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Editorial Letter

Dear Colleagues
It is my pleasure to write to you in this twenty second volume of the Journal, the effort is
continuous to raise the standard, encourage researchers and distribute knowledge and
experience around the Arab countries and the world.
The Journal has been available on line since 2008, and every time it is published simultaneously
online and in hard copies.
I am thankful to all colleagues who send papers and the reviewers who are always ready to
evaluates and re-evaluate papers.
The Arab Federation of psychiatrists has made good progress in the past two decades and
hopefully this will accelerate in the future.

The Chief Editor
Walid Sarhan
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Epidemiology of Schizophrenia and Related Disorders in the Arab World
Rim Saab, Driss Moussaoui, Caroline C. Tabet, Youssef El Hamaoui, Mariana M. Salamoun, Zeina N. Mneimneh, Elie
G. Karam

ﻭﺑﺎﺋﻴﺎﺕ ﺍﻟﻔﺼﺎﻡ ﻭﺍﻹﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻤﺘﻌﻠﻘﺔ ﺑﻪ ﻓﻲ ﺍﻟﻌﺎﻟﻢ ﺍﻟﻌﺮﺑﻲ

 ﺍﻳﻠﻲ ﻛﺮﻡ، ﺯﻳﻨﻪ ﻣﻨﻴﻤﻨﻪ، ﻣﺮﻳﺎﻧﺎ ﺳﻠﻤﻮﻥ، ﻳﻮﺳﻒ ﺍﻟﺤﻤﻮﻱ، ﻛﺎﺭﻭﻟﻴﻦ ﺗﺎﺑﺖ، ﺍﺩﺭﻳﺲ ﺍﻟﻤﺴﺎﻭﻱ،ﺭﻳﻢ ﺻﻌﺐ

Abstract

O

bjective: Mental health research has been increasing over the past 40 years in the Arab world. Reviews on
several topics in this region were conducted including suicide, substance use disorders, anxiety disorders and
attention deficit and hyperactivity disorder so as to update clinicians, researchers, and students alike about such
research. The aim of this paper is to address the topic of schizophrenia and related disorders. Method: A review was
conducted up until 2007 using specific keywords and several search engines (PubMed, PsycInfo, and IDRAAC web
database) to identify relevant articles. Results: Despite the scarcity of literature on schizophrenia and related disorders
in the Arab world, a variety of topics emerged from the current research. According to the publications identified, the
prevalence of psychotic disorders ranged between 0.7% and 5.6% with no highlighted gender differences. Several
studies examined comorbidity among psychotic disorders and substance use or depression, and/or the burden related to
psychotic disorders (stigma and discrimination, family burden, burden of criminality, burden of lack of treatment,
fertility and death related issues). Conclusion: There is an unmet need for national studies on schizophrenia and related
disorders in this region of the world to identify the magnitude of the problem, and consequently to inform the future
direction of research and clinical practice.
Keywords: Arab, Epidemiology, Psychotic disorders, Schizophrenia
Declaration of interest: None

Introduction
A review of mental health research in the Arab world
identified a steady increase in the number of
publications over a 33 year period (1966-1999),
despite limited funding allocated for research by Arab
governments 1,2. An update of this assessment will be
published soon. To date, reviews on suicide 3,4,
substance use disorders5, anxiety disorders 6, and
attention deficit and hyperactivity disorder 7 have been
published. The purpose of these reviews was to update
clinicians, researchers, and students alike about current
research in the Arab world. This present paper reviews
the epidemiology of schizophrenia and related
psychotic disorders in the Arab world.
P
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Methods
The Institute for Development, Research, Advocacy
and Applied Care (IDRAAC), in association with the
Department of Psychiatry and Clinical Psychology at
Saint George Hospital University Medical Center and
Balamand University (Lebanon) has conducted an
exhaustive literature review on schizophrenia and
related psychotic disorders in the Arab world up until
the end of 2007. The search for the articles was
conducted using PsycINFO, PubMed, and IDRAAC
search engine (www.idraac.org, which includes a
2T

compilation of references from various databases).
The keywords used in the search included: affective
flattening, alogia, avolition, catatonic, catatonia,
delusion, disorganized speech, disorganized behavior,
hallucination, negative symptom, paranoid, psychosis,
psychotic, residual, schizoaffective, schizophrenia, and
schizophreniform.
In addition to the following
countries and regions: Algeria, Bahrain, Egypt, Iraq,
Jordan, Kuwait, Lebanon, Libya, Morocco, Oman,
Palestine, Qatar, Saudi Arabia, Sudan, Syria, Tunisia,
United Arab Emirates, UAE, Yemen, Arab, Gulf,
Gaza and Middle East. The search was not restricted
to any language.
The exclusion criteria for references were: nonepidemiologic studies (e.g. clinical trials, case-control
studies), non-Arab samples, or dissertation abstracts.
After screening all the abstracts resulting from the
search, full texts of relevant articles were retrieved
either online or requested from the authors (via both
regular and electronic mails in addition to repeated
reminders). The content of these articles were either
included in this review or used to back search other
studies through their reference lists. At the end, 18
articles were included in the current review (Table 1).
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Table 1. List of the publications included in this review
Country

Reference No

Date of study

Sample

Instruments (Diagnostic
System)

Algeria

28

1963-1986

Cases of misdemeanor who made
psychiatric consultations (n =3662)

Structured Questionnaire Classification
Française des Troubles Mentaux

Bahrain

9

1988-1996

Inpatients with schizophrenia (n=325)

Egypt

19

2001

Psychiatric inpatients (n=100)

Structured Clinical Interview for DSMIII-R Mental Disorder-I, Structured
Clinical Interview for DSM-III-R Mental
Disorder-II, Beck Depression Inventory,

1
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Positive and Negative Syndrome Scale
(DSM-IV)
Egypt

34

2000

Psychiatric inpatients (n=520)

Egypt

35

2005

Psychiatric clinical group and control
group (n=765)

Kuwait

29

1992

Prisoners (n=69)

Lebanon

18

1979-1992

Psychiatric inpatients (n=222)

Morocco

17

1999

Patients with schizophrenia (n=183)

Morocco

21

2004

Family members of psychiatric
outpatients (n=100)

Morocco

30

2004

Outpatients with schizophrenia (n=400)

Arabic Scale of Death Anxiety

Hospital charts (DSM-III-R)
(ICD-10)

Structured Questionnaire
(DSM-IV)

Qatar

16

1996 -2004

Inpatients and/or outpatients that were
diagnosed with acute and transient
psychotic disorders (n=174)

Database of the Department of Psychiatry
(Section of Medical Records) ( ICD-10)

Sudan

20

2005

Community living psychiatric patients
(n=150), control group (n=211) and
caregivers group (n=150)

WHO- Quality of Life Instrument (ICD10)

Sudan

22

1978

Adult health patients & their
companions (n=183)

Structured Questionnaire of Malhotra and
Wig 23
P

Sudan

24

2005

Schizophrenia caregivers (n=98) other
caregivers & control group (n=189)

WHO-Quality of Life Instrument (ICD10)

UAE

8

1989

Community sample (n=300)

Present State Examination Arabic version
9th edition (ICD-9)

UAE

10

1996

Community sample (n=1394)

UAE

13

1996-1997 & 1
year later

Community sample (n=245)

UAE

33

1993

Psychiatric inpatients (n=248)

Results
Prevalence
The studies assessing prevalence and incidence of
schizophrenia and related disorders were from Bahrain,
Qatar, Morocco, and United Arab Emirates.
The Dubai Community Psychiatric Survey, conducted
by Ghubash et al 8, assessed the prevalence of
psychiatric disorders and their socio-demographic
correlates in 300 randomly selected women who were
mainly native Arabs and third generation Iranian
migrants aged between 15 and 65. The authors used
the Present State Examination (PSE-ID-CATEGO)
system.
Women with organic mental disorders,
neurological disease or mental retardation were
excluded from the study. The psychiatric morbidity
rate (Index of Definitions ≥ 5) was found to be 22.7%
(n=68), with around three quarters of the case group
(n=53) at threshold level. The prevalence of mania and
psychotic disorders was found to be 1.9% (n=6), with
0.3% (n=1) having schizophrenia of the catatonic type
according to ICD- 9 criteria, 0.3% (n=1) having other
paranoid states, and 1.3% (n=4) having manicdepressive psychosis of manic type.
P

P

The second study was conducted by Abdul Karim and
Al Haddad9 and aimed at evaluating the incidence of
schizophrenia at first hospital admission in Bahrain.
P

P

Arabic
Composite
International
Diagnostic Interview, Structured Clinical
Interview for DSM-III-R Mental
Disorders, Self Report Questionnaire-20
Arabic, General Health Questionnaire,
(ICD-10, DSM-IV)
Composite International Diagnostic
Interview, Structured Clinical Interview
for DSM-III-R Mental Disorders
Hospital charts (ICD-10)

Three hundred twenty five patients with schizophrenic
disorder were admitted between 1988 and 1996 (200
males and 125 females). The authors thus reported an
average annual incidence rate in Bahrain of 1.29 per
10,000 for all ages and 2.13 for the 15 to 54 age group.
The third study, the Al Ain Community Psychiatric
Survey I 10, was a community study that assessed
prevalence of schizophrenia and related disorders in a
general population in an Arab region. The assessment
was made using the Composite International
Diagnostic Interview (CIDI) version 1.1 11,12. The
study was based on a sample of 1394 adults drawn
from the general population of United Arab Emirates
nationals living in the city of Al Ain. Of that sample,
49.1% were females; most respondents were aged
between 18 and 40, and two-thirds were married
(68.3%). The study yielded a total lifetime prevalence
rate of 8.2 % (95% CI [6.7-9.7]) for ICD-10
psychiatric disorders with a female: male ratio of 2.3.
For ICD-10 schizophrenia and related disorders, the
total lifetime prevalence rate was found to be 0.7%
(95% CI [0.2-1.2]). The authors note, however, that
this figure may be understated, given the exclusion of
highly disturbed and cognitively impaired individuals
from the survey and the stigma associated with mental
illness (especially for men), perhaps even more so with
schizophrenia and related disorders. It is worth
P

P

P

P
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mentioning that the authors did not survey
institutionalized individuals, which further indicates
that the prevalence figure may be understated.
The same authors 13 had previously conducted the Al
Ain Community Psychiatric Survey of Psychiatric
Morbidity III, in order to estimate the incidence of
mental disorders from the Al Ain Community Survey
of Psychiatric Morbidity and the remission rate of the
threshold and subthreshold disorders 12 months after
the original assessment, as well as the effect of
utilization of services on the remission rate. The final
sample consisted of 245 subjects, with a mean age of
34.1 +/- 12.02. Fifty one percent (n= 125) had no
DSM-III-R psychiatric disorder, 32% (n=79) had
subthreshold disorders and 17% (n=41) had DSM-IIIR psychiatric disorders (threshold). All subjects were
assessed 12 months later for follow-up, using the
Structured Clinical Interview for DSM-III-R mental
disorders (SCID) version 1.0 14. The annual incidence
rate of all mental disorders was found to be almost
11%. At baseline, 5 out of 245 subjects suffered from
schizophrenia and bipolar disorders (no data is
available on each). At follow-up, 4 subjects out of the
5 were still suffering from their illness. The authors
believe this indicates that spontaneous remission in
their community is less likely in the case of psychotic
disorders.
A national epidemiological study, unpublished but
conveyed to the authors by Moussaoui, was conducted
in Morocco in 2003-2004 to assess the prevalence of
mental disorders in a representative sample of the
general population 15 years of age and above using the
Mini International Neuropsychiatric Interview (MINI)
as instrument of interview 15. The study found that the
prevalence of psychotic disorders was 5.6%.
In a retrospective hospital based study, Shaltout et al.
16
assessed the occurrence of acute and transient
psychotic disorders (ATPD) in the Qatari population
(N= 724,125; nationals constituting about 30% of the
general population) and attempted to ascertain
significant socio-demographic characteristics among
those diagnosed with ATPD (based on ICD-10).
Medical records for all inpatients and/or out-patients
(Qatari, non-Qatari Arabs and expatriate) that were
diagnosed with a psychotic disorder from 01 August
1996 – 01 January 2004, and sought treatment at the
Department of Psychiatry of the Rumaillah Hospital
were included in the study. During the observed
period, 174 patients were diagnosed with ATPD (1.4%
of all psychiatric patients treated during this period).
Of those diagnosed with an ATPD, the most common
type of ATPDs was acute schizophrenia-like psychotic
disorder (35.6%), most of whom affected were males
(74.2%) and in the age group 16-29 (56.5%). The
second and third most common types of ATPDs were
acute polymorphic psychotic disorder without
symptoms of schizophrenia (23%), and acute
polymorphic psychotic disorders with symptoms of
schizophrenia (20.7%), respectively.

Gender differences
In the Al Ain Community Psychiatric Survey I 10,
unlike other ICD-10 psychiatric disorders, lifetime
prevalence of schizophrenia and related disorders
showed no gender differences at all (0.7% for women,
0.7% for men, with 95% CI [0.2-1.2]).
In the Qatari hospital based study, Shaltout et al. 16
found that of 174 individuals that were diagnosed with
an acute and transient psychotic disorder over a 7- year
period, 69% were males (P<0.001).
Comorbidity
Moussaoui et al. 17 conducted a study on the
comorbidity between schizophrenia, depression and
suicidality, using a sample of 183 patients with a
schizophrenic disorder (ICD-10 criteria). The sample’s
mean age was 34.3 +/- 8 years with 90% of the patients
being males. The authors found a prevalence of 44.3%
of depressive symptoms that did not, however, warrant
a diagnosis of major depressive disorder. While 2.7%
of the sample reported suicidal ideas (40% of whom
had a depression or had what the authors called “a
painful consciousness of their illness”, that is, the
patients’ awareness of their illness instilled sadness in
them), 5% of the sample had a specific plan to
implement them. The authors also reported substance
abuse in 34% of their sample, cannabis being the most
highly abused substance.
A few studies were actually found that tackled
comorbidity of schizophrenia and substance abuse. A
study was conducted in Lebanon by Karam et al. 18,
who examined comorbidity of substance abuse with
other
psychiatric
disorders
(among
which
schizophrenia). The sample consisted of 222 inpatients
admitted to the St Georges Hospital University
Medical Center Psychiatry Unit in Beirut from 1979 to
1992 for substance abuse with or without other Axis I
psychiatric disorders. The sample’s mean age was 34.5
+/- 11.8 years. The comorbidity rate of Axis I
psychiatric disorders in patients with substance abuse
were found to be 64.9%, using the DSM-III-R
diagnostic criteria. As for schizophrenia and
schizoaffective illness, substance abuse was found to
be 12.5%. Patients with schizophrenia were
characterized by the highest prevalence rate of
cannabis abuse (44.8%). Twenty seven point eight
percent were found to have abused cocaine and 11.1%
heroin. Licit substances were generally less abused,
with a 5.6% prevalence of abuse of both stimulants and
medicinal opiate derivatives, but none of tranquilizers
or barbiturates. Alcohol had been found to be almost
equally abused among different diagnostic categories,
with 44.4% of schizophrenic patients abusing it. The
authors attribute this high rate of alcohol abuse to the
availability and the easy accessibility of alcohol in
Lebanon. However, a limitation to this study would be
the religious background of the patients in
extrapolating the alcohol abuse rates on a national
level. Another possible limitation concerns the
reliability of the clinical diagnoses made, given that
these were not based on structured interviews, and thus
3
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they may lack uniformity because of changes in
diagnostic criteria over the studied period. The authors
note, however, that since the Lebanon Wars were at
their peak during most of the study period, licit and
illicit substances were easily accessible in the
Lebanese market and would have provided a possible
relief from the pain and suffering accompanying
psychiatric illness that increased during the Lebanon
Wars. The authors finally add that variability in
prevalence rates of comorbidity of psychiatric and
substance abuse disorders can be due to differences in
perspective of the researcher (comorbidity of substance
abuse in psychiatric sample or comorbidity of
psychiatric disorders in a substance abusing
population), methodology or population studied.

