (0.54)

0.47 (0.61)

0.38 (0.56)

2 (2, N=947)=0.19 p=0.374

0.59 (0.68)

0.70 (0.73)

0.54 (0.64)

2 (2, N=947)=5.53 p=0.062

AL>M; AL>E;
M<E
AL>M; AL>E;
M<E
AL<M; AL>E;
M>E
AL>M*; AL>E*;
M<E
AL>M; AL>E;
M<E
AL>M; AL>E;
M<E
AL>M; AL>E;
M<E

7.13 (1.58)

7.09 (3.01)

7.58 (1.84)

N=849)=10.25

0.96 (2.19)

2.87 (4.78)

0.86 (2.54)

2
(2,
p=0.006
2
(2,
p<0.001

4.97 (4.01)

7.82 (5.69)

4.59 (3.67)

N=846)=48.10

2.33 2.92)

4.10 (4.83)

2.42 (4.26)

0.34 (0.83)

0.80 (1.40)

0.41 (1.02)

7.26 (2.73)

6.23 (3.06)

7.22 (2.63)

2
(2,
p<0.001
2
(2,
p<0.001
2
(2,
p<0.001
2
(2,
p<0.001

2

Childhood Trauma
Questionnaire (CTQ)
Physical Neglect
Physical Abuse
Emotional Neglect
Emotional Abuse
Sexual Abuse
Denial

N=857)=66.14

N=816)=18.78
N=867)=24.06
N=856)=37.76

AL<M*; AL<E;
M<E
AL>M*; AL>E*;
M>E
AL>M*; AL>E*;
M<E
AL>M*; AL>E*;
M>E
AL>M*; AL>E*;
M>E
AL<M*; AL<E*;
M<E
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Table 5: Prevalence of Abuse

N=

%

Low
Moderate
N=
%

743

91.1

41

5.0

17

2.1

15

1.8

218

87.0

18

7.0

7

3.0

7

3.0

Females (N=527)

490

93.0

20

4.0

10

2.0

7

1.0

Missing (N=39)

35

90.0

3

8.0

0

0.0

1

2.0

683

81.0

103

12.0

36

4.0

24

3.0

198

77

37

14

13

5

10

4

Female (N=548)

452

82

59

11

23

4

14

3

Missing (N=40)

33

83

7

17

0

0

0

0

809

94.0

15

2.0

9

1.0

24

3.0

241

90.5

10

4.0

4

1.5

11

4.0

Female (N=551)

529

96.0

4

1.0

5

1.0

13

2.0

Missing (N=40)

39

98

1

2

0

0

0

0

484

56.0

302

35.0

57

7.0

16

2.0

140

55.0

85

33.0

22

8.5

9

3.5

Females (N=563)

314

56.0

209

37.0

33

6.0

7

1.0

Missing (N=40)

30

75

8

20

2

5

0

0

751

87.0

33

4.0

35

4.0

48

5.0

221

82.0

12

4.0

14

5.0

23

9.0

Female (N=557)

495

89.0

20

4.0

17

3.0

25

4.0

Missing (N=40)

35

88

1

2

4

10

0

0

Variable
Total Emotional
Abuse N=816
Males (N=250)

Total Emotional
Neglect N=846
Male (N=258)

Total Physical
Abuse N=857
Male (N=266)

Total Physical
Neglect N= 859
Male (N=256)

Total Sexual
Abuse N=867
Male (N=270)

None to Minimal

to

Moderate to
Severe
N=
%

Severe
to
Extreme
N=
%
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Table 6: Comparisons across psychological and family related variables according to
severity of abuse.
(*p<0.05 **p<0.01 ***p<0.001)
Emotional Abuse

Emotional Neglect

None to Minimal
(N=507)
M=
SD

Moderate to Extreme
(N=83)
M=
SD

None to
(N=678)
M=

Age
Maternal Age

19.22

1.39

19.16*

1.28

19.33

1.82

18.91**

1.31

44.55

5.99

44.31

5.37

44.66

5.54

44.32

6.54

Paternal Age
No of Siblings

51.46

5.68

51.42

6.95

51.25

5.66

50.55

7.77

3.54

1.62

3.89

2.20

3.49

1.66

2.07

GHQ

15.08

5.82

15.92*

5.38

15.16

6.01

4.10
**
16.15

Self-Esteem

0.48

0.68

0.53

0.70

0.47

0.69

0.44

0.71

Dissociation
PTSD
Self Harm

0.81

0.57

0.92

0.52

0.84

0.57

0.86

0.56

1.05

0.66

1.13

0.69

1.03

0.65

1.05

0.68

0.11

0.31

0.42

0.11

0.31

Impulsivity
Aggression

0.78

0.76

1.13

0.78

0.19
**
1.18

0.39

1.10

0.23
***
1.30

0.60

0.68

0.72

0.63

0.70

0.74

0.75

Eating Disorders
Total
Psychological
Problems

0.40

0.54

0.81
**
0.55

0.65

0.41

0.57

0.46

0.61

4.51

2.15

5.47
**

2.40

4.59

2.23

5.05*

2.30

Physical Abuse

Physical Neglect

Minimal
SD

Moderate
to
Extreme (N=131)
M=
SD

6.82

0.79

Sexual Abuse

None to Minimal
(N=543)
M=
SD
19.24
1.36

Moderate to
Extreme (N=63)
M=
SD
18.92**
1.33

None to Minimal
(N=318)
M=
SD
19.29
1.44

Moderate to
Extreme (N=87)
M=
SD
18.92*
1.20

None to Minimal
(N=507)
M=
SD
19.24
1.38

Moderate to
Extreme (N=53)
M=
SD
18.96*
1.18

44.68
51.44

5.92
5.62

43.56**
50.46**

6.05
6.85

44.97
51.56

5.56
5.22

43.71**
50.73

6.42
7.04

44.58
51.37

5.97
5.79

44.90
51.29

5.36
5.52

3.56

1.61

2.36

3.73

1.76

3.92

2.05

3.55

1.72

5.80

6.15

15.48

6.01

16.47

5.78

15.17

5.81

4.19
*
17.09**

1.72

15.22

3.98
**
15.80

0.46

0.69

0.59

0.77

0.50

0.72

0.61

0.76

0.46

0.69

0.67

0.80

0.84

0.56

0.90

0.55

0.85

0.56

0.94

0.52

0.83

0.57

0.58

1.06

0.67

1.17

0.66

1.10

0.67

1.11

0.69

1.06

0.67

1.02***
*
1.17

0.11

0.31

0.23*

0.42

0.11

0.31

0.26***

0.44

0.12

0.32

0.21*

0.41

1.13

0.78

1.22

0.77

1.15

0.76

1.24

0.74

1.13

0.78

1.38

0.64

0.61

0.69

0.77*

0.67

0.60

0.67

0.81**

0.69

0.61

0.69

0.78*

0.73

0.41

0.56

0.50

0.63

0.39

0.52

0.53

0.67

0.42

0.55

0.58

0.68

4.62

2.21

5.38

2.30

4.70

2.15

5.50*

2.36

4.63

2.20

5.78***

2.46

6.11

0.73
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Discussion
Limitations of the study:
In this study, there is a lack of formal
randomisation in allocating participants.
The questionnaires are too brief and the
translation
used
has
not
been
standardised on Egyptian dialects. This
may lead to possible errors in
understanding questions. There has been
only one question used to identify
history of sexual abuse. We made it this
way, as in the Saudi study, to minimise
any cultural sensitivities among our
participants.
The
Al-Zahrani
33
questionnaires , used in this study, have
been designed to be brief, to avoid
exhausting participants with too many
questions. This has meant that some of
the other important long term
consequences of child abuse not being
included, e.g. “Misuse of Psychoactive
Substances”42,43,
“Revictimisation”44,
physical
health
implications45,46,
offending and abusive behaviour47,48 and
others.
There are other limitations that need
to be considered when interpreting
results from this study. There is the
possibility that “recall” bias and
selection bias may have affected the
participants’ responses. There are no
clinical assessments based on direct
interviews to verify the results of the
questionnaires. The high numbers of
female subjects compared to male
subjects could be due to selection error.
The sample in this study is not fully
representative of Egyptian society, and it
is quite possible that the prevalence of
abuse is much higher in uneducated and

poorer social classes. The data about
“parents’ employment” and “parents’
income” may lack validity and reliability
because the questions were relatively
brief.
Demographic and descriptive data
regarding males and females (table 3):
In the table it was demonstrated that
Female subjects are significantly;
younger in age and have higher mean
scores on the GHQ and on PPS-selfesteem difficulties scale. These results
are consistent with the general
perception that females in Arabic
modern cultures are under more pressure
due various added challenges (i.e. the
expectation to do well in both education
and work on top of their traditional role
as wives and mothers).
However, it came as a surprise that
the male participants have had
significantly higher scores on the CTQ
regarding physical abuse, sexual abuse,
emotional abuse and the emotional
neglect subscales. They are also
descriptively higher on the physical
neglect subscale. This is different from
the stereotypes that boys receive
preferential treatment from their parents
compared to girls. However, middle
class Arabic families also tend to be
more protective towards girls than boys.
However, it remains possible that these
results were affected by the higher scores
on the CTQ-denial subscale.
These results might be explained by
the observation that middle class
Egyptian families tend to underestimate
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the adverse experiences their boys go
through during childhood while giving
most their attention towards protecting
girls. These families are usually less
protective about boys outside home
which can increase risks of some types
of abuse including sexual abuse, away
from parents’ supervision. It is also
known that Egyptian parents can use
more physical punishment as a mean of
disciplining boys as compared with girls,
as it is the case in schools 15, 16, which
slightly increase risks of physical and
emotional abuse among boys compared
to girls.
Demographic and descriptive data
across the three colleges (table 4)
Total GHQ score is descriptively higher
in participants from Education and
Medical colleges compared to college of
Art and Literature. This probably
indicates higher situational-stresses
among the first group more than traitstresses. It is well known that studying in
Medical and Education colleges is harder
than it is in college of Art and Literature.
Participants from the Art and
Literature colleges are higher in all
scores on the PPS though statistically
significant only in total score PPS and
“self harm” score. They are also scored
significantly higher on the physical
abuse, emotional abuse, emotional
neglect and sexual abuse subscales of the
CTQ as compared to participants from
both colleges of Medicine and
Education. However the “denial” score is
significantly higher in participants from
Medical and Education colleges. This

could mean that participants from these
two colleges are underreporting child
abuse. Unfortunately, difficulties with
skewness and kurtosis within the data
prevented the use of parametric
statistical analysis where Denial could
have been entered as a covariate (e.g.,
ANCOVA). However, these participants
reported higher scores, on emotional
neglect subscale than participants from
the Arts and Literature colleges.
The
differences
between
the
participants from the college of Art and
Literature compared to the participants
from the other two colleges may be
associated with the fact that they have
less parental income, less parental
education and higher number of siblings.
Prevalence of abuse (table 5):
Comparing the prevalence findings
from this study to other studies is
difficult. Different studies use different
samples in each country, and have made
use of differing questionnaires from the
current study. Results can also vary
widely in the same country at different
times. The most relevant outcome from
the current study is that childhood abuse
and its psychological implications are far
more prevalent in our societies than
mental
illnesses
without
abuse.
Childhood abuse is also a major trigger
of mental illness in later adulthood 9.
This means that mental health services
need to further develop resources and
facilities to detect and manage this kind
of problems. Social, educational and
legal establishments need to give similar
attention to this phenomenon.
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Table 7: Prevalence studies of child abuse in different countries
Country

Authors

Year

United
kingdom

May-Chahal
& Cawson49

2005

USA

Briere
Elliott50

2003

935

USA

Hussey,
Chang
Kotch51

2006

15 197

&

Number
of cases
2,869

&

Canada

MacMillan et
al52

1997

9953

Saudi
Arabia

Al-Zahrani33

2005

832

Egypt

This
study
(Mansour et
al)

2010

963

In our study, the prevalence of physical
abuse (6%) seems to be an
underestimation as corporal punishment is a widespread phenomenon in
Egyptian families and in Egyptian
schools.15,16 did a survey of corporal
punishment in a number of preparatory
and secondary schools in Alexandria in

Breakdown of cases (%)
Total abused (16%), Physical abuse (7%),
Sexual abuse (11), Emotional abuse (6%),
Emotional Neglect (6%), absence of care (6%),
Absence of supervision (5%)
Physical abuse (20.9%: 22.2% of males & 19.5% of
females),
Sexual abuse (23.3%: 14% of males & 32% of
females),
Supervision neglect (41.5%),
Physical assault (28.4%),
Physical neglect (11.8%),
Sexual abuse (4.5%)
Physical abuse (31.2% of males & 21.1% of
females),
Severe physical abuse (10.7% of males & 9.2% of
females),
Sexual abuse (4.3% of males and 12.8% of females),
Emotional neglect (26.6%)
Emotional abuse (22.8%)
Sexual abuse (22.7%)
Physical neglect (18.4%)
Physical abuse (12.2%)
Emotional neglect (19%)
Emotional abuse (8.9%)
Sexual abuse (13%)
Physical neglect (44%)
Physical abuse (6%)

1998. Their studies revealed that
37.47% of children were disciplined
physically, by their parents, in the form
of beating and a few were also burned
or tied. In 25.83% of them, this harsh
discipline led to physical injuries of
variable degrees of severity amounting
to fractures, loss of consciousness, and
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permanent disability. The study also
revealed that a substantial proportion
of boys (79.96%) and girls (61.53%)
incurred physical punishment at the
hand of their teachers. Teachers were
using their hands, sticks, straps, shoes,
and kicks to inflict such punishment
without sparing a part of their students’
body. Physical injuries were reported
by a significantly higher percentage of
boys, the most common being bumps
and contusions followed by wounds
and fractures. Among boys, serious
injuries such as loss of consciousness
and concussion were encountered.
The lower prevalence of physical
abuse in our study may be due to errors
in reporting, or associated with a
“normalisation” of physical abuse
within Egyptian society, considering
that it is commonly used within home
and schools. The participants could
have also been underreporting physical
abuse due to “denial”, and corporal
punishment may be considered by
some as something different from
abuse (e.g. “discipline”, “educational
motivator”, “harsh form of care”, etc”).
It is also possible that the reporting of
physical abuse has been affected by
recall bias. In a society where corporal
punishment is the norm, when
participants are asked about “physical
abuse in childhood” they tend to report
only exceptional incidents of corporal
punishment which hurt them more than
usual.
Long term impact of abuse (table 6):
In this study, as shown in table 6, we
have separated each type of abuse and

considered their associations with other
psychological difficulties. However,
this is an artificial separation, as in real
life, child abuse is more likely to occur
in more than one form than not. So it
is better to interpret results in this
context.
The results of this study are consistent
with the international literature about
the link between childhood abuse and a
number of psychological problems in
adulthood as listed in the PPS
questionnaire. Descriptively, all types
of abuse, have been found to be
associated with higher scores on PPS
and many are statistically significant
(table 6). However, this association is
not dependent on the scores of the
GHQ (indicative of current stress
level) and seems to be due to “trait”
problems and not “state” problems.
However, certain points need to be
considered while interpreting these
results. One example is the influence
of demographics data on the results
e.g. income, number of siblings and
parents level of education. It is
possible that poverty, and large size
families, could be a confounding factor
for both the occurrence of abuse as
well as the high scores on the PPS.
In the results of table 6, it seems that
“Self harm” is the most sensitive
psychopathological
variable
to
different types of childhood abuses.
These results suggest that a special
attention needs to be given to history
of self harm and its possible
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connection to abuses during childhood.
This is also consistent with the
literature53,54. “Aggression” is also
highly related to childhood abuse in
our study. This could be one of the
mechanisms how the abused could turn
into abusers55,56.
In contrast with the international
literature 57, our study has revealed that
the scales of “Post Traumatic Stress
Disorder”,
Eating
Disorder,
“Impulsivity” and to some extent
“Dissociation”
have
not
been
statistically correlated with any form of
abuse ("Dissociation” is statistically
related to “sexual Abuse”) despite that
they have been descriptively higher in
all forms of abuse. This could be
explained as due to the lack of
awareness of these concepts in
Egyptian and Arabic cultures. There is
also the factor of vague wording of the
Arabic translation of the questions of

these subscales, which may have
contributed to these results.
Conclusion:
This study aims at drawing attention to
the phenomenon of child abuse in
Arabic societies. Our study and the
Saudi study suggest that it is a fairly
wide spread problem which affects
many individuals. The prevalence of
child abuse found, suggests that it is
more prevalent than most of the well
known
mental
disorders
like
depression and schizophrenia (without
abuse). We hope that clinicians in the
Arab world will make more effort to
identify these problems, provide
effective therapies and increase public
awareness. We hope that resources can
be provided by Arab governments to
make this possible. We also hope that
our research would encourage other
Arab researchers to produce more
studies in this field.

: انًهخص
ٗ حٕل االػتذاء ػهٗ األؼفال ٔآثاسِ ػهٙ انؼانى انؼشتٙذًا فٚشج اْتًايا يتضاَٛٔح األخٜ اٙ ظٓش ف: يقذيخ
، حٚح انسؼٕدٛ انًًهكح انؼشتٙ ْزِ انذساسح تؼتثش ايتذادا نذساسح يًاثهح ف. يشحهح يا تؼذ انثهٕؽٙم فٕٚانًذٖ انؽ
. يصشٙح نٓزِ انًشكهح فٛٔتٓذف انذساسّ إنٗ استكشاف تؼط انخصائص انٕتائ
،  يشحهح ياتؼذ انثهٕؽٙح فٛشتثػ تٓا يٍ يشاكم َفسٚ  نذساسح يذٖ اَتشاس إساءج يؼايهح األؼفال ٔيا: األْذاف
. يصشُٙح يٍ ؼالب انجايؼاخ فٛ ػٙحسة يا ٔسد ف
داب) أجاتٕاّٜ ٔانفٌُٕ ٔاٛق (انؽة ٔانتشتٚاخ يختهفح يٍ جايؼح انضقاصٛ يٍ ثالث كه،  ؼانثا369 : انطشٌقخ
اٌ انصذيح نهؽفم انصذيحٛ استث، )ادج انؼايحٛاٌ انصحح انؼايح (انقٛ استث:  رنكٙاَاخ يتؼذدج تًا فٛ استثٙػه
.حٛاط انًشكهح انُفسٛ) ٔ قCTQ(
 ٔاإلًْال، )٪ 9.3( ّٛ ٔاالساءِ انؼاؼف، )٪ 93( ٙ أفادٔا انؽالب تأَٓى ػإَا يٍ اإلًْال انؼاؼف: انُزبئج
ّ انؽفٕنح (يٍ انذسجٙ تى ستػ االساءِ ف.)٪ 99( ٙ) ٔاالػتذاء انجُس٪ 6( ّٚ) ٔاالساءِ انجسذ٪ 44( َٙانثذ
زاء انزاخٚ إ،  اَحالل، ح (اَخفاض احتشاو انزاخٛفاخ يختهفح يٍ يشاكم َفسٛذِ) يغ تٕنٚ انذسجّ انشذٙانًؼتذنح إن
ادجٍٛ يٍ قثم انقّٛ (كًا ْٕ يثّٛ ٔ انظشفٛثذٔنهعغٕغ انجُسٚ  ال. يشحهح يا تؼذ انثهٕؽٙ االَذفاع ٔانؼذٔاٌ) ف،
.شجٛ حاالخ انذخم انًُخفط ٔحجى األسشج انكثٙكٌٕ انحال فٚ ش ػهٗ انُتائج تقذس ياٛانؼايح) انتأث

Child Abuse and beyond

ٖح ػهٗ انًذٛذ يٍ انُتائج انًشظُٚح تحذٔث إساءج يؼايهح األؼفال ٔانؼذٛشج يٍ انؼُٛا َسثح كثٚ أفادخ نذ: خزبيب
ُح يٍ انؽثقحٛ ْزِ انؼٙشج فٛثذٔ أٌ انًشكهح خؽٚٔ . يشحهح يا تؼذ انثهٕؽٙم نسٕء انًؼايهح فٕٚانؽ
.اَٛح انذٛ انؽثقاخ االجتًاػًٙكٍ أٌ تكٌٕ أسٕأ فٚ ضال يًكُا أٌ ْزِ انًشاكمٚ  ٔأَّ ال، انًتٕسؽح
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Appendix 1:
ُ١ثسُ اهلل اٌشحّٓ اٌشح
ك٠جبِـــؼـــخ اٌضلبص
ٟلسـُ اٌـؽـت اٌـٕـفسـ

عزٌزي انطبنت
:ٍٝ اٌزؼشف ػٌٝسائٗ إٚ ِٓ ذفٙٔ ٞاٌزٚ ْب١ ٘زا االسزجٍٝٓ ٌإلجبثخ ػ١ّلزىُ اٌثٚ ِٓ  الزؽبع ػششح دلبئكٟحىُ ػُزساً ف١ّاسز
" اٌىجشٟب فٕٙخ إٌبرجخ ػ١االظؽشاثبد إٌفسٚ ٌخٛٓ خجشاد اٌؽف١اٌؼاللخ ث
ٍأٔد أٌ أطًئُكى ُْب ثأٌ إجبثزكى سزكٌٕ فً غبٌخ انسشٌخ ٔانكزًبٌ كًب اقزضذ ثّ انًٕاسٌش انعهًٍخ ٔرأكذٔا يٍ حشصُب انشذٌذ عهى رنك اَطالقب ي
. ٔرأكٍذا عهى رنك َشجٕ يُكى عذو ركش اسًكى أٔ أي شً ٌذل عهٍكى.األيبَخ انعهًٍخ
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رزوشٚا ثأٔٗ ٌ١س ششؼب أْ رىٛٔٛا لذ رؼشظزُ إٌ ٝأ ٞخجشح سٍج١خ ٌٚىٓ وّب رؼٍّ٘ ْٛذفٕب ٕ٘ب ِ٘ ٛؼشفخ حجُ اٌّشىٍخ ِٚذٜ
أزشبس٘ب ٌٙٚزا ٠ظً سأ٠ىُ ٚإجبثزىُ ػٍ٘ ٝزا االسزج١بْ ٌِ ُٙذٕ٠ب.
رأكذٔا ثأٌ يصذاقٍزكى فً اإلجبثخ عهى ْزِ األسئهخ سزكٌٕ دافع ٔثبعش نهًٓزًٍٍ عهى االسرقبء ثبنخذيبد انزً سزقذو نألطفبل فً
انًسزقجم ثًشٍئخ اهلل رعبنى يٍ اجم رٍٓئخ األجٕاء انصحٍخ انسهًٍخ ٔقبٌخ نٓى يٍ االضطشاثبد انُفسٍخ ،فضال عهى أٌ إجبثزكى عهى
ْزا االسزجٍبٌ إًَب ٌُى عٍ عقهٍزكى انشاقٍخ ٔانًزفزحخ ٔانذاعًخ نهجحٕس انعهًٍخ.
ٔشجِٕ ٛىُ اٌزىشَ ػٕذ االٔزٙبء ِٓ اإلجبثخ ارجبع ِب:ٍٟ٠
ظغ اإلجبثخ ف ٟاٌظشف اٌّخصص ٌزٌه ٚاٌّشفك ِغ ٘زا االسزج١بْ
اغٍك اٌظشف ج١ذا ٚظؼٗ ف ٟاٌصٕذٚق اٌّخصص
إرا وبْ ٌذ٠ىُ أ ٞاسزفسبس أ ٚرؼٍ١ك سجبء االرصبي ثٕب ػٍ ٝاٌؼٕٛاْ االوزش ٟٔٚاٌزبٌ:ٟ
omaimadaoud@btinternet.com
ِغ خبٌص اٌشىش  ٚاٌزمذ٠ش ٌىُ اللزؽبع جضءا ِٓ ٚلزىُ اٌ ثٌّ ٓ١إلجبثخ ػٍ٘ ٝزا االسزج١بْ.
ثبٌٕ١بثخ ػٓ فش٠ك اٌجحث
د .أِّ١خ ػجذاهلل داٚد
لسُ اٌؽت إٌفسٟ
وٍ١خ اٌؽت
جبِؼخ اٌضلبص٠ك

اٌجضء األٚي
اٌجٕس (

) روش (

) أٔثٝ

اٌؼّش........................ :

اٌجضء اٌثبٟٔ
ٔٛد ٕ٘ب ثبٌحصٛي ػٍِ ٝؼٍِٛبد وبف ٗ١ػٓ أسشرهٌ .زا ٔشج ٛوشِب اإلجبثخ ػٍ ٝجّ١غ األسئٍخ.