Another study was conducted in Egypt by Asaad et al.
19
who also examined comorbidity of schizophrenia
and substance abuse, using the DSM-IV diagnostic
criteria. The sample consisted of 100 randomly
selected schizophrenic patients who were attending the
outpatient clinic at Ain Shams University Psychiatric
Institute during 2001. Patients were assessed using the
Structured Clinical Interview for DSM-III-R Mental
Disorders I, II (SCID-I, SCID-II), Beck Depression
Inventory (BDI) and the Positive and Negative
Syndrome Scale. The comorbidity rate of substance
abuse in these patients was found to be 26% (n=26)
with the comorbid group having a mean age of 30.59
+/- 7.15 years. Male gender, associated premorbid
personality disorder, high depressive symptomatology
and cigarette smoking were all risk factors found to be
significantly associated with substance abuse in
patients with schizophrenia. Indeed, 92.3% (n=24) of
the comorbid group versus 54.1% (n=40) of the noncomorbid group were males (p<0.001). Furthermore,
65.4% (n=17) of the comorbid group versus 39.2%
(n=29) of the non comorbid group had an associated
personality disorder (p<0.05 and x²=5.3). Moreover,
61.5% (n=16) of the comorbid group suffered from an
associated depression while 32.4% (n=24) in the non
comorbid group did (p<0.01 and x²=6.79). Finally,
100% of the comorbid group engaged in cigarette
smoking while 67.6% (n=50) in the non comorbid
group did (p<0.001 and x²=15.02). The authors note
that these risk factors (male gender, high level of
depression, premorbid personality disorder, and
smoking) are not all restricted to schizophrenics. The
authors concluded that comorbidity of substance abuse,
schizophrenia, and personality disorder favors the
common vulnerability hypothesis, but the association
with high levels of depression favors the selfmedication hypothesis. As for the types of substances
abused, anti-parkinsonians topped the list (38.5%),
followed
by
cannabinoids,
opioids,
and
benzodiazepines (11.5% for each). Polydrug abuse
(anti-parkinsonians,
cough
syrups,
glue,
benzodiazepines) was found in 19.2% of patients. The
authors explain the high prevalence of
antiparkinsonians abuse with the possible availability and
acquaintance with these drugs, which could be in
accordance with the “self-medication hypothesis”. The

absence of cocaine abuse is inconsistent with the
findings of both of the previous study from Lebanon
and what is published in the literature from western
countries, possibly because of the cost of cocaine in
Egypt. As for alcohol, it was abused by 7.7% (n=2) of
patients, again a much lower prevalence rate than that
found in Lebanon and Western studies (possibly
attributable to socio-religious reasons). It is important
to note that no significant association was found
between substance abuse in schizophrenic patients
neither with type of schizophrenia, nor with nature of
symptoms or the treatment prescribed. When asked
for the reasons behind their substance abuse, 38.5% of
the patients were divided equally in giving the
following answers: better sociability, influence of
others, pleasure, curiosity, or unable to give a possible
reason. Additionally, 30.8% of the patients were
engaged in substance abuse for more relief of
psychotic symptoms (hallucinations, delusions, etc.),
19.2% mentioned more relief of depressive feelings
(i.e. better mood), and 11.5% more relief of drug
treatment side effects.
Burden
Awadalla et al. 20 assessed the subjective quality of life
(QOL) of a fairly large sample (N=150) of community
living and mentally stable Sudanese psychiatric
patients suffering from schizophrenia, major affective
disorders and mild/moderate mental disorders (referred
to as neuroses by the authors) (ICD-10). The patients
were recruited from multiple locations representative
of the mental health service clinics of Sudan. QOL was
measured using the WHO 26-item Quality of Life
instrument (WHO QOL-Bref). The patients’ own
ratings of their QOL were compared with those of a
general population sample (N=211, 57.8% men and
42.2% women with a mean age of 30.2) and with the
family caregivers’ impressions of the patients (N=150,
50% men and 50% women with a mean age of 42.7).
Patients with schizophrenia (N=99) were found to be
significantly less satisfied than patients with affective
disorders and neuroses, and the general population
sample on items pertaining to having a meaningful life,
energy for everyday life, bodily appearance, money for
needs, ability to get around, work capacity, selfsatisfaction, personal relationships and support from
friends. On average, patients with schizophrenia
tended to score significantly lower than patients with
major affective disorders and neurosis, even after
controlling for age, education, occupation and marital
status. As for schizophrenic patients suffering from
treatment side effects such as tardive dyskinesia, extrapyramidal reactions and sexual dysfunction, they did
not report significantly lower QOL than patients
without treatment side effects.
Burden of stigma and discrimination
Kadri et al. 21 carried out a study in Morocco with the
World Psychiatric Association (WPA) program against
stigma and discrimination of people with
schizophrenia. One of the study’s objectives was to
measure family members’ attitudes towards
schizophrenic
patients,
using
a
structured
4
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questionnaire. The sample, made up of 100 family
members, each accompanying and representing a
schizophrenic patient, was drawn from Ibn Rushd
University Psychiatric Center of Casablanca, Berrechid
Hospital, and two outpatient clinics in Casablanca.
Family members’ mean age was 47.4 yrs (SD 10.52)
and their group was predominantly female (69%),
made up primarily of mothers (50%). About a third
were without education and about three quarters had
no professional activity. Patients, on the other hand,
had a mean age of 30.4 years (SD 10.52), were
predominantly male, single, and had no professional
activity, with duration of illness ranging from 10
months to 30 years. The authors surveyed the family
members to explore their attitudes towards the patient.
They found that 63.9% did not give the patient difficult
or important tasks; 34% justified this by admitting to
feelings of distrust and 14% by admitting to the belief
that the patient is handicapped. In general, 14% of
family members reported treating the patient with
distrust, 8% as if the patient were “mad”, 59% with
overprotection, and 15% with rejection and
aggressiveness. Still, 37% thought they treated the
patient just like other family members.
In 1978, Younis 22 led a study in Sudan to explore the
attitudes of both rural and urban people towards mental
illness in general, including schizophrenia. It was a
psychiatric sample of 183 adult patients and their
companions who came on the date of the survey to the
health centers of two urban and two rural areas in
Northern Sudan. The sample was predominantly
Muslim, Arabic-speaking males and females ranging in
age from 18 to 60 years, with a mean age of 33.5 years.
The instrument used was the Arabic translation of the
Malhotra and Wig 23 standardized vignettes. An
estimated one quarter of urban and rural participants
replied through self-reports that they would accept a
person with schizophrenia as a neighbor prior to
treatment (26.5% vs. 22.35% respectively). However,
the level of acceptance increased significantly after
treatment, exceeding 50% (52.04% for the urban
sample versus 54.11% for the rural sample).
Interestingly, there was significantly more acceptance
for the schizophrenic patient living in the community
than for the alcoholic. The author acknowledged that
the study was limited in terms of external validity, for
although four fifths of the Sudanese population lived in
northern Sudan, the use of the chosen health centers
may not have been uniform across this population.
Although there might have been a positive selfpresentation bias, which was not controlled for,
nevertheless, the study offered a useful glimpse into
the much needed research in this realm.
Family burden
In their study about schizophrenia, depression and
suicidality, Moussaoui et al. 17 reported that in 19.8%
of the cases, the patients’ families were practically
unaware of their illness. But in 67.7% of the cases,
family members had been subjected to verbal or
physical violence, especially while patients exhibited
active psychotic symptoms. Statistical analysis

revealed that aggressive patients had a significantly
higher frequency of depressive symptoms and suicidal
behavior. The main risk factors for violence were
found to be anxiety and hallucinations, particularly
auditory ones.
In the previously mentioned study by Kadri et al. 21,
Moroccan families of patients with schizophrenia were
found to suffer from stigma and discrimination. 86.7%
of them reporting hard lives attributed to the illness
itself, and 72% reporting psychological suffering such
as poor quality of life; 2% of the subjects were
expelled from rental accommodation, 29% felt people
were afraid of them, 15% reported experiencing
distrust of others, 29% mockery, 41% maltreatment,
and finally 34% report experiencing neglect, especially
from neighbors and relatives, who were actually
perceived as the most stigmatizing group. Furthermore,
the illness was also perceived as causing relationship
disturbances within the family: 7% are divorced, 6% of
fathers left the family, leaving the mothers as the only
caregivers. It is important to note that the authors did
not compare these figures with those found in the
general population (e.g. by using a control group)
which limited the scope of interpretations with regard
to the extent of stigmatization related to schizophrenia.
In a different study using the same sample of Sudanese
patients (see above), Awadalla et al. 24 administered
the WHO QOL-Bref to the patients’ family caregivers
to compare their subjective quality of life (QOL) to
that of the general population. The sample of family
caregivers consisted of 98 caregivers for
schizophrenia, 117 caregivers for major affective
disorders and 78 caregivers for neuroses, all compared
to a general population sample of 189 individuals. The
caregivers of schizophrenia patients tended to score
lower than other caregivers on the QOL domain scores,
but this difference did not reach significance (p>0.05).
For example, there were no significant differences in
scores between caregivers of affective disorders and
neuroses patients on one hand, and caregivers of
schizophrenia on the other hand (P>0.05).
Interestingly, the sole significant predictor of
caregivers’ QOL was the caregiver’s own estimation of
the patients’ QOL and their own health status. The
most surprising finding was that the schizophrenia
caregivers' scores were comparable to those of the
general population group for four out of the six
domains of QOL, with the caregivers reporting
significantly higher QOL on the physical and spiritual
domains (P=0.001). These results were sustained even
after controlling for sociodemographic variables.
These findings were particularly unexpected in light of
the previous literature, which shows that caregivers
generally have lower scores on QOL than control
groups 25,27. The authors noted, however, that none of
the previous studies involved caregivers of patients
with a wide range of psychiatric disorders or stable
patients. Thus, they concluded that the expectation that
caregivers of mental health disorders would have lower
scores on QOL still requires adequate testing. The
authors claimed they could only explain the relatively
5
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high QOL scores of the caregivers, but not why these
scores were higher than those of control groups. They
suggested that the factors driving up these QOL scores
might be the caregivers’ high rating of the patients’
state, the family stability and the extended social
support network that is available to them. The authors
also added that hardiness and salutogenesis may have
played a particularly important role in driving the
scores upwards, as these principles are widely spread
in Sudan’s Islamic culture. Anyhow, the authors
considered the findings as giving reason to be more
optimistic about mental disorders’ effect on family
burden, particularly schizophrenia.
Burden of criminality
What may somehow provide as a basis for the stigma
and discrimination directed against people with
psychosis is the association of the illness with
criminality, though this picture is frequently inflated in
the mind of the public. For example, Moussaoui et al.
17
found that approximately 22% of their 183
schizophrenic patients in Morocco had prior dealings
with the police or the judicial system.
Touari et al. 28 conducted a study on the association
between criminality and psychosis in Eastern Algeria,
based on 3662 male consultations made between Jan
1st 1963 and Dec 31st 1986, at the Psychiatric Clinic of
the University Hospital of Constantine. In Algeria,
psychiatric consultations are mandatory in criminal
cases, but optional in cases of misdemeanor. The
sample, though exclusively male, was reported to be
representative of the larger criminal population. The
authors examined the frequency of psychosis (vs. other
psychiatric disorders) in perpetrators of different types
of crimes or misdemeanors. The sample had a mean
age of 30.1 +/- 11.3 years, and was made up of 3662
subjects, of whom 70.1% (n=2567) had committed
crimes, while 29.9% (n=1095) had committed
misdemeanors. The prevalence of psychosis in the
criminal population was found to be 11.1% (n=284),
assessed according to the Classification Française des
Troubles Mentaux diagnostic criteria. Psychosis was
found to be more frequent, however, in cases of
misdemeanors where 18.6% (n=204) were psychotics
(p<0.001). The diagnosis of schizophrenia and acute
schizophrenic episodes was also greater in cases of
misdemeanors than in crimes (72.5% in the former
versus 59.5% in the latter, p<0.01). There were no
significant differences between the crime and
misdemeanor groups neither in the diagnosis of
paranoia or chronic hallucinatory psychosis (39.1% in
the crime group versus 25.5% in the misdemeanor
group), nor in the diagnosis of manic depression
(bipolar illness), which was rare (1.4% versus 2%,
respectively). The presence of previous psychiatric
history was twice as frequent in cases of misdemeanors
(where psychiatric consultations are optional) as in
crimes (29.9% vs. 13.4%, respectively, p<0.001). A
strong association was found between the type of
crime committed and the psychiatric diagnosis
(p<0.0001). Psychosis was more prevalent among
homicides and aggravated assaults than among other

types of crime. 19.9% of homicides and attempted
homicides (18.4% of homicides and 25.6% of
attempted homicides) and 32.7% of aggravated
assaults were committed by psychotics whereas only
3.2% of sexual crimes and 1.3% of robberies were.
Psychosis was more prevalent in acts of violence
(33.1%) than in other types of misdemeanors, and was
significantly less prevalent in infraction against
property (4.1%, p<0.0001).
The authors investigated the relationship between
those who committed or attempted homicides and their
victims and found that the latter were more frequently
direct ascendants (father, mother) or spouses and less
frequently people who were known but who were not
family members. When there was any sort of
relationship between the offender and the victim
(familial or non-familial), subjects with schizophrenia
and acute schizophrenic episode committed or
attempted homicide more frequently against a parent,
whereas subjects with paranoia or chronic
hallucinatory psychosis committed or attempted
homicide more frequently against a spouse.
A Kuwaiti study was conducted by Fido et al. 29 on 69
men and women prisoners specifically referred for
psychiatric assessment over a nine month period:
36.2% had a major psychiatric disorder. Patients with
schizophrenia accompanied with active symptoms
appeared to be more likely to commit violent offenses.
Nine out of ten prisoners who had been referred for
psychiatric assessment and who had committed murder
were found to suffer from schizophrenia. The authors
reported that almost all the patients with psychotic
disorders had active symptoms at the time they
committed their offenses, and the most likely reason
behind their crimes was psychosis.
Burden of untreated psychosis
Moussaoui et al. 17 assessed the duration of untreated
psychosis in 183 schizophrenic patients in Morocco to
be 275 ± 2.66 days. According to the authors, this can
partially be explained by the fact that the illness was
progressive and insidious for 70% of the patients.
El Hamaoui et al. 30 examined the duration of untreated
psychosis (DUP) and its predicting factors in a sample
of 400 out-patients with schizophrenia, according to
DSM IV criteria (male gender: 77.5%, mean age: 36
years). The recruitment was done in the Ibn Rushd
University Psychiatric Center in Casablanca, Morocco.
DUP was defined as the interval between the onset of
the first positive symptom and the start of an adequate
treatment. Among the 400 patients, 68% were jobless,
and 43.8% had family psychiatric history of which
schizophrenia represented 75.5%. The mean DUP was
148.7 weeks. Fifty two point eight percent had an
antecedent of psychiatric admission with a mean
duration of hospitalization of 51.7 days. The mean
number of psychotic episodes was 4.3 + 3.3. Several
factors were found to be strongly related to DUP.
Female gender represented the first factor. In this
regard, DUP was 135 weeks in men with schizophrenia
6
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versus 195.3 in women. The age was positively
correlated with DUP (p<0.001). When the patient was
single DUP was 120.3 weeks, but it reached 201.3
weeks in the married group (p<0.001). Moreover, in
patients born in rural areas, DUP was 333.4 weeks
versus 130.4 weeks in urban ones (p<0.001). DUP was
also negatively correlated to level of schooling. In the
illiterate group, DUP was 449.2 weeks versus 95
weeks in the literate group (p<0.001). Finally, the
increase of DUP was correlated to prolonged duration
of hospitalization (p<0.001) and a high number of
psychotic episodes (p=0.004).
In the Qatari hospital based study, Shaltout et al. 16
observed that 43.7 % made only one hospital visit,
40.8% visited 2-10 times, 7.5% visited 11-20 times,
and 8% visited more than 20 times (P<0.001). The
most frequent types of visits were outpatient visits
(60.3%), followed by those who made both in-patient
and outpatient visits (24.7%), and those who only used
inpatient services (14.9%) (P<0.001).
Fertility
In light of previous literature about persons with
reduced reproductivity compared to the general
population 31,32, Daradkeh et al.33 and Abdel-Latif 34
sought to compare the fertility rates between
schizophrenic and non-schizophrenic psychiatric
patients in the United Arab Emirates and Egypt
respectively.
The UAE sample 33 was made up of 248 patients (113
males and 135 females) who were consecutively
admitted patients to the Al Ain inpatient unit. They had
all been married before and also had ICD-10 diagnoses
of either F1 (mental and behavioral disorders due to
psychoactive substance-abuse), F2 (schizophrenia and
related disorders), F3 (mood disorders) or F4 (neurotic,
stress related and adjustment disorders). No significant
differences in fertility rates were found between
patients with schizophrenia and related disorders (2.80
children/patient with n=64) and non-schizophrenic
patients. Naturally, however, this does not imply that
schizophrenic patients do not have reduced fertility
rates compared to the general population. Divorce rates
of schizophrenic patients in this study were lower than
expected (6.4% for males and 12.8% for females),
which may partly account for non-significant
differences in fertility rates between schizophrenic
patients and non-schizophrenic ones.
In the second study 34, recruitment was conducted in
the psychiatric inpatient unit in Zagazig University
Hospital in Egypt. Five hundred twenty patients
diagnosed with schizophrenia (n=180), mood disorders
(n=110) or neurotic illness (n=230), according to ICD10 criteria, participated in this study. Married men in
the group with schizophrenia produced more children
than married women, which is in favor of an increased
fertility in men with schizophrenia despite the
decreased marital rate.

Abdel-Khalek 35 compared death anxiety scores
between 7 groups (N =765) of Egyptian participants
(non-clinical, anxiety disorder patients, patients
suffering from schizophrenia, and male addicts), with
mean age of each group around 32 years. Female
schizophrenic patients obtained the next highest mean
score on the Arabic Scale of Death Anxiety (ASDA)
after anxiety patients. Moreover, they reached
significantly higher mean scores on the ASDA than
their
male
counterparts.
Surprisingly,
male
schizophrenic patients had the lowest ASDA score
compared to all other groups, including the nonclinical group (p<0.001). This contrasts with the
clinical literature, which finds that schizophrenic
patients are generally burdened by death related issues.
The author considers this result, however, as specific
to the male sample of schizophrenic patients in this
study.

Discussion
As evidenced by our review, epidemiological studies
on schizophrenia and related disorders in the Arab
world are rare. The current review serves to update
clinicians and researchers in the Arab world and other
international counterparts alike since the core
symptomatology of schizophrenia seem to be similar
across cultures 36. Data on the prevalence of psychotic
disorders reported by Arab countries varied between
0.7% and 5.6% depending on the period assessed for
prevalence. Studies on gender differences conducted
in the UAE found no differences while that of Qatar
reported that more males had acute and transient
psychotic disorders than females. This range of
prevalence should be interpreted with caution, keeping
in mind the various diagnostic systems (e.g. ICD-10,
DSM-III-R, MINI, etc) that were used. In a metaanalysis from a systematic review of 188 studies across
the world, the authors reported a 4.6/1000 median
point prevalence of schizophrenia 37.
The comorbidity of schizophrenia (and related
disorders) and substance abuse was investigated in
Morocco, Lebanon and Egypt. In patients with
schizophrenia, substance abuse ranged from 6.2% to
34%. In patients with substance abuse, schizophrenia
and schizoaffective illness was found to affect 12.5%.
Cannabis consistently topped the list of abused
substances. Alcohol on the other hand was reported by
schizophrenic patients in Lebanon and Egypt. The
comorbidity of schizophrenia and depression was
documented in studies conducted in Morocco and
Egypt, although this was not the main focus of these
studies.
There were notable efforts to gather data on the quality
of life of schizophrenic patients.
Patients with
schizophrenia were found to have lower quality of life
than their relatives/caregivers. The latter are more
similar to the general population or patients with other
psychiatric disorders. Others found commonality of
criminal behaviors among schizophrenic patients.

Burden of death-related issues
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Several studies have shown that the mean DUP ranged
from 1 to 2 years 38. The mean duration of untreated
psychosis was recorded in two different studies in
Morocco: 275 days and 148.7 weeks. The latter figure
was clearly above what has been reported in North
American and European studies. This increase in DUP
in Moroccan patients could be due to cultural beliefs
and intensity of stigma phenomena.

Ms. Ranya Hajjar and Ms. Rima Hadi for reviewing
the manuscript.

In sum, the current review showed that available data
are highly fragmented across time, space and topics of
interest. Additionally, they are limited in many ways
with important methodological heterogeneity. For
instance, one of the four epidemiological studies found
to assess prevalence of schizophrenia and related
disorders 10 and one of two studies found to assess
incidence 13 of schizophrenia and related disorders used
the Composite International Diagnostic Interview
(CIDI) 11,12 as an instrument. However, since the
questions screening for non-affective psychosis in this
version of the CIDI were worded in a way that
increased the false-positive responses 39, the validity of
the prevalence rates from these two studies on
psychotic disorders was put into question and would
need clinical validation. In the study by Daradkeh et
al. 13, the difference in assessment tools (CIDI at
baseline and SCID at follow-up) affected the reliability
of the diagnoses and thus the validity of the study since
according to the authors the few studies that assess the
level of agreement between both tools do not show a
very good agreement coefficient. Moreover, the
reliability of the findings and their generalizability
were sometimes limited by the small sample size.
Furthermore, the instruments used were not always
culturally validated and it has been difficult to compare
findings across the studies due to differences in
methodologies used 12, 19. All of these combined factors
limited us from drawing an integrated or coherent
picture of the current state of affairs regarding
schizophrenia and related disorders in the Arab world,
thus limiting the utility and generalizability of the
aforementioned studies.

3.

Research activity is highly restricted to specific
research teams operating in some countries, rather than
being the product of national concerted efforts at
gathering epidemiological mental health data. There is
an unmet need for national studies with collaborative
efforts for similar methodologies which allow for
cross-cultural comparisons. Research on psychotic
disorders in the Arab world is thus extremely
insufficient. It could, of course, be argued that there
are many more studies in the Arab world, but these
were not published in international journals; instead,
they were published in non-indexed local journals or
sometimes only presented at international congresses.
However, any review should ultimately focus on
published studies as the publication process guarantees
the generation of more reliable and useful data.
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ﺍﻟﻤﻠﺨﺺ

 ﻭﻗﺪ ﻧﺸﺮﺕ ﻣﺮﺍﺟﻌﺎﺕ ﺑﺤﺜﻴﺔ ﻣﻨﻬﺠﻴﺔ ﻋﻦ ﻋﺪﺓ ﻣﻮﺍﺿﻴﻊ ﻣﻦ. ﺍﻟﻤﺎﺿﻴﺔ40 ﺇﻥ ﺍﻟﺒﺤﻮﺙ ﺣﻮﻝ ﺍﻟﺼﺤﺔ ﺍﻟﻨﻔﺴﻴﺔ ﻓﻲ ﺍﻟﻌﺎﻟﻢ ﺍﻟﻌﺮﺑﻲ ﻓﻲ ﺍﺯﺩﻳﺎﺩ ﻋﻠﻰ ﻣﺪﻯ ﺍﻟﺴﻨﻮﺍﺕ ﺃﻝ
 ﻭﺍﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻘﻠﻖ ﻭﺍﺿﻄﺮﺍﺏ ﻧﻘﺺ ﺍﻻﻧﺘﺒﺎﻩ ﻭ ﻛﺜﺮﺓ ﺍﻟﺤﺮﻛﺔ ﻟﺘﻮﻓﻴﺮ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﻼﺯﻣﺔ ﺇ ﺍﻝﻷ ﻁﺒﺎء ﻭﺍﻟﺒﺎﺣﺜﻴﻦ،ﻫﺬﻩ ﺍﻟﻤﻨﻄﻘﺔ ﻣﺜﻞ ﺍﻻﻧﺘﺤﺎﺭ ﻭﺗﻌﺎﻁﻲ ﺍﻟﻤﺨﺪﺭﺍﺕ
 ﺇﻥ ﺍﻟﻐﺮﺽ ﻣﻦ ﻫﺬﻩ ﺍﻟﻮﺭﻗﺔ ﻫﻮ ﺗﻘﺪﻳﻢ ﻋﺮﺽ ﻣﻨﻬﺠﻲ ﺣﻮﻝ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﻤﻴﺪﺍﻧﻴﺔ ﺣﻮﻝ ﺃﻣﺮﺍﺽ ﺍﻟﺬﻫﺎﻥ ﺍﻟﺘﻲ ﺗﻢ.ﻭﺍﻟﻄﻼﺏ ﻋﻠﻰ ﺣﺪ ﺳﻮﺍء ﺣﻮﻝ ﺗﻠﻚ ﺍﻟﻤﻮﺍﺿﻴﻊ
IDRAAC  ﻭﻗﺎﻋﺪﺓ ﺑﻴﺎﻧﺎﺕPsycINFO  ﻭPubMed ، ﻭﺗﻢ ﻟﻬﺬﺍ ﺍﻟﻐﺮﺽ ﺍﺳﺘﺨﺪﺍﻡ ﻋﺪﺩ ﻣﻦ ﺁﻟﻴﺎﺕ ﺍﻟﺒﺤﺚ،2007 ﻧﺸﺮﻫﺎ ﻓﻲ ﺍﻟﻌﺎﻟﻢ ﺍﻟﻌﺮﺑﻲ ﺣﺘﻰ ﻧﻬﺎﻳﺔ ﺍﻟﻌﺎﻡ
.ﻋﻠﻰ ﺷﺒﻜﺔ ﺍﻻﻧﺘﺮﻧﺖ
 ﻭﻓﻘﺎ ﻟﻠﺪﺭﺍﺳﺎﺕ.ﻋﻠﻰ ﺍﻟﺮﻏﻢ ﻣﻦ ﺃﻥ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺣﻮﻝ ﺃﻣﺮﺍﺽ ﺍﻟﺬﻫﺎﻥ ﻓﻲ ﺍﻟﻌﺎﻟﻢ ﺍﻟﻌﺮﺑﻲ ﻧﺎﺩﺭﺓ ﻓﺈﻧﻬﺎ ﺑﺎﻟﺮﻏﻢ ﻣﻦ ﺫﻟﻚ ﻗﺪ ﺗﻨﺎﻭﻟﺖ ﻣﺠﻤﻮﻋﺔ ﻣﺘﻨﻮﻋﺔ ﻣﻦ ﺍﻟﻤﻮﺍﺿﻴﻊ
 ﻧﺎﻗﺶ ﺍﻟﻌﺪﻳﺪ ﻣﻦ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﺘﺰﺍﻣﻦ. ﺩﻭﻥ ﻭﺟﻮﺩ ﻓﺮﻭﻗﺎﺕ ﺗﻤﻴﺰ ﺑﻴﻦ ﺍﻟﺠﻨﺴﻴﻦ٪5.6  ﻭ٪ 0.7 ﺍﻟﺘﻲ ﺗﻢ ﺗﺤﺪﻳﺪﻫﺎ ﺗﺮﺍﻭﺣﺖ ﻧﺴﺒﺔ ﺍﻧﺘﺸﺎﺭ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﺬﻫﺎﻧﻴﺔ ﺑﻴﻦ
 ﻗﻠﺔ،  ﺍﻟﻨﺸﺎﻁ ﺍﻹﺟﺮﺍﻣﻲ،  ﺍﻟﻌﺐء ﻋﻠﻰ ﺍﻷﺳﺮﺓ،  ﺃﻭ ﺍﻟﻌﺐء ﺍﻟﻤﺘﻌﻠﻖ ﺑﻬﺎ )ﻭﺻﻤﺔ ﺍﻟﻌﺎﺭ ﻭﺍﻟﺘﻤﻴﻴﺰ/  ﻭ، ﺑﻴﻦ ﻫﺬﻩ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﻭﺗﻌﺎﻁﻲ ﺍﻟﻤﺨﺪﺭﺍﺕ ﺃﻭ ﺍﻻﻛﺘﺌﺎﺏ
 ﻭﺑﻨﺎء ﻋﻠﻰ ﺫﻟﻚ، ﻫﻨﺎﻙ ﺣﺎﺟﺔ ﻣﺎﺳﺔ ﺇﻟﻰ ﺩﺭﺍﺳﺎﺕ ﻭﻁﻨﻴﺔ ﺑﺸﺄﻥ ﺃﻣﺮﺍﺽ ﺍﻟﺬﻫﺎﻥ ﻓﻲ ﻫﺬﻩ ﺍﻟﻤﻨﻄﻘﺔ ﻣﻦ ﺍﻟﻌﺎﻟﻢ ﻟﺘﺤﺪﻳﺪ ﺣﺠﻢ ﺍﻟﻤﺸﻜﻠﺔ.(ﺍﻟﺨﺼﻮﺑﺔ ﻭﺍﻟﻌﻼﺝ ﻭﺍﻟﻤﻮﺕ
.ﺗﺤﺪﻳﺪ ﺍﻻﺗﺠﺎﻫﺎﺕ ﺍﻟﻤﺴﺘﻘﺒﻠﻴﺔ
Correspondence Author
Prof. Elie G. Karam
P.O.Box: 166227
Achrafieh, Lebanon 1100 2110
Email: egkaram@idraac.org
Authors
Rim Saaba, Driss Moussaouib, Caroline C. Tabeta,c,d, Youssef El Hamaouib, Mariana M. Salamouna, Zeina N.
Mneimnehae, Elie G. Karama,c,d
a
Institute for Development Research Advocacy and Applied Care (IDRAAC), Lebanon.
b
Psychiatric Centre, Ibn Rushd University, Casablanca, Morocco.
c
Department of Psychiatry and Clinical Psychology, Faculty of Medicine, Balamand University, Lebanon
d
Department of Psychiatry and Clinical Psychology, St George Hospital University Medical Center, Lebanon.
e
Program in Survey Methodology, Institute for Social Research, University of Michigan, USA.
1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

1T

2T

2T

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

9

1T

The Arab Journal of Psychiatry (2011) Vol. 22 No. 1 Page (10-18)

Features of Depression in Schizophrenia
EL Khouly GH, Mahmoud A, Sadek H, and Al Gafary M.

ﺧﺼﺎﺋﺺ ﻅﺎﻫﺮﺓ ﺍﻻﻛﺘﺌﺎﺏ ﻓﻲ ﻣﺮﺽ ﺍﻟﻔﺼﺎﻡ
 ﺍﻟﺠﻌﻔﺮﻱ، ﺻﺎﺩﻕ، ﻣﺤﻤﻮﺩ،ﺍﻟﺨﻮﻟﻲ

Abstract

O

bjectives: This study examined the features of depression in different categories of schizophrenic patients as
classified by both duration and ICD-10 course pattern. Methods: 385 schizophrenic patients were recruited
from the Institute of Psychiatry Ain Shams University and Al Abassia Ministry of Health hospital, Cairo, Egypt. All
cases were subjected to a Structured Clinical Interview for Diagnosis, section for schizophrenia and depression, socio
demographic sheet, medical history sheet, Calgary Depression Rating Scale (CDRS), and Positive and Negative
Symptoms Scale (PANSS). The studied sample was classified according to the schizophrenia duration to two groups:
acute and chronic; and according to the schizophrenia course to three groups: continuous course, episodic course, and
remittent course. Depression was categorized into three groups: patients with major depressive disorder (SDD), patients
with depressive symptoms (SDS), and patients with no depression (ND). Results: Depression was found, in order of
prevalence, as SDD, ND, and SDS. Depression was significantly associated with chronic duration and continuous
course. Self depreciation was the most characteristic depressive symptom of acute schizophrenia, and hopelessness was
the most characteristic one of chronic schizophrenia. No correlation between depressive and psychotic symptoms was
found in acute schizophrenia; however, in chronic schizophrenia depression was correlated to all psychotic symptoms
except positive ones. Factor analysis failed to specify selective subsets of PANSS symptoms associated with
depression. Canonical discriminate analysis proved that CDRS is valid in classification of depression categories.
Conclusion: Schizophrenia should be properly categorized in order to study its depressive features. Duration rather
than course of schizophrenia is a risk factor for depression in schizophrenia.
Key Words: Features – Depression – Schizophrenia – Course – Duration
Declaration of interest: None

Introduction
There is increasing interest in conceptualizing
schizophrenia-spectrum illnesses beyond the traditional
diagnostic elements of positive and negative
symptoms, moving toward a more comprehensive
understanding that includes associated features such as
cognitive deficits and affective symptoms13.
P

P

A review of studies examining the frequency of
depressive phenomenon in schizophrenia found
prevalence rates ranging from 7% to 75% 8, 25,29,43,46
with a negative impact on outcome 13,15,35,41, 47, 51.
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Though a number of studies has examined the
prevalence and nature of depression at different phases
of the schizophrenic illness, the precise nature of
depressive symptoms present in different phases of the
schizophrenic illness remains unclear12,40.
P

P

These studies had several limitations, such as: 1) lack
of generalizability to variable demographic groups26, 2)
undefined level of chronicity of the illness24, 3)
confusion between course, outcome and duration of
schizophrenia in discriminating different phases of
schizophrenia23, 4) lack of cross sectional examination
had led to find depressive symptoms to be prevalent
during all stages of the disorder39, 5) using variety of
instruments to assess the presence and severity of
depressive symptoms50, 6) using standard depression
rating scales designed and validated only for non
psychotic populations with a diagnosed depressive
illness28,33, 7) studying only one type of schizophrenia:
outpatient or inpatient19,30, and 8) using patient selfrated scales measuring mainly subjective mood
symptoms10.
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By trying to avoid some of the limitations of other
studies, we carried out this study with the objective of
characterizing
and comparing the profile of depressive phenomena
found in different categories of schizophrenic patients
according to the duration of illness and course pattern
found in ICD-10 diagnostic criteria for research.

Subjects and methods
Between January and December 2009, all new
schizophrenic patients presented to the Institute of
Psychiatry Ain Shams University Hospital were invited
to participate in the study after obtaining written
informed consent. Two hundred forty one (241)
patients diagnosed with schizophrenia according to the
ICD-10 Diagnostic criteria for research 49, either
outpatients or inpatients, met the study inclusion
criteria and agreed to participate. During the
recruitment period, 73 subjects with schizophrenia
declined to participate.
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In order to include the broad spectrum of different
types and course patterns of schizophrenia, we invited
all schizophrenic inpatients in the long term wards of
Al Abassia Hospital (including patients admitted for
periods up to 30-40 years) during the recruiting period
to join the study. Only one hundred forty four (144)
inpatients fit the inclusion criteria of the study and
agreed to participate.
The study exclusion criteria were as follows:
uncooperative patient, patient who could not
understand the questions, mentally subnormal patient
as clinically judged, history of acute fulminating
physical disorder, and history of significant head
10
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trauma and/or convulsions. Other exclusion criteria
added regarding the patients from AL Abassia Hospital
were patients with not enough information, with severe
formal thought disorder interfering with proper clinical
assessment, and patients over 85 years old to avoid
comorbid organic factors.
Immediately after consenting to participate in the
study, all the recruited patients were subjected to
complete Structured Clinical Interview for Diagnosis
(SCID-I) section for schizophrenia and depression18,
socio demographic sheet, medical history sheet,
Calgary Depression Rating Scale (CDRS) 2,3,4,11,37, and
the Scale for the Assessment of Positive and negative
Symptoms (PANSS)7,27. Three catatonic patients, fifty
patients presented with violence/aggression, and 10
patients presented with marked hallucinations were
consented and assessed two weeks after their
recruitment.
A socio-demographic sheet included: age, gender,
social class scale17, years of education, marital status,
original/current residence, order of birth, occupation,
religion, and parental consanguinity.
Medical history sheet includes; site of recruitment
whether outpatient or inpatient, past and current history
of medical/psychiatric illness, past history of
psychiatric admission, family history of psychiatric
illness, subtype, duration and course of schizophrenia,
duration of current hospitalization, current treatment,
and past/current history of ECT.
In this study, sub grouping depressive phenomenon
according to CDRS was as follows 3: 0 = No
depression (ND),≤ 6 = Sub syndrome depressive
symptoms (SDS), and˃ 6 = Syndrome depressive
disorder (SDD).
The schizophrenic patients in the studied sample were
classified according to the duration of their illness into
two groups: a) acute if the duration of schizophrenia≤
2 years, and b) chronic if the duration of schizophrenia
˃ 2 years. Another three groups of schizophrenic
patients were determined according to the course
pattern of ICD-10, a) continuous course, b) episodic
course correspond to episodic with progressive deficit,
episodic with stable deficit, and episodic remittent, and
c) remittent course correspond to incomplete and
complete remission. The latest two types of course
present in ICD-10 classification were dropped for non
clinical significance. Sixteen patients were dropped as
their illness duration was
˂1 year which is the
observational period needed in the research diagnostic
criteria of ICD-10 to evaluate schizophrenia course.