ػّش األَ..................................:
ػّش األة.……………...............……………….…:
ٚظ١فخاألَ..............................…:
ٚظ١فخ األة....……………...............….…….........
ػذد اخٛره.…………..........................................................………………:
ثشجبء ٚظغ ػالِخ √ أِبَ االجبثخ اٌصح١حخ:
رؼٍ ُ١األَ
:

( )1اثزذائٟ

( )2ثبٔٞٛ

( )3جبِؼٟ

رؼٍ ُ١األة ( )1اثزذائٟ

( )2ثبٔٞٛ

( )3جبِؼٟ
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دخً األث )1( ٓ٠ٛد ْٚاٌّزٛسػ

( )3فٛق اٌّزٛسػ

(ِ )2زٛسػ

اٌٛظغ اإلجّبػٌٍٛ ٟاٌذ٠ )1( :ٓ٠ؼ١شِ ْٛغ ثؼط (ِ )2ؽٍمٓ١
ِحً سىٓ اٌٛاٌذ:ٓ٠

(ِ )1ذٕٗ٠

( )3اسًِ/اسٍِٗ
(٘ )3جشٖ اٌ ٟاٌخبسج

( )2لشٗ٠

اٌجضء اٌثبٌث:
سٛف ٠ؼشض ػٍ١ه فّ١ب ِ ٍٟ٠جّٛػخ ِٓ اٌؼجبساد اٌٙذف ِٓ ٚسائٙب ٘ ٛاٌزؼشف ػٍ ٝصحزه اٌؼبِخ ِٓ ،خالي ِؼشفخ ِب إرا وبْ
ٌذ٠ه أ ٞشىِ ٜٛشظٚ ٗ١و١ف وبٔذ صحزه ثصفخ ػبِخ ٌ ،زا ٔشجِٕ ٛه ٚظغ إشبسح(√) أِبَ اٌؼجبسح اٌز ٟرٕؽجك ػٍ١ه.
رزوش ثإٔٔب ٔجحث ػٓ اٌشىب ٞٚاٌّشظ١خ اٌحبظشح ١ٌٚسذ اٌّبظ١خ.
ً٘ رشؼش ثأٔه لبدس ػٍ ٝرشو١ض أزجب٘ه ف ٟأ ٞش ٟرؤدٗ٠؟
-1
 ألً ِٓ اٌّؼزبد
 أحسٓ ِٓ اٌّؼزبد  وبٌّؼزبد
 ً٘  2رشؼش أْ ِٔٛه لً ٔز١جخ ٌٍَّٛٙ
١ٌ س أوثش ِٓ اٌّؼزبد
إؼاللب

 أوثش ِٓ اٌّؼزبد ثمًٍ١

 ً٘  3رشؼش ثأٔه رم َٛثذٚس ِ ُٙف ٟاألِٛس اٌّح١ؽخ ثه؟
 ألً ِٓ اٌّؼزبد
أوثش ِٓ اٌّؼزبد ثىث١ش وبٌّؼزبد رمش٠جب
 ً٘  4رشؼش ثأٔه لبدس ػٍ ٝارخبر لشاساد ثشبْ ثؼط األِٛس
 ألً ِٓ اٌّؼزبد
أوثش ِٓ اٌّؼزبد  وبٌّؼزبد

 ألً ِٓ اٌّؼزبد ثىث١ش
 أوثش ِٓ اٌّؼزبد ثىث١ش
 ألً ِٓ اٌّؼزبد
 ألً ِٓ اٌّؼزبد ثىث١ش

 ً٘  5رشؼش ثأٔه رؼبٔ ِٓ ٟظغٛغ ِسزّشح؟
١ٌ س أوثش ِٓ اٌّؼزبد  أوثش ِٓ اٌّؼزبد ثمًٍ١
إؼاللب

 أوثش ِٓ اٌّؼزبد ثىث١ش

 ً٘  6رشؼش ثأٔه ال رسزؽ١غ اٌزغٍت ػٍ ٝاٌصؼٛثبد اٌز ٟرٛاجٙه؟
١ٌ س أوثش ِٓ اٌّؼزبد  أوثش ِٓ اٌّؼزبد ثمًٍ١
إؼاللب

 أوثش ِٓ اٌّؼزبد ثىث١ش

ً٘ رشؼش ثأٔه لبدسا ػٍ ٝاالسزّزبع ثأٔشؽزه اٌ١ِٛ١خ؟
-7
 ألً ِٓ اٌّؼزبد
أوثش ِٓ اٌّؼزبد  وبٌّؼزبد

 ألً ِٓ اٌّؼزبد ثىث١ش

ً٘ رشؼش ثأٔه لبدسا ػٍِٛ ٝاجٙخ ِشبوٍه؟
-8
 ألً ِٓ اٌّؼزبد
أوثش ِٓ اٌّؼزبد  وبٌّؼزبد

 ألً ِٓ اٌّؼزبد ثىث١ش

ً٘ رشؼش ثأٔه ِىزئت ٚغ١ش سؼ١ذ ؟
-9
١ٌ س أوثش ِٓ اٌّؼزبد
إؼاللب
 ً٘ -10رشؼش ثفمذاْ اٌثمخ ثٕفسه؟
١ٌ س أوثش ِٓ اٌّؼزبد
إؼاللب
 ً٘ -11رشؼش ثأٔه إٔسبْ ػذ ُ٠اٌفبئذح؟
١ٌ س أوثش ِٓ اٌّؼزبد
إؼاللب

 أوثش ِٓ اٌّؼزبد لٍ١ال
 أوثش ِٓ اٌّؼزبد لٍ١ال
 أوثش ِٓ اٌّؼزبد لٍ١ال

 أوثش ِٓ اٌّؼزبد ثىث١ش
 أوثش ِٓ اٌّؼزبد ثىث١ش
 أوثش ِٓ اٌّؼزبد ثىثٟ
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 ً٘ -12رشؼش ثأٔه سؼ١ذ ثذسجخ ِؼمٌٛخ؟
وثش ِٓ اٌّؼزبد  وبٌّؼزبد رمش٠جب

 ألً ِٓ اٌّؼزبد

 ألً ِٓ اٌّؼزبد ثىث١ش

اٌجضء اٌشاثغ:
األسئٍخ اٌزبٌ١خ رٙذف إٌ ٝاٌزؼشف ػٍ ٝشخص١زه ثصفخ ػبِخ ،و١ف وبْ شؼٛسن ٚرصشفه أ ٚسٍٛوه ثصفخ ػبِخٌ .زا ِٓ فعٍه ظغ دائشح حٛي
وٍّخ "ٔؼُ" إرا وبٔذ اٌؼجبسح رٕؽجك ػٍ١ه ف ٟاٌغبٌت أ ٚدائشح حٛي "ال" إرا وبٔذ ال رٕؽجك ػٍ١ه:

اٌشلُ
13
14
15

اٌؼجـــــــــــــــــــــــــبسٖ
اػزمذ أز١بٔب ثؤٕٔ ٟغ١ش ٔبفغ ػٍ ٝاإلطالق.
ٌذ ٞاردبٖ إ٠دبثٔ ٟسٔ ٛفغ.ٟ
أز١بٔب ػٕذِب اعزّغ إٌ ٝشخض ِب أدسن فدؤح ثؤٕٔ ٌُ ٟاعزّغ اٌ ٝخضء ِٓ والِٗ أ ٚوٍٗ.
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22
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أخذ ٔفغ ٟأز١بٔب فدؤح فِ ٟىبْ ال اػشفٗ ٚال ادس ٞو١ف ٚطٍذ أٌ.ٗ١
اػزمذد أز١بٔب ثؤٕٔ ٟغ١ش خذ٠ش ثبْ أو ْٛشخض خ١ذ.
شؼشد أز١بٔب ثؤٕٔ ٟػٍٚ ٝشه اإلطبثخ ثّىش.ٖٚ
أز١بٔب أرؼّذ خذػ أ ٚخشذ أ ٚزشق ٔفغٟ
ً٘ ػٍّذ األش١بء ثبٔذفبع؟
ً٘ ردؼٍه األش١بء اٌجغ١طخ غؼجبْ؟
الؼ ٟلذسا وج١شا ِٓ اٌٛلذ أفىش ف ٟاألوً ِٚز ٝعؤرٕبٚي اٌطؼبَ.
وٕذ ػٕذِب أز ِٓ ٟٙا٢وً اعزخذَ ثؼغ اٌّغٙالد أ ٚاٌزّبس ٓ٠اٌش٠بػ١خ… اٌخ زز ٝال ٠ضداد
ٚصٔ.ٟ
أز١بٔب ادخً فِ ٟؼبسثبد (ػشاوبد) ِغ ا٢خش.ٓ٠

ٔؼُ
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وٕذ أخش ٝأز١بٔب ِٓ إٔٔ ٟلذ أل َٛثئ٠زاء ثذٌٔ ٟشخض ِب د ْٚعجت ٚخ.ٗ١

ٔؼُ
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اٌجضء اٌخبِس:

األعئٍخ اٌزبٌ١خ رذٚس زٛي خجشاره اٌغبثمخ خالي ِشازً ػّشن األٚ ٌٝٚاٌّّزذح ِٓ ثذا٠خ طفٌٛزه زز ٝأٚائً
فزشح اٌّشا٘مخٌ .زا زبٚي لذس اٌّغزطبع اٌززوش ثىً أِبٔخ ٚاخالص.
غبٌج١خ ٘زٖ األعئٍخ ٠غٍت ػٍٙ١ب اٌطبثغ اٌشخظ١ٌ .ٟظ ششطب ٕ٘ب أْ رى ْٛأٔذ اٌّؼٕ ٟثٙزٖ اٌخجشاد ٌٚىٓ وّب
أششد
ف ٟاٌّمذِخ ِٓ أْ اٌٙذف ِ٘ ٛؼشفخ ِذ ٜأزشبس ٘زٖ أرظب٘شٖ.
ٌٙزا أخ ٟا ٌىش ُ٠أسخ ٛػذَ األزدبَ أ ٚرشن اإلخبثخ ػٍ٘ ٝزٖ األعئٍخ ثغجت زغبع١زٙب ألٔه عزخذَ ثئخبثزه ٘زٖ
اٌّدزّغ ثآعشٖ.
ألشا اٌغٛاي خ١ذا  ِٓٚثُ ػغ دائشح ػٍ ٝإٌمطخ اٌغٛداء ف ٟاٌخبٔخ اٌز ٟرشا٘ب رٕطجك ػٍ١ه .ال رٕغ ٝلجً أْ
رؼغ اٌذائشح ثبْ رٕظش إٌ ٝأػٍ ٝاٌظفسخ ٌٍزؤوذ ِٓ أه اخزشد اإلخبثخ اٌظس١سخ ٚاٌز ٟرٕطجك ػٍ١ه خالي
فزشح اٌطفٌٛخ أ ٚاٌّشا٘مخ.

Child Abuse and beyond

ٌشلُ
اٌؼجـــــبسح

26

ف ٟطفٌٛز ٟوٕذ أرؼشع ٌٍسشِبْ ثّب ف ٟرٌه اٌسشِبْ ِٓ اٌطؼبَ

27

ف ٟطفٌٛز ٟوٕذ أزظ ٝثبٌؼٕب٠خ ٚاٌشػب٠خ ِّٓ ُ٘ زٌٟٛ

28

ف ٟطفٌٛز ٟوبْ ثؼغ أفشاد ػبئٍزٕ٠ ٟؼز ٟٕٔٛثؤٌمبة ٔبث١خ ثشىً ِٕزظُ

29

ف ٟطفٌٛز ٟوبٔب ٚاٌذ ٞال٘١بْ ػٕب ٌذسخخ أّٙب ٌُ ٠غزط١ؼب اٌؼٕب٠خ ثبٌؼبئٍخ

32

ف ٟطفٌٛز ٟوبْ ٕ٘بن أزذ أفشاد ػبئٍز٠ ٟسغغٕ ٟثبٔ ُِٙ ٟأ١ِّ ٚض

31

ف ٟطفٌٛز ٌُ ٟأخذ إال ِالثظ ثبٌ ٗ١السرذٙ٠ب

32

ف ٟطفٌٛز ٟشؼشد ثؤِٕٔ ٟسجٛة

33

ف ٟطفٌٛز ٟشؼشد ثبْ ٚاٌذ ٞرّٕ١ب ثؤٕٔ ٌُ ٟاخٍك

34

ف ٟطفٌٛز ٟرؼشػذ إٌ ٝػشة ِجشذ ِٓ أزذ أفشاد ػبئٍز ٟاززدذ ػٍ ٝآثش٘ب إٌ ٝػٕب٠خ طج١خ

35

ف ٟطفٌٛز ٌُ ٟأرّٕ ٝثؤٌٕٔٚ ٟذد ألث ٓ٠ٛآخشٓ٠

36

ف ٟطفٌٛز ٟوبْ ثؼغ أفشاد ػبئٍز٠ ٟؼشثٕ ٟثمغٛح ِّب رشن اثش ٌؼالِبد ٚوذِبد ػٍ ٝخغّٟ

37

ف ٟطفٌٛز ٟوٕذ أػبلت ثشثط ٟثٍٛذ أ ٚزجً أ ٚأ ٞش ٟأخش طٍت

38

ف ٟطفٌٛز ٟوبْ أفشاد ػبئٍز ٟزش٠ظ ٓ١ػٍ ٝثؼؼ ُٙاٌجؼغ

39

ف ٟطفٌٛز ٟوبْ أفشاد ػبئٍ٠ ٟم ٌٟ ٌْٛٛوالَ ِؤٌُ ٓ١ِٙٚ

42

ف ٟطفٌٛز ٟأع١ئذ ِؼبٍِز ٟخغذ٠ب
ً٘ رزوش ِٓ اٌز ٞفؼً رٌه؟………………
ٚوُ وبْ ػّشن آٔزان رمش٠جب؟……………
ف ٟطفٌٛز ٟػشذ طفٌٛخ ِّزبصح

42

ف ٟطفٌٛز ٟػشثذ ثشىً ع١ئ ٌٛزظ ػٍ ِٓ ٟلجً اٌّؼٍُ أ ٚاٌدبس أ ٚاٌطج١ت

43

ف ٟطفٌٛز ٟشؼشد ثبْ أزذ أفشاد ػبئٍز٠ ٟىشٕٟ٘

44

ف ٟطفٌٛز ٟوبْ أفشاد ػبئٍز٠ ٟشؼش ْٚثبٌزمبسة ف١ب ثُٕٙ١

45

ف ٟطفٌٛز ٟوٕذ اشؼش ثبْ ػبئٍز ِٓ ٟافؼً اٌؼٛائً.

46

ف ٟطفٌٛز ٟأظٓ ثبْ ِشبػش ٞلذ إٔ٘١ذ
ً٘ رزوش ِٓ اٌز ٞفؼً رٌه؟………………..
ٚوُ وبْ ػّشن آٔزان رمش٠جب؟……………….
ف ٟطفٌٛز ٟوبْ ٕ٘بن ِٓ ٠ؤخزٌٍٔ ٟطج١ت ػٕذِب اززبج أٌٗ١

48

ف ٟؼفٕنت ٙوبٔذ ػبئٍزِ ٟظذس دػُ ٚلٛح ٌٟ

49

ف ٟطفٌٛز ٟرؼشػذ إٌِٛ ٝلف خٕغ ٟغ١ش الئك أخالل١ب أعبء إٌ ٝشخظ١زٌ ٟذسخخ إٔٔ ٌُ ٟاعزطغ
اٌجٛذ ثٗ زز ٝاللشة إٌبط اٌٟ
ً٘ رزوش ِٓ اٌز ٞفؼً رٌه؟…………..…….
ٚوُ وبْ ػّشن آٔزان رمش٠جب؟………………
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ٌٝد إػبفخ إٛٙ ِب لّزُ ثٗ ِدٍُٝ االِزٕبْ ػ١ػظٚ ً اٌشىش٠د أْ أرمذَ ٌىُ ثدضٚبْ أ١خ ٘زا االعزج٠بٙٔ ٟف
ٟػٚ ُٕٓ ػ٠ ؼىُ ٘زا١ْٕ ِٓ أْ طٛاثمٚ ٓٔسٚ . ٘زٖ األعئٍخٍٝٓ ٌإلخبثخ ػ١ّلزىُ اٌثٚ ِٓ الزطبػىُ خضء
.ٍّٟخ اٌجسث اٌؼ١ُّ٘ ثؤ٠أدسان ِٓ شخظىُ اٌىشٚ
سح ِٓ ٔزبئح ٘زا اٌجسث إرا أسدرُ رٌهٛذوُ ثظ٠ٚ أرُ االعزؼذاد ثزضٍٝ ػٟٕٔوّب إ
ُٓ أػّبٌى٠اصِٛ ٟ لّزُ ثٗ فٞدؼً ٘زا اٌؼًّ اٌز٠ ْخً أٚ ح خبٌظخ هلل ػضٛخٗ ٕ٘ب دػٛٔ شا١ظ أخ١ٌٚ شا١اخٚ
.ت١غ ِد١ّخ أٗ ع١اٌؼبفٚ ىُ ٔؼّخ اٌظسخ١ٍُ ػ٠ذ٠ ْاٚ اٌظبٌسخ
ٓ١ٌّأب أْ اٌسّذ هلل سة اٌؼبٛأخش دػٚ
ٗثشوبرٚ سزّخ اهللٚ ُى١ٍاٌغالَ ػٚ
فشثك اٌجحث
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Quality of Life in Substance Abusers; Impact of Personality Disorders
Soheir El-Ghonemy

Abstract:
Objectives: The subjective sense of well being is central to the concept of quality of life (QoL)
and a good QoL should be the ultimate goal to any therapeutic measure. Quality of life and
disability are important indices that may help change the perception, treatment and care of those
with alcohol or drug dependence problem. The essential objective of this study is to investigate
the impact of personality disorders (PD) on the quality of life in a sample of substance use
disorder (SUD) patients. Methods: a cross-sectional study, 32 patients were included selected
from inpatient addiction unit at the Institute of Psychiatry, Ain Shams University, Cairo, Egypt,
fulfilling the diagnosis of substance use disorder according to DSM-IV classification. They were
assessed by; Semistructured psychiatric interview sheet of institute of Psychiatry Ain Shams
University, and were subjected to: 1) PCASEE questionnaire for quality of life, 2) Addiction
severity index (ASI), and 3) Structured clinical interview for DSM IV, for axis II personality
disorder (SCID II). Results: Statistical analysis of the data was conducted. Regarding
sociodemographic data it was found that the marital status, employment were significantly and
highly significantly related to subjective QoL of patients respectively. In addition, patients who
have mixed and multiple PD were significantly related to lower QoL. Moreover, depressive,
histrionic and borderline personalities were significantly related to lower QoL. Regarding the
severity profile measured by ASI; drug, legal and psychiatric profiles were significantly related
to QoL of patients. Conclusion: We concluded that patients with comorbid PD suffer from
poorer QoL as well as more complications.
Key words: Quality of life, Substance use, Personality disorders
Declaration of interest: none
Introduction:
Drug and alcohol dependence currently
represent one of the main concerns of public
health experts. It has clear consequences for
personal health. Usually, deterioration is
gradual and caused by their continuous use.1
Moreover, it is a chronic relapsing disorder
causing many harmful and disabling effects

not only to the users but also to their
families and to the society in general. It is
thought to cause considerable disability and
changes to the quality of life (QoL) of an
individual.2
Recently, QoL has been considered an
important component of functional outcome
in any treatment program.3 Good QoL

QoL in Substance use disorder

encompasses more than just good health. At
a basic level, it can represent the sum of a
person's physical, emotional, social,
occupational and spiritual well-being, the
study of which is complicated by the fact
that there is no consensus as to what
constitutes QoL.4
The World Health
Organization has described QoL as
"individuals' 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".3, 5
Many definitions and theories of what
constitutes QoL have been proposed. Most
agree that the concept is multidimensional,
but disagree on how to define the
parameters. The definitions were as
divergent as: “ Happiness; life-satisfaction;
well-being; self-actualization; freedom from
want; objective functioning; „a state of
complete physical, mental and social wellbeing not merely the absence of disease‟;
balance, equilibrium or ‘true bliss’;
prosperity; fulfillment; low unemployment;
psychological well-being; high Gross
Domestic Product; the good life; enjoyment;
democratic liberalism; a full meaningful
existence”.6
Moreover, Self-perception influences the
subjective perception of the QoL and
depends on several aspects of mental life,
such as personality features, affective
disorders, state characteristics (e.g. level of
withdrawal or physical illness).7
The comorbidity of substance abuse and
personality disorder (PD) is common 60% 8;
58% 9, especially for cluster B and C
personality disorders, with a higher

prevalence of antisocial, borderline, and
dependent personality disorders.10
This study focuses on the relationship
between quality of life assessed by PCASEE
quality of life questionnaire and personality
disorders assessed by structured clinical
interview for DSM IV, for axis II
personality disorder (SCID II) in a sample of
substance abusers.
The aim of this study is to investigate the
impact of PD on the quality of life in
substance abusers and verify the hypothesis
that abusers with comorbid PD are more
subjected to worse subjective sense of well
being together with poorer prognosis and
treatment outcome.
Subjects and Methods:
The study was performed as cross-sectional
study in the Institute of Psychiatry, Ain
Shams University over three months from
January 2010 till March 2010. A total
number of 32 substance abusers were
selected during their admission in the
institute. Patients were informed of the
research after admission and were
approached on their 2nd week of their
admission. An informed consent was taken
from all patients, after being informed in
detail about the study and about what they
were asked to do.
The patients were selected irrespective of
their sex, socioeconomic or educational
status. They were fulfilling the diagnosis of
substance use disorder according to DSMIV classification.
The interview procedures:
The patients were assessed by semistructured interview based on the sheet of
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Institute of Psychiatry, Ain Shams
University Hospital. This sheet contains the
following items:
1- Sociodemographic data, 2- Family
history, 3- Past history, 4- Level of
education, 5- Work records, 6- Sexual
history, 7- Marital history, 8- History of
substance abuse.
In addition, the patients were subjected to:
1. Addiction Severity Index (ASI) 11
This is a semi-structured clinical interview
designed to provide a multidimensional
assessment of problems presented by
patients with substance use disorders to
guide initial treatment planning and to allow
monitoring of patient progress over time.
ASI took 45-60 minutes to be completed. It
is designed for use in inpatient and
outpatient alcohol and drug abuse treatment
settings. It gathers information on seven
functional areas of behaviors often affected
by drug use:

3=6-7: Considerable problem, treatment
necessary.
4=8-9:
Extreme
problem,
treatment
absolutely necessary.

i. Medical status.
ii. Employment and support status.
iii. Alcohol use.
iv. Drug use.
v. Legal status.
vi. Family and social status.
vii. Psychiatric status.
Interviewer severity ratings are adjusted
slightly to take into account the patient‟s
own rating of the problem‟s severity, in
which:
0=0-1: No real problem, treatment not
indicated.
1=2-3: Slight problem, treatment probably
not necessary
2=4-5: Moderate problem, some treatment
indicated.