Statistical analysis
Data coded and revised were introduced to an EXCEL
database to be later manipulated and analyzed using
SPSS version 16.0. For the sake of description,
categorical data were presented as number and percent;
and continuous data were presented as means, standard
deviation and 95% confidence limit. One way ANOVA
was used to test any significant differences between
more than two groups. Continuous variables and post

hoc LSD were used to test individual groups'
significance, while Student-t test was used to test the
same condition for two groups. Chi-square test was
used to test association between two categorical
variables. Fisher Exact was used to test variables'
association, if less than five variables were
encountered in a 2x2 table. Spearman’s Rank
Correlation Coefficient was used to test the correlation
between scores of different measured variables. Factor
analysis was conducted to identify main psychotic
symptoms related to the principal component for
symptoms and/or disorder of depression in
schizophrenic patients. Discriminate analysis was
conducted to discriminate between the three depression
groups (ND, SDS, and SDD) for the different
psychotic symptoms (positive, negative, general
PANSS symptoms). Scatter plot of cases according to
the obtained functions was generated with the
discriminate analysis. Significance level was set at
˂0.05 and high significance at ˂0.01.

Results
385 patients were recruited to the study. Their mean
age was 42.3 ±14.2 ranging between 17 and 84 years
and 63.4% of them were males. Their average
education years were 10.7 ranging between 0 and 19
years. The majority was in low social class 44.4% and
69.6% were single. 54.3% were jobless and 15.3%
reported parental consanguinity. 60.3% were
inpatients. Past history of psychiatric illness was
reported in 2.3% of patients. Family history of similar
condition or addiction or depression was reported by
21.5% of patients. The average duration of
schizophrenia was 14.6 years (95% Confidence
Interval 13.4 – 15.7 years). 14.3% of patients had been
subjected currently to ECT and 32.2% had been
subjected to it in the past. As regard type of
schizophrenia, 148 (38.4%) patients were paranoid, 98
(25.5%) undifferentiated, 91 (23.6%) residual, 43
(11.2%) hebephrenic, 3 (0.8%) catatonic, and 2 (0.5%)
simple schizophrenia. Typical and atypical antipsychotic drugs were received by 62.1% and 61% of
patients respectively, 11.4% received anti-depressant,
55.8% received anti-cholinergic and 17.9% received
anti-epileptics.
Five categories of schizophrenic patients were
specified in our sample, 1) acute schizophrenia (n = 48,
12.5%), 2) chronic schizophrenia (n = 337, 87.5%), 3)
continuous course of schizophrenia (n = 148, 38.4%),
4) episodic course of schizophrenia (n = 166, 43.1%),
and 5) remittent course of schizophrenia (n = 55,
14.3%).
Regarding the categories of depressive phenomenon in
our schizophrenic sample, we have three groups
according to CDRS as follows; 1) ND (n = 128,
33.2%), 2) SDS (n = 106, 27.5%), and 3) SDD (n =
151, 39.2%).
In comparing the demographic characteristics of
schizophrenic patients in relation to the level of
depression whether ND, SDS, or SDD as measured by
CDRS, schizophrenic patients with SDD were
11
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significantly older (45.9±14.8) than both SDS
(40.5±13.2) and ND (39.5±13.3) groups (P<0.001).
Females were significantly more presented in the SDD
(47.7%) compared to the SDS (36.8%) and ND
(23.4%) groups (P<0.001). Urban original residence
was significantly more frequent in ND (90.6%) group
compared to the SDS (83%) and SDD (74.8%) groups
(P=0.001). Unemployment was significantly more
frequent in the SDD (63.6%) group compared to the
SDS (47.2%) and ND (49.2%) groups (P=0.013).
67.9% of inpatients had SDS, and 64.2% had SDD and
49.2% had ND (P=0.006). No significant difference
had been found between depression subgroups
regarding social class (P=0.910), education years
(P=0.804), marital status (P=0.362), past history of
psychiatric illness (P=0.291), current co-morbid
medical illness (P=0.597), past / current history of ECT
(P=0.516 & 0.058 respectively), past history of
psychiatric admission (P=0.093), and current treatment
(P˃0.05).
Regarding the mean score of CDRS in relation to

duration and course of schizophrenia, chronic
schizophrenic patients had significantly higher mean of
CDRS score (6.36±6.0) with a range of 0.1 to 23 than
acute ones (1.88±4.1) with a range of 0.1 to 18
(P<0.001). Continuous schizophrenia course was
significantly associated with a higher CDRS score
(7.0±5.9 with a range of 0.1-21) than both episodic
(5.4±5.9 with a range of 0.1-23) and remittent courses
(4.8±5.7 with a range of 0.1-18) (P0.017).
In comparing depression among schizophrenic patients
in relation to the duration of schizophrenia, SDD was
more manifest in the chronic schizophrenia group than
in the acute one and vice versa for ND group.
However, SDS group was more manifest in chronic
schizophrenia. On the other hand, comparing
depression among schizophrenic patients in relation to
the course of schizophrenia, it was found that SDS was
more manifest in continuous course and ND was more
manifest in remittent course. In contrast, SDD was
more manifest in continuous course and least manifest
in episodic course (Table 1).

Table (1): Depression categories, as measured by CDRS, among schizophrenic
patients in relation to duration and course of schizophrenia
ND
Duration of Schizophrenia
Acute
32 (66.7)

SDS

SDD

11 (22.9)

5 (10.4)

Chronic

95 (28.2)

146 (43.3)

96 (28.5)

P value

<0.001

Course of Schizophrenia
Continuous

33 (22.3)

45 (30.4)

70 (47.3)

Episodic
Remittent

59 (35.5)
26 (47.3)

48 (29)
8 (14.5)

59 (35.5)
21 (38.2)

0.004

ND means No Depression neither symptoms nor disorder, SDS means Sub Syndrome Depressive Symptoms, SDD
means Syndrome Depressive Disorder, CDRS means Calgary Depression Rating Scale, P value is significant at ˂ 0.05
and highly significant if ˂0.01.
Comparing quality of individual depressive symptoms
as described in CDRS in relation to duration of
schizophrenia illness (whether acute or chronic), the
least frequently encountered symptom in acute
schizophrenia was pathological guilt (6.2%) and the
highest was self depreciation (21.9%). For chronic
schizophrenia, suicide was the least frequently met
symptom (33.2%) and the most frequently reported
symptom was hopelessness (53.7%). All symptoms
were significantly more frequently encountered in
chronic than acute schizophrenia (P<0.05). As regards
the course of schizophrenia, depressed mood, guilt,
ideas of reference, morning depression and observed
depression did not differ significantly in continuous
course when compared to episodic and remittent
courses of schizophrenia. For other symptoms, they
were more manifest in continuous, less in episodic and
least in remittent courses of schizophrenia and this
trend was statistically significant (P<0.05).

Comparing quantity of individual depressive
symptoms as described in CDRS in relation to duration
of schizophrenia illness, the average number of
depressive symptoms in acute schizophrenic patients
was one compared to four in the chronic patients
(P<0.05). According to course, on the average, four
symptoms were usually evident in the continuous
course of schizophrenia compared to three on the
average in episodic and remittent courses (P˃0.05).
In testing the correlation between depression and the
core symptoms of schizophrenia as measured by the
PANSS scale, the average score for the positive
PANSS subscale did not differ between the three
categories of depression, whereas the negative, general
and total subscales scores were significantly lower in
the ND compared to both SDS and SDD groups
(Table2).
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Table (2): Depression categories among schizophrenic patients as measured
by CDRS in relation to PANSS schizophrenia symptoms
CDRS
ND
SDS
SDD
18.3 (16.4 – 20.1)
19.1 (17.3 – 20.9)
16.8 (15.4 – 18.2)
Positive
13.9 (12.3 – 15.4)
18.4 (16.7 – 20.1) 
17.0 (15.5 – 18.5) 
Negative
29.9 (26.8 – 33.0)
34.7 (32.5 – 36.9) 
36.1 (33.6 – 38.6) 
General
62.0 (56.2 – 67.9)
72.0 (67.6 – 76.4) 
69.7 (64.8 – 74.6) 
Total

P value
0.154
<0.001*
0.003*
0.023*

ND means No Depression neither symptoms nor disorder, SDS means Sub Syndrome Depressive Symptoms, SDD
means Syndrome Depressive Disorder, CDRS means Calgary Depression Rating Scale, P value is significant at˂0.05
and highly significant if ˂0.01. Values are means (95% confidence interval)
No significant correlation was found between CDRS
and a psychotic symptom scores (positive, negative,

general and total PANSS scores) neither in SDS nor
SDD categories of schizophrenic patients (Table3).

Table (3): Correlating CDRS score to PANSS subscales scores in schizophrenic patients with SDS and SDD

CDRS Score
SDS
Positive
Negative
General
Total

0.169
-0.155
0.051
0.032
SDD

Positive
Negative
General
Total

-0.122
0.098
0.092
0.048

SDS means Sub Syndrome Depressive Symptoms; SDD means Syndrome Depressive Disorder, CDRS means Calgary
Depression Rating Scale, PANSS means Positive and Negative Symptoms Scale; P value is significant at˂0.05 and
highly significant if ˂0.01
In testing the previous correlation against duration and
course of schizophrenia, no significant correlation has
been found between CDRS total score and any of the
psychotic symptoms in acute schizophrenia. All
PANSS subscales scores except for the positive
subscale were significantly correlated with CDRS total

score in chronic schizophrenia. In remittent
schizophrenia, CDRS total score was not significantly
correlated with any of the psychotic symptoms
subscales scores. In continuous schizophrenia, positive,
general and total PANSS scores were significantly
correlated with CDRS total score (Table4).

Table (4): Testing the correlation between CDRS score and PANSS subscales scores against duration and course
of schizophrenia
CDRS Score
Acute Schizophrenia
Positive
0.044
Negative
0.158
General
0.076
Total
0.096
Chronic Schizophrenia
Positive
Negative
General
Total
Continuous Schizophrenia
Positive
Negative
General
Total
Episodic Schizophrenia
Positive
Negative
General

-0.057
0.147
0.198
0.129
-0.181
0.173
0.176
0.080
0.006
0.128
0.251
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Total
Remittent Schizophrenia
Positive
Negative
General
Total

0.175
-0.099
0.072
-0.005
-0.018

CDRS means Calgary Depression Rating Scale. PANSS means Positive and Negative Symptoms Scale; P value is
significant at ˂0.05 and highly significant if ˂0.01.
using CDRS classification cut off points. Delusions,
Factor analysis was carried out on PANSS symptoms
guilt feelings, depression, motor retardation,
in the SDS group of patients as measured by CDRS in
disturbance of volition, active social avoidance can
order to ascertain if a smaller number of symptoms
significantly discriminate between different types of
than the individual scale items could still account for
depression among schizophrenic patients. Function 1
the variance seen. Values are correlation coefficients to
discriminating ND from SDS is dominated by
the principal component. The higher the value of the
delusions and disturbance of volition that were more
coefficient the more the contribution of this variable to
evident in SDS than in ND group (canonical
the corresponding principal component is found. It was
discriminate function coefficient (C) =-0.340 and apparent that conceptual disorganization, all negative
0.437 respectively), whereas guilt feelings, depression,
symptoms except for blunted affect and poor rapport,
motor retardation and active social avoidance were
and all general symptoms except for guilt feelings,
more evident in the ND. Function 2 discriminates
mannerisms and posturing, depression, motor
between SDS and SDD revealing guilt feelings and
retardation, unusual thought content, disorientation,
motor retardation less represented in SDS group and
and active social avoidance were significantly
more evident in SDD group (C=-0.596 and -0.389
correlated to the first component. Only delusions and
respectively). (Table5).
suspiciousness/persecution
were
correlated
significantly to the second component. No PANSS
Table (5) shows standardized canonical
symptoms were correlated to the third components.
discriminate function coefficients for discriminate
Conceptual disorganization to be the highest positive
analysis including psychotic symptoms for the 3
psychotic symptom, emotional withdrawal to be the
depression groups (ND, SDS, and SDD) by CDRS
highest negative psychotic symptom and disturbance of
among schizophrenic patients
volition to be the highest general psychotic symptom
correlated to the principal component. Delusions were
Function
CDRS
the least positive psychotic symptom, blunted affect
1
2
was the least negative psychotic symptom, and motor
Delusions
-.340.392
retardation was the least general psychotic correlates to
Guilt Feelings
.489
-.596the principal component.
Depression
.685
.241
Motor Retardation
.282
-.389In contrast, factor analysis done on PANSS symptoms
Disturbance of Volition
-.437.188
in the SDD group of patients as measured by CDRS
Active Social Avoidance
.183
.791
revealed that all negative psychotic symptoms, general
Wilks’ Lambda
.699
.906
psychotic symptoms, and positive psychotic symptoms
.000
.000
P value
except for delusions and grandiosity were significantly
ND means No Depression neither symptoms nor
correlated to the first component. No PANSS
disorder, SDS means Sub Syndrome Depressive
symptoms were correlated to both the second and third
Symptoms, SDD means Syndrome Depressive
components. Conceptual disorganization to be the
Disorder, CDRS means Calgary Depression Rating
highest positive psychotic symptom, lack of
Scale, Function (1) discriminates between ND and
spontaneity and flow of conversation to be the highest
SDS. Function (2) discriminates between SDS and
negative psychotic symptom and disturbance of
SDD. P value is significant at ˂0.05 and highly
volition to be the highest general psychotic symptom
significant if ˂0.01
correlated to the principal component. Grandiosity was
the least positive psychotic symptom, blunted affect
was the least negative psychotic symptom, and
The discriminating ability of the canonical extracted
mannerisms and posturing were the least general
functions, could correctly classify 60.3% of crosspsychotic correlates to the principal component.
validated depressive grouped cases as measured by
Discriminate canonical analysis extracted two
CDRS. The functions shown on the graph are linear
functions to discriminate between the ND and SDS
combinations of the best group of predictors as
groups (Function 1) and SDS versus SDD groups
selected by the step-wise discriminate function analysis
(Function 2) in function of psychotic symptoms
(Figure1).
(positive, negative, general and total PANSS score)
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Figure (1): Discriminate function graph classifying
depression groups of schizophrenia patients
according to psychotic symptoms

The functions of the discriminate analysis are such that
all the subjects in one group will have high values of
the function whereas all the subjects in the other group
will have low values.

Discussion
The present study extends previous research in a
number of significant ways. First, it employs a cross
sectional design to compare depression in different
courses and duration of schizophrenia at the same time
in order to be specific and accurate in characterization
of
each.
Overall,
research
indicates
that
schizophrenia’s course over time varies considerably
from person to person 48 and varies for any one person
34
. Comparing depressive symptoms longitudinally in
the same person led to finding depressive symptoms
highly prevalent in all courses the same 32.
Second, it adopted the ICD-10 research diagnostic
criteria in determining the schizophrenic course and
differentiated between course, outcome, and duration
in categorizing schizophrenic patients. Previous studies
confused those categories by defining acute
schizophrenia as first episode or psychotic relapse or
exacerbation of psychotic symptoms6, and by defining
chronic schizophrenia as stable patients free of
psychotic symptoms or remittent patients or patients
resistant to treatment42.
Third, it widens the scope of the schizophrenic sample
allowing the inclusion of different ages, duration,
courses, placements, and types of schizophrenia. Some
studies specified the studied sample of schizophrenic
patients by certain demographic and clinical groups 23.
Fourth, it used depression measuring scale specifically
designed for the assessment of depressive symptoms in
schizophrenia (CDRS). In addition, our study
depended on clinician rating scales taking into account

observable signs, as most schizophrenic patients had
impaired ability to recognize their symptoms and
functional deficits 33. Previous research depended
mainly on patient self-rated scale which focused on
measurement of changes in subjective mood rather
than objective observed one 10.
Finally, no previous study was concerned with such
features of depression in schizophrenia, e.g. what are
the categories of depression in schizophrenic patients
and are the schizophrenic patients differing according
to their depression? Can depressive symptoms
differentiate between acute and chronic schizophrenia
and between different courses of schizophrenia? Are
depressive symptoms correlated with psychotic
symptoms in schizophrenia? Could Psychotic
symptoms discriminate between different categories of
depression in schizophrenia?
The most common type of schizophrenia was paranoid,
followed by undifferentiated, residual, catatonic and
simple schizophrenia in order of prevalence. Typical
and atypical antipsychotic drugs were nearly equally
used (62.1% and 61% respectively), and only 11.4%
received anti-depressants and 17.9% received mood
stabilizers. Only 14.3% of patients had been subjected
to current ECT and 32.2% to past ECT. This reflects
our practice in management for schizophrenia which
neglects detection and treatment of depression of
schizophrenia. In other studies, 30% of inpatients and
43% of outpatients with schizophrenia receive
antidepressant treatment. Recent evidence suggests that
combination antidepressant treatment and ECT may
not be any more effective than antidepressant treatment
alone and ECT may be more efficacious overall 26.
The most common depressive category in our
schizophrenic sample was the depressive disorder
(SDD, 39.2%), followed in order of prevalence by the
no depression category (ND, 33.2%) and the
depressive symptoms category (SDS, 27.5%). This
means that, depression as a disorder was more frequent
than as symptoms in our schizophrenic sample. This
goes with Buckley et al. 12 who estimated that
comorbid depression occurs in 50% of schizophrenic
patients and Müller et al. 37 who found no depression in
31% of schizophrenic patients.
In comparing schizophrenic patients with the three
categories of depression, patients with depressive
disorder (SDD) were significantly characterized by
being older, of female sex, jobless, and significantly
associated with chronic duration and continuous
course. This pointed to its closeness to primary
depression and its association with poor outcome in
schizophrenia5, 36.
On the other hand, schizophrenic patients with
depressive symptoms (SDS) in our sample were
significantly characterized by being inpatients and
significantly associated with continuous course. This
may conclude that, depression even in its sub-threshold
form could be a clinical marker for severity in
schizophrenia. In addition, nature of depressive
symptoms may warrant psychiatric admission even in
the presence of cold psychotic symptoms 51.
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No previous study characterized schizophrenic group
with zero score on depression scales. However, in our
sample those patients were significantly characterized
by being of urban original residence, more associated
with acute duration and remittent course with the
lowest negative, general and total PANSS subscales
scores. Again, this supports the association between
depression and poor outcome and increased severity in
schizophrenia 31. Being not characterized by the lowest
positive subscale score on PANSS denotes that
pathogenesis of depression in schizophrenia is not
secondary to the presence and/or nature of positive
psychotic symptoms 13.
The three groups of depression (SDD, ND, SDS) did
not differ in social class, years of education, marital
status, past history of psychiatric illness, current comorbid medical illness, past / current history of ECT,
past history of psychiatric admission, current
psychotropic treatment, and positive PANSS subscale
score. This means that depression in schizophrenia was
neither accurately detected nor properly treated and it
is related to the core of schizophrenic process rather
than being a reflection of other social, demographic
and/or other clinical factors 20. Again as previously
mentioned, it assures that depression in schizophrenia
is not secondary to the presence and/or nature of
positive psychotic symptoms 36, 43.
The clinical depression seen in acute schizophrenia
(12.5%) differed significantly from that seen in chronic
schizophrenia (87.5%) both in quantity and quality.
Depression was significantly positively correlated with
duration of schizophrenia, i.e. the more the duration,
the higher the depression both in quantity and quality.
This was evident from our findings that, all depressive
symptoms were more frequent in chronic
schizophrenic patients who also had significantly
higher means of CDRS (6.36±6.0 to 1.88±4.1)
depression scores with significantly more numbers of
depressive symptoms (4 to 1) than acute one. This
disagreed with Heald et al 23 who found that total
Hamilton Depression Scale (HAMD) and Beck
Depression Inventory (BDI) scores were significantly
greater for both the acute schizophrenic and primary
depression
groups
compared
with
chronic
schizophrenic group with the total scores for acute
schizophrenia and primary depression being similar.
This could be explained by the conflicted definition
used for what acute and chronic means in both studies.
In our study it depended on duration of schizophrenic
illness, in their study, the discrimination between what
is acute and what is chronic was poorly defined 42.
Quality of depressive symptoms was significantly
different between chronic and acute schizophrenia.
Self depreciation was the most characteristic
depressive symptoms of acute schizophrenia and
hopelessness was the most characteristic one for
chronic schizophrenia. On the other hand, pathological
guilt was the least characteristic depressive symptoms
of acute schizophrenia and suicide was the least
characteristic one for chronic schizophrenia. This
highlights an observation that, depression in
schizophrenia followed the cognitive theory of
depression "learned helplessness hopelessness" which

stated that inferred negative characteristics about the
self are postulated to contribute by time and interaction
with stress to the formation of hopelessness 1, 14. In
addition, it is apparent that pathogenesis of depression
in schizophrenia differ from that of "post psychotic
depression" which mainly depend on regaining insight
and sense of demoralization 36. Guilt and suicide are
usually depressive symptoms related to recovering
insight in schizophrenic patients 9, 38.
In this study, careful analysis of depressive symptoms
showed quantitative rather than qualitative difference
between the three courses groups of schizophrenia. The
most common course in our sample was the episodic
(43.1%), followed in order of prevalence by the
continuous (38.4%) and the remittent (14.3%).
Continuous course had the highest depression score
than other courses. All depressive symptoms were
more frequent than in episodic and/or remittent
courses. The number of depressive symptoms was 4 to
3 to 3 in continuous, episodic, and remittent course
respectively. Comparing the quality of depressive
symptoms in the three courses of schizophrenia, we
had found that, no statistical significant difference
regarding the prevalence of the following symptoms;
depressed mood, guilt, ideas of reference, morning
depression and observed depression. This highlighted
the association between depression and duration rather
than course of schizophrenia, however it needs further
evaluation.
Regarding the correlation between depression and
psychotic symptoms, it was only found with the
continuous course and chronic duration of
schizophrenia. In continuous schizophrenia, positive,
general and total PANSS scores were significantly
correlated with CDRS total score. In chronic
schizophrenia, depression was correlated to all
psychotic symptoms except positive ones. This was
against the research statement that, by time many
schizophrenic people learn successful ways of
managing even severe symptoms to moderate their
disruptiveness to daily life 21 and the clinical
observation that earlier years with the schizophrenic
illness are often more difficult than later ones48.
However, this goes with Heald et al 23 who found a
significant association between the BDI total score and
negative subscale on PANSS and between the HAMD
total score and PANSS general symptoms subscale
score in chronic schizophrenia.
It was apparent that studies examining the overlap
between depression and classical schizophrenia
symptoms total scores have reported contradictory
findings. One possible explanation for inconsistent
findings is the fact that depression may be a
multidimensional entity, with potentially different
dimensions in schizophrenia and other psychiatric
disorders 13, 45.
Principal components factor analysis was performed
with the PANSS items. Principal components
extraction estimated three components. The second and
third components were poorly defined as only zero to
two items was defined. It revealed some qualitative
differences between SDD and SDS regarding PANSS
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symptoms, however failed to specify selective subsets
of PANSS symptoms associated with each.
It was observed that conceptual disorganization,
delusions, suspiciousness/persecution, grandiosity,
blunted affect, mannerisms and posturing, poor
rapport, and motor retardation are psychotic symptoms
sensitive to depression, yet it need further analysis.
However, these symptoms were far away from those
differentiated negative from depressive symptoms
which include hopelessness, suicidal thinking,
subjective low mood, retardation, anxiety 36.
Discriminate canonical analysis confirmed that, by
finding delusions, guilt, depression, motor retardation,
disturbance of volition, and active social avoidance as
PANSS symptoms, we can significantly discriminate
between different types of depression as measured by
CDRS. In addition, canonical analysis proved that,
SDS group was correlated to delusions and disturbance
of volition; ND group was correlated to guilt,
depression, motor retardation and active social
avoidance, and SDD group was correlated to guilt and
motor retardation.
Our results from both factor analysis and discriminate
canonical analysis supported El Yazaji et al 16 who
concluded that PANSS evaluation itself may be
sufficient to give a correct approximation of the
depression in patients with schizophrenia. However,
depression scales are of course needed to assess
specifically depressive symptoms in patients with
schizophrenia; hence, the CDSS could be a more
specific instrument than other scales like HAMD
and/or BDI 22,44.
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Limitations
This study had some limitations: 1) the relative small
sample size in relation to the objectives of the study, 2)
not using BDI and/or HAMD as a comparable scale for
measuring depression, as they were found to be
effective with specific pattern of schizophrenia, 3) the
gathering of some types of courses of schizophrenia as
the number in each course type was not enough for
statistical comparison.
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17.

18.

Conclusion
Schizophrenia should be properly categorized in order
to study its depressive features. Duration rather than
course of schizophrenia is a risk factor for depression
in schizophrenia. CDRS is sensitive and specific
instrument for assessing depressive symptoms in
schizophrenia.

Recommendations
CDRS should be considered as an essential step in
evaluation of schizophrenic patients in order to detect
true positive depression so appropriate early
intervention provided. Sub-threshold psychiatry still
needs further analytical rather than descriptive
research.
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ﺍﻟﻤﻠﺨﺺ

 ﻣﻘﺴﻤﺔ ﺗﺒﻌﺎ ً ﻟﻤﺪﺓ ﺍﻟﻔﺼﺎﻡ ﺍﻟﺰﻣﻨﻴﺔ ﻭ ﻣﺴﺎﺭ ﺍﻟﻔﺼﺎﻡ ﻛﻤﺎ ﻫﻮ ﻣﻮﺟﻮﺩ، ﻳﻬﺪﻑ ﺍﻟﺒﺤﺚ ﺇﻟﻰ ﺩﺭﺍﺳﺔ ﻅﺎﻫﺮﺓ ﺍﻻﻛﺘﺌﺎﺏ ﻓﻲ ﻣﺠﻤﻮﻋﺎﺕ ﻣﻦ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ:ﺃﻫﺪﺍﻑ ﺍﻟﺒﺤﺚ
 ﻣﺮﻳﻀﺎ ً ﺑﺎﻟﻔﺼﺎﻡ ﻣﻦ ﺍﻟﻤﺘﺮﺩﺩﻳﻦ ﻋﻠﻰ ﻣﺮﻛﺰ ﺍﻟﻄﺐ ﺍﻟﻨﻔﺴﻲ ﺑﺠﺎﻣﻌﺔ ﻋﻴﻦ ﺷﻤﺲ ﻭ ﻧﺰﻻء385  ﺗﻀﻤﻦ ﻫﺬﺍ ﺍﻟﺒﺤﺚ ﺩﺭﺍﺳﺔ: ﻁﺮﻳﻘﺔ ﺍﻟﺒﺤﺚ.ﺑﺎﻟﺘﺼﻨﻴﻒ ﺍﻟﺪﻭﻟﻰ ﺍﻟﻌﺎﺷﺮ
 ﺍﻟﻤﻘﺎﺑﻠﺔ: ﺟﻤﻴﻊ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺸﺘﺮﻛﻴﻦ ﻓﻲ ﺍﻟﺒﺤﺚ ﺗﻢ ﺇﺧﻀﺎﻋﻬﻢ ﻟﻌﺪﺓ ﻓﺤﻮﺹ ﻭ ﻫﻲ. ﺟﻤﻬﻮﺭﻳﺔ ﻣﺼﺮ ﺍﻟﻌﺮﺑﻴﺔ-  ﺍﻟﻘﺎﻫﺮﺓ،ﻣﺴﺘﺸﻔﻰ ﺍﻟﻌﺒﺎﺳﻴﺔ ﺑﻮﺯﺍﺭﺓ ﺍﻟﺼﺤﺔ
 ﻭ، ﻭ ﻣﻘﻴﺎﺱ ﻛﺎﻟﺠﺎﺭﻱ ﻟﻼﻛﺘﺌﺎﺏ، ﻭ ﺗﻘﺮﻳﺮ ﻋﻦ ﺍﻟﺘﺎﺭﻳﺦ ﺍﻟﻄﺒﻲ، ﻭ ﺗﻘﺮﻳﺮ ﺇﺟﻤﺎﻋﻲ ﻭ ﺩﻳﻤﻮﺟﺮﺍﻓﻰ-  ﻗﺴﻢ ﺍﻻﻛﺘﺌﺎﺏ ﻭ ﺍﻟﻔﺼﺎﻡ-ﺍﻟﺴﺮﻳﺮﻳﺔ ﺍﻟﻤﺼﻤﻤﺔ ﻟﻠﺘﺸﺨﻴﺺ
 ﻛﻤﺎ ﺗﻢ ﺗﻘﺴﻴﻤﻬﻢ ﻟﺜﻼﺙ ﻣﺠﻤﻮﻋﺎﺕ. ﺣﺎﺩ ﻭ ﻣﺰﻣﻦ: ﻭ ﻗﺪ ﺗﻢ ﺗﻘﺴﻴﻢ ﺍﻟﻤﺮﺿﻰ ﺇﻟﻰ ﻣﺠﻤﻮﻋﺘﻴﻦ ﺗﺒﻌﺎ ً ﻟﻤﺪﺓ ﻣﺮﺽ ﺍﻟﻔﺼﺎﻡ.ﻣﻘﻴﺎﺱ ﺍﻷﻋﺮﺍﺽ ﺍﻹﻳﺠﺎﺑﻴﺔ ﻭ ﺍﻟﺴﻠﺒﻴﺔ ﻟﻠﻔﺼﺎﻡ
 ﺃﻣﺎ ﻅﺎﻫﺮﺓ ﺍﻻﻛﺘﺌﺎﺏ ﻓﻘﺪ ﺗﻢ ﺗﻘﺴﻴﻤﻬﺎ ﻓﻲ ﻋﻴﻨﺔ ﺍﻟﺒﺤﺚ ﺇﻟﻰ ﺛﻼﺙ. ﻓﺼﺎﻡ ﻣﺴﺘﻤﺮ ﻭ ﻓﺼﺎﻡ ﻳﺤﺪﺙ ﻋﻠﻰ ﻧﻮﺑﺎﺕ ﻭ ﻓﺼﺎﻡ ﻓﻲ ﻣﺮﺣﻠﺔ ﺍﻟﺘﺸﺎﻓﻰ:ﺗﺒﻌﺎ ً ﻟﻤﺴﺎﺭ ﺍﻟﻔﺼﺎﻡ
ً ﺃﻭﻻ: ﺃﻅﻬﺮﺕ ﻧﺘﺎﺋﺞ ﺍﻟﻔﺤﻮﺹ ﺃﻥ ﺍﻻﻛﺘﺌﺎﺏ ﻓﻲ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ ﻳﻈﻬﺮ ﺑﺎﻟﺘﺮﺗﻴﺐ ﻣﻦ ﺃﻛﺜﺮ ﺇﻟﻰ ﺃﻗﻞ ﻛﺎﻟﺘﺎﻟﻲ: ﻧﺘﺎﺋﺞ ﺍﻟﺒﺤﺚ.ﻣﺠﻤﻮﻋﺎﺕ ﺣﺴﺐ ﺷﺪﺓ ﺍﻻﻛﺘﺌﺎﺏ
 ﻭ ﻗﺪ ﺃﻅﻬﺮﺕ ﻣﻘﺎﺭﻧﺔ ﻧﺘﺎﺋﺞ ﺍﻟﻤﺠﻤﻮﻋﺎﺕ ﺍﻟﺜﻼﺙ ﺃﻥ. ﺛﻢ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ ﻣﻊ ﻭﺟﻮﺩ ﺃﻋﺮﺍﺽ ﻟﻼﻛﺘﺌﺎﺏ، ﺛﻢ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ ﺑﺪﻭﻥ ﺍﻛﺘﺌﺎﺏ،ﻛﺎﺿﻄﺮﺍﺏ ﺍﻻﻛﺘﺌﺎﺏ
" ﻛﻤﺎ ﺃﻥ ﻋﺮﺽ ﺍﻻﻛﺘﺌﺎﺏ ﻭ ﺍﻟﻤﻌﺮﻭﻑ " ﺑﺘﺤﻘﻴﺮ ﻭ ﺗﻬﻤﻴﺶ ﺍﻟﺬﺍﺕ. ﻭ ﺍﻟﻤﺴﺎﺭ ﺍﻟﻤﺴﺘﻤﺮ،ﺍﻻﻛﺘﺌﺎﺏ ﺃﻅﻬﺮ ﺍﺭﺗﺒﺎﻁﺎ ﺫﺍ ﺩﻻﻟﺔ ﺇﺣﺼﺎﺋﻴﺔ ﻣﻊ ﺍﻟﻔﺼﺎﻡ ﺫﻱ ﺍﻟﻤﺪﺓ ﺍﻟﻤﺰﻣﻨﺔ
 ﺃﻣﺎ ﻓﻲ ﺍﻟﻔﺼﺎﻡ ﺍﻟﺤﺎﺩ ﻓﻠﻢ ﻳﻮﺟﺪ ﺍﺭﺗﺒﺎﻁ ﺑﻴﻦ ﺃﻋﺮﺍﺽ ﺍﻻﻛﺘﺌﺎﺏ ﻭ. ﻭ " ﻓﻘﺪﺍﻥ ﺍﻷﻣﻞ" ﻛﺎﻥ ﺍﻷﻛﺜﺮ ﺍﺭﺗﺒﺎﻁﺎ ً ﺑﺎﻟﻔﺼﺎﻡ ﺍﻟﻤﺰﻣﻦ،ﻛﺎﻥ ﺍﻷﻛﺜﺮ ﺍﺭﺗﺒﺎﻁﺎ ً ﺑﺎﻟﻔﺼﺎﻡ ﺍﻟﺤﺎﺩ
 ﻭ ﻗﺪ ﻓﺸﻞ ﺇﺧﻀﺎﻉ ﻣﻘﻴﺎﺱ. ﻋﻠﻰ ﻋﻜﺲ ﺍﻟﻔﺼﺎﻡ ﺍﻟﻤﺰﻣﻦ ﺣﻴﺚ ﺍﺭﺗﺒﻄﺖ ﺟﻤﻴﻊ ﺃﻋﺮﺍﺽ ﺍﻟﻔﺼﺎﻡ ﻣﺎ ﻋﺪﺍ ﺍﻹﻳﺠﺎﺑﻴﺔ ﻣﻨﻬﺎ ﻣﻊ ﺃﻋﺮﺍﺽ ﺍﻻﻛﺘﺌﺎﺏ،ﺃﻋﺮﺍﺽ ﺍﻟﻔﺼﺎﻡ
 ﻛﻤﺎ ﺃﺛﺒﺘﺖ.ﺍﻷﻋﺮﺍﺽ ﺍﻹﻳﺠﺎﺑﻴﺔ ﻭ ﺍﻟﺴﻠﺒﻴﺔ ﻟﻠﻔﺼﺎﻡ ﻟﻠﺘﺤﻠﻴﻞ ﺍﻹﺣﺼﺎﺋﻲ ﻭ ﺣﺼﺮ ﻣﺠﻤﻮﻋﺔ ﻣﻦ ﺃﻋﺮﺍﺿﻪ ﻛﺎﻷﻛﺜﺮ ﺗﻌﺮﺿﺎ ً ﻟﻠﺘﺰﺍﻣﻦ ﻣﻊ ﺍﻹﻛﺘﺌﺎﺏ ﻓﻲ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ
 ﺧﻠﺺ ﺍﻟﺒﺤﺚ ﺇﻟﻰ: ﺍﻻﺳﺘﻨﺘﺎﺝ.ﺍﻟﺪﻻﻻﺕ ﺍﻹﺣﺼﺎﺋﻴﺔ ﻋﻠﻰ ﺃﻥ ﻣﻘﻴﺎﺱ ﻛﺎﻟﺠﺎﺭﻱ ﻟﻼﻛﺘﺌﺎﺏ ﻟﺪﻳﻪ ﻣﺼﺪﺍﻗﻴﺔ ﻓﻲ ﺗﺼﻨﻴﻒ ﺍﻻﻛﺘﺌﺎﺏ ﺇﻟﻰ ﻣﺠﻤﻮﻋﺎﺕ ﻓﻲ ﻣﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ
 ﻭ ﺇﻟﻰ ﺃﻥ ﻣﺪﺓ ﻣﺮﺽ ﺍﻟﻔﺼﺎﻡ ﺃﻛﺜﺮ ﺃﻫﻤﻴﺔ ﻣﻦ ﻣﺴﺎﺭﻩ ﻓﻲ،ﺃﻥ ﺩﺭﺍﺳﺔ ﻅﺎﻫﺮﺓ ﺍﻻﻛﺘﺌﺎﺏ ﻓﻲ ﻣﺮﺽ ﺍﻟﻔﺼﺎﻡ ﺗﺤﺘﺎﺝ ﺇﻟﻰ ﺍﻻﻫﺘﻤﺎﻡ ﺑﺎﻟﺘﻘﺴﻴﻢ ﺍﻟﻨﻮﻋﻲ ﻟﻤﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ
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Predictors and Consequences of Post-Stroke Depression in a Sample of Egyptian Patients
Safeya M. Effat, Mona M. Mohamed, Heba I. El Essawy, Mona M. El Sheikh, Howeida S. Abdul Aal

ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﻤﻨﺒﺌﺔ ﺑﺤﺪﻭﺙ ﺍﻛﺘﺌﺎﺏ ﻣﺎ ﺑﻌﺪ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﻭﻋﻮﺍﻗﺒﻬﺎ ﻓﻲ ﻋﻴﻨﺔ ﻣﻦ ﻣﺮﺿﻰ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﻣﻦ ﺍﻟﻤﺼﺮﻳﻴﻦ
 ﻫﻮﻳﺪﻩ ﻋﺒﺪﺍﻟﻌﺎﻝ، ﻣﻨﻰ ﺍﻟﺸﻴﺦ، ﻫﺒﻪ ﺍﻟﻌﻴﺴﺎﻭﻱ، ﻣﻨﻰ ﻣﺤﻤﺪ،ﺻﻔﻴﻪ ﻋﻔﺖ

Abstract

B

ackground and objectives In spite of its high incidence, post-stroke depression (PSD) is still under diagnosed
and the risk factors for its development have not been clearly delineated. The present study was set to detect
different predictors for the development of PSD and assess potential risk factors influencing the occurrence of the
condition while also examining the consequences of its severity. Patients and methods: 120 Egyptian stroke patients
were administered the Mini International Neuropsychiatric Interview (M.I.N.I.) and a thorough neurological
examination and CT scan or MRI for localization of the lesion. Other measurements were Hamilton Rating Scale for
Depression (HAM-D), Barthel Index (B.I) for activity of daily living assessment, Quality of Life Depression Rating
scale (QLDR) and Caregiver Strain Index (CSI) for assessment of the stress level. Results: We report that the main risk
factors for the development of PSD in the study sample were male gender (63%), younger age group, frontal lesions
irrespective of the side (35%), presence of stressful life events (22%) and presence of post-stroke functional
impairments (73%), whereas the main factors affecting the severity of PSD included female gender (77.2%), lower
socioeconomic class (70.4%) and the severity of post-stroke functional impairments (90.9%). We also report that the
main consequences of PSD encountered were significant impairment of the quality of life (QOL) and significant
increase of caregiver stress compared to a non PSD group (p<0.001). Conclusion: We conclude that PSD should be
carefully evaluated in all stroke patients and recommend further prospective studies targeting the immediate and remote
complications of PSD.
Key words: post stroke, depression, risk factors, cerebrovascular stroke, quality of life, localization.
Declaration of interest: None.
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Introduction
The most commonly reported psychiatric illnesses
complicating the post-stroke period in the literature are
post-stroke depression (PSD) and post-stroke dementia
(PSDem), which may present simultaneously with
overlapping mood and cognitive symptoms. 1
Previous studies have shown a large variation
concerning the frequency of PSD, depending on
whether patients are examined in hospital or in
community surveys and whether they are studied
during the acute post-stroke period or many months
after stroke. 2 This indicates that prevalence clearly
varies over time with an apparent peak between three
to six months after stroke and subsequent decline in
prevalence at one year reaching about 50% of initial
rates. 3, 4
Patients assessed during the sub-acute phase may be in
a period of transition during which they are attempting
to adjust to the consequences of stroke. Depression
then may simply be a reflection of the difficulties
associated with this transition. 5
The etiology of PSD seems to be multi-factorial
including both pre-stroke personal and social factors,
stroke induced psychological reactions and organic
backgrounds. Understanding PSD in terms of causal
complexes would allow clinicians to monitor patients
at risk of developing PSD. 6
Nevertheless, the risk factors for the development of
PSD have not been clearly delineated. Hackett and
Anderson7 reported data from a total of 21 studies
pointing to physical disability, stroke severity and
cognitive impairments as most consistently associated
with depression. At the same time, evaluation of the
patient's living situation, level of social support and
P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

P

cultural variables are also critical. Careful attention to
caregivers and family members is crucial. 7
Others reported that the risk for depression among
individuals aged 65 or over, living in the community
and who have experienced a stroke two years
previously, is six times greater than for their strokefree counterparts. 8
Many studies have shown that left anterior brain lesion
is the most important predictor of major depression in
the acute phase, but there were also opposite claims
that anatomical regions have no effect on the
prediction of stroke. Even if the site and size of the
brain lesion in stroke were significantly correlated with
depression, it is difficult to determine whether
depression is due to the clinical consequences of stroke
or due to neurophysiological changes that may lead to
depression. 6
Other reports have suggested that psychosocial risk
factors including age, sex and functional impairments
are greater contributors to the development of PSD
than lesion location.3, 9, 10
Furthermore, research reported conflicting results
regarding marital status as some studies suggested that
marital status was significant on depression severity
index 11. However, Morris et al. 12 reported that marital
status was not a risk factor for PSD 12.
Similarly, Andersen et al.13 reported that
socioeconomic status (SES) had no influence on the
risk for post-stroke depression while other researchers
found lower SES was a risk factor for PSD 14, 15.
Concerning gender, the results of some studies
supported the association between female sex and PSD
16, 17
whereas others do not8, 18. However, there may be
real differences between men and women in the
relative importance of risk factors for PSD. Among
men, physical impairment may be a more influential
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risk factor while among women previous history of
psychiatric disorder may be more important 3.
While prior social distress was positively associated
with PSD in one study, defined in terms of “social
loss” in the six months prior to stroke13 others reported
that the severity of initial neurological deficit is the
single most important predictor of the development of
depression within one year of stroke10.
In most of the studies on quality of life (QOL) in
stroke patients, depression and physical disability were
found to be the main predictors of poor QOL19. For
improving QOL, a comprehensive care plan for
patients aimed at reducing physical dependence and
ameliorating depressive symptoms could be
recommended20.
The importance of understanding the complex
relationships between caregiver and patient outcomes
is increasingly realized. As it is possible caregivers
may affect stroke patients' recovery and, conversely,
stroke patients may affect caregivers' strain. Other
factors that may influence caregiver strain include
amount of time spent helping the patient. 21
In this study, we will assess different predictors of
PSD, study the contributions of these factors to the
severity of depression and investigate the impact of
PSD on the quality of life of patients and the stress of
care givers in an Egyptian sample of stroke patients.

double stroke, or neurodegenerative disorders were
excluded from the start. Selected patients were
subjected to the following: thorough neurological
clinical examination, CT scan (Brain Computerized
Tomography) or MRI (Magnetic Resonance Imaging)
for localization of the lesion, structured psychiatric
interview
using
MINI
(Mini
International
Neuropsychiatric Interview) for diagnosis of
depression 22. The Hamilton Rating Scale for
Depression was used for assessment of the severity of
the disorder in depressed patients 23. Assessment of
activity of daily living was via the Barthel Index (BI)24
and assessment of Quality of Life was via Quality of
Life Depression Rating scale (QLDR)25. Patients were
divided into five distinct social classes based on the
occupation according to Davies classification of
1975.26
The study lasted for three years from May 2006-May
2009. All patients who fulfilled the inclusion criteria,
matched the required profile for each specific group
(i.e. right/ left sided, depressed/ non-depressed) and
consented to participation in the study along with their
caregivers were included in the study.
Care givers: The closest family member caregiver
who spent at least 12 hours daily with the patient was
selected and subjected to the Caregiver Strain Index
(CSI) for assessment of the stress level. 27

Subjects and Methods
Patient selection

Psychometric tools used in the study

120 unilateral stroke patients and their primary care
givers were recruited from the inpatient wards and
outpatient clinic of the neuropsychiatry department of
Ain Shams University Hospitals. Patients were
selected based on the site of the lesion into right
hemiplegic and left hemiplegic groups then according
to the presence of depression into PSD group and nondepressed group to yield a final of four groups each
consisting of 30 patients, which was a pre determined
number set by the researchers of the study beforehand
that was deemed to give valid results. Therefore, each
stroke patient was subjected to clinical and
radiological assessment and was placed accordingly in
the right or left hemiplegic groups. Diagnosis of
depression was done through psychiatric interviewing
using the Mini International Neuropsychiatric
Interview (MINI, 22) to place each patient in the right
hemiplegic depressed/non-depressed groups or left
hemiplegic depressed/non-depressed groups. All
patients fulfilling the inclusion criteria and consenting
to participate in the study were included. When each
group reached the agreed number of 30 patients, the
researchers stopped recruiting patients for that specific
group. A total of 187 patients were seen before the
preset number in all four subgroups was attained.
All patients fulfilled the following criteria: they gave
informed consent to participate in the study together
with their caregivers; they were Egyptians; they had a
cerebro-vascular stroke in the past one to six months;
and, their age ranged from 40-65 years. Both sexes
were included. Patients having history of mood
disorder or any other psychiatric disorder, history of
dementia or non-communicable aphasia, severe
medical diseases that affect the general condition,

•

•

•

•

•

•

Mini International Neuropsychiatric Interview
(M.I.N.I) is a short structured diagnostic interview
to diagnose post-stroke depression. MINI-Arabic
was validated by Ghanem et al., in 2002. 22, 28
The Barthel Index (BI) measures functional
independence in the domains of personal care and
mobility. It is a 10 item questionnaire with 4 point
scoring. The maximum score is 100 with scores 020 indicating totally dependent, 25-50 severely
dependent, 55-75 moderately dependent, 80-95
slightly dependent, 100 non-dependent. 24
Quality of Life Depression Rating scale (QLDR)
is a self assessment rating scale, which was either
read aloud to the patients or filled directly by them
depending on their neurological condition. This
scale consists of 34 items assessing different
aspects of quality of life. The Arabic version used
was translated by Magda et al., 1997. 25
The Hamilton Rating Scale for Depression (HAMD) is utilized to assess severity of depression for
those diagnosed as having a depressive disorder. It
is a commonly used -observer rated- depressive
symptoms rating scale. 23
The Caregiver Strain Index (CSI) is a 13-question
tool that measures strain related to care provision
in the following domains: Employment, Financial,
Physical, Social and Time. Positive responses to
seven or more items on the index indicate a greater
level of strain. 27
Davies Social Class Classification divides patients
into five social classes based on the occupation of
patients as: Class I: professional, Class II:
intermediate or semi professional, Class III:
skilled, Class IV: semi-skilled, Class V:
unskilled.26
20

Effat, et. al
right and left hemiplegics), 63.3% were males (n=38)
compared to 36.6% who were females (n=22). There
was a highly significant difference in gender
distribution with males being predominant in the
depressed group. The mean age of the post-stroke
depression group was 54.96 ±4.8 compared to
58.43±4.4 showing a statistically significant younger
age in the depressed group (p<0.05). No statistical
significance was detected regarding social class or
marital status. The demographic data of the sample is
shown in table 1.

Statistical Analysis
Data were collected and analyzed using Primer of
Biostatistics, version 5. The statistical procedures
included: Descriptive statistics using mean and
standard deviation, analytical statistics using mean and
Student's t-test and Chi square, Pearson Correlation
coefficient for independent variables, analysis of
variance (ANOVA) for three or more values. The P
value identifies the level of significance as p<0.05
significant, p<0.001 highly significant.

Results
Our results showed that in the depressed group (both

Table 1 showing the demographic characteristics of the studied groups
Variable

Gender

Social Class

Marital Status

Depressed patients group
Number
%

Non-depressed Patients
group
Number
%

Male

38

18

30

Female

22

36.67

63.33

42

70

X2

P value

13.39

<0.001

P

Class I

0

0.0

0

0.0 %

---

---

Class II

3

5%

4

6.6

0.54

>0.05

Class III

7

11.67

11

18.3

1.04

>0.05

Class IV

25

41.67

22

36.3

0.56

>0.05

Class V

25

41.67

23

38.3

0.13

>0.05

Single

1

1.67

0

0.0

1.0

>0.05

Married

56

93.3

57

95

0.15

>0.05

Divorced

0

0.0

1

1.67

1.0

>0.05

Widowed

3

5.0

2

3.33

0.2

>0.05

When analyzing any possible relation of the
anatomical site of the lesion to depression, the
depressed group had a statistically significant frontal
lesion compared to the non-depressed patients p<0.05.
However, when comparing right to left depressed

hemiplegic patients, no significance was found related
to the side of the lesion, denoting the importance of
frontal lesion irrespective of right or left sided as
shown in table 2.

Table 2 showing the anatomical site of the lesion in the studied group
Variable
Frontal
Parietal
Temporal
Occipital
sub cortical
Variable
Frontal
Non frontal

Depressed patients
Number
%
21
35
12
20
13
21.67
10
16.67
4
6.67
Depressed
Rt. Hemiplegics
Number
%
9
30
21
70

On comparing the effect of other medical
comorbidities (cardiac diseases or diabetes mellitus) on
depression, no statistical significance was found
between the depressed group and the non-depressed
group. However, when comparing the presence of
psychological stressor prior to the onset of depression

Non-depressed patients
Number
%
8
13.33
10
16.67
19
31.67
18
30
5
8.33
Depressed
Lt. Hemiplegics
Number
%
12
40
18
60

X2

P

5.07
0.22
1.53
2.98
1.20

<0.05
>0.05
>0.05
>0.05
>0.05

X2

p

0.66

>0.05

P

P

(Patients were asked about the presence of social,
occupational or life stressors that they perceived)
21.7% of the depressed patients reported a previous
stressor compared to 8.3% of the non-depressed group
as shown in table 3.
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Table 3 showing the effect of medical and psychological stressors on the studied groups
Non-depressed
Total
Variable
Depressed patients
patients
X2
Number
%
Number
%
Number
%
13
21.67
7
11.67
20
16.67
Cardiac
2.16
47
78.33
53
88.33
100
83.33
Non-cardiac
P

Diabetic
Non-diabetic
Psychological stress
No stress

21
39
13
47

35
65
21.67
78.33

When analyzing the effect of functional independence
as measured by Barthel's Index, the mean score of the
depressed group was 37.18±15.15 compared to
74.25±14.04 showing a highly significant statistical
difference between both groups (p<0.001) with the
depressed group showing much lower scores denoting
more dependence. We stratified patients of both groups

23
37
5
55

38.33
61.67
8.33
91.67

44
76
18
102

36.33
63.33
15
85

>0.05

4.18

<0.05

by their functional abilities. It was found that a
statistically higher number of patients of the depressed
group was in the totally to moderately dependent level
(p<0.05 and<0.001) compared to higher number of
non-depressed patients in the non-dependent level as
shown in table 4.