3. PCASEE quality of life questionnaire: 14

2. Structured Clinical Interview for DSM-

IV (SCID II) 12
The SCID-II is the counterpart of the SCID
for making DSM diagnoses of personality
disorders. It is a semi-structured clinical
interview
that
was
developed
to
categorically and/or dimensionally assess
the DSM-IV personality disorders. It is an
instrument designed to enable a clinically
trained interviewer to make their diagnoses.
The translated Arabic version of SCID-II for
DSM-III-R,13 was used with some
modification to fit for the new version of
SCID-II for DSM-IV. It was validated
through its use in many studies that were
conducted in the Institute of Psychiatry-Ain
Shams University, Cairo, Egypt.
The PCASEE (explained below) quality of
life scale (QoL) is a clinical instrument
designed for interview administration; it
provides information on symptoms and
functioning over the last month. It is a 30item self-rating scale, completed on the
basis of a semi-structured interview in which
the clinician completes ratings on the basis
of a patient's self-reports and the clinician's
judgment about the patient's functioning and
life circumstances. The 30-items are rated
from 0-5.
High scores reflect less impaired or
unimpaired functioning and six domains are
covered: (P) Physical component, (C)
Cognitive
component,
(A)
Affective
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component, (S) Social component, (E)
Economic component, and (E) Ego
functioning.
This clinical instrument showed good interrater reliability, ranging from 0.85 to 0.97.
The construct validity of the scale is fairly
supported by factor analysis and convergent
validation with the Lehaman QoL interview.
14

The Arabic version used in this work was
translated and validated in a previous
Egyptian research study. 15
Socioeconomic status was defined low,
middle, and high according to parents‟
education, family income, and crowding
index.
Statistical analysis:
Data were collected, verified, revised then
edited on PC. The data were then analyzed
statistically using SPSS “Statistical Package
for Social Science version 15. Data were
described by frequency and percentage for
qualitative data, Mean and SD for
quantitative data. Tests used were Chi-sq
test, Student t-test and paired student t test,
One-way analysis of variance. The
following tests were done:
1. Mean.
2. Standard Deviation (SD)
3. Student T-test: A statistic used to test for
significance of an independent variable in
experiments where there are only two levels
of these variables.
4. Chi-square test (X²): it determines
whether a systematic relationship exists
between two qualitative variables.
5. A one-way analysis of variance
(ANOVA); used to compare means between
groups.

A cut off point for significance were chosen
(0.05). Where P value was < 0.05, the test
was considered significant.
Results:
I-Description of the sample:
The mean age of the sample was 30.03 years
(SD=5.83); the minimum age was 18 years
and the maximum age was 40 years.
As regards sociodemographic data; marital
status; 17 patients (53.1%) were single, 11
(34.4%) were married and only 4 (12.5%)
were divorced. Socioeconomic status (SCS)
10 (31.3%) were of high SCS, 13 (40.6%)
were middle SCS and the remaining 9
(28.1%) were of low SCS. Regarding
Personality disorder (PD); 22 (68.8%)
patients were having mixed PD and 10
(31.2%) were suffering from multiple PD.
The most prevalent PD found with SCID II
was; borderline PD 25 patients (78.1%)
followed by narcissistic PD 22 (68.8%),
depressed PD 17 (53.1%) and antisocial PD
15 (46.9%) respectively (Table I).
Most of the patients 22 (68.8%) scored 4 on
the ASI drug profile. On the other hand, 16
(50 %) scored 3 and 7 (21.9%) scored 4 on
ASI family profile.
II-Quality of life correlations:
No significant difference was found between
patients‟ ages or SCS and their quality of
life (P>0.05).
Comparing their marital status, both
physical and economic components of
PCASEE were significantly correlated to
marital status of the patients with P=0.011
and 0.038 respectively (Table II).
When previewing the ASI profiles of the
patients;
employment
profile
was
significantly correlated to physical,
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affective, and economic components of
PCASEE as well as total score with
P=0.043, 0.04, 0.025, 0.048 respectively.
While the cognitive component was highly
significantly correlated to employment
profile P=0.007 (Table III).
Regarding the drug profile; physical,
affective, economic components and total
score were significantly correlated to
severity of substance abuse decided by ASI
with P=0.038, 0.03, 0.023 and 0.042
respectively (Table III).
Legal profile; physical (P=0.04), cognitive
(P=0.04), social (P=0.045), ego function
(P=0.045) and total (P=0.035) score were
significantly correlated to the legal profile of
the patients (Table III).
Moreover, psychiatric profile; affective
(P=0.042), economic (P=0.049) and ego
function
(P=0.041) were significantly correlated to
the patients psychiatric status (Table III).
Yet, the medical, alcohol, as well as family
profiles of ASI were insignificantly
correlated to QoL of patients (P> 0.05).
In assessment of the PD, patients suffering
from mixed and multiple PD were
significantly correlated to cognitive
(P=0.042), affective (P=0.045), ego
function (P=0.05) and total score (P=0.034)
of PCASEE (Table IVa).
In addition, patients who were suffering
from depressive PD were significantly
correlated to cognitive, social, ego function
components as well as the total score with
P= 0.038, 0.048, 0.039 and 0.024
respectively.
Patients with histrionic PD were
significantly correlated to cognitive,
affective, ego function as well as total

score P= 0.032, 0.027, 0.021 and 0.04
respectively.
Patients who were suffering from borderline
PD were significantly correlated to
cognitive (P=0.032), affective (P=0.041),
social (P=0.032) as well as ego function
(P=0.024) components and total (P=0.045)
score of PCASEE (Table IVb).
Discussion:
Health and social problems related to
substance use are often not identified until
they have become chronic and interfere
significantly with the health and life of
individuals and their families. Most
treatment resources are concentrated on
management of withdrawals and dependence
but little focus on the quality of life and
disabilities of those with dependence. 2
QoL is a multidimensional construct
encompassing several core domains,
generally identified as material conditions,
physical status and functional abilities,
social interactions, and emotional wellbeing. 16
It has been proved that PDs are associated
with impaired functioning. Patients with
PDs had poorer work and interpersonal
relationships. Having a PD in addition to a
symptom
disorder
reduces
social
functioning. 17
The current study demonstrates the impact
of comorbid PDs with substance use
disorder implies poorer quality of life and
subjective sense of well being.
In our sample, the patients were middle aged
since most of substance use disorder patients
who seek treatment in Institute of psychiatry
are considered chronic patients with late
presentation in agreement with others,10,18
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who found most of the patients fall in this
age group. No significant difference was
found between the age of the patients and
their quality of life confirming the
subjectivity of quality of life and its
independence on specific age group.
On the other hand, no specific
socioeconomic status for substance abusers,
19
with insignificance relation to their quality
of life in accordance with the multidimensional definition of QoL that
minimized the impact of external factors on
individual self perception..
All of our patients were inpatient males
admitted during the period of conducting the
study because of the preponderance of male
patients who usually seek and receive
treatment more than females for fear of
stigmatization, as the male/female concept
within Egyptian culture may affect the
motivation of female patients to seek help as
previously reported .20,21
In addition, women with substance use
problems is less likely than men to enter
treatment over the lifetime and men are
more likely to be coerced into treatment by
external mandates. 22
Regarding the marital status of the patients;
Physical and economic components of
PCASEE were found significantly correlated
to marital status of patients that can be
attributed to the importance of family life
and interpersonal relationships reflecting its
significant impact on subjective wellbeing
of individuals. Moreover, it has been
reported,23 that interpersonal relationships
are more closely related with the internal,
affective aspects of people‟s life than are the
external, socioeconomic conditions, and
therefore are better predictors of QoL.

Married people have a higher QoL than
those who are single, divorced or widowed.
When previewing the ASI profiles of the
patients;
employment
profile
was
significantly
correlated
to
physical,
affective, and economic components of
PCASEE as well as total score while the
cognitive
component
was
highly
significantly correlated to employment
profile. Since employment can provide more
than just financial benefits for individuals
with subjective functioning. Other studies
have demonstrated,24, 25 that unemployed
individuals
generally
report
more
depression, anxiety, social isolation, and low
self-esteem than employed individuals.
Regarding the drug profile; physical,
affective, economic components and total
score were significantly correlated to
severity of substance abuse recorded by ASI
which can explain the negative impact of
drug use on the individual life aspects with
worsening of his subjective wellbeing in
accordance with others, 3 who stated that the
severity of dependence appeared to be the
variable that had the strongest impact of
QoL. On the other hand, examining the legal
profile; we found that physical, cognitive,
social, ego function and total score were
significantly correlated to the legal profile of
the patients. A possible explanation may be
because legal consequences which may
accompany those who suffer from SUD lead
to worsening of their social and
interpersonal relationship and consequently
their overall QoL in addition,21 to their
severity of dependence.
On the psychiatric profile; affective,
economic and ego function were
significantly correlated to the patients
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psychiatric status decided by ASI. This
could infer that patients with Dual diagnosis
often experience more social and emotional
problems, require longer treatment, have
more crises and progress more gradually in
treatment than those who have only one
disorder. It has been mentioned,26 that
psychiatric comorbidity especially mood and
anxiety disorders considerably reduces QoL
of patients with SUD.
The medical, alcohol, as well as family
profiles of ASI were insignificantly
correlated to QoL of patients. It is worth
mentioning, that in Egypt we seldom
encounter alcohol problem among patients
presented to Institute of Psychiatry mostly
from cultural and religious background that
forbid alcohol use. In addition, among
Egyptian culture, family and extended
family usually provide the maximum
support for individuals suffering from SUD
out of cultural and moral pressures.
Moreover, none of our subjects suffer from
serious medical problem that proved by
many other studies to affect QoL
negatively.27
In assessment of the PD, although our
subjects were suffering from either mixed
and multiple PD both were significantly
correlated to cognitive, affective, ego
function and total score of PCASEE. It is
worth mentioning that those who suffer from
PD often use drugs to diminish symptoms of the
disorder, to enhance low self-esteem, to decrease
feelings of guilt and to amplify feelings of
diminished individuality and finally to enhance
their life satisfaction.

Many have reported,17,28 that having PDs
implies poor functioning, impairment of

interpersonal relationships and self –
realization with global poor QoL.
Moreover, PDs are characterized by
enduringly deviating patterns of perceiving,
relating to, and thinking about the
environment and oneself that are exhibited
in a wide range of social and personal
contexts. Such patterns lead to "clinically
significant distress or impairment in social,
occupational, or other important areas of
functioning". Having one PD subject the
individual to poorer QoL compared to age
and gender adjusted norm data. 29
There was a continually negative
relationship between the number of PD
criteria fulfilled (PD traits) and the quality
of life. The more the PD criteria fulfilled, for
most of the PDs, the poorer the quality of
life. The implication is that comorbidity is
important for quality of life. Comorbid PD
predict poor treatment response and/or outcome
among drug abusers; problems in the therapeutic
relationship or working alliance, resistance to
change,
non-compliance
and
premature
treatment dropout.

In addition, we found that patients who were
suffering from depressive, histrionic and
borderline PD were significantly correlated
to their poorer QoL which could be
explained that specific personality traits
implies poorer subjective wellbeing.
In accordance with others,17,30
having
borderline PD correlated strongly to
subjective well-being and negative life
events. Avoidant, schizotypal, dependent,
paranoid, schizoid, and antisocial PDs are
strongly related to deficiency in quality of
life.
In conclusion, the study shows that patients
who suffer from PD in addition to their
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substance use problem had reported poorer
subjective QoL and worse outcome. Thus,
an appreciation of personality disorders
among patients suffering from substance use
will minimize the severity of patients‟
suffering with improving of their subjective
wellbeing and overall quality of life
reflecting positive impact on the treatment
outcome. Quality of life measurement can
be viewed as a broader assessment of
patients with a drug and alcohol
dependence. Thus, Quality of life measures
should be combined with traditional clinical
and biochemical assessments.
Limitation and recommendations; it is
important to point that our study is a single
cross-sectional assessment. A longitudinal
assessment may provide a better assessment
of the quality of life and functioning. No

and/or single PD was not found among our
subjects which needs more evaluation in
future studies. In addition our subjects were
not grouped according to their main
substance of abuse or psychiatric
comorbidities. This may be attributed to the
small sample size that hinder such
comparison moreover may not be enough to
generalize the results to the population based
subjects. Our finding of a reduced QoL
should be replicated in a SUD sample with
no comorbid or single PD for more accurate
evaluation of PD influence on the patients‟
subjective well being, their motivation for
change and finally their global outcome.
QoL evaluation should be involved in every
patient evaluation in addiction treatment
programs for better outcome.

الملخص
 إى. لذلل َجت اعزجبرٍ هذفب اطبطًُب ألٌ هي الوقبَُض العالجُخ, َعزجز رضب الفزد عي الحُبح هى الوفهىم الوزمشٌ لٌىعُخ الحُبح
ًىعُخ الحُبح و درجخ اإل عبقخ َعزجزاى هي أهن الوؤشزاد الزٍ قذ رظبعذ علٍ رغُُز الجزاهج العالجُخ و الزعبَخ لوزضٍ طىء
.اطزخذام العقبقُز
هذفذ هذح الذراطخ إلٍ اإلشبرح لوذٌ رأثُز اضطزاثبد الشخصُخ علٍ جىدح الحُبح لذٌ عٌُخ هي هزضٍ طىء اطزخذام العقبقُز
.ٍو ثبلزبلٍ علٍ ًزبئج هىالء الوزض
ٍ هزَض طىء اطزخذام العقبقُز اخزُزوا هي الوزض23  و رن رضوُُي, أجزَذ هذح الذراطخ مذراطخ عزضُخ:طريقة البحث
ٍ والذَي رن رشخُصهن ثبطزخذام الذلُل اإلحصبئ. ثوظزشفُبد جبهعخ عُي شوض-ٍالزاقذَي ثقظن األدهبى ثوزمش الطت الٌفظ
اجزاء الوقبثلخ اإلملٌُُنُخ-3  هقُبص شذح األدهبى-1 :  رن رقُُن الحبالد ثبطزخذام. الطجعخ الزاثعخ-لزشخُص اإلضزاثبد الٌفظُخ
. هقُبص جىدح الحُبح-2 الوقٌٌخ وفقًب للذلُل األحصبئٍ لزشخُص اضطزاثبد الشخصُخ
. وجذ أى الحبلخ اإلجزوبعُخ و العول لهوب داللخ احصبئُخ عبلُخ و عبلُخ جذًا ثبلززبثع هع اإلدراك الشخصٍ لجىدح الحُبح:النتائج
 و.إلٍ جبًت أى الوزضً الذَي َعبًىى هي اضطزاثبد الشخصُخ الوخزلطخ و الوزعذدح لهوب داللخ احصبئُخ رجبٍ قلخ جىدح الحُبح
 الهظزُزَخ و الحذَخ لهن داللخ,أظهزد دراطخ االضطزاثبد الشخصُخ مالً علٍ حذي أى اضطزاة الشخصُخ اإلمزئبثُخ
 موب وجذ داللخ احصبئُخ لنل هي هحىر العقبقُز والوحىر القبًىًٍ والوحىر الطجٍ الٌفظٍ لوقُبص.احصبئُخ هع قلخ جىدح الحُبح
.شذح اإلدهبى وًىعُخ الحُبح
 َعبًٍ هزضٍ طىء اطزخذام العقبقُُز واضطزاثبد الشخصُخ هي قلخ فٍ االطزوزبع جىدح الحُبح و سَبدح للوشبمل:االستنتاج
.الٌبرجخ
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Table (I) Personality disorders:
(PD found among patients together with the most predominance type of PD)
Personality disorder:
Mixed:
Multiple:
Total:
Borderline PD:
Narcissistic PD
Depressed PD:
Antisocial PD

No.:
22
10
32
25
22
17
15

%:
68.8
31.2
100
78.1
68.8
53.1
46.9

The correlation between of the patients’ variables and their PCASEE:

Table (II): MS of the patients and their PCASEE:
PCASEE
P
C
A
S
E
E
Total

Marital Status
f
5.346
0.707
0.859
2.292
3.684
2.370
2.542

P value
0.011*
0.501
0.434
0.119
0.038*
0.111
0.096

*Physical and economic components of PCASEE were significantly correlated to marital status
of patients.
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Table (III) ASI profiles of the patients and their PCASEE:
PCASEE

ASI

P

C

A

S

E

Total

E

f

P
value

F

P
value

f

P
value

f

P
value

f

P
value

f

P
value

f

P
value

Medical

1.254

0.300

0.143

0.867

0.708

0.501

0.449

0.642

0.672

0.518

0.378

0.689

0.410

0.668

Employment

2.523

0.043*

4.895

0.007*

2.035

0.049*

1.611

0.209

3.617

0.025*

0.840

0.484

2.837

0.048*

Alcohol

0.172

0.843

0.394

0.678

0.247

0.783

1.141

0.333

0.150

0.861

2.449

0.104

0.178

0.838

Drug

5.741

0.038*

1.928

0.164

3.784

0.038*

0.644

0.533

4.289

0.023*

0.796

0.461

3.10

0.042*

Legal

2.9

0.04*

3.89

0.04*

1.233

0.316

3.24

0.045*

1.834

0.164

3.42

0.045*

4.21

0.035*

Family

0.127

0.881

0.725

0.439

1.828

0.179

0.432

0.653

0.288

0.752

0.829

0.447

0.116

0.891

Psychiatry

0.095

0.909

0.384

0.684

3.24

0.042*

1.379

0.268

3.1

0.049*

1.724

0.041*

0.650

0.529

Table (IVa) PD of the patients and their PCASEE:
PCASEE
P
C
A
S
E
E
Total

Mixed PD Mean
0.523
0.529
0.548
0.522
0.492
0.529
0.578

Personality Disorders
Multiple PD Mean
t
0.672
-1.515
0.616
-3.21
0.711
-3.4
0.664
-1.654
0.672
-1.644
0.637
-2.4
0.660
-2.7

P value
0.143
0.042*
0.045*
0.109
0.111
0.05*
0.034*

Table (IVb) Individual PD of the patients and their PCASEE:
PCASEE
P
C
A
S
E
E
Total

Mean
0.572
0.625
0.611
0.75
0.557
0.67
0.68

Depressive PD
T
P value
-0.048
0.96
2.4
0.03*
-2.297
0.76
2.7
0.04*
-0.168
0.86
3.2
0.03*
2.8
0.02*

Mean
0.66
0.512
0.587
0.627
0.656
0.522
0.588

Histrionic PD
t
P value
-1.404
0.172
-2.21
0.032*
-3.64
0.027*
-1.077
0.290
-1.532
0.136
-2.62
0.021*
-3.42
0.04*

Mean
0.595
0.578
0.612
0.525
0.575
0.570
0.550

Borderline PD
t
P value
-0.94
0.35
2.4
0.032*
1.942
0.041*
3.42
0.032*
-0.976
0.337
2.43
0.024*
3.42
0.045*
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Cultural imprint on Symptom profile of mood disorders: An epidemiological study
in different subcultural sites in a Nile delta governorate
El-Hadidy M.E. (a) , El-Hadidy M.A. (a), Abo El-Ess W.F(a).