P

P
<0.05
<0.001
<0.001

>0.05
<0.05

Similarly, when stratifying patients according to their
impairment in quality of life, it was evident that 95%
of depressed patients had severe to very severe
impairment in their quality of life compared to 100%
of non-depressed patients having mild to moderate
impairment detailed in table 5.

Table 5 showing the levels of impairment among both groups measured by
the quality of life depression rating scale
Impairment
Depressed patients
Non-depressed
Number
%
Number
%
X2
0
0.0
45
75
72
Mild
(0-10)
3
5
15
25
9.4
Moderate
(11-20)
41
68.33
0
0.0
62.3
Severe
(21-30)
Very Severe>30
16
26.67
0
0.0
18.5
P

When comparing the stress of the caregivers among
both depressed and non-depressed groups by the
Caregiver Strain Index, it was evident that there was a
highly significant higher mean stress score among care
givers of the depressed group 9.23±2.77 compared to

>0.05

0.14

Table 4 showing the functional levels detected by Barthel's Index of both groups
Variable
Depressed Patients
Non-depressed pts
Number
%
Number
%
X2
11
18.33
3
5
5.17
Totally dependent
B.I (0 - 20)
33
55
12
20
15.68
Severely dependent
B.I (25 - 50)
10
16.67
36
60
23.83
Moderately
dependent
B.I(55 –75)
6
10
4
6.67
0.43
Slightly dependent
B.I(80 - 95)
0
0.0
5
8.33
5.21
Non dependent
B.I(100)
On comparing the quality of life of depressed versus
non-depressed patients, it was found that depressed
patients had a mean score of 28.75±2.39 whereas the
non-depressed patients had a mean score of 7.78± 3.59
demonstrating a very highly significant difference
where higher scores denoted worse quality of life
compared to non-depressed patients (p<0.001).

P value

P
<0.001
<0.001
<0.001
<0.001

3.46±2.05 in the caregivers of the non-depressed group
(p<0.001).
Within the depressed group, we compared the severity
of depression (via HAM-D) to the gender of the
patients and found that 77% of the females included in
22
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the study fell in the moderate to severe depression

grade; shown in table 6(a).

Table 6(a) showing the relationship between severity of depression and gender
Depression severity
Mild
Moderate
Severe
10-13
13-17
>17
No
9
12
17
Male
%
23.68
31.58
44.74
No
3
2
17
Female
%
13.64
9.09
77.27
No
12
14
34
Total
%
20
23.33
56.67
0.88
3.94
6.01
X2
>0.05
<0.05
<0.05
P
Similarly, we compared the severity of depression to
the social class of the patients and found a very highly
significant association between moderate to severe
depression and lower social classes as 100% of those

Total
38
63.66
22
36.67
60
100

having moderate depression and 70.4% of those having
severe depression belonged to classes IV and V as
shown in table 6 (b).

Table 6(b) showing the relationship between severity of depression and social class
Mild
Moderate
Severe
Total
Social class
depression
depression
depression
X2
Number %
Number %
Number %
Number %
P

I

0

II
III
IV
V
total

0
0
2
10
12

0.0
0.0
0.0
16.67
83.33
20

0

0.0

0

0
0
3
11
14

0.0
0.0
21.43
78.57
23.33

3
7
20
4
34

Finally, we compared the severity of depression to the
degree of functional impairment and we found that
100% of moderately to severely depressed patients
(N=34) were totally to severely dependent in activities
of daily living. By simple linear correlation between

0.0
8.82
20.59
58.82
11.67
56.67

0

P value

0.0

3
7
25
25
60

5
11.67
41.67
41.67
100

2.42
6.06
9.56
28.9

>0.05
<0.05
<0.001
<0.001

severity of depression by (HAM-D) score and activity
of daily living according to Barthel Index, a negative
statistical correlation was found (r=-0.76, p<0.05) as
shown in table 7.

Table (7) showing the relationship between severity of depression and impairment of functioning
Depression severity
Mild
moderate
Severe
Total
Functional severity
10 -13
13 -17
>17
X2
P
Number % Number %
Number %
Number %
P

Totally dependent
B.I (0 - 20)
Severely dependent
B.I (25 - 50)
Moderately
dependent
B.I(55 - 75)
Slightly dependent
B.I(80 - 95)
Non-dependent
B.I(100)
Total

1

9.1

0

0.0

10

90.9

11

18.3

6.73

<0.05

3

9.1

6

18.2

24

72.7

33

55

8.54

<0.05

4

40

6

60

0

0.0

10 16.6

16.1

<0.001

4
0

66.7
0.0

2
0

33.3
0.0

0
0

0.0
0.0

6
0

10
0.0

11.3

<0.0001

14

23.3

34

56.7

60

100

12

20

Discussion

than women. Indeed, they found a greater frequency of
depression among men with greater physical disability
than among men with less severe impairment. On other
hand, it contradicted previous studies which suggested
that female gender is associated with an increased risk
of PSD. 16, 30, 31, 32 Nevertheless, we would wish to
highlight that most of the studies discussing this issue
were conducted in western countries where gender
P

In our study we found a statistically significant higher
prevalence of PSD in males (63.3%) compared to
females (36.6%) indicating that male gender
represented a risk factor for post-stroke depression.
This finding concurs with the results of Morris et al. 29
who suggested that men were at higher risk for PSD
P

P

P

P

P

P
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roles are culturally different when compared with
Egyptian society where men are regarded mostly as the
sole supporters of the family.
To investigate this point about gender further, we
analyzed the severity of depression compared to the
gender of the patients. We found a higher degree of
severe depression in females (77.2%) as compared to
males (44.7%). Additionally, 54.2% of the studied
males had mild to moderate depression. These findings
indicate that the severity of depression but not its
occurrence may be related to female gender. Our
findings were similar to Kornstein et al. 33 who
concluded that women report more severe and/or a
higher number of depressive symptoms, especially on
self-report instruments; yet others, such as Van
Zandvoort et al. 34 reported no association between
severity of depressive symptoms and gender. Plausible
explanations for this observed gender difference ranges
from the effects of recall, social roles and cultural
norms, and adverse life events to different exposure to
gonadal hormones, dysregulation of the adrenal axis,
and genetic factors 35. We agree with those authors
who point out that females are generally more prone to
depression and postulate further that Egyptian PSD
females might be expected to suffer more depressionrelated, help-seeking behavior because societal
expectations are that males are "stronger".
In relation to age, our study found a statistically
significant association between young age and poststroke depression. Our findings agree with authors
reporting that younger age was linked to PSD. 10,16 Yet
research results are still contradictory regarding age as
a risk factor for post-stroke depression as Van
Zandvoort et al. 34 found that there was no association
between severity of depressive symptoms and age. Our
explanation for the results are that younger patients are
more responsible for increasing the income of the
family while older patients are usually dependent on
their fixed pension making the impact of physical
disability due to stroke less stressful also the difference
of definition of old and young age groups between
various studies can be accountable.
In our study, there was no statistically significant
association between the presence of post-stroke
depression and social class among depressed and nondepressed patients, while depression severity did
associate with social class as all (100%) moderately
depressed patients and 70.4% of severely depressed
patients belonged to the lower social classes (III and
IV), this finding agrees with Rugulies et al. 14 who
reported that among men, job insecurity predicted
severe depressive symptoms. This finding indicates
that work and income influenced the risk of developing
severe depressive symptoms and that different factors
play a role for men and women. Vincent15 found a
clear relationship between worsening socioeconomic
circumstances and depression in a prospective cohort
study. In his study, socioeconomic factors were
assessed with regard to material standard of living,
education, employment status and social relationships.
A lowering in material standard of living was
associated with increases in depressive symptoms.

Our results showed no differences regarding the
marital status and the occurrence of depression in poststroke patients. This result contradicted findings that
married people enjoy the benefits of social support,
immediate
intimate emotional
support,
and economic support, as well as having lower
morbidity and mortality rates 36 and that scores on
depression scales were lower in the married patients
than in the non married patients. 11 However, this can
be attributed to our sample characteristics as more than
90% of both depressed and non-depressed groups were
married. Equal representation of the single, divorced
and widowed groups is needed before reaching solid
conclusions.
Furthermore, we found that 35% of the post-stroke,
depressed patients had frontal lesion compared to 13%
of post-stroke, non-depressed patients which indicates
that frontal lesion did associate significantly with the
presence of depression. However, it did not
significantly associate with the lateralization of the
lesion. This was in accordance with other studies
reporting that the proximity of the lesion to the inferior
frontal region of the hemisphere, irrespective of the
side, is associated with increased incidence of PSD and
that injuries to the frontal region of the cortex produce
the greatest vulnerability to post-stroke mood
disorder.34
In addition, we found that 21% of the post-stroke,
depressed patients had cardiovascular disease
compared to 13% of post-stroke, non-depressed
patients showing no significant difference. This agrees
with many authors who reported no association
between heart diseases and PSD30, 37, 38 and contradicts
other authors who reported increased incidence of
depression. 39, 40 However, this might be attributed to
the fact that patients with severe cardiovascular
diseases were excluded from the beginning of the study
to prevent confounding effects. Similarly, we could not
find any significant association between pre-stroke
diabetes mellitus and presence of PSD which was in
accordance with Kales et al., 41 who reported no
significant association between PSD and pre-stroke
physical illness as diabetes mellitus in a sample of
elderly cerebrovascular stroke patients. 41
Nevertheless, when investigating pre-stroke stressful
life events we found that 22% of the post-stroke,
depressed patients had pre-stroke stressful major life
events such as deaths, divorce, excess responsibilities,
lack of money, unemployment, etc, compared to only
8% of post-stroke, non-depressed patients. These
findings indicated that post-stroke depressive disorder
is significantly associated with the presence of
psychological stress. Our finding supported other
studies reporting that moderate to severe life events
predicted greater severity of major depression; 42 and,
that patients with major depression differed from those
with minor depression, not only on number and
severity of depressive symptoms, but also on life
stressors and social support. 43
On studying the effect of functional impairment on
PSD, we found that 73% of stroke patients with
depression were totally to severely dependent in
activities of daily living compared to only 25% of non24
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depressed stroke patients, which represents a three-fold
increase. Our findings indicate that depressive disorder
is highly prevalent among patients with greater
functional impairment. This was consistent with
previous studies 10, 16 that reported the severity of initial
neurological deficit is the single most important
predictor of the development of depression within one
year of stroke. Aben et al., 44 also found a positive
correlation between the level of functional impairment
and PSD in his study on 34 patients as he reported that
all moderate to severely depressed patients were totally
to severely dependent in activities of daily living.
Similarly, our findings reveal a highly significant
association between depression severity and the degree
of neurological deficit deducing that functional
impairment represented a risk factor for severe PSD,
which is in accordance with results of Lai 45and Zhao
et al., 46 reporting that the degree of depression in PSD
is positively correlated with the degree of post-stroke
neurological deficit.
Additionally, we found that stroke patients with
depression had a highly significant impairment of
quality of life which ranged from severe to very severe
impairment. Our findings were in accordance with
previous research associating PSD with impairment of
all three indicators of general health (mental functional
status, disability, and quality of life). 20, 47
Similarly concerning caregivers, we found a highly
significant level of strain among caregivers of
depressed hemiplegic patients than among nondepressed hemiplegic patients. Our study confirms
findings of previous research on the stress of
caregivers of PSD patients. 48, 49 This stresses the
importance of paying more attention to stroke
caregivers’ needs.
In conclusion, our study emphasizes the importance of
detection of PSD and management of its complications
on patients and their caregivers. Through paying more
attention to potential risk factors for the development
of PSD such as male gender, younger age groups and
frontal brain lesion and giving even more attention to
patients at risk for severe PSD especially females and
patients of lower socio-economic classes or severe
post-stroke functional impairments, many patients and
their caregivers could be spared the agony and stress of
the occurrence of PSD. This is of crucial importance
especially immediately after the occurrence of the
stroke.
However, the limitations of this study lie in the fact
that it used a cross-sectional design exploring the
consequences in the first one to six months and further
studies are needed that stratify patients according to the
time lapsed from the stroke to determine possible
differences in immediate, recent and delayed
psychiatric risks and sequelae. Additionally,
determining a preset number for each subgroup (right
sided depressed/non-depressed and left sided
depressed/non-depressed) might have affected the
sample being less representative of the population than
random selection, nevertheless the latter sampling
might have yielded an over representation of
anatomical sites or other variables, but is still
warranted in future studies.
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ﺍﻟﻤﻠﺨــﺺ

 ﻳﻌﺪ ﺍﻻﻛﺘﺌﺎﺏ ﻣﻦ ﺃﻛﺜﺮ ﺍﻷﻣﺮﺍﺽ ﺣﺪﻭﺛﺎ ﺑﻌﺪ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﺑﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ ﺗﺄﺛﻴﺮﻩ ﺍﻟﺴﻴﺊ ﻋﻠﻰ ﻣﻌﺪﻝ ﺍﻟﺸﻔﺎء ﻭﻗﺪ ﻭﺟﺪ ﺃﻥ ﻣﻌﺪﻝ ﺣﺪﻭﺙ ﺍﻻﻛﺘﺌﺎﺏ:ﺃﻫﺪﺍﻑ ﺍﻟﺪﺭﺍﺳﺔ
 ﺗﻬﺪﻑ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺇﻟﻰ ﺇﻟﻘﺎء ﺍﻟﻀﻮء ﻋﻠﻰ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﻤﺴﺎﻫﻤﺔ ﻓﻲ ﺣﺪﻭﺙ ﺍﻛﺘﺌﺎﺏ ﻣﺎ ﺑﻌﺪ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﻓﻲ. %65-20 % ﺑﻌﺪ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﻳﺘﺮﺍﻭﺡ ﺑﻴﻦ
ﻋﻴﻨﺔ ﻣﻦ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺼﺮﻳﻦ ﻭﺗﻘﻴﻴﻢ ﺍﻟﻌﻼﻗﺔ ﺑﻴﻦ ﻫﺬﻩ ﺍﻟﻌﻮﺍﻣﻞ ﻭﺷﺪﻩ ﺍﻻﻛﺘﺌﺎﺏ ﻭ ﺗﺄﺛﻴﺮ ﺍﻻﻛﺘﺌﺎﺏ ﻋﻠﻰ ﺟﻮﺩﺓ ﻭﻛﻔﺎءﺓ ﺍﻟﺤﻴﺎﺓ ﻭ ﻛﺬﻟﻚ ﺍﻟﻌﻼﻗﺔ ﺑﻴﻦ ﺍﻻﻛﺘﺌﺎﺏ ﻭﺍﻟﻘﺎﺋﻢ
، ﻣﺮﻳﻀﺎ ﻣﺼﺮﻳﺎ ﻣﻦ ﺍﻟﺠﻨﺴﻴﻦ ﻣﻦ ﻣﺮﺿﻰ ﺣﻮﺍﺩﺙ ﺍﻷﻭﻋﻴﺔ ﺍﻟﺪﻣﻮﻳﺔ ﺍﻟﻤﺨﻴﺔ120  ﺗﻀﻤﻨﺖ ﺍﻟﺪﺭﺍﺳﺔ: ﺍﻟﻌﻴﻨﺔ ﺍﻟﺒﺤﺜﻴﺔ ﻭﻁﺮﻳﻘﺔ ﺍﻟﺒﺤﺚ. ﻋﻠﻰ ﺭﻋﺎﻳﺔ ﺍﻟﻤﺮﻳﺾ
 ﺳﻨﺔ ﻭﻗﺪ ﺗﻢ ﺍﺧﺘﺒﺎﺭ ﺍﻟﻤﺮﺿﻰ ﺍﻛﻠﻴﻨﻴﻜﻴﺎ ﺑﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ ﺍﻷﺷﻌﺔ ﺍﻟﺘﺸﺨﻴﺼﻴﺔ ﺛﻢ ﺗﻢ ﺍﻟﻔﺤﺺ ﺍﻟﻨﻔﺴﻲ ﺑﻮﺍﺳﻄﺔ ﻣﻘﻴﺎﺱ ﻣﻴﻨﻲ65-40 ﺗﺮﺍﻭﺡ ﻣﺘﻮﺳﻂ ﺃﻋﻤﺎﺭﻫﻢ ﻣﺎ ﺑﻴﻦ
ﻟﺘﺸﺨﻴﺺ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ ﻭﻣﻘﻴﺎﺱ ﻫﺎﻣﻴﻠﺘﻮﻥ ﻟﺸﺪﺓ ﺍﻹﻛﺘﺌﺎﺏ ﻭﻣﻘﻴﺎﺱ ﺑﺎﺭﺛﻞ ﻷﻧﺸﻄﺔ ﺍﻟﺤﻴﺎﺓ ﺍﻟﻴﻮﻣﻴﺔ ﺛﻢ ﻣﻘﻴﺎﺱ ﺟﻮﺩﺓ ﺍﻟﺤﻴﺎﺓ ﻟﻤﺮﺿﻰ ﺍﻹﻛﺘﺌﺎﺏ ﻭﺃﺧﻴﺮﺍ ﻣﻘﻴﺎﺱ
( ﺑﻴﻨﻤﺎ ﺍﺯﺩﺍﺩﺕ%63 ) ﺃﻅﻬﺮﺕ ﺍﻟﺪﺭﺍﺳﺔ ﺍﺯﺩﻳﺎﺩ ﺣﺪﻭﺙ ﺍﻛﺘﺌﺎﺏ ﻣﺎ ﺑﻌﺪ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﻟﺪﻯ ﺍﻟﺮﺟﺎﻝ: ﻧﺘﺎﺋﺞ ﺍﻟﺪﺭﺍﺳﺔ.ﺍﻹﺟﻬﺎﺩ ﻟﻠﻘﺎﺋﻤﻴﻦ ﻋﻠﻰ ﺭﻋﺎﻳﺔ ﺍﻟﻤﺮﺿﻰ
.(%35) ﻛﻤﺎ ﺃﻅﻬﺮﺕ ﺍﻟﻨﺘﺎﺋﺞ ﺍﺭﺗﺒﺎﻁﺎ ﻭﺍﺿﺤﺎ ﺑﻴﻦ ﺍﻹﺻﺎﺑﺎﺕ ﻓﻲ ﺍﻟﻔﺺ ﺍﻟﺠﺒﻬﻰ ﺳﻮﺍء ﺍﻷﻳﻤﻦ ﺃﻭ ﺍﻷﻳﺴﺮ ﻭﺣﺪﻭﺙ ﺍﻻﻛﺘﺌﺎﺏ،(%77.2)ﺷﺪﺓ ﺍﻻﻛﺘﺌﺎﺏ ﻟﺪﻯ ﺍﻟﻨﺴﺎء
ﻭﻣﻦ ﺍﻟﺠﺪﻳﺮ ﺑﺎﻟﺬﻛﺮ ﺃﻥ ﻭﺟﺪﺕ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻥ ﺗﻌﺮﺽ ﺍﻟﻤﺮﻳﺾ ﻟﻀﻐﻮﻁ ﻧﻔﺴﻴﺔ ﺷﺪﻳﺪﺓ ﻗﺒﻞ ﺣﺪﻭﺙ ﺍﻟﻤﺮﺽ ﺗﺰﻳﺪ ﻣﻦ ﻓﺮﺻﺔ ﺣﺪﻭﺙ ﺍﻻﻛﺘﺌﺎﺏ ﻭﻛﺬﻟﻚ ﻣﻦ ﺷﺪﺗﻪ ﺣﻴﺚ
 ﻛﻤﺎ ﺃﻅﻬﺮﺕ، ﻛﻤﺎ ﺃﻅﻬﺮﺕ ﺍﻟﻨﺘﺎﺋﺞ ﺇﺭﺗﺒﺎﻁﺎ ﻭﺍﺿﺤﺎ ﺑﻴﻦ ﺍﻧﺨﻔﺎﺽ ﺟﻮﺩﺓ ﺍﻟﺤﻴﺎﺓ ﻭﺣﺪﻭﺙ ﺍﻻﻛﺘﺌﺎﺏ. ﻣﻦ ﻣﺮﺿﻰ ﺍﻻﻛﺘﺌﺎﺏ ﺗﻌﺮﺿﻮﺍ ﻟﻬﺬﻩ ﺍﻟﻀﻐﻮﻁ%22 ﻭﺟﺪ ﺃﻥ
 ﻭﺑﺪﺭﺍﺳﺔ ﺗﺄﺛﻴﺮ ﺍﻟﻀﻐﻂ ﻭﺍﻟﺠﻬﺪ ﻋﻠﻰ. ﻣﻦ ﻣﺮﺿﻰ ﺍﻻﻛﺘﺌﺎﺏ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺿﻌﻒ ﺷﺪﻳﺪ ﻓﻲ ﺍﻷﺩﺍء ﺍﻟﻮﻅﻴﻔﻲ ﻭﺍﻷﻧﺸﻄﺔ ﺍﻟﺤﻴﺎﺗﻴﺔ ﺍﻟﻴﻮﻣﻴﺔ% 73 ﺍﻟﺪﺭﺍﺳﺔ ﺃﻳﻀﺎ ﻭﺟﻮﺩ
ﺍﻟﻘﺎﺋﻢ ﻋﻠﻰ ﺇﻋﻄﺎء ﺍﻟﺮﻋﺎﻳﺔ ﻟﻠﻤﺮﻳﺾ ﻭﺟﺪﺕ ﺍﻟﺪﺭﺍﺳﺔ ﻋﻼﻗﺔ ﺗﺮﺍﺑﻄﻴﺔ ﺑﻴﻦ ﺍﻛﺘﺌﺎﺏ ﻣﺎ ﺑﻌﺪ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﻟﻠﻤﺮﻳﺾ ﻭﺩﺭﺟﺔ ﺍﻟﻀﻐﻂ ﺍﻟﻨﻔﺴﻲ ﺍﻟﺘﻲ ﻳﺘﻌﺮﺽ ﻟﻬﺎ
 ﺗﻮﺻﻰ ﺍﻟﺪﺭﺍﺳﺔ ﺑﺒﺤﺚ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﻤﺆﺛﺮﺓ ﻓﻲ ﺍﻛﺘﺌﺎﺏ ﻣﺎ ﺑﻌﺪ ﺍﻟﺴﻜﺘﺔ ﺍﻟﺪﻣﺎﻏﻴﺔ ﻓﻲ ﺩﺭﺍﺳﺎﺕ ﻁﻮﻳﻠﺔ ﺍﻟﻤﺪﻯ )ﻣﺴﺘﻘﺒﻠﻴﺔ( ﻧﻈﺮﺍ: ﺍﻻﺳﺘﻨﺘﺎﺝ.ﺍﻟﺸﺨﺺ ﺍﻟﻘﺎﺋﻢ ﻋﻠﻰ ﺭﻋﺎﻳﺘﻪ
.ﻷﻫﻤﻴﺔ ﻫﺬﻩ ﺍﻟﻌﻮﺍﻣﻞ ﻓﻲ ﺍﻟﺘﻨﺒﻮء ﺑﺤﺪﻭﺛﻪ ﻭﺑﺎﻟﺘﺎﻟﻲ ﺍﻟﻮﻗﺎﻳﺔ ﻣﻨﻪ ﻭﻛﺬﻟﻚ ﺍﻻﻫﺘﻤﺎﻡ ﺑﺎﻟﻘﺎﺋﻢ ﻋﻠﻰ ﺍﻟﺮﻋﺎﻳﺔ ﻭﺿﺮﻭﺭﺓ ﺗﺄﻫﻴﻠﻪ
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Types of depression and pattern of comorbidity among a sample of Egyptian
Secondary school female students
Abdel Meguid M., MD, El Missiry M., MD, El Serafi D., MD, and Sabry W, MD

ﺃﻧﻮﺍﻉ ﺍﻻﻛﺘﺌﺎﺏ ﻭﻧﻤﻂ ﺍﻟﻤﺮﺍﺿﺔ ﺍﻟﻤﺼﺎﺣﺒﺔ ﻟﺪﻯ ﻋﻴﻨﺔ ﻣﻦ ﻁﺎﻟﺒﺎﺕ ﺍﻟﻤﺪﺍﺭﺱ ﺍﻟﺜﺎﻧﻮﻳﺔ ﺍﻟﻤﺼﺮﻳﺔ
 ﻭﻻء ﺻﺒﺮﻱ، ﺿﺤﻰ ﺍﻟﺼﻴﺮﻓﻲ، ﻣﺮﻭﻩ ﺍﻟﻤﺴﻴﺮﻱ،ﻣﺮﻭﻯ ﻋﺒﺪﺍﻟﻤﺠﻴﺪ

Abstract

B

ackground:Depression is one of the most prevalent disorders among female adolescents. It is associated with high
rates of comorbidity and results in detrimental effects on social and academic functioning. Objective: The present
study aimed to elucidate the types of depression and pattern of comorbidity in a representative sample of Egyptian
secondary school female students. Methods: 602 female students, recruited from public and private schools in Eastern
Cairo, were interviewed by a team of researchers using the Structural Clinical Interview for Diagnosis of DSM IV axis I
diagnosis (SCID-I). Results: 5.2% fulfilled the diagnosis of major depression, 5% had minor depression in the form of
adjustment disorder with depressed mood and only 3.1% had dysthymia. Students enrolled in third grade were more likely
to have adjustment disorder, second grade students showed the highest rate of major depression, while first grade students
had similar rates of major depression and adjustment disorder. Approximately two thirds of the students having depression
had a co-morbid mental disorder. The most frequent comorbid diagnosis was generalized anxiety disorder (GAD) in 32.5%
of depressed students followed by social anxiety disorder (20%) and substance abuse (9%). The pattern of comorbidity in
relation to the school grades revealed significant statistical differences. Conclusion: Different types of depression were
prevalent in a sample of Egyptian female students; depression in this age group was significantly associated with comorbid
psychiatric disorders. The present study provides important information for clinicians, school authorities and policy makers
interested in targeting services to such high risk group expected to be future citizens and mothers.
Key words: Depression – adolescents – females – comorbidity – types of depression
Declaration of interest: None

Introduction
Depression among adolescents in general and female
adolescents in particular, has been identified as a major
diagnosable mental health problem1. Life time
prevalence increases dramatically from 1% of the
population under age 12 to 17% of the population by the
end of adolescence 2. The understanding of why
depression emerges with such force and frequency in
adolescence, particularly in young women, was
explained thoroughly by Andersen and Teicher 3.
Depression in youth has emerged recently as a
compelling research topic because there is a two to fourfold risk of depression persisting into adulthood 4. Young
people suffering depression by the age of 15 may
represent a high risk group for life-course persistence of
depression and mal-adjustment 5. In addition, early onset
depression is of particular concern because it is
associated with higher rates of recurrence and of
comorbid disorders 5; 6. Adolescents with depressive
symptoms that meet diagnostic criteria for mood
disorders have shown higher rates of adverse
psychological and social functioning.
Moreover,
depression is associated with poor school performance,
delinquency, running away, substance abuse, suicide and
negative impacts on peer and family relationships7.
Prospective research using community samples shows
that more girls than boys exhibit depressive mood and
symptoms 8. Furthermore, Hankin et al. revealed that the
sex difference in depression become most dramatic in
middle to late adolescents 9. More girls than boys
become depressed owing to the strong influence of
negative life events, especially those occurring in
interpersonal contexts such as peer, romantic, and family
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relationships; girls have a tendency to react more
strongly to these stressors in the form of depression 10.
Biological and social changes occurring during
adolescence, especially in girls, also contribute to
feelings of depression and lack of satisfaction 11; 12.
Major depressive disorder (MDD) is the most severe
depressive mood disorder, with prevalence rates ranging
from 10 – 18.5% in adolescence 13. Longitudinal studies
indicate that the mean MDD onset age is approximately
15 years 14. In the National Comorbidity Survey, lifetime
prevalence of minor depression was 8.1% for 15 to 16
year olds and 14.3% for 17 to 18 year olds 15, 16. Slightly
lower rates have been observed among Puerto Rican 17
and Finnish adolescents 16. Minor depression is
considered the strongest risk factor for future MDD 18.
While adjustment disorder with depressed mood is the
most common depressive mood disorder in adolescents;
the estimated cross sectional rate of dysthymia is only
3% 19.
When an adolescent meets the diagnostic criteria for one
psychiatric disorder, it is likely that he or she will meet
the criteria for at least one other disorder 20; 21.Some
epidemiological data recorded a high comorbidity of
conduct problems, attention deficit hyperactivity disorder
(ADHD), substance abuse and antisocial behaviour with
adolescents' depression 22, 23, 24.
Comorbidity of depression with other psychiatric
disorders have also been associated with more severe
symptom profiles, poor treatment outcome, increase in
disability and service utilization 25.
Investigation of the pattern and correlates of comorbidity
in depressed adolescents by Small et al. 21 revealed that
psychological correlates differ meaningfully with
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comorbidity, due to the more association with cognitive
impairment, psychomotor changes and higher rate of
suicidal ideation 26.Though depression remains a
prevalent disorder associated with serious consequences,
it is often under-diagnosed and under-treated in young
people 27, 28.
To our best of knowledge, the study of the types of
depression and patterns of comorbidity among Egyptian
female adolescents received little attention. This study
was designed to address this issue in order to provide
preliminary information to clinicians, teachers and policy
makers interested in providing services to adolescents’
females who would be the future mothers.

Objective
The current study aims to elucidate the types of
depression and pattern of comorbidity in a representative
sample of Egyptian secondary school girls diagnosed
with depression.

Subjects and Methods
Design of the Study
The current study is a cross sectional school-based study
conducted during the academic year 2007-2008.
Site of the Study
The current study was conducted in Cairo, Egypt. A
sample of female adolescent school students in Eastern
Cairo was drawn. Recruited participants were secondary
school girls aged 14-17 years. The sample frame was
obtained from the Ministry of Education.
Ethical considerations
Ethical approval of the protocol of research was obtained
by authority of Ain Shams University Postgraduate
Affairs office and Ministry of Education authority before
starting the study procedures. In addition, the students’
parents were informed in advance by a letter to obtain
their consents.The appropriate dates and time for
assessment were established by the school principle.
Students were informed about the nature of the research
and confidentiality of the obtained information. It was
stated that participation in the study was voluntary and
that participants had the freedom to withdraw from the
assessment at any time.
Selection
Basically a method of sampling was followed allowing
each relevant factor to contribute in the constitution of
the sample a share that was proportionate to its weight in
the parent population. Determination of the size of this
sample was done after the consultation of a statistician;
sampling was performed randomly at five levels:
1- The city (Cairo) has five major geographical areas
from which one was selected (Eastern Cairo).
2- Educational system in Eastern Cairo was divided
into two major categories (Private and Public) based
on socioeconomic profile. Six schools were selected
from two educational districts, one district represent
higher socio-economic status (three schools) and the
other less affluent status (three schools).
3- From each school, 3 classes (one class represents
each secondary grade: 1st, 2nd and 3rdgrade) were

selected and all students in each class were included.
Selection of the classes was determined by the
school authorities.
4- The identified potential participants were 676 girls.
18 guardians and 27 students declined to participate,
and four students were excluded because of frequent
medical sick leaves.
5- All students who gave their consents were examined
by paediatricians to exclude those who have medical
illness; 25 students were excluded because they had
bronchial asthma, rheumatoid arthritis, renal
problems, type I diabetes mellitus and other medical
problems. (See Fig. 1: Flow chart). Finally 602
students were included in the study (mean age
15.5±0.87 year), including 292 from private schools
and 310 from public schools. 229 students (mean
age 14.83± 0.70 year) were in the first grade of
secondary schools (equivalent to year 10) while 230
students (mean age15.44 ± 0.55 year) were in the
second grade (equivalent to year 11), and 143(mean
age 16.67± 0.62 year) were in the third grade
(equivalent to year 12).
Tools applied in this study included
a) Children Depression Inventory (CDI) 29; 30
(Translated by Gharib Abdel Fatah, 31. The measure
is a reliable, valid self-rating scale) suitable for
children and adolescents from seven to 17 years old
32, 33
. The cut-off point used for our study was 24,
corresponding to that of a similar previous national
study on Egyptian high school students 34.
b) Psychiatric interview by SCID-I/NP 35: All
participants were interviewed using the Structured
Clinical Interview for DSM-IV axis I diagnosis
Research Version, Non-patient Edition. (SCID-I/NP)
34
. The SCID-I/NP yielded a clinical diagnosis,
which we further stratified into depressive and nondepressive. The depressive category was
operationally defined as those having current
episodes of Major Depressive Disorder, Dysthymic
Disorder and Adjustment Disorders with Depressed
mood.
c) Designed Questionnaire: We designed a set of
questionnaires in the form of yes/no, multiple
choice, or closed ended format based on Ain Shams
Psychiatric Institute sheet to assess the following
domains: age, place of residence, number of
siblings, medical problems, positive and negative
life events, scholastic achievement, puberty, family
background, other personal data and extracurricular
activities.
d) Academic achievement for each student during a
two month period was estimated by school teachers
and subsequently recorded by researchers.
Procedures
602 adolescent female students were first asked to
complete the Child Depression Inventory (CDI) and the
designed questionnaire. They were then interviewed by
the Clinical Interview for DSM-IV Axis I diagnosis; 80
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students received a diagnosis of major depression,
dysthymia or adjustment disorder with depressed mood
according to DSM IV Axis I diagnosis.
Senior psychiatrists re-examined the 80 students for a
comorbid axis I diagnosis. The examination revealed that

30 students had no comorbid disorders while 50 students
had a second or more diagnoses in addition to the
principle diagnosis on Axis I. Fig. 1

Figure 1. Flow Chart

Total Number 676 