Abstract
Affective disorders are the most common psychiatric disorders. Their symptoms profile
varies in different cultures. Several studies try to identify a core syndromal symptoms
and secondary manifestations of the syndrome that changes with geographical,
socioeconomic, and cultural areas or political status.
Objective: is to find out the differences in clinical symptoms profile of mood
disorders between rural and urban areas in Egypt.
Method: A sample of people was selected using the multistage random sampling
technique then a survey study was done using Mini Inter National Neuropsychiatric
Interview over 600 people from two villages and 400 people from two cities in Dakahlia
governorate. All patients who were diagnosed as mood disorder according to DSM IV
TR criteria enter depth study including complete physical and neurological examination
to exclude organic causes and clinical symptoms profile of mood disorders in rural and
urban population, according to (DSM-IV TR).
Results: There was a statistically significant difference between rural and urban
population as regard prevalence of major depressive disorder (9.5%, 6.6%) (p 0.023)
while there are no statistical differences as regard other mood disorders The depressed
mood, lost appetite, low energy, death ideas, motor retardation and somatic symptoms
were statistically significant more among rural population while lack of pleasure,
insomnia, lack of concentration and agitation were significant more among urban
population. There is no significant statistical difference between rural and urban
population regarding most of manic symptoms.
Conclusion: the culture effect on mood disorder is more prominent in depression than
in mania.
Key ward: culture, depression, epidemiology, mood, Egypt
Declaration of interest: None

Introduction
Affective disorders are the most
common psychiatric disorders, and their
frequency in clinical and community
populations has been the subject of
1
considerable research . A recent,
extensive review of most studies

contains estimates of a life time
prevalence of 17% to 20% and one-year
2
prevalence 5% to 8%. .
There are several conflicting findings
on symptoms manifestations of mood
disorders
in
different
cultures.
International studies have identified a
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core of depressive syndrome in patients
in diverse geographical and cultural
areas, regardless of developmental,
3
socioeconomic, or political status
cultural elements appear to influence the
expression of a number of secondary
manifestations of the syndrome. Guilt
and suicidal tendencies, for example,
have been found to be rare in depressed
4
individuals from developing cultures ,
but an excess of somatization or
hypochondriacal features have been
found to be common in those
5
countries. , unfortunately, methodological problems limit generalization
of these reports. Two recent studies
using more sophisticated methods have
reinforced the original observations of
increased somatization in developing
6
7
societies. WHO and Stefanson, et al,
showed that a significant majority of
psychiatric patients attending primary
health facilities in four developing
countries (Colombia, the Philippines,
Sudan, and India) cited only physical
symptoms as presenting complaints.
8
Murphy tried to draw profiles of
depressive symptoms reported from
different European countries. He
noticed that the French have a rather
low incidence of suicide with a high
incidence of somatic preoccupation, the
Germans have a high incidence of
anorexia, the polish a higher incidence
of preoccupation with poverty and the
9
suicide, Pacheri et al concluded that the
diagnostic criteria of depressed neurotic
psychopathology seemed to be much
stricter in the Swiss population than in
Italian one and that some manifestations

of anxiety and depression are tolerated
more readily in an Italian context than
10
in the Swiss. Perris, et al reported that
Italian patients have high score to motor
retardation, hypochondriasis, hopelessness, loss of interest and dissatisfaction,
and Swedish patients have agitation,
weight loss, and tachycardia.
Mood disorder symptoms profile
varies in different cultures. Several
studies try to identify a core syndromal
symptoms and secondary manifestations
of the syndrome that changes with
geographical,
socioeconomic,
and
cultural areas or political status. Our aim
of the work is to differentiate between
rural and urban communities in clinical
symptoms profile of mood disorders.
Study design
1- Place and time of the study: This
study was carried out in the period from
January 2004 to January 2005. In
randomly selected geographical areas in
Dakahlia governorate representing both
the rural and the urban population.
2- Methodology and sample size: A
cross sectional study was carried out on
a suitable sample size of rural and urban
areas.
The first step of the study (location of
study) 3 centers were chosen randomly,
(Mansoura center representing urban
area, Met Salseel and Dekirins
representing rural areas).
A. Sampling
technique from
rural areas: a sample from
rural areas was selected using
the
multistage
random
sampling technique as follow:
First stage of the study: 2
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centers were chosen randomly
from all centers in Dakahlia
governorate.
They
were
Dekirnis and Met Salseel,
whose populations are 27.342
and 59202 respectively. The
second stage: 2 villages has
been selected by (simple
random method) from the
above two centers. These
villages are El-Kobab El sogra
from Dekirnis center and ElEthad from Met Salseel center
whose population are 7645 and
6103 respectively. The third
stage is selection of houses:
all
houses
would
be
enumerated and a (systematic
random sample) is obtained by
choosing every 15th house.
B. Sampling
technique from
urban area: samples from
urban areas were chosen using
(multistage random sampling)
technique as follow: The first
stage: East and west districts
whose
population
were
180834
and
222810
respectively would be divided
into multiple locations. The
second stage: 2 locations one
from each district was chosen
randomly. The locations are
Ezbet Shall and El Hawoar
whose population were 40493
and 39493 respectively. The
third stage: Each region was
divided into streets. The streets
under
investigation
were
chosen randomly. Each street
was divided into houses which

was chosen by (systematic
random sample), in which the
house number 15 was the one
chosen.
The second step of the study
(Determination of the sample size):
The sample size was calculated using
total population in Dakahlia is (4,808
million people). The expected frequency
of mood disorder 18% according to
11
Weissman and Klermans , the worst
expected frequency is 20% at level of
confidence 95%, so the sample size was
1417 according to Epi info WHO
(2000). The sample size would be 2000
nearly to avoid error defaulter, drop out
of cases. The sample was divided into
two parts according to population in
which percentage of rural / to urban
areas was 2/3: 1/3 of total simple size,
so 600 nearly would be taken equally
from two sites of rural area whose El
kobab El Sogra and El Ethad and 400
nearly would be taken equally from two
urban areas whose Ezbet El shall and El
Hawoar. (Epi Info version 5.01 October
2000) (Public Domain software for
epidemiology and disease surveillance).
Pilot study was performed for one
month in Mansoura out patient clinic to
satisfy following aims: 1) Assess the
ability of the subjects to understand the
used questionnaire, gain training of
investigator and to determine the
method of administration of the
questionnaires. 2) Assess the reliability
of the clinical diagnosis
First, Permission was taken from
Faculty of Medicine of Mansoura
University for this study performing.
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Permission was taken from health center
concerned with these areas.
Data collection: Data was collected
after taking informed consent from
chosen people after discussing with
them about the aim of the study. A
survey study was done by using Mini
Inter
National
Neuropsychiatric
11
Interview: . Depth study: All patients
who were diagnosed as mood disorder
according to DSM IV TR criteria
(verification of the diagnosis was done
by two independent psychiatrists
holding a master degree with 2 years
clinical experience) and fulfilling the
following criteria were taken for the indepth study:- Inclusion criteria: Above
18 years and of both sexes. Exclusion:
Mental
subnormality,
Dementia,
delirium and other cognitive disorders,
Mood disorder due to general medical
condition and Mood disorder due to
substance use.
Those diagnosed as having disorders
(total 202 patients, 167 depression, and

35 manic patients) (138 patients from
rural area and 64 from urban area) from
the previous steps were subjected to the
following:
- Complete
physical
and
neurological examination to
exclude organic causes.
- Clinical symptoms profile of
mood disorders in rural and
urban population, according to
(DSM-IV TR).
Results
Table
(1)
shows
depressive
symptoms among depressed patients in
rural and urban areas. The depressed
mood, lost appetite, low energy, death
ideas, motor retardation and somatic
symptoms were statistically significant
more among rural population while lack
of pleasure, insomnia, lack of
concentration and agitation were
significant
more
among
urban
population.

Table (1): Depressive symptoms among depressed patients in rural and urban
population according to DSM IV-TR:
Depression
Rural
Urban
Total (n=167)
Chi square
(n=114)
(n=53)
n
%
n
%
n
%
X2
P
109 95.6%
37
69.8% 146 87.4% 21.911
.000***
Dep mood
Lack of
15
13.0%
29
49.2%
44
25.3% 26.911 0.000***
pleasure
74
64.3%
17
28.8%
91
52.3% 19.737 0.000***
Lost appetite
8
7.0%
3
5.7%
11
6.6%
.108
0.742
Inc appetite
47
41.2%
31
58.5%
78
46.7%
4.331
0.037*
Insomnia
7
6.1%
4
7.5%
11
6.6%
0.116
.733
Hypersomnia
89
78.1%
27
50.9% 116 69.5% 12.551
.000***
Low energy
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Low SE
Lack conc.
Death ideas
Agitation
Motor retard
Somatic
guilt feeling

36
67
17
26
45
50
13

31.6%
58.8%
14.9%
22.8%
39.5%
43.9%
11.4

18
40
2
20
11
14
5

Table (2) shows manic symptoms
among manic patients in rural and urban
population. There are no significant
statistical differences between rural and
urban populations
regarding all

34.0%
75.5%
3.8%
37.7%
20.8%
26.4%
9.4

54
107
19
46
56
64
18

32.3%
64.1%
11.4%
27.5%
33.5%
38.3%
10.8

0.094
4.383
4.452
4.040
5.688
4.658
0.13

0.759
0.036*
0.035*
0.044*
0.017*
0.031*
0.71

symptoms except disruptive behavior
which was significant more among rural
population and irritable mood which
was significant more among urban
population.

Table (2): Manic Symptoms among bipolar patients in rural versus urban
according to DSM IV-TR:
Residence
Chi square
test
Rural (n=24) Urban (n=11) Total (n=35)
n
%
n
%
n
%
X2
P
18
75%
6
54.5%
24
Elevated mood
1.469 >0.05
6
25%
5
45.5%
11
Irritable mood
10
41.7%
5
45.5%
15
42.9%
0.044 0.833
Grandiosity
Increased
23
95.8%
10
90.9%
33
94.3% 0.339 0.560
motor activity
Increased
12
50.0%
7
63.6%
19
54.3% 0.565 0.452
pleasure
activity
Decreased need
23
95.8%
11 100.0% 34
97.1% 0.472 0.492
to sleep
24 100.0% 11 100.0% 35 100.0%
Talkativeness
16
66.7%
8
72.7%
24
68.6% 0.129 0.720
Flight of ideas
14
58.3%
6
54.5%
20
57.1% 0.044 0.833
Distractibility
Disruptive
12
50.0%
2
18.2%
14
40.0% 3.182 0.047
behavior
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Discussion
Regarding depressive symptoms in
patients with depression and dysthymia
in rural versus urban population: in the
present study it was found that, low
energy, insomnia and depressed mood
were more common than other
depressive
symptoms
in
both
population. This result gives more
evident to the previous study which
reported that these symptoms have a
biological base rather than cultural
12
factors. This agreed with Pfeiffer who
found that no marked variations could
be observed across different cultures.
He reviewed 40 reports from nonwestern countries and concluded that in
these
countries
the
core
symptomatology of depression is quite
comparable
to
the
depressive
symptoms described in the West. He
identified mood changes, loss of sleep,
appetite and libido, and variation in
diurnal-rhythm as the core depressive
symptoms, while he found that guilt,
hopelessness and hypochondriasis were
modified by culture. Also, the WHO
collaborative study on depression
identified a core of depressive
symptoms in the majority of cases in
the 5 participating centers. These
include sadness, joylessness, anxiety
and tension, lack of energy, loss of
ability to concentrate and ideas of
6
inadequacy and worthlessness .
On the other hand, the present study
shows that there were many secondary
syndromal manifestations that change
with cultural factors as, agitation,
insomnia and lack of concentration
were more common in urban

depressive and dysthymic patients but
motor retardation, lost appetite,
depressed mood and low energy were
more common in rural depressive
patients. However this result was
expected to some extent and may be
explained
by urban
population
subjected to many stressors as overcrowding, pollution and low financial
resources in comparison to the
increasing need for civilization.
Also it was found that, somatic
symptoms were more common in major
depression and dysthymia of rural
population than urban population. This
may be explained by rural subjects who
tend to translate their feelings into body
language. This may be because of a
greater social acceptance for physical
complaints
than
psychological
complaints, which are either not taken
seriously or rarely believed to recover
with some rest or extra praying. They
mask their effect with multiple somatic
symptoms
which
occupy
the
foreground
and
the
affective
component of their illness recedes to
the background. Accordingly, they
either resort to the general practitioner
or the primary health care physician
asking for unnecessary investigations
which are costly for a developing
country or they ask the traditional
healers to alleviate their sufferings. A
considerable number did not ask for
help at all, especially in rural
population, in which absenteeism from
work or in ability to face day to day
affairs are not much criticized by their
community.
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Lack of pleasure was more common
in urban than rural population with
highly significant differences. This
may be explained on the basis of
existence of means of recreation and
entertainment available to urban
population and relatively unavailable
in rural life. Guilt feelings and suicidal
ideation were less than other
depressive
symptoms
in
both
population and this agrees with El13
Islam et al, who found that guilt
feelings and suicidal ideation and
behavior were not frequently present in
Kuwait. Two explanations have been
involved namely the persisting
influence of Islam compared to the
declining presence of Christianity in
the west and a different social fabric
allowing cohesiveness and reinforcing
belonging rather than individuality and
social alienation in the West.
On the other hand suicidal ideations
were more common in rural population
in contrast to urban population in spite
of religious attitudes so religion seems
to suppress the actions but not the
thoughts. This agrees with previous
14, 15
studies conducted by
.
The present study supports the result
14
of Okasha et al., revealed some
differences between western and
Egyptian populations. In Egypt,
depression is manifested mainly by
agitation,
somatic
symptoms,
hypochondriasis, physiological changes

such as decreased libido and anorexia,
and
insomnia,
which
is
not
characterized by early morning
awakening symptoms, also ideas of
guilt, sin and reproach are not common
in Egyptian patient.
In reference to Manic symptoms among
bipolar patients in rural versus urban
population: the present study found
that, talkativeness, decreased need to
sleep, and increased motor activity
were the most common symptoms in
bipolar patients of both populations
(100%,
95.8%).
However,
distractibility, flight of ideas and
grandiosity were nearly equal in both
populations this may reflect that the
biological base of this disorder plays a
greater role in pathogenesis of these
symptoms
than
cultural
and
environmental factors. On the other
hand, disruptive behavior was more
common in rural patients than urban
patients (50%,18.2%) this may be
explained by the fact that low level of
education and social classes were more
observed among rural population which
have major coloring of this type of
behavior.
Murphy et al,16 revealed that the
variations in the symptomatology of
mania are less easy to assess due to the
unavailability of that diagnosis in the
past and overlap with reactive
psychosis and schizophrenia.
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Recommendations
 Further studies in different
Governorates could be done, with
the aim of cooperation between
different governmental studies in
order to reach a full organized
mental health policy in Egypt.
Also for actual assessment of
morbidity risk, so effective policy
should address the primary,
secondary and tertiary prevention
approaches.
 Comparative
studies
in
epidemiology
of
psychiatric
disorders in Arab countries could
be done and compare it to data
obtained from western countries



that have different urbanization
profile.
We should improve the orientation
of the general practitioners about
psychiatric disorders especially
mood disorders. They would be
trained for early detection and
intervention and/or refer them to
the nearest psychiatric center
which can provide psychiatric help
instead
of
doing
many
investigations and prescribing
many medications, which are
expensive and spares time, which
has adverse effects on the
economy.

الملخّص
 في عِذّة.ِ اال اْ أعشاضُها حَخفاوثُ في اٌثمافاثِ اٌّخخٍفت.ًاالِضطشاباث اٌعاطفيت هي أوثش االِضطشاباثَ إٌفغي َت شيىعا
دِساعاثِ طيٕيت ٌخَّييض األ عشاع االعاعيت و اٌثأىةت ِِْٓ اٌّخزاصِتِ اٌز ةَخييّشاِْ بإٌّاطكِ اٌثمافيتِ واجإخخّاعيت
ِ أَْْ ةَخُ اوخشافَ اجإخخزافاثَ في األعشاعِ اٌغشةشةت: اٌهذف ِٓ اٌذساعت.ِاجإلخظادةتِ واٌديشافيتِ أَو إٌّضٌتِ اٌغياعيت
ِ حُ اخز عيّٕت ِٓ إٌاطِ بإعخعّاي حمٕيت: اٌطشةمت.الِضطشاباثِ اٌّضاجِ بيٓ إٌّاطك اٌشةفيتِ و اٌحضشةتِ في ِظش
ٓ شخضِ ِِْٓ لشةخي066 ِٓ اٌعيٕت اٌعشىائيتِ اٌّخعذدة اٌّشاحًِ ثُّ عًّ دساعت ِغحِ عٍُِّجْ و ِمابٍت ٔفغيت ألوثش
 شخضِ ِِْٓ ِذةٕخيٓ في ِحافظتِ اٌذلهٍيت وبعذ رٌه وًُّ اٌّشضى اٌزةٓ حُ حشُخّيظهُ وّشضى ِضاجِ طبماً ٌذ066و
ِإط إَ اٌشّابعت ِعاةيش حي آس ةَذْخٍُىْ دْساعُت اعّك الوخشاف اٌفشق بيٓ اٌشةف و اٌحضش في األعشاعِ اٌغشةشةت
 واْ هٕان إخخزاف هاَّ بشىً إحظائي بيٓ اٌشةفييِٓ واٌحضشةيٓ بإٌغبت ٌٕغبت: إٌخائح.ِالِضطشاباثِ اٌّضاج
 وّا.  ( بيّٕا ٌيظ هٕان إخخزافاث إحظائيت في ٔىباث اٌّضاجِ االخش% 0.0 ,% 5.9( أخشاسإٌىبت االوخائبيت
 أخفاع ِعذي اٌحشوت واألعشاع اٌدغذةت وَأا،ِ أخفاع اٌطالت األفىاس اٌّخعٍمت باٌّىث، ٌىحظ اْ فمذ اٌشهيت
 لٍت اٌخشوي ِض واٌهياجِ وَأا أوثش، أسق،ِ بيّٕا لٍتِ اٌغشوس. أوثش أخشاساً بشىً إحظائي بيٓ عىاِْ األسةاف عٓ اٌحضش
ِ ٌيظ هٕان إخخزاف إحظائي هاَّ بيٓ سةفييِٓ وحضشةيٓ بخظىص أغٍب األعشاع.ٓأخشاساً بيٓ اٌحضشةي
.ِْ حؤثيشَ اٌثمافتَ عٍى فىضى اٌّضاجِ أوثشُ بشوصاً في اٌىآبتِ ِِْٓ اٌهىط
ّ  إ: اٌخاحّت.ِاٌهىعيت
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CASE REPORT
HALOPERIDOL INDUCED NEUTROPENIA:
Mohammed Ikramullah, Saleh El-Hilu*

إبيضاض الذم الناجن عن عقار الهلىبيردول
يحًذ اكزاو اهلل و صانح انحهى

Abstract
Leukopenia, neutropenia and agranulocytosis (low white blood cells count) are rare but
serious side effects of antipsychotics, notably clozapine. We here report a case of an
Afro-Caribbean patient who developed neutropenia on haloperidol, which was reversed
when he was switched to quetiapine. It is recommended that caution should be exercised
when treating patients with antipsychotics and patients should be told to report high
fevers and painful sore throats to their doctors as soon as possible.
Key Words: Leukopenia, Neutropenia, Agranulocytosis, Antipsychotics
Declaration of interest: none
Introduction
Many drugs can cause agranulocytosis
and neutropenia, which are rare but
serious and potentially life threatening
side effects. They have been associated
with the use of psychotropic medications
especially antipsychotics, most notably
clozapine.1 Although clozapine has the
greatest potential to cause this, the same
adverse effects have been described and
reported with many other medications
including
antipsychotics,
mood
stabilizers,
antidepressants,
benzodiazepines, barbiturates, hypnotics,
anti-thyroid
medications,
some
antibiotics and non-steroidal antiinflammatory derivatives. They can also
be side effects of chemotherapy and
radiation treatment.2The degree of

neutropenia is not always drug doserelated. There is now some evidence that
drug-induced
neutropenia
is
immunological
in
nature.
On
discontinuation of the offending drug,
the marrow recovery takes place and
rebound leucocytosis may occur. Benign
ethnic neutropenia (BEN) can be defined
as: "The occurrence of neutropenia,
defined by normative data in white
populations, in individuals of other
ethnic groups who are otherwise healthy
and who do not have repeated or severe
infections". It occurs in 25-50% of
people of African descent.3,4 Statistically
and significantly lower white cell
neutrophils
counts
have
been
demonstrated in Africans and Afro-
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Caribbeans compared with Caucasians.5
We here report a case of reversible
leukopenia and neutropenia developing
in an Afro-Caribbean patient treated
with haloperidol and reversed after
switching to quetiapine.
Case Report
A 26-year-old Afro-Caribbean male,
single, unemployed patient, with a long
history of schizophrenia and substance
abuse,. He has had seven previous
admissions to the local acute psychiatric
hospital between 2005 and 2008. His
schizophrenia has been well controlled
on oral haloperidol 15 mg twice daily,
which he has been taking for many
years.
On 18th September 2008, he attended the
A&E department of the neighbouring
District General Hospital. having
reportedly jumped from the 6th floor of a
high-rise block of flats for unidentified
reason. On admission, his Glasgow
Coma Scale (GCS) was 15/15. When
assessed by the liaison psychiatrist (M
I), his mental state was quite stable with
no evidence of affective or psychotic
symptoms. He was not suicidal.
His head and abdomen CT scans were
within normal. CT chest scan showed
lower chest retrosternal haematoma,
small pneumothorax; L1 and L2 fracture
incomplete spinal injuries with motor
loss and fracture shaft of the left femur.

He
underwent
various
surgical
procedures with which he coped quite
well. He was regularly reviewed by M I.
In view of his immigration status and the
potential risk he was unable to return
back to his address and was kept in the
DGH's rehabilitation unit longer than
similar cases. Whilst there, it was found
that his total white blood cells and
neutrophils counts were below normal
for which no physical cause was
identified and hence Haloperidol was
suggested as a possible cause. His
treating medical team expressed concern
about his low absolute neutrophils count
and the risk of complications if it fell
below 1.0 and an urgent intervention
was requested. On 14th April 2009, a
joint agreement was reached by the
treating team including the physician,
haematologist and liaison psychiatrist to
gradually reduce haloperidol by 5mg
weekly to nil and commence him on
Quetiapine XL 300mg nocte to be
increased to 600mg nocte the next day.
During the cross tapering period, the
liaison psychiatrist reviewed him
regularly. His mental state remained
stable and his absolute neutrophils count
gradually reverted back to normal.
Given below is the chart of his white
blood cells (WBC) and neutrophils
absolute counts. The latter is the
measure of all neutrophils granulocytes.
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Blood Count
25/09/08

06/11/08

03/12-08

20/02/09

7.6

7.0

4.7

3.7

5.32

4.84

2.59

1.63

4/03/09

07-4-09

20/04/09

3.5

3.7

3.5

3.6

1.52

1.69

1.27

1.75

1/3/09

DATES
WBCs
Count
Neutrophi
ls
Absolute
Count

28/04/09 12.05.09 26.05.09
DATES
WBC
4.1
4.1
4.1
Counts
4.0-11.0
Neutrophils 1.42
1.89
1.67
absolute
Count
1.70-7.50

Discussion
The normal range of the WBC count in
Afro-Caribbean’s is, on average, slightly
lower than that of Caucasians. Our
patient’s initial WBC and neutrophils
absolute counts were in the normal
range. His WBC and neutrophils counts
started to decrease in December 2008
and no physical causes were found. This
was confounded by the patient’s ethnic
background. As the patient was not
taking any other drugs that could cause
neutropenia, haloperidol was suggested
as a possible cause.
Haloperidol is known to cause only rare
instances of haematoxicity.6,7 NICE 3
guidance on the use of antipsychotic
drugs
recommended
atypical

11.06.2009 23.07.09
3.9

4.4

1.47

2.57

antipsychotics for the treatment of newly
diagnosed schizophrenia.8 Therefore,
conventional antipsychotics have been
increasingly less prescribed. However,
haloperidol, in its oral and parenteral,
formulations, is still being quite
frequently prescribed especially as PRN.
As our patient has failed to show any
significant
response
to
other
antipsychotics, he was treated with a
relatively high dose of haloperidol and
his schizophrenia was well controlled
and managed. Although it may be that
some of the medications, anaesthetists,
etc to which the patient was subjected
after his fall may have exacerbated any
effects of haloperidol; it was felt that
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haloperidol was the main cause of the
persisted neutropenia. Benign fluctuating
neutropenia, which is similar to benign
ethnic neutropenia and comes in
episodes, was also ruled out. Therefore,
haloperidol was discontinued and
quetiapine XL was commenced. His
mental state remained stable and his
blood picture gradually reverted back to
normal during the cross tapering period.
Leukopenia is listed in the summary of
product characteristics as a common side
effect of quetiapine, but neutropenia as a
very rare side effect (< 0.01%).9,10
Although clozapine has the greatest
potential to cause leukopenia and
neutropenia, the same side effects have
been reported with other atypical
antipsychotics, namely risperidone,
olanzapine and quetiapine.11,12,13,14,15,16
Cowan and Oakley reported a case of
leukopenia and neutropenia induces by
quetiapine in a 36-year-old Caucasian
female with a treatment resistant
schizophrenia.17 She was treated with
quetiapine in conjunction with the mood
stabilizer
semisodium
valproate

(Divalproex). Therefore, the possibility
of semi-sodium valproate being the
causative agent in the combination with
quetiapine has to be considered.18
Semisodium
valproate
has
been
associated with increase of 77% in
quetiapine plasma levels, suggesting that
quetiapine induced leukopenia can be
dose-related.19 Two other cases of
neutropenia
in
association
with
15,16
quetiapine were reported.
Our case
could be added to Yatham et al.’s (2004)
who found no abnormal laboratory
results in 196 patients taking quetiapine
with either divalproex or lithium.20
Conclusion
Haloperidol shares a propensity for
causing leukopenia and neutropenia with
other antipsychotic, psychotropics and
other drugs. As there is no mandatory
white cell count monitoring as with
clozapine, this side effect with its
associated risks is more likely to be
missed. Therefore, careful monitoring of
white cell count is advisable.

الملخص
َقص انكزيات انبيضاء يعتبز َادرًا ونكُه عزض خطيز يًكٍ أٌ يُجى عٍ انًعانجه بًضادات انذهاٌ كعالج
Neutropenia  في هذا انتقزيز َبزس حانة يزيط يٍ أصم كاريبي حذث نذيه َقص انكزيات انبيضاء.ٍانكهىسابي
 ويُصح. وقذ سال انُقص عُذيا أوقف انعالج وأعطي عالج انكيىتايابيٍ بذالً يُه.َاجًه عٍ انعالج بانهانىبيزدول
بتىخي انحذر عُذ انًعانجه بًضادات انذهاٌ ويحذر انًزيط أٌ عهيه أٌ يخبز انطبيب انًعانج عُذ حصىل ارتفاع
.حزوري و أنى في انحهق بانسزعه انًًكُه
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أصل مفهىم تلبس الجان في بذن األنسان في الثقافة األسالمية
ك٭٪وجٛل هشٰل ا٠ؾٟ

The origin of the concept of Jin possession in Islamic culture
Mohamad Rashid Abbudi

Abstract:
Genie Inside Human Body (GIHB) concept was in circulation among the people since
many centuries before the advent of Islam. This concept was consolidated and was
linked by some people with the Islamic culture and even considered as part of the
Shari’a (Islamic teaching).
Physicians faced – till now- group of people who insist that epilepsy and other
psychiatric and mental disorders are just GIHB, which needs ways to eliminate Genie
by many methods and beating the patient is the commonest method.
In this study, we try to recognize and discuss the solid evidences from the Shari’a and
review old and new different doctrinal Islamic views from several respected
resources.
The study concluded that the concept of GIHB is purely a legacy of popular culture
and subsequently added to the Islamic heritage in the late Islamic centuries, which
calls for a firm stand to get rid of it.

: البحث
١َب٣ اإل١ ثل٬ٛ ئ١غبٛ اٙ٪ أ٭ كف١غبٛجٌ اٜثز
. ٮِٟ٘و اإلٍالٛا٩ ضٔبُخٛهك ُٮ ا٩ بٟ ؽَت٩
٢ٟ أطجؼ عيءًا٩ ١غبٛجٌ اٜ رٝ٪٨ِٟ ٍن٪ٔل رٛ
صبد٩ه٪٠ٛ ا٢ٟ اؽلًا٩ ٚ ك٦ٰزٛٯب٩ ،شوجٰخٛضٔبُخ اٛا
وح ٗجٰوح٧أطجؼ كب٩ لك٠ ر٦٤٘ٛ٩ ،زواصٰخٛا٩ ِ٘وٯخٛا
ٞ٘ٛلح ا٧شبٟ ٙ فال٢ٟ ، األؿجبء٢ؾ٣ ػ٪ػ٪ب ث٧وا٣
٢ٟ ٞ٨ٰٛ ٯَبء ا٢نٯٛ ا٬وػ٠ٛ ا٢ٟ ٚبئ٨ٛا٩ ٘جٰوٛا
٢ٟ ٦٣٪٣ب ٯوب٠ٟ جٌ ُٮ رَِٰوٜزٛ اٝ٪٨ِٟ ٙفال
وظجٰخٛا٩ َِٰخ٤ٛطًب ا٪فظ٩ أهواع٩ واعٟأ
. ب٨٤ٟ
زٮ ٯزووعٌٛخ اٛجبٛ اإلٍبءح اٞ ؽغ٬ٜن هٜـ٠ٛ ا١ئ
هاء٩ لاهٮٛ اٞ٨ِ ٯ١ ٯَزـٰن أ٬وػ٠ٛإالء ا٧ ب٨ٛ
ٙ٩ب٤زٛ ٢ اٱفوٯ٪له٣ ٢ؾ٣٩ نا٧ ب٤ ثؾضٚضٟ ٗزبثخ
ٞ٨جؾش ر٘بك رٛبكح اٟ ١م ثظواؽخ ٗجٰوح أل٪ػ٪٠ٛا
.ًب٤ٛ ا٢ٟ ٢ٰالٯ٠ٛا
ضٔبُٮٛ اإلهس ا٢ٟ ٦ٰٜب ه٤وٜب أؿٟ  رزجنٙ فال٢ٟ
بء٠ٜ ه١غل أ٣ ١غبٛجٌ اٜوح ر٧ كبٙ٪ٮ ؽٟاإلٍال
ب٠٧ أؽل،٢ٰبٓؼ٤زٟ ٢ٰٔ ُوٯ٬ٛا ئ٪٠َٔ٣ ٓل ا٢ٰ٠َٜ٠ٛا
١َب٣ اإل١ ُٮ ثل١غبٛجٌ اٜوح ر٧ثشلح كب٩ ٯإٯل
. ٦٤غ٨ٯَز٩ ٖٛ٘و م٤ِوٯْ اٱفو ٯٛا٩

١غبٛك مٗو ا٪ع٩ ٬ٛلهاٍبد ئٛ ا٢ٟ ولٯلٛأشبهد ا
ه٪٨ كٚٓج٩ خ ٍؾٰٔخ٤ٟن أى٤ٟ٩ ١َب٣ ثبال٦هالٓز٩
٬ٛب طواؽخ ا٨٤ٟ ب ٯشٰوٟ ٕب٤٧ ١ ئٚ ث2 ،1 ٝاإلٍال
اػ٩األه٩ ٢ٰٰشٰبؿٛا٩ ١غبٛ ا٦ٛي٤ن٭ رٛؼوه اٛا
ؾؼبهادٖٛ ُٮ اٛم٩ ١َب٣ اإلٚٔه٩ شوٯوح ثغَلٛا
. ٮٜ٧غبٛوظو اٖٛ ُٮ اٛٗن٩ ٰخ٣٪ِوهٛا٩ وٯخٟ٪َٛا

5، 4، 3 ،1

٦ٛ أُوكد٩ ٦ٰذ ث٤ه٩ ١غبٛووة اٛمٗود ا
1،5
.ٚٓجبئ٩ هشبئو٩ خ هلٯلح٤ٟ٘أ٩ طِبد٩ بءًا٠ٍأ
ٜٞ ئما أكٰٜٚٛ ا٢ع٩ ب اٍززوٟ ٪٧ ٌخٜٛ ُٮ ا٢غٛا
7،6
.٢بكوٯ٤ٛ ا٢ٰ ه٢ هٞ٨ ألفزِبئ٢غٛا ثب٪٠ٍ٩
ٚاػن هلٯلح ث٪ٟ  ُٮ٢غٛ ا٬ٛ ئٞ٘وٯٛ ا١ٔواٛأشبه ا
ٖٛٗن،) ٢غٛهح ا٪ٍ( ٰٖٛذ ٗن٠ٍ هح٪ٍ ٕب٤٧ ١ا
 ُٮ١غبٛوح ا٧شوٯِخ كبٛٯخ ا٪ج٤ٛخ ا٤َٛذ اٛ٩ب٤ر
. ٬اهك شز٪ٟ
٢غٛوح ا٧ كبٝ٪٠ كهاٍخ ه٥ن٧ ب٤ كهاٍز٢ٟ وٯل٣ال
جًب٣ عبٙ٩ب٤اػؼ ٯز٩٩ ؾلكٟ ٝ٪٨ِٟ ب كهاٍخ٠٣ا٩
٬ب ٯلهٟ وح٧ كب٪٧٩  أال،١غبٛت ا٣ا٪ ع٢ٟ اؽلًا٩

 ٝ٪٨ِٟرٜجٌ اٛغب١

 ٢ٟ٩رزجن اٟ ٬ٛظبكه أهاء اِٛوٯٰٔ٩ ٢عل٣ب أ٠٨٣ب
ٯوعوب ١ئ ٬ٛرَِٰوٯٟ ٢قزٟ ٩ ٢ِٰٜز٤بٓؼٰ٤ٛ ٢ظٰ٢
أؽل٠٧ب ٓوا٣ٮ ٩االفو ؽلٯش ٣ج٪٭ ٠ٗ٩ب ٪ٟػؼ ُٮ
اك٣ب: ٥
٩ .1هك ُٮ اٱٯخ ٪ٍ ٢ٟ 275هح اٛجٔوح ٟب
ٯٜٮ ({اَٛنِٯ َ٢ٯَأُْٗ َ١٪ُٜاٛوِثَب َٛب ٯَُٔ َ١٪ُٟ٪ئَِٛب
ََٗ٠ب ٯَُٔ ُٝ٪اَٛنِ٭ ٯَزَقََجـُ ُ٦اٛشَ ْٰـَب َ٢ِٟ ُ١اٌِ٠َ ْٛ
مَِ َٖٛثِأََٓ ُْٞ٨َ٣ب٪ُٛا ئَِ٠َ٣ب اْٛجَْٰنُ ِٟضْ ُٚاٛوِثَب َ٩أَؽََٚ
هلَخٌ
ا ُ٦َٜٛاْٛجَْٰنَ َ٩ؽَوَ َٝاٛوِثَب َُ ْ٢َ٠عَب َءِ ْ٪َٟ ُ٥
َ َ٩أَُ ْٟو ُ٥ئِ ٬َٛاِ٦َٜٛ
 ْ٢ِٟهَثَُِ ِ٦بْ٣زََٟ ُ٦ََُٜ ٬َ٨ب ٍََ َٜ
 ْ٢ََٟ٩هَبكَ َُأُِ َٛ٩ئَٖ أَطْؾَبةُ اَ٤ٛبهِ َ٨ُِٰ ُْٞ٧ب
ؾُْ ا ُ٦َٜٛاٛوِثَب َ٩ٯُوْثِٮ
فَبِٛلُ )275( َ١٩ٯََ ْ٠
ؾتُ ََُِٗٗ َٚبهٍ أَصٍِٰٞ
اٛظَلََٓبدِ َ٩اَٛ ُ٦َٜٛب ٯُ ِ
([ })276اٛجٔوح ]
 .2عبء ُٮ اٛؾلٯش ا٤ٛج٪٭ اٛشوٯَ ُٮ
٪ٟػوٰ ٢ٰ٠٨ٟ ٢ؽلٯضب ١ا٣ظت هأ٭
اٛو٠ٜبء ؽ ٙ٪رَِٰو٠٧ب ٩االٍزش٨بك ث٠٨ب
ُٮ ٪ٟػ٪م رٜجٌ اٛغب ١ثبٛوً٢ٟ ٞ
٩ع٪ك أؽبكٯش أفو٨٤٘ٛ ٫ب  ٞٛروٓ ٬ئ٬ٛ
أٰ٠٧خ اٛؾلٯضٰ ٢ا٠ٛنٗ٪هٯ٠٧٩ ٢ب :
أ.

".

9،8

ة.

11 10

،

12، 10

٧ن٧ ٥ٮ ا٤ٛظ٪ص اإلٍالٰٟخ اٛزٮ أٍز٤ل ا٨ٰٛب
اِٛوٯٔب ١ا٠ٛز٤بٓؼبُ ١ٮ ٪ٟػ٪م رٜجٌ اٛغبٞٛ٩ ،١
٣غل أ٭ كٟ ٰٚٛوزجو آفو ٯؼبٍ ئ ٬ٛر ٖٜاألكٛخ
اٛشوهٰخ هلا ؽلٯش ا٠ٛوأح ٩اٛظجٮ  ٪٧٩ؽلٯش
ػوَٰ علًا ٟ٩شُ٘ ٕ٪ٮ طؾزٛ ٦لٟ ٫ول ٞاٛو٩اح.
المنكرون :
ٔٛل أ٘٣و ُوٯْ  ٢ٟا ٢ٰ٠َٜ٠ٛرٜجٌ اٛغب٣٩ ١بٓش٪ا
ر ٖٜاألكٛخ ؽٰش مٗو اٛيٟقشو٭ ا٠ٛوزيٛٮ ُٮ
رَِٰو٪َٛ ٥هح اٛجٔوح اٯخ  275أ٩" ١رقجؾ اٛشٰـب١
 ٢ٟىه٠بد اٛووة ،ٯيه ١٪٠أ ١اٛشٰـب ١ٯقجؾ
13
اإلَ٣بُٰ ١ظوم٪ُ ..هك هٟ ٬ٜب ٗب٪٣ا ٯوزٔل"١٩
ٗ ،ن ٖٛأ٩هك أث ٪هٜٮ اٛغجبئٮ ا٠ٛوزيٛٮ أ٧" ١نا
ثبؿ ٚأل ١اٛشٰـب ١ػوَٰ ال ٯٔله ه ٬ٜطوم
ا٤ٛبً ٓ٩ز٩ ٞ٨ٜأ ١اٛشٰـب ١ٯ ٌ٠اإلَ٣ب ١ثٍ٪ٍ٪ز٦
ُٔؾ " ٟ ٪٧٩ 15، 14ب شلك ه ٦ٰٜأٛبػٮ هجل اٛغجبه
ا٠٨ٛنا٣ٮ ُٮ "ئ ٌٟ ١اٛشٰـب ١ئ٠٣ب ُ ٪٧ٮ
اٍ٪ٍ٪ٛخ ٗ٠ب ٓب ٙروبُ ٬ٛٮ ٓظخ أٯ٪ة (٤َٟٮ
اٛشٰـب ١ث٤ظت ٩هناة) ٍ٪هح ص٠ٗ ،31 :ب ٯٔبٙ
ُٰ ٢٠رِ٘و ُٮ شٮء ٯٌٓ ٦٠ل  ٦َٟاٛزوت٩ ،ثٰ ٢مٖٛ
ُٓ ٦ٛ٪ٮ طِخ اٛشٰـبٟ٩( ١ب ٗبٛ ١ٮ ه٢ٟ ٰٜٞ٘
ٍٜـب ١ئال أ ١كه٪رُ٘ ٞبٍزغجزٛ ٞٮ) ٍ٪هح
ئثوا.16 ":ٰٞ٧
أشبه أٛبػٮ هجل اٛغجبه ئ ٬ٛأٓ ١لهح اٛشٰـبُ ١ٮ
اٛزأصٰو ه ٬ٜاإلَ٣بٟ ١ؾظ٪هح ُٮ اٍ٪ٍ٪ٛخ ٩ال
16
ٯؾلس ُٰ ٢٠ٯ ٦ٛ ً٪ٍ٪رٌٰٰو هٔ٩ ٚعَ. ٞ
ٔٛل م٧ت ٟول ٞاَِ٠ٛوٯ ٢ا٠ٛوبطوٯ ٢ئ ٬ٛأ٘٣به
كف ٙ٪اٛغ ٢ثل ١اإلَ٣ب٪ٍٜ٘٩ ١ا ُٮ رَِٰو اٱٯخ
 ٢ٟ 275اٛجٔوح ًٍٗ٪ٜب ٨٣٩غًب ٪ٟؽلًا  ٞ٨٤ٟ٩اٛشٰـ

ٟؾ٠ل هشٰل اٛوج٪ك٭

ؿ٤ـب٩٭ ع٧٪و٭٩ 17اٛشٰـ أؽ٠ل ٟظـِ٬
ا٠ٛواًٮ٩ 18اٯخ اهلل اَٰٛل ُؼ ٚاهلل٩ 19اٛشٰـ ٟ٘بهٝ
اٛشٰواى٭. 20
ٔٛل  ٬ِ٣اٛشٰـ ٟؾ٪٠ك شٜز٪د أ ١رٜ٘ٛ ١٪غٟٔ ٢لهح
ه ٬ٜرٜجٌ عَل اإلَ٣بٓ٩ 21١ب " ٙئ٧ ١نا  ٢ٟأ٧٩بٝ
21
ا٤ٛبً ٟ٩ظله ٥فبهط ه ٢ا٠ٛظبكه اٛشوهٰخ "
٩أػبٍ "ٜٛ ٌٰٛغٟ ٢ن اإلَ٣ب ١شٮء ٩هاء اٛله٪ح
21
٩ا٪ٛهل ٩اٍ٪ٍ٪ٛخ ٩اإلًواء ٩اٛزيٯٰ" ٢
م٧ت ٗن ٖٛاٛشٰـ ٟؾ٠ل اٌٛياٛٮ ا ٬ٛأ ١هلا٩ح
اٛشٰـبٛ ١الَ٣ب ١الرول ٫٪ٍ ٩ا٪ٍ٪ٛاً ٩اٛقلام
٩األٍزٌِب٩ ٙأ٘٣و كف ٙ٪عَل االَ٣ب٩ ١أهزجو ٧نا
االهزٔبك  ٢ٟاأل٧٩ب٩ ٝاٛقواُبد اٛزٮ شبهذ ثٰ٢
ا٤ٛبً . 22
أ٘٣و ٗن ٖٛاٛشٰـ ٯ ٍَ٪أٛوػب٩٭ َٟأٛخ رٜجٌ
اٛغب٘٣ ١وا٣بً شلٯلًا ٩هل٧ب كب٧وح رشٰو ئ ٬ٛاِٛواى
اٛو٩ؽٮ ٩اٛؤبئل٭ ؽٰش أشبه ئ ٬ٛأ ١ا٤ٛبً ٞٛ
ٯزؾلص٪ا ث٨نا ُٮ هظو اٛوٍ ٙ٪ا٘ٛوٯٟ٩ " ٞب
هأٯ٤ب ٞ٧ٯشٌ ١٪ٜأ ٞ٨َِ٣ث٨ن ٥اٛزِب٧بد أل ١ؽٰبرٞ٨
ٗب٣ذ ٰٜٟئخ ٩ؽبُٜخ "  ، 23ثٔٛ ٚل هل٧ب  ٢ٟصٔبُخ
هظ٪ه اٛزواعن ٩ا٨ٛيٯ٠خ .23
أشبه اَٰٛل ُؼ ٚاهلل ئ ٬ٛأ " ١اهلل روب ٞٛ ٬ٛٯَٜؾ
اٛغ ٢ه ٬ٜاالَ٣ب ١ث٨نا ا٠ٛو ٬٤ثً ٚبٯخ ٟب أهـب٥
أ ١أ٣لو ٥ئ ٬ٛٯ ٝ٪ٯجوضٟ ، ١٪ن ٓلهح اٍ٪ٍ٪ٛخ
ٛإلَ٣بٍ ١وًٰب ألً٪ائ٩، 24 ٦أشبه ٗن ٖٛئ ٬ٛأٞٛ" ٦٣
ٯل٨و  ٢ٟأٛوا ١ا٘ٛوٯ ٞأ ١اٛغ ٢ٯزٜجَ ١٪ثبإلَ٣ب١
٩أ ٞ٨٣ٯإمٟ٩ ٦٣٩ب ئ ٬ٛمُ٩ 24 " ٖٛٮ هك ٥ه٬ٜ
ٍإاٟ٘ ٙز٪ة ٩ع ٦ٛ ٦٨ا٠ٛإ َٛأعبة اَٰٛل ُؼٚ
اهلل ث٠ب ٯٜٮ " َٟأٛخ رٜجٌٰ اٛغٛ ٢إلَ٣ب ١أٟو ٞٛ
ٯضجذ ٩آوٰز ٦ثبألكٛخ اٛشوهٰخ٧٩ ،نا ال ٍجٰ ٚئ٬ٛ
ٟووُز ٦ثٌٰو أ ١ٯل ٙه ٦ٰٜكٟ ٰٚٛوٰ ٢ٟ ٢ئفجبه اهلل
هي ٩ع ٚأ ٩ا٠ٛوظ ،٢ٰٟ٪أل ٦٣ال َ٣زـٰن هٰ٠ٜبً أ١
َِّ٣و كب٧و األٟواع اٛوظجٰخ ٟ٩ب ٯظبؽج٨ب ٢ٟ
رظوُبد ًٰو ؿجٰوٰخ ٠ٜٛوٯغ ثأ٨٣ب ؽبٛخ رٜجٌ
ٜٛغ َُٰ٘ ٢اَٛجٰ ٚإلصجبد م ،ٖٛث ٚئ ٦٣ٯَِّو ثؾبٛخ
ٟوػٰخ ٨ٛب أٍجبث٨ب ٩ؿجٰوز٨بُ ،ا ١اإلَ٣ب ١عَٞ
٠ٗ٩ ،ٌِ٣٩ب أ٤٧ ١بٕ أٟواػبً ٩أهواػبً ٜٛغَٞ
رقوع ٦ه ٢ؿ٪ه اٛؾبٛخ اٛـجٰوٰخ ٛو ٚ٠أع٨ير٦
٩٩كبئِ٤٨ُ ٦بٕ أٯؼبً أٟواع ٓ ٌِ٤ٜٛل رقوع٨ب ه٢
ؿجٰوز٨ب ئ ٬ٛافزالٟ ٙوٰٟ ،٢ب أفجو٣ب اهلل هي ٩عٚ
ث ٢ٟ ٦أٟو اٛشٰـب٩ ١هالٓز ٦ثبإلَ٣ب ٪٧ ١ئ٦٣
ٯٛ ً٪ٍ٪ج٤ٮ آك٩ ٝٯشبهُٗ ٞ٨ٮ األ٪ٟا٩ ٙاأل٩الك
٩ٯأرٰ ٢ٟ ٞ٨ثٰ ٢أٯلٯ ٢ٟ٩ ٞ٨ف٩ ٞ٨ِٜه ٢أٯ٠بٞ٨٣
٩ه ٢ش٠بئًٰ٩ ٞ٨ٜو م٠ٟ ٖٛب ٯ٤لهط ػ ٢٠ؽوٗز٦

ُٮ اإلً٪اء ٩ؽوٍ اَٰ٠ٛوح اإلَ٣بٰ٣خ ه ٢اٛقؾ
اَ٠ٛزُٰٔ ٞٮ ٗ ٚا٠ٛغبالد٩ ،أٟب أ ٦٣ٯلف ٚاٛغَٞ
ه٣ ٬ٜؾ ٪ٯظوم اإلَ٣ب٨ُ ١نا  ٞٛٯضجذ٩ ،أٟب ٟب
مٗو ٥أٛوآُ ١ٮ اٛؾلٯش ه ٢رشجٰ ٦آٗ ٚاٛوثب ثأ ١ال
ٯٔ ٝ٪ئال ٗ٠ب ٯٔ ٝ٪اٛن٭ ٯزقجـ ٦اٛشٰـب ٢ٟ ١ا،ٌ٠ٛ
ُ٨نا ال ٯِٰل ٟو ٬٤اٛزٜجٌ اٛن٭ ٯل ٦٤ا٤ٛبً ،ث٪٧ ٚ
اٛزأصٰو هُ ٦ٰٜٮ ؽوٗخ هٰٛ ٦ٜ٠قوط ه ٢ر٪اى٠ُ ،٦٣ب
٩هك  ٪٧اٛزوّ٪م ثبهلل روب ٢ٟ ٬ٛشو اٛغ٩ ٢اإلٌ٣
٩اٛزؾوّى ه ٢م ٖٛثنٗو اهلل روب٩ ٬ٛاٛزؤّ٩ ٚاإلهز٠بك
ه ٬ٜا٨ٛلاٯخ اإلّٰ٨ٛخٟ ٌٰٛ٩ ،وبٛغخ ٟب ٯل ٢ثأ٦٣
25
رٜجٌ ثأه٠ب ٙال طؾخ ٨ٛب".
أعبة أٯخ اهلل اٛشٰـ اٰٛؤ٪ثٮ ُٮ ٟووع هك ٥ه٬ٜ
ٍإاٟ٘ ٙز٪ة ٓ ٢ٟج ٚا٠ٛإ َٛث٠ب ٯٜٮ " ال ٣غل
كٰٛالً ٜٛزٜجٌ ثبٛغ . ٢ث ٚاٛل ٰٚٛه ٬ٜفالُ ، ٦أل١
اٛغ ٞٛ ٢ٯَُٜـ٪ا ه ٬ٜث٤ٮ آك ٝث٨نا اٛش٘٧٩ ، ٚنا
ٗجٰو ٞ٧اث ٌٰٜٯٔ ٙ٪ثؾَت أٛوآ ١ا٘ٛوٯََٟ٩( ٞب َٗبَ١
هْ٪رَُُُ٘ ْٞبٍْزَغَجْزُْٞ
ِٛٮَ هَْٜ ٍُ ٢ِٟ َُْٰٜٞ٘ـَب ٍ١ئِالَ أَ ١كَ َ
ِٛٮ)ئثواٟ٩ ، 22ٰٞ٧ب ٯزؾلس ه ٦٤ا٤ٛبً ٠ٟب ٯَ٦٣٪٠
رٜجَبً ٧ٮ أ٧٩ب٩ ٝأٟواع َِٰ٣خ ٩هظجٰخ
26
ٗبٛشٰيُ٩وٯٰ٤ب ٣٩ؾ٧٪ب ".
المؤيذون :
رجٰ ٢أ ٢ٟ ١أ٩ػؼ ٩أشل ا٠ٛإٯلٯ ٝ٪٨ِ٠ٛ ٢رٜجٌ
اٛغبُ ١ٮ اٛضٔبُخ االٍالٰٟخ ٩أٓل ٪٧ ٞ٨ٟاٛشٰـ اث٢
رٰٰ٠خ (٧ 728-661غوٯخ ا٭ ) ٝ 1328-1263
،ث ٚهث٠ب ٯ٘ ١٪أ ٢ٟ ٙ٩رؾلس طواؽخ ٩ث٪ػ٪ػ
ؽ٧ ٙ٪نا ا ٝ٪٨ِ٠ٛام ٓب " ٙأ ١كف ٙ٪اٛغ٤ٮ ُٮ ثل١
اإلَ٣ب ١صبثذ ثبرِبّ أئ٠خ أ ٚ٧ا٤َٛخ ٩اٛغ٠بهخٓ ،بٙ
اهلل روب :٬ٛاَّٛنِٯ َ٢ٯَأُْٗ َ١٪ُٜاٛوِّثَب ال ٯَُٔ َ١٪ُٟ٪ئِال ََٗ٠ب
ٯَُٔ ُٝ٪اَّٛنِ٭ ٯَزَقَّجَـُ ُ٦اٛشَّ ْٰـَب َ٢ِٟ ُ١اُ٩ ،)ٌِّ٠َ ْٛٮ
اٛظؾٰؼ ه ٢ا٤ٛجٮ ط ٬ٜاهلل هٓ ٍٜٞ٩ ٦ٰٜب(( :ٙئ١
27
اٛشٰـب ١ٯغو٭  ٢ٟاث ٢آكٟ ٝغو ٫اٛل.))ٝ
ٗن ٖٛطوػ اٛشٰـ أث ٢رٰٰ٠خ ٩ث٪ػ٪ػ ه ٬ٜأ،" ١
ُ ٌٰٛ٩ٮ أئ٠خ ا ٢ٟ ٢ٰ٠َٜ٠ٛٯ٘٤و كف ٙ٪اٛغ٤ٮ ُٮ
ثل ١ا٠ٛظو٩م ٢ٟ٩ ،أ٘٣و م٩ ٖٛاكه ٬أ ١اٛشوم
ٯ٘نة مُٔ ٖٛل ٗنة ه ٬ٜاٛشوم"  28أ٩هك اٛشٰـ اث٢
رٰٰ٠خ ٣ظًب ٛوجل اهلل ث ٢االٟب ٝأؽ٠ل ث ٢ؽ٤جٜٓ(" ٚذ:
ألثٮ ئٟ٪ٓ ١بً ٯيه ١٪٠أ ١اٛغ٤ٮ ال ٯلفُ ٚٮ ثل١
اإلَ٣ٮُٔ ،ب :ٙٯب ث٤ٮ ٯ٘نث ٪٧ ١٪ما ٯز٘ ٜٞهَٛ ٬ٜب٦٣
٧٩نا ٟجَ٪ؽ ُٮ ٪ٟػو٣ ٞٛ٩، 29، 28)٦غل ٟظلهًا
أفو ٯ٧ ٚٔ٤نا اٛؾلٯش ًٰو اٛشٰـ أث ٢رٰٰ٠خ ٢ٟ٩
 ٦ٜٔ٣ه ٢ٟ ٦٤ا٠ٛزأفوٯ.٢

 ٝ٪٨ِٟرٜجٌ اٛغب١

ٔٛل رؾلس اٛشٰـ اث ٢رٰٰ٠خ هٟ ٢شب٧لاد ث٩ ٚه٢
٠ٟبهٍبد عود ه ٬ٜٯلٯ ٦إلفواط اٛغُ ٢ٮ
ؽ٪اكس ٗضٰوح "ُا ٦٣ٯظوم اٛوعُٰ ٚز٘ ٜٞثَٜب ١ال
ٯووٍ ٟو٤ب٩ ،٥ٯؼوة ه ٬ٜثل ٦٣ػوثبً هلٰ٠بً ٪ٛ
ػوة ث ٦ع ٚ٠ألصو ث ٦أصواً هلٰ٠بً٩ ،ا٠ٛظو٩م
ٟن ٧نا ال ٯؾٌ ثبٛؼوة ٩ال ثب٘ٛال ٝاٛن٭ ٯٔ،٦ٛ٪
ٓ٩ل ٯغو ا٠ٛظو٩م ًٰو ا٠ٛظو٩م ٩ٯغو اٛجَبؽ
اٛن٭ ٯغ ٌٜه٩ ٦ٰٜٯؾ ٙ٪اٱالد ٩ٯٟ٘ ٢ٟ ٚٔ٤بٍ١
ئٟ٘ ٬ٛب٩ ،١ٯغو٭ ًٰو م ٢ٟ ٖٛاأل٪ٟه  ٢ٟشب٧ل٧ب
أُبكر ٦ه٠ٜبً ػو٩هٯًب ثأ ١ا٤ٛبؿْ هَٛ ٬ٜب ١اإلَ٣ٮ
٩ا٠ٛؾوٕ ٨ٛن ٥األعَب ٝع ٌ٤آفو ًٰو اإلَ٣ب"١

32، 31، 30،29،

ٔٛل هبٛظ اث ٢رٰٰ٠خ االَ٣ب ١ا٠ٛظو٩م ٟواد هلٯلح
٩م ٖٛثافواط اٛغ٩ ٢رؾلس هٓ ٦َِ٣ ٢بئالً "٨ٛ٩نا
ٓل ٯؾزبط ُٮ أثواء ا٠ٛظو٩م ٩كُن اٛغ ٢ه ٦٤ئ٬ٛ
اٛؼوة ُٰ،ؼوة ػوثًب ٗضٰوًا علًا ٩،اٛؼوة ا٠٣ب
ٯٔن ه ٬ٜاٛغ٤ٮ ٩ال ٯؾٌ ث ٦ا٠ٛظو٩م  ،ؽز ٬ٯِْٰ
ا٠ٛظو٩م ٩ٯقجو أ ٞٛ ٦٣ٯؾٌ ثشٮء  ٢ٟم٩ ، ٖٛال
ٯإصو ُٮ ثل٩ ، ٦٣ٯ٘ٓ ١٪ل ػوة ثوظب ٓ٪ٯخ ه٬ٜ
هع٣ ٦ٰٜؾ ٪صالص٠بئخ ،أ ٩أهثو٠بئخ ػوثخ أ ٩أٗضو أ٩
أٓ ٚثؾٰش ٗ ٪ٛب ١ه ٬ٜاإلَ٣ٮ ٔٛز٩ ، ٦ٜا٠٣ب  ٪٧ه٬ٜ
اٛغ٤ٮ ٩ ،اٛغ٤ٮ ٯظٰؼ ٩ٯظوؿ ٩ٯؾلس اٱفوٯ٢
ثأ٪ٟه ٟزولكح ٠ٗ،ب ٓل ُو٤ٜب ٣ؾ٧ ٢نا ٩عوث٤بٟ ٥واد
31، 29
ٗضٰوح ٯـ٩ ٙ٪طِ٨ب ثؾؼوح فٗ ْٜضٰوٯ"٢
مٗو ٗن ٖٛاث ٢رٰٰ٠خ " أ ١طوم اٛغٛ ٢إلٓ ٌ٣ل
ٯ٘ ١٪ه ٢ش٪٨ح ٩ ٫٪٧٩هشْٓ٩ ،ل ٯ٘ ١٪ه٢
ثٌغ ٟ٩غبىاح  ٢٠ٛآمآ٩ ،ٞ٧ل أ٘٣و ؿبئِخ ٢ٟ
ا٠ٛوزيٛخ كف ٙ٪اٛغُ ٢ٮ ثل ١ا٠ٛظو٩مُ ٌٰٛ٩ ،ٮ
أئ٠خ ا ٢ٟ ٢ٰ٠َٜ٠ٛٯ٘٤و كف ٙ٪اٛغُ ٢ٮ ثل١
ا٠ٛظو٩م ًٰ٩و. 35 ، 34 ، 33 "٥
ئٟ ١ب ٯإافن ه ٦ٰٜاٛشٰـ اث ٢رٰٰ٠خ ٓ ٢ٟج ٚا٘ٛضٰو ٢ٟ
ٟوبطوٯ٩ ٦ا٠ٛزأفوٯ ٢هٗ ٪٧ ٦٤ضوح اٛزوٰٞ٠
٩االٍزوغب ٙثبٍزقلا٠ٜٗ ٦ٟبد ٟض ٚارِبّ ا ََٜٛأ٩
37 ،36
ارِبّ أ ٚ٧ا٤َٛخ ٩اٛغ٠بهخ .
 ٚٔ٣اث ٰٞٓ ٢اٛغ٪ىٯخ ٟشب٧لارٛ ٦شٰق ٦اث ٢رٰٰ٠خ ٪٧٩
ٯزوبٟ ٟٚن ٧إالء ا٠ٛوػ ٬ؽٰش ٓب٩" ٙشب٧لد
شٰق٤ب ٯوٍ ٚئ ٬ٛا٠ٛظو٩م  ٢ٟٯقبؿت اٛو٩ػ اٛزٮ
ُٰ٩ ٦ٯٔٓ :ٙ٪ب ٖٛ ٙاٛشٰـ أفوعٮُ ،ا٧ ١نا ال ٯؾٚ
 ُِْٰٰ ،ٖٛا٠ٛظو٩م٩ ،هث٠ب فبؿج٨ب ث٩ ،٦َِ٤هث٠ب
ٗب٣ذ ٟبهكح ُٰقوع٨ب ثبٛؼوة ُِْٰٰ ،ا٠ٛظو٩م،
39 ، 38
ٓ٩ل شب٧ل٣ب ٣ؾًٰ٩ ٢و٣ب  ٦٤ٟمٟ ٖٛواهًا".

مٗو اث ٢ؽغو اٛؤَال٣ٮ ُٮ رو ٦ٰٜٔه ٬ٜؽلٯش
ا٠ٛوأح اٛزٮ طوهذ ( أ ٝىُو ) ثأ ١طوه٨ب ٗب١
12
 ٢ٟاٛغ ٢ال  ٢ٟطوم اٛقٜؾ .
أهبك أٯؼًب اٛشٰـ اٛشجٜٮ ٟب ؿوؽ ٦اث ٢رٰٰ٠خ ٟ٩ب
34
عبء ث ٢ٟ ٦اهزٔبك ثزٜجٌ اٛغب. ١
ٔٛل ٩عل٣ب ُٮ ٗزبة (ؿجٔبد اٛؾ٤بثٜخ ) ٜٔٛبػٮ اثٮ
ٯو ٬ٜاِٛلاء مٗو ٛؾبكصخ ٟن اإلٟب ٝأؽ٠ل ث ٢ؽ٤جٞٛ ٚ
٣غل٧ب ُٮ أ٭ ٟظله أفو ٗ ٢ٟزت اٛؾ٤بثٜخ ،ثٔٛ ٚل
٩عل٣ب أ ١اٱفوٯ ٢ٯ٧ ١٪ٜٔ٤ن ٥اٛؾبكصخ ه٧ ٢نا
اٛـوٯْ ُٔؾ ٩الٯ٪عل ٟظله آفو ٯإٯل ر ٖٜاٛؾبكصخ
ِٟ٩بك٧ب " أ ١اإلٟب ٝأؽ٠ل ث ٢ؽ٤جٗ ٚب ١ٯغُ ٌٜٮ
َٟغلُ ٥بِ٣ن ئ ٦ٰٛاٛقِٰٜخ اٛوجبً ا٠ٛز ٚٗ٪طبؽجبً ٦ٛ
ٯو ٦٠ٜأ ١عبهٯخ ث٨ب طومٍ٩ ،أ ٦ٛأ ١ٯله ٪اهلل ٨ٛب
ثبٛوبُٰخُ ،أفوط  ٦ٛأؽ٠ل ٣وٜٮ فشت ثشوإ ٢ٟ
ف٪ص ٪ٜٛػ٪ء ُلُو ٦ئ ٬ٛطبؽت ٓ٩ ،٦ٛب:٦ٛ ٙ
اٟغ ئ ٬ٛكاه أٰٟو ا٠ٛإ٩ ٢ٰ٤ٟرغ ٌٜه٤ل هأً
اٛغبهٯخ ٩رٔ ،٦ٛ ٙ٪ٯو٤ٮ اٛغٓ :٢ب ٖٛ ٙأؽ٠ل :أٯ٠ب
أؽت ئ ٰٖٛرقوط ٧ ٢ٟن ٥اٛغبهٯخ أ ٩رظِن ث٨ن٥
ا٤ٛوٍ ٚجوٰ٠ُ .٢ؼ ٬ئٓ٩ ،٦ٰٛبٟ ٦ٛ ٙضٟ ٚب ٓبٙ
اإلٟب ٝأؽ٠لُٔ ،ب ٦ٛ ٙا٠ٛبهك هَٛ ٬ٜب ١اٛغبهٯخ:
ا٠َٛن ٩اٛـبهخ ٪ٛ ،أٟو٣ب أؽ٠ل أ ١ال  ٰٞٔ٣ثبٛوواّ
ٟب أٓ٤٠ب ث ،٦ئ ٦٣أؿبم اهلل ٢ٟ٩ ،أؿبم اهلل أؿبهٚٗ ٦
شٮء٩ ،فوط  ٢ٟاٛغبهٯخ ٧٩لأد ٩هىٓذ أ٩الكاً،
ُ٠ٜب ٟبد أؽ٠ل هب٩ك٧ب ا٠ٛبهكُ ،أِ٣ن ا٠ٛز ٚٗ٪ئ٬ٛ
طبؽج ٦أثٮ ث٘و ا٠ٛو٩م٭ ٩هوُ ٦اٛؾبُ ،ٙأفن
ا٠ٛو٩م٭ ا٤ٛوٟ٩ ٚؼ ٬ئ ٬ٛاٛغبهٯخ ٦٠ُٜ٘ ،اٛوِوٯذ
هَٛ ٬ٜب٨٣ب :ال أفوط ٧ ٢ٟن ٥اٛغبهٯخ ٩ال أؿٰوٖ
٩ال أٓج ،ٖ٤ٟ ٚأؽ٠ل ث ٢ؽ٤ج ٚأؿبم اهللُ ،أٟو٣ب
ثـبهز. 40، 34 ".٦
ٔٛل عبء ٛل ٫ثوغ ا٠ٛشبٯـ ا٠ٛوبطوٯٟ ٢بٯويى
 ٝ٪٨ِٟاٛزٜجٌ ٩ٯإٯل٠ٗ ٥ب عبء ُٮ ُزب ٫٩ثوغ ٗجبه
ه٠ٜبء اَٛو٪كٯخ ٠ٗ٩ب ٯٜٮ "  ٌٟ٩اٛغٛ ٢إل ٌ٣أٟو
ٟو ٢ٟ ٝ٪ٜا٪ٛآن٩ ،رَزوٜٛ ٚ٠والط  ٦َٟ ٢ٟاألك٩ٯخ
اٛشوهٰخ  ٢ٟاٛلهبء ٩أٛواءح ه ٦ٰٜثشٮء ٢ٟ
41
أٛوآ. "١
أُز ٬اٛشٰـ هجل اٛويٯي اث ٢ثبى  "٢ٟئ ١ئ٘٣به كفٙ٪
اٛغ٤ٮ ُٮ ثل ١االَ٣ٮ ٣شأ هٜٓ ٢خ اٛو ٜٞثبال٪ٟه
اٛشوهٰخ ٩ث٠ب ٓوه ٥أ ٚ٧اٛو ٢ٟ ٜٞأ ٚ٧ا٤َٛخ
٩اٛغ٠بهخ٩ ،ئما فِٮ ٧نا االٟو هٗ ٬ٜضٰو ٢ٟ
األؿجبء  ٞٛٯ٘ ٢م ٖٛؽغخ ه ٬ٜهل٩ ٝع٪ك ٥ث ٚٯلٙ
م ٖٛه ٬ٜع ٞ٨ٜ٨اٛولٰ ٞث٠ب هًٰ ٦٠ٜو ٢ٟ ٞ٧اٛو٠ٜبء

ٟؾ٠ل هشٰل اٛوج٪ك٭

ا٠ٛوو ٢ُٰ٩ثبٛظلّ ٩األٟب٣خ ٩اٛجظٰوح ثأٟو اٛلٯ٢
43، 42
ث ٪٧ ٚئع٠بم  ٢ٟأ ٚ٧ا٤َٛخ ٩اٛغ٠بهخ ".
ٗن ٖٛاُز ٬اٛشٰـ هجل اهلل ث ٢اٛغجوٯ " ٢أ ١اٛغ٢
ٯزٜجٌ ثبإل ،ٌ٣أل ١اٛغ٤ٮ ٟغوك ه٩ػ ثال عَل،
ُ٨ن ٥اٛو٩ػ ٛقِز٨ب رلفُ ٚٮ عَل اإلَ٣ب٩ ١رزٌٜت
ه ،٦ٰٜثؾٰش ال ٯجٔٛ ٬و٩ػ اإلَ٣ب ١ئؽَبًُٜ ،نٖٛ
ٯ٤ـْ اٛغ٤ٮ هَٛ ٬ٜب٩ ٦٣ٯزظوٍ ُٰ٩ ،٦ئما ػوة
ُا٠٣ب ٯٔن األ ٞٛه ٬ٜاٛغ٤ٮ ،ثؾٰش ئما ُبهٓ ٞٛ ٦ٯزنٗو
اإلَ٣ٮ ٟب ؽظ٩ ،٦ٛ ٚال ٯو ٫ه ٦ٰٜآصبه األ،ٞٛ
٩ثؾٰش ٯشب٧ل ؽب ٙاٛزٜجٌ ٯِو ٚأشٰبء ًوٯجخ،
ٗلفُ ٦ٛ٪ٮ ا٤ٛبه ٩اثزاله ٦اٛغ٠و ٨٤ٟب٩ ،ؽ٦ٜ٠
األشٰبء اٛضٰٜٔخ٩ ،ػوة  ٦َِ٣ثبٛؾغو ا٘ٛجٰو ٣٩ؾ٪
م٩ 44 .ٖٛٯَز٠و ُٮ ُز٪اٟ٩ ،" ٙ٪ُٰٔ ٥ز ٬اثزٜٮ
أؽل ثبٛظوم ٟ٩الثَخ اٛغ٤ٮ ُا ٦٣ٯوبٛظ ثبٔٛوآ،١
ُ٤٨بٕ ٓواء ٟزقظظ ١٪إلفواط اٛغٞ٨ٛ٩ ،٢
ٟووُخ ثِٰٰ٘خ ئفواع ٪ٛ٩ ٦ثبٔٛز٩ ،ٚمٟ ٖٛووٍ٩
44
ه٤ل ٞ٧ثـوّ ٟزجوخ " .
المناقشة :
٧ن٧ ٥ٮ ٟول ٞاٱهاء اٰ٨ِٔٛخ اٛزٮ ٩هكد ه٢
اِٛوٯٰٔ َٰٗ٩ ٢أٍز٤لد ئ ٬ٛا٤ٛض أٛوآ٣ٮ ٩اٛؾلٯش
 ،ؽٰش أ ١اٱٯخ ٪ٍ: 275هح اٛجٔوح ر ٞرَِٰو٧ب
٩ثش٘٩ ٚاػؼ ٩ه ٬ٜٯل عٜ٠خ  ٢ٟاَِ٠ٛوٯ ٢ث٠ب
ٯِ٤ٮ َٟأٛخ اٛزٜجٌ ٩ال ٯزَن ا٠ٛغبَٛ ٙوك٧ب
٩ثبإلٟ٘ب ١اٛوع٪م ئٟ ٬ٛولٗ ٞزت اٛزَِٰو ٨٠٨ِٛب ٩
اكهإ اهرجبؿ٨ب ثشوػ اٛؾبٛخ اَِٰ٤ٛخ اٛزٮ رظبؽت
18، 16، 15، 14، 13
 ٢ٟٯلف ٚهب ٞٛا٠ٛوبٟالد اٛوث٪ٯخ .
48، 47، 46، 45، 19،

أ ١اٛؾلٯضٰ ٢ا٤ٛج٪ٯٰ ٢اٛشوٯِٰ ٢اٛنٯ٩ ٢هكا ُٮ ٍوك
ٓظخ ى٩عخ ا٤ٛجٮ ا٘ٛوٯُ٩ ٞٮ ٓظخ اٛظؾبثٰخ أٝ
ىُوٓ ،ل مٗوا ُٮ اٛظؾٰؾُٰ ٢ٮ أث٪اة َٰٛذ ٨ٛب
هالٓخ ثبٛزٜجٌ ٗ٠ب ٯزؼؼ م ٢ٟ ٖٛأث٪اة اٛؾلٯش
اٛزٮ ٜٔ٣ذ ُٰ٨ب اٛو٩اٯزٰ٩ ٢ال ٯ٪عل ٟب ٯشٰو ا٬ٛ
ٓظخ اٛزٜجٌ ُٮ اٛؾلٯضٰ. ٢
أٟ ١ب ٩هك ُٮ ؽلٯش ى٩عخ ا٤ٛجٮ ٯل٩ ٙث٪ػ٪ػ ربٝ
ه ٬ٜأ ١روجٰو اٛشٰـب ١ٯغو٭ ٟغو ٫اٛلُ ٝٮ
اٛوو ّ٩ئ٠٣ب  ٪٧روجٰو ٟغبى٭ ٟؾغ ئم أ ١اٛؾلٯش
ٯشٰو ٩ث٪ػ٪ػ رب ٝئ ٬ٛكُن اٛشج٨بد ٩ارٔبء
ٍ٩ب ً٩اٛشٰـب. ١
أٟب ٟب ٩هك ُٮ ٓظخ اٛظؾبثٰخ أ ٝىُو ُٰ٢٘٠
رَِٰو ٥هَٰ٠ٜب ٩ثجَبؿخ شلٯلح ئم أ٤٧ ١بٕ َ٣جخ
الثأً ث٨ب ٟ ٢ٟوػ ٬اٛظوم ٛلٯُ ٞ٨زوح ىٰ٤ٟخ

ٓظٰوح (كٰٓٔخ أ ٩أٗضو ) ٓج ٚؽل٩س ا٪٤ٛثخ ٯو١٪٠ٜ
ُٰ٨ب ثزؾْٔ ٪ٓ٩م ٪٣ثخ اٛظوم ٠ٟب ٯغو ٞ٨ٜٯأفن١٩
االؽزٰبؿبد اٛالىٟخ  ٢ٟاثزوبك ه٪ٟ ٢اؿ ٢اٛقـو
٩ه ٢اٛـوٯْ اٛوب ٝأ ٩اٛغًٰ٩ ً٪ٜو٧ب  ٢ٟا٪٠ٛآَ
اٰٟ٪ٰٛخ ٧.نا ٟ ٪٧ب ؽظٟ ٚن اٛظؾبثٰخ اٛغٰٜٜخ
ثجوٗخ كهبء ا٤ٛجٮ األٗو( ٝص) ؽٰش ؿٜجذ أ١
ٯله٨ٛ ٪ب ثأ ١ال رز٘شَ ٩ؽظ٨ٛ ٚب م ،ٖٛأم أ٨٣ب
ثول م ٖٛأفند رو ٜٞثٓ٪ذ ا٪٤ٛثخ ُززغ٤ت اٛـوٯْ
٩رغٗ ٌٜٮ ال ر٘٤شَ ٩رؾب ٙ٩ثن ٖٛاالٍززبه .
أ٤٣ب ثبٍزوواع ر ٖٜاالكٛخ ٣غل ٩ث٪ػ٪ػ أٝ٪٨ِٟ ١
رٜجٌ اٛغب٩ ١اٗ ١بٓ ١ل ٍجْ االٍال ٝئال أٞٛ ٦٣
ٯل٨و ُٮ اٛوظ٪ه االٍالٰٟخ األ٣ ٞٛ٩ ،٬ٛ٩غل
ؽ٪اكس ٟوزجوح ر ٚٔ٤ه ٢ا٤ٛجٮ االٗو ( ٝص) أ٩
أ ٚ٧ثٰز ٦ا٘ٛوا ٝأ ٩طؾبثز٩ ٦اٛزبثوٰ ٞ٨ٛ ٢ئٟ ٬ٛب
ٯشٰو ئ ٬ٛشٰ٪م  ٝ٪٨ِٟاٛزٜجٌ٠َ٣ ٞٛ٩ ،ن ٣ ٞٛ٩غل
أصوًا ُ ٦ٛٮ ثـ ١٪ا٘ٛزت ٯشٰو ئ٩ ٬ٛع٪ك عَٜبد
إلفواط اٛغ ٢ٟ ٢ثل ١ا٠ٛظو٩م ًٰ٩و ٢ٟ ٥اٛجشو .
أ٤٣ب ٣و ٫أ ٝ٪٨ِٟ ١اٛزٜجٌ اٛؾبٛٮ ا٠ٛظبؽت
٠ٜٛظو٩م ًٰ٩و ٢ٟ ٥ا٠ٛوػٓ ٬ل ٣شأ ٩روهوم ُٮ
هظ٪ه أٍالٰٟخ ٟزأفوح ٤ٟ٩ؾـخ ٟ٩ل٠ٜخ ٗضود
ُٰ٨ب ٟلب٧و اٛزِٖ٘ ٩اٛلال٠ٗ ٝب أشبه ا ٬ٛمٖٛ
اٛشٰـ ٯ ٍَ٪أٛوػب٩٭ " ٩أ ١أ ٢ٟ ٙ٩أشبه ئ٬ٛ
٧نا ا ٪٧ ٝ٪٨ِ٠ٛاٛشٰـ اث ٢رٰٰ٠خ  ٦ٜٔ٣٩ه٦٤
ا٠ٛزأفو ١٩ثل٤ٟ ١٩بٓشخ ٛألكٛخ اٛشوهٰخ اٛزٮ
23
أ٩هك٧ب اٛشٰـ" .
ٯٔ ٙ٪ك ع٠ب ٙأث ٪ؽَب ٪٧٩ ١أٍزبم اٛزَِٰو ُٮ
عبٟوخ اٛيهٓبء ثبالهك" ١أٟ ١ب ٓب ٦ٛاٛشٰـ اث ٢ثبى
٩أفو ٌٰٛ ١٩ئال روكٯلًا ؽوًُٰب ٠ٛب  ٢ٟ ٚٔ٣اث ٢رٰٰ٠خ
٩رٰ٠ٜن ٥اث ٢اٗ٩ ٰٞٔٛبٍ ١جت ا٣زشبه ٧ن ٥اٛلب٧وح صٔخ
ا٤ٛبً ث٘زت اث ٢رٰٰ٠خ  ٪٧٩اٛن٭ ٣شو ٧ن ٥اِ٘ٛوح
ثول أٍٰ ١ـو ه ٦ٰٜاالهزٔبك ثظ٪اث٨ب ٔٛ.ل رؾٛ٪ذ
٧ن ٥أٛؼٰخ ُٮ ى ٢ٟاث ٢رٰٰ٠خ ٪ٟ ٢ٟه٩صبد شوجٰخ
ئٓ ٬ٛؼٰخ كٯٰ٤خ طبه ا٤ٛبً ٯؾبٗ ٞثوؼ ٞ٨ثوؼًب
49
ث٤بءًا ه٨ٰٜب ".
٣ؤٛ ٞل رؾٛ٪ذ ٪ٟ ٢ٟه٩س عبٜ٧ٮ شوجٮ ئٓ ٬ٛؼٰخ
كٯٰ٤خ ٗضٰوًا ٟب اٍز٤ل ا٨ٰٛب ا٠ٛشو٪م٩ ١٩اٛلعب١٪ٛ
اٛنٯ ٢ٯ٠بهٍ٤٨ٟ ١٪خ ئفواط اٛغ٪َٰٛ ٞ٧٩ ٢ا ثبٰٜٚٔٛ
ُِٮ كهاٍخ ٩اؽلح أعوٯذ ُٮ ٟظو ٩عل أ ١أٗضو
 350000 ٢ٟشقض ٯيا٧ ١٪ٛ٩ن ٥ا٤٨٠ٛخ ُٮ
50
ٟظو ٩ؽل٧ب .

 ٝ٪٨ِٟرٜجٌ اٛغب١

ٯٔ ٙ٪ك ع٠ب ٙأث ٪ؽَب ٞٛ" ١ٯضجذ ه ٢اٛوٍٙ٪
(ص) أ ٦٣هبٛظ ثبٛؼوة أ ٩اٛق٩ ْ٤أ٠٣ب صجذ
اٛوالط ثبٛؼوة ه ٢اث ٢رٰٰ٠خ ُٔؾ٠ٗ ،ب مٗو مٖٛ
اث ٢ا ٞٛ٩ ٰٞٔٛٯضجذ اٛزأهٯـ االٍالٟٮ أ ١هوة
اٛغيٯوح ر٪اُل٩ا ثب٠ٛئبد أ ٩ثبال ٍ٪ٛؿٜجًب ٜٛوالط
ثبٛوٰٓب ه ٬ٜٯل اٛوٍ ٙ٪أ ٩طؾبثز ٦ا٘ٛوا٩ ،ٝأ٠٣ب
ٗب٪٣ا ٯز٪اُل٠ٛ ١٩ووُخ االٍالٗ ٝلٯ ٢ٯ٤ل ٞؽٰبرٞ٨
49
اٛل٪ٰ٣ٯخ ٩االفو٩ٯخ " .
ٯشلك اٛشٰـ أٛوػب٩٭ ه ٬ٜأ " ٦٣ه٤لٟب ٗب١
اٍ ١٪٠َٜ٠ٛبكح اٛوبٗ٩ ٞٛب٪٣ا ٟو٠ٜٮ اٛجشوٯخ ٩ؽٰ٠٤ب
ٗب٣ذ األٟخ اإلٍالٰٟخ ٧ٮ األٟخ األٟ ٬ٛ٩بٗب٧ ١نا
ٯؾظ٩ ٚئ٠٣ب ؽظ٩ – ٚٯو٤ٮ ث ٝ٪٨ِٟ ٦اٛزٜجٌ-
23
ؽٰ٠٤ب ػوِذ األٟخ ٩ا٣ؾـذ ٨٠٠٧ب "
األسنننا :
ٯجل ٩أ ٝ٪٨ِٟ ١رٜجٌ اٛغ ٝ٪٨ِٟ ٪٧ ٢أفزٜـذ ُٰ٦
اٛضٔبُخ ٩ا٪٠ٛه٩صبد اٛشوجٰخ ثبٛزَِٰواد ٩اٛزأ٩ٯالد
اٛلٯٰ٤خ ا٠ٛزأفوح ٩اٛزٮ ٩هكد هَٛ ٬ٜبٟ ١شبٯـ
ٟزأفوٯُ ( ٢ٮ أٛو ١اٛضب ٢ٟا٨ٛغو٭ ) ؽٰش ؽبٙ٩
أٛ٩ئٖ اٛوعب ٙرأ٩ٯ ٚا٤ٛض أٛوا٣ٮ ٩اٛؾلٯش ا٤ٛج٪٭
اٛشوٯَ ث٠ب ٯَ٤غٟ ٞن ا٪٠ٛه٩س اٛشوجٮ ؽٙ٪
 ٝ٪٨ِٟاٛغ٩ ٢اٛن٭ ٍجْ ك٪٨ه االٍال ٝثوظ٪ه
ؿ٪ٯٜخ ٠ٟ٩ ،ب ىاك ُٮ رؤٰل األٟو أ ١أفجبه اٛغ٢
٩أؽ٪آ ٞ٨ٛل ٩هكد ُٮ أٛوا ١ا٘ٛوٯُ٩ ٞٮ أٯبد
هلٯلح ٠ٟب عو ٚا٪٠ٛػ٪م ٓبثالً ٜٛزأ٩ٯٍ٩ ٚالؽًب ثٰل
ا٘ٛضٰو  ٢ٟاألُبٰٓ ٢اٛنٯ ٢ٯجزي ١٩هبٟخ ا٤ٛبً ٩مٖٛ

ثقٜؾ األ٩هاّ ٩اِ٠ٛب٩ ٰٞ٧ئٯ٨ب ٝا٤ٛبً أٝ٪٨ِٟ ١
رٜجٌ اٛغٓ ٝ٪٨ِٟ ٪٧ ٢وا٣ٮ ٟٔلً٩ ،ثبٛزبٛٮ ُا١
ؿوّ ئفواط اٛغ٧ ٢ٮ ؿوّ شوهٰخ ٩أٍالٰٟخ ٠ٟب
ٯؼِٮ ٓلٍٰخ ه ٬ٜه٩ ٞ٨ٜ٠ٯ٤٠ن ثن ٖٛاٱفوٯ٢ٟ ٢
٤ٟبٓشز٩ ٞ٨هك ٟياه. ٞ٨٠
ٔٛل ٗب ١األؿجبء  ٞ٧اٛؾٜٔخ األػوَ ُٮ ٧ن ٥اََٜٜٛخ
ؽٰش أ٩ ٞ٨٣ثَجت هٟ٩ ٞ٨ٜ٠شب٧لار ٞ٨اَٛوٯوٯخ
رظل٩ا ٛشوػ ٟب ٯغو٭  ٢ٟأٟواع هظجٰخ َِٰ٣٩خ
ٗبٛظوم ًٰ٩و ٥ه ٬ٜأٌٍ هٰ٠ٜخ ٩اٛزٮ ٍوهبٟ ١ب
أطـلٟذ ث٠ب ٯيه ٦٠ؿبئِخ  ٢ٟا٠ٛزَ٘جٰ ٢ثبٛوٓٮ
٩افواط اٛغ ٢اَ٠ٛزٔ٪ٯخ ثأهاء ُٰٔ٨خ ٓبطوح ُ٩غخ
ٗ٩،ب ١ار٨ب ٝاألؿجبء ٍ٨الً ؽٰش ار٪٠٨ا ثأًٰ ٞ٨٣و
ه٩ؽب ٢ٰٰ٣أًٰ ٩و ئٍال٩ ٢ٰٰٟثبٛزبٛٮ ُ ٞ٨أػوَ
 ٢ٟأ ١ٯزظل٩ا ٩ٯوك٩ا ٟياه٧ ٞإالء٩ ،اٛزٮ ٗضٰوًا
ٟب رأفن ٤ٟؾ ٬اٛز٨لٯل ٧٩ٮ رؾبطو األؿجبء ٩رلهٮ
أ ٞ٨٣ٯ٘٤و٩ ١٩ع٪ك اٛغ٩ ٢ثبٛزبٛٮ ُ ٞ٨ٯ٘٤وٟ ١٩ب
عبء ُٮ اٛشوٯوخ ا٠َٛؾبء ٩أٛوا ١ا٘ٛوٯ. ٞ
ٔٛل آصو األؿجبء– ٛ٩ألٍَ اٛشلٯل -االثزوبك ه٢
ا٪٠ٛاع٨خ٩أٗزِ٪ا ث٠وبٛغخ اٛؼؾبٯب ثظ٠ذ ربهٰٗ٢
اٛؾج ٚه ٬ٜاٌٛبهة ٠ٜٛشو٪مٯ ٢اٛنٯ ٢ه٩ع٪ا ٨ٛنا
ا٩ ٞ٧٪ٛأٍبؤا ئ ٬ٛاإلٍال ٝثوع٪ه ٞ٨ئ ٬ٛرأ٩ٯالد
ٓبطوح ٠ٛشبٯـ  ٞٛٯِ٪٠٨ا ٧ن ٥اٛلب٧وح ثَجت ٓظ٪ه
ُٮ رِ ٞ٨ك٪ا٧و ؿجٰخ َٰٛذ ثب٤ٰ٨ٛخ٩ ،أه٤ٮ ث٨ب
اٟواع اٛلٟبى ُز٤ب٧٪ٛ٩ب ثزأصٰو ٩اػؼ ِ٠ٛبٰٞ٧
شوجٰخ ٍبئلح٩ ،ؽب٪ٛ٩ا اػِبء ثوغ اإلشبهاد
اٛلٯٰ٤خ ه٨ٰٜب ٤٧ ٢ٟب ٤٧٩بٕ ُأٍبؤا اٛزٔلٯو.

الخالصة :
رٜجٌ اٛغبُ ١ٮ ثل ١اإلَ٣بٟ ٝ٪٨ِٟ ١زلا ٙ٩ثٰ ٢ا٤ٛبً ٤ٟن ك٪٧ه ؿ٪ٯٜخ ٍجٔذ ك٪٨ه اإلٍال ،ٝرويى ٧نا اٝ٪٨ِ٠ٛ
٩اهرجؾ ٛل ٫اٛجوغ ثبٛضٔبُخ اإلٍالٰٟخ ٩هلَ ٥ثوؼ ٞ٨عيأ ِٟ ٢ٟب ٰٞ٧اٛشوٯوخ ا٠َٛؾبء ٩ .اع ٦األؿجبء –
٩الىا٪ٛاٟ -غ٪٠هخ رظو ه ٬ٜأ ١اٛظوم ٩ثوغ األٟواع اٛوظجٰخ ٩اَِٰ٤ٛخ ٧ٮ ٟؾغ رٜجٌ ٜٛغ ٢رَزلهٮ
ؿوًٓب ٛإلفواط ال ىا ٙػوة ا٠ٛظبة  ٢ٟأثوى٧ب .
رُ ٞٮ ٧ن ٥اٛلهاٍخ اٛزووٍ ه ٬ٜاألكٛخ اٛشوهٰخ ٤ٟ٩بٓشز٨ب ٩ ٚٔ٣٩ع٨بد ٣لو ُٰٔ٨خ ٟوزجوح – ٓلٯ٠خ ٩ؽلٯضخ-
 ٢ٟ٩هلح ٟظبكه ثؾضٰخ .
فٜظذ اٛلهاٍخ ئ ٬ٛأ ٝ٪٨ِٟ ١رٜجٌ اٛغبٟ ٪٧ ١ؾغ صٔبُخ ٪ٟ٩ه٩س شوجٮ ،أػَٰ الؽًٔب ٜٛزواس اإلٍالٟٮ ٩
ُٮ اٛوظ٪ه اإلٍالٰٟخ ا٠ٛزأفوح ٠ٟب ٯَزلهٮ ِٓ٩خ ؽبىٟخ ٜٛزقٜض . ٦٤ٟ
المصادر :
 .1هٜٮ ع٪اك ( : )1980اِ٠ٛظُ ٚٮ ربهٯـ اٛووة
ٓج ٚاالٍال. ٝؽ . 2كاه اٛو٠ٜٛ ٜٞالٯٰ . ٢ثٰو٩د
.2االٍ٪ٛٮ ٟؾ٪٠ك ش٘و٭ ( : )1923ث٪ٜى االهة
ُٮ ٟووُخ أؽ٪ا ٙاٛووة  .ا٠ٛؾْٔ ٟؾ٠ل ث٨غذ
ا٘ٛزت اٛوٰ٠ٜخ ٟ.ظو
االصو٭ .كاه

.3اٛغبؽق ( : )1948اٛؾٰ٪ا. ١رؾْٰٔ هجل اَٛالٝ
٧به. ١٩ؽٟ 1ظو
.4ىٯز٣٪ٮ هجل ا٤ٌٛٮ (: ) 1985اٛغ٩ ٢أؽ٪اُ ٞ٨ٛٮ
اٛشوو اٛغبٜ٧ٮ ٟ .غٜخ اٛزواس اٛووثٮ –اٛولك 20
اٛقبَٟخ –ر٪٠ى  .كٟشْ
ا٤َٛخ

ٟؾ٠ل هشٰل اٛوج٪ك٭

.5طبٛؼ ؽ٠ٰٜخ فبٛل (  : ) 2005اٛغُ ٢ٮ اٛشوو
اٛغبٜ٧ٮ – كهاٍخ ٟبعَزٰو ُٮ اٌٜٛخ اٛووثٰخ –
ا٪ٛؿٰ٤خ ٣.بثَُٜ . ٌٜـٰ٢
عبٟوخ ا٤ٛغبػ
.6أث٤ٟ ٢ل٪ه ( َٛ : )1981ب ١اٛووة .كاه
ا٠ٛوبهٍ .أٛب٧وح
.7ٯبًٍٰ ٢بٛت (  : )2004أِٛبف اٛغُ ٢ٮ اٛووثٰخ .
ؽ 1ا٘٠ٛزجخ اٛوظوٯخ  .علح
.8اٛجقبه٭ ٟؾ٠ل ث ٢أٍ٠بهٰ : ) 1994( ٚاٛغبٟن
اٛظؾٰؼ  .هُٓ 2035 ٞٮ األهز٘بٍ  ،ثبة ٚ٧
ٯقوط ا٠ٛوزَ٘ ٛؾ٪ائغ ٦ا ٬ٛثبة اَ٠ٛغل ٩هٓٞ
 2038ثبة ىٯبهح ا٠ٛوأح ى٩ع٨ب ُٮ أهز٘بُ٩ ٦هٓٞ
ا٠ٛوزَ٘ ه. ٦َِ٣ ٢
 2039ثبة  ٚ٧ٯلهأ
كاه اِ٘ٛو ٟ .ظو
.9اَٰ٤ٛبث٪ه٭  َٜٟٞث ٢اٛؾغبط ( : ) 1954
طؾٰؼ  . َٜٟٞرؾْٰٔ ٟؾ٠ل ُإاك ُ 2175ٮ اَٛالٝ
 ٢٠ٛهئٮ فبٰٛب ثأٟوأح أ ١ٯٔٙ٪
 ،ثبة ٯَزؾت
٧نُ ٥ال٣خ  .كاه أؽٰبء ا٘ٛزت اٛووثٰخ  .أٛب٧وح
.10اٛجقبه٭ ٟؾ٠ل ث ٢أٍ٠بهٰ : ) 1994( ٚاٛغبٟن
اٛظؾٰؼ  .هُٓ 5652 ٞٮ ا٠ٛوع .كاه اِ٘ٛو .
ٟظو
.11اَٰ٤ٛبث٪ه٭  َٜٟٞث ٢اٛؾغبط ( : ) 1954
طؾٰؼ  . َٜٟٞرؾْٰٔ ٟؾ٠ل ُإاك هٓ 2576 ٞثبة
ُٰ٠ب ٯظٰجٟ ٢ٟ ٦وع أ ٩ؽي١
ص٪اة ا٠ٛإ٢ٟ
 . .كاه أؽٰبء ا٘ٛزت اٛووثٰخ  .أٛب٧وح
.12اٛؤَال٣ٮ أث ٢ؽغو ( ُ : ) 1998زؼ اٛجبه٭
شوػ طؾٰؼ اٛجقبه٭  .روُٰٓ ٞإاك هجل اٛجبٓٮ  .كاه
.ثٰو٩د
ا٠ٛووُخ
.13اٛيٟقشو٭ أث ٪أٛبٍ : )1998( ٞرَِٰو
ا٘ٛشبٍ .كاه ا٘ٛزبة اٛووثٮ ٜٛـجبهخ ٩ا٤ٛشو
٩اٛز٪ىٯن ٟ.ظو
 . 14اٛـٍ٪ٮ ٟؾ٠ل ث ٢اٛؾَ : ) 1945( ٢اٛزجٰب١
ُٮ رَِٰو أٛوا. ١رؾْٰٔ أؽ٠ل ؽجٰت اٛوبٜٟٮ
.ا٤ٛغَ
. 15اٛواى٭ أث ٪هجل اهلل ٟؾ٠ل ( :)1990اٛزَِٰو
ا٘ٛجٰو .كاه ا٘ٛزت اٛوٰ٠ٜخ ٟ.ظو
. 16ا٠٨ٛنا٣ٮ أٛبػٮ هجل اٛغجبه ( : )1983ر٤يٯ٦
أٛوا ١ه ٢ا٠ٛـبه. ٢اٛشوٗخ اٛشوٰٓخ  .كاه ا٨٤ٛؼخ
ثٰو٩د
اٛؾلٯضخ .
. 17اٛؾٜجٮ ٟظـِ ٬اٛجب٣ٮ ( : )1921اٛغ٪ا٧و ُٮ
رَِٰو أٛوا ١اٛؾٰ٘ . ٞأٛب٧وح

. 18ا٠ٛواًٮ أؽ٠ل ٟظـِ : )1998( ٬رَِٰو
ا٠ٛواًٮ .كاه ا٘ٛزت اٛوٰ٠ٜخ ٟ.ظو
ُ. 19ؼ ٚاهلل ٟؾ٠ل ؽَٰ٩ ٢ٟ : )1998( ٢ؽٮ
أٛوا. ١كاه ا٠ٛالٕ  .ثٰو٩د
. 20اٛشٰواى٭ ٣بطو ٟ٘به : ) 1988( ٝاألٟضُ ٚٮ
رَِٰو ٗزبة اهلل ا٤٠ٛي. ٙروع٠خ ك ٟ.ؾ٠ل هٜٮ
أمهشتٟ.إٍَخ ا٤ٛشو األٍالٟٮ . ٞٓ .اٯوا١
. 21شٜز٪د ٟؾ٪٠ك ( : )1980اِٛزب . ٫٩كاه
اٛشو. ّ٩ؽ . 10أٛب٧وح
. 22اٌٛياٛٮ ٟؾ٠ل (  : )1989ا٤َٛخ ا٤ٛج٪ٯخ ُٮ
أ ٚ٧ا٩ ٦ِٔٛاٛؾلٯش .كاه اٛشو. ّ٩ؽ. 4أٛب٧وح
. 23أٛوػب٩٭ ٯ: ) 2007 ( ٍَ٪هب ٞٛاٛغ. ٢
ثو٣بٟظ اٛشوٯوخ ٩اٛؾٰبح  ٪٧٩ثو٣بٟظ رِٜيٯ٣٪ٮ ثش
اٛغيٯوح اِٛؼبئٰخ ثزبهٯـ 3 / 22
٤ٓ ٢ٟبح
. 2007 /
ُ. 24ؼ ٚاهلل ٟؾ٠ل ؽَٰ : ) 2010( ٢أعبثبد
ه ٬ٜاالٍئٜخ اٰ٨ِٔٛخ ٗ٠ب ٩هكد ُٮ ٓ٪ٟن ثٰ٤بد ٪٧٩
اال٘ٛزو٣٩ٮ اٛوٍ٠ٮ ٘٠ٛزت ٍ٠بؽخ
آ٪٠ٛن
ا٠ٛوعي ٟؾ٠ل ؽَُٰ ٢ؼ ٚاهلل
ُ. 25ؼ ٚاهلل ٟؾ٠ل ؽَٰ : )2010( ٢أعبثخ فـٰخ
ه ٬ٜأٍزِزبء ٩ع ٦٨ا٠ٛإ٠ٟ َٛؼٰخ ثزٰٓ٪ن ٍ٠بؽخ
ؽَُٰ ٢ؼ ٚاهلل ثزبهٯـ 2010/4/5
اَٰٛل ٟؾ٠ل
. 26اٰٛؤ٪ثٮ اٛشٰـ ٟؾ٠ل ( : ) 2010أعبثخ فـٰخ
ه ٬ٜأٍزِزبء ٩ع ٦٨ا٠ٛإ٠ٟ َٛؼٰخ ثزٰٓ٪ن اٛشٰـ
ٟؾ٠ل اٰٛؤ٪ثٮ ثزبهٯـ / 4 /3
ا٠ٛوعن
2010
. 27أث ٢رٰٰ٠خ أؽ٠ل ث ٢هجل اٛؾ: ) 1386 ( ٰٜٞ
اِٛزب ٫٩ا٘ٛجو . ٫كاه ا٠ٛووُخ ؽ . 1ثٰو٩د
. 28أث ٢رٰٰ٠خ أؽ٠ل ث ٢هجل اٛؾ: ) 1966 ( ٰٜٞ
ٟغ٪٠م اِٛزب . ٫٩ع٠ن ٩رورٰت اٛشٰـ هجل اٛوؽ٢٠
٩اٛشٰـ ٟؾ٠ل ث ٢هجل اٛوؽ٢٠
ثٓ ٢بٍٞ
ثٓ ٢بٍ . ٞؽ . 1كاه اٛووثٰخ ٜٛـجبهخ ٩ا٤ٛشو .
اٛوٯبع
. 29أث ٢رٰٰ٠خ أؽ٠ل ث ٢هجل اٛؾ :) 1976 ( ٰٜٞاٛوك
ه ٬ٜا٤٠ٛـٰٰٔ . ٢أكاهح روع٠ب ١ا٤َٛخ ؽ 2ال٪٧ه .
ثبَٗزب١
. 30أك ٞ٧أثوا : ) 1993 ( ٰٞ٧اٛوالٓخ ثٰ ٢اٛغ٢
٩اال٤ٟ ٢ٟ ٌ٣لبه أٛوا٩ ١ا٤َٛخ  .كاه ثٰو٩د
ٜٛـجبهخ ٩ا٤ٛشو ٛ .ج٤ب١
ا٠ٛؾوٍ٩خ

 ٝ٪٨ِٟرٜجٌ اٛغب١

. 43أث ٢ثبى هجل اٛويٯي (ٟ : )1995غ٪٠م ُزب٫٩
ٟٔ٩بالد ٟز٪٤هخ .طؾِٰخ ا ١٪٠َٜ٠ٛاٛولك 549
ثزبهٯـ / 12
ُ٩ 1995 / 8ٮ ٟغٜخ اٛله٪ح اٛولك 1504
ثزبهٯـ . 1995 / 8 / 18اَٛو٪كٯخ
. 44اٛشزو٭ أث ٪ؽبٟل (  : ) 1996اِٛزب٩٭
اٛشوهٰخ ُٮ اَ٠ٛبئ ٚاٛـجٰخ ( اٛغيء اال) ٙ٩
ث ٢هجل اٛوؽ٢٠
ِٛؼٰٜخ اٛشٰـ هجل اهلل
اٛغجوٯ . ٢اٛوٯبع
. 45اٛلٟشٔٮ أث ٪اِٛلاء ( : )1999رَِٰو أٛوا١
اٛولٰ . ٞا٠ٛؾْٔ ٍبٟٮ ٟؾ٠ل ؽ 2كاه ؿٰجخ ٤ٜٛشو
٩اٛز٪ىٯن

. 31أشٔو ه٠و ٍ٠ٰٜب : ) 1986 ( ١هب ٞٛاٛغ٢
٩اٛشٰـب . ١كاه اٛغٰ . ٚثٰو٩د
. 32هجل اهلل ٟؾ٠ل ٟؾ٪٠ك (  : ) 1993طِ٪ح
اٛجٰبُ ١ٮ هالط اَٛؾو ٩اٛؾَل  ٌٟ٩اٛغب . ١ؽ. 1
٤ٜٛشو ٩اٛز٪ىٯن .اَٛو٪كٯخ
كاه اٛش٪اٍ
 .33اٛوٰ٤ٮ ثله اٛلٯ : ) 2000 ( ٢ه٠لح أٛبه٭ء
ُٮ شوػ طؾٰؼ اٛجقبه٭ .كاه أؽٰبء اٛزواس
اٛووثٮ .ثٰو٩د
. 34اٛشجٜٮ ثله اٛلٯً : )1982( ٢وائت ٩هغبئت
اٛغ٠ٗ ٢ب ٯظ٪ه٧ب أٛوا٩ ١ا٤َٛخ ٟ٘ .زجخ أٛوا١
٩اٛز٪ىٯن ٟ .ظو ٦َِ٣ ٪٧٩ .
٤ٜٛشو ٩اٛـجن
ٗزبة ( أٗب ٝا٠ٛوعبُ ١ٮ أؽ٘ب ٝاٛغب ) ١ا٠ٛـج٪م
٧غوٯخ .
ثبالى٧و اٛشوٯَ هب1356 ٝ
. 46اٛجٌ٪٭ اٛؾَٰ ٢ثَٟ ٢و٪ك (ٟ : )1997وبٞٛ
. 35ا٪َٰٛؿٮ عال ٙاٛلٯٔٛ : )1986 ( ٢ؾ ا٠ٛوعب١
اٛز٤يٯ . ٚكاه ؿٰجخ ٤ٜٛشو ٩اٛز٪ىٯن
ُٮ أؽ٘ب ٝاٛغب . ١ؽ . 1كاه ا٘ٛزت اٛوٰ٠ٜخ .ثٰو٩د
. 47اَٛول٭ هجل اٛوؽ : )2000 ( ٢٠رَٰٰو ا٘ٛوٯٞ
.36ا٘ٛضٰو٭ اَٰٛل ٟؾ٠ل ( : )1997اَِٰٜٛخ ثٰ ٢اٚ٧
اٛوؽُ ٢٠ٮ رَِٰو ٗال ٝا٤٠ٛبٟ. ١إٍَخ اٛوٍبٛخ.
ا٤َٛخ ٩االٟبٰٟخ ..اٛـجوخ اال . ٬ٛ٩اٌٛلٯو ٜٛـجبهخ
. 48اٛشٰٔ٤ـٮ ٟؾ٠ل اال : )1995( ٢ٰٟأػ٪اء
٩اٛز٪ىٯن .ثٰو٩د
٩ا٤ٛشو
اٛجٰبُ ١ٮ أٯؼبػ أٛوا ١ثبٔٛوا . ١كاه اِ٘ٛو
.. 37هجل اهلل هبكٗ ٙبك َٓ٪ٟ : )2007( ٞه٠ٜبء
٩اٛز٪ىٯن  .ثٰو٩د
ٜٛـجبهخ ٩ا٤ٛشو
ا ٚ٧ا٤َٛخ  ٢ٟاث ٢رٰٰ٠خ ..اٛـجوخ اال. ٬ٛ٩كاه ٩اك٭
. 49أث ٪ؽَب ١ع٠ب : ) 2002( ٙكب٧وح رٜجٌ
ٜٛزؾْٰٔ ٩ا٤ٛشو .ثٰو٩د .
اَٛالٝ
اٛغ . ٢ثو٣بٟظ اٛشوٯوخ ٩اٛؾٰبح ُٮ ٓ٤بح اٛغيٯوح
. 38اٛغ٪ىٯخ اث ٢ا : )1955( ٰٞٔٛىاك ا٠ٛوبك ُٮ
اِٛؼبئٰخ ثزبهٯـ
٧ل ٫فٰو اٛوجبك رؾْٰٔ ٟؾ٠ل ؽبٟل أِٛٮ ٟ .ـجوخ
2002 / 7/28
٠ٛؾ٠لٯخ أٛب٧وح
ا٤َٛخ
. 50هجل اٛولٰٟ ٞؾ٠ل ٩ا٘ٛزبٟٮ اؽ٠ل ( : ) 2004
. 39اٛغ٪ىٯخ اث ٢ا : ) 1981 ( ٰٞٔٛاٛـت ا٤ٛج٪٭ .
كهاٍخ ٰٟلاٰ٣خ ه ٢ك٪ا٧و اٛشو٪مح ٩اٛلعٚ
رؾْٰٔ شوٰت ٩هجل أٛبكه األه٣بؤ٩ؽ  .كاه أؽٰبء
ُٮ ا٠ٛوٗي اٟ٪ٔٛٮ ٜٛجؾ٪س
٩ا٠ٛوبٛغخ ثبٔٛوا١
اٛووثٮ  .ثٰو٩د
اٛزواس
االعز٠بهٰخ ٩اٛغ٤بئٰخ ُٮ أٛب٧وح .عوٯلح اٛشوّ
. 40اِٛلاء أث ٪ٯو : )1999( ٬ٜؿجٔبد اٛؾ٤بثٜخ
االٍ٩ؾ اٛولك ُ 9498ٮ / 29
.رؾْٰٔ ٟؾ٠ل ؽبٟل أِٛٮ ٟ .ـجوخ ا٤َٛخ ا٠ٛؾ٠لٯخ .
 ٩ 2004 / 11اٛولك ُ 9672ٮ / 5 / 22
أٛب٧وح
. 2005
. 41اٛل٩ٯش أؽ٠ل ث ٢هجل اٛوىاّ (: ) 1990
. 51شووا٩٭ ٟؾ٠ل ٟزٛ٪ٮ (  : ) 1977اٛشٰـب١
ُزب ٫٩اٜٛغ٤خ اٛلائ٠خ ٜٛجؾ٪س اٛوٰ٠ٜخ ٩االُزبء – َٓٞ
٩االَ٣بٟ . ١ـبثن كاه أفجبه اٟ . ٝ٪ٰٛظو
.اٛوئبٍخ اٛوبٟخ ألكاهاد اٛجؾ٪س
اٛؤٰلح -ؽ1
. 52أٍ٠بهٍٰ ٚوٰل (  : ) 1984االَ٣ب٩ ١اٛشٰـب١
.اٛوٯبع
٩اَٛؾو .ؽٟ.1ـبثن األفجبه .أٛب٧وح
. 42أث ٢ثبى هجل اٛويٯي ( : )1994أٯؼبػ اٛؾْ
. 53األشوو٭ أث ٪ؽَٟٔ : )1950( ٢بالد
ُٮ كف ٙ٪اٛغ٤ٮ ُٮ االَ٣ٮ ٟ .غٜخ اٛله٪ح .اٛولك
االٍال٩ ٢ٰٰٟأفزالٍ ا٠ٛظٟ٘ . ٢ٰٜزجخ ا٨٤ٛؼخ
 1416ثزبهٯـ
ا٠ٛظوٯخ  .أٛب٧وح
 .1994/11/11اَٛو٪كٯخ
_____________________________________________________________________
اٛلٗز٪ه ٟؾ٠ل هشٰل اٛوج٪ك٭ – أٍزشبه٭ االٟواع اَِٰ٤ٛخ ٩اٛوظجٰخ
َٟزشِ ٬اث ٢هشل اٛزو٠ٰٜٮ – ثٌلاك  -اٛوواّ

Letter to the Editor

Invited commentary
on Mansour et al paper entitled:
“Child Abuse and its Long-Term Consequences: An Exploratory Study
on Egyptian University Students”
I read with a lot of interest Mansour et al paper entitled: “Child Abuse and its Long-Term
Consequences: An Exploratory Study on Egyptian University Students” published in
current issue of the Arab Journal of psychiatry.
I am very pleased to see a research project in the Arab World by a group of Arab
researchers which is in itself a big step forwards and I hope in the near future we will be
able to witness serious Arab research programmes in the field of schizophrenia and
Bipolar Disorder as it is in Europe. I feel it is time to work hard to develop such research
programmes not only for the purpose of research but also for the benefit of the millions of
Arab patients and Arab Nation. In addition the study addresses an important area of
mental health for young Arab generations. This area has been given lot of interest
worldwide particularly in the western or so called civilized countries that have progressed
in this area as part of their growing interest in human rights and prevention in the area of
mental health of the new generation.
However I felt a bit reserved in accepting the study outcome as what could have been
normal in certain period could be seen as an act of abuse 20 – 40 years later in the same
culture. At the same time an experience or practice could be considered some type of
abuse in one culture but not in another culture. This does not minimize the importance of
the study especially in our current era where human rights activists are fighting hard to
stop various types of abuse and violation of human rights in the Arab World.
In the abstract, the authors stated that their aim was to study the prevalence of child abuse
associated psychological problems in adulthood, and I think it would be more appropriate
if we put it as attributed or related but not resulting or associated as the temporal relation
is relatively long and may not be considered as associated with childhood abuse and
appear later in adult life.
The authors described their study as a “Child Abuse and its Long-Term Consequences:
An Exploratory Study on Egyptian University Students” and I think it would have been
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more appropriate to describe the study as “Child Abuse and its Long-Term
Consequences: An Exploratory Study on a sample of Egyptian University Students”
The study is a good attempt to explore the extent of abuse experienced by a sample of
university students in Egypt during their childhood and study its long-term consequences
which could provide clinicians with a good source of evidence based originating from an
original Egyptian study rather than relying on evidence from another culture with
different norms. However, the study pointed out that students from faculty of medicine
tended to have higher levels of denial. This may be one way of interpretation but it is
also possible that those students felt that the strict upbringing (so called abuse) may have
been viewed by those students as one the factors that helped them to progress in their
academic career and join the medical school. Therefore it would have been helpful if the
questionnaire covered this possibility by 1 or 2 questions to cover this possibility. It is
interesting that the study results show that sexual abuse is less than in international
particularly western studies which is expected bearing in mind that such abuse is more
likely to happen within the context of broken homes, alcohol and drug misuse which do
exist in Arab culture but are less common compared with the western society.
Te authors in different areas in the article used the term “Middle East” and “Arab World”
as synonymous while I think this may not be correct. Middle East is a term that has been
introduced to accommodate the inclusion of non-Arab countries in the region. I hope the
authors of this paper and other authors in the Arab Journal of Psychiatry would be
vigilant to this in future writings.
In recognition to the authors, this is an important paper from various aspects:
1. To encourage more collaborative Arabic studies with collaboration of researchers
from various Arab countries.
2. To put plans for wider Arabic studies using assessment tools that are culturally
compatible and not imported.
3. To publish these studies as a model of Arabic studies that would benefit the Arabic
clinician than using data or evidence from a different culture that may not suit the Arabic
patients.
Finally, we must look forward for collaborative studies including academicians from
various Arab universities and set plans for joint research that cover all kind of studies
with emphasis on epidemiology. It is estimated that Arab psychiatrists in North America
are about 1000, UK around 1000, France is around 1000 & if we consider smaller
numbers in Germany, Italy, Scandinavian countries, Australia and New Zealand this may
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put the numbers of the immigrant Arab expertise in mental health to over 4000. How
could a nation build up its future without benefiting from such wealth of knowledge and
expertise!.
The role for the Arab Federation to lead is widely open. By this the Arab unity can be
proved to be a reality at least in the field of mental health forgetting about the failed &
corrupt Arabic political system.
________________________________________________________________________
Mamdouh EL-Adl
MBBCh, MSc, MRCPsych
Assistant Professor, Mood Disorder Unit (MDU),
Department of Psychiatry, Queen University, Kingston, Ontario, Canada
Vice president of the British Arab Psychiatric Association (BAPA)
E-mail: mamdouhkandil@doctors.org.uk

COMMENTARY ON:
“Language, Culture and Mental Health”Published in the current issue
This is a brief thoughtful contribution to cultural psychiatry which deals with a sector limited
to the experience and expressions of emotions especially verbal expression. Non verbal
expressions are also important e.g. in the face, in behaviour and through internal organs.
Culture has cognitive, emotional and behavioural contributions to the code of conduct e.g. in
the patient-doctor relationship. The experience of stress and the expression of distress have
terms of reference, not only in the mind and body but also in the spiritual world. Expectations
of care patterns are determined by the cultures of patients and members of the caring
professions integration of which has been recently dealt with in an editorial in the May 2010
issue of the Arab Journal of Psychiatry.
Broadening of the limited sector of cultural contribution to verbal expression of the emotion
of sadness to the broader issue of cultural inputs in mental health and ill-health will enrich
the paper and make it more worthy of publication in the Arab journal of Psychiatry.
M. FAKHR EL-ISLAM
Behman Hospital

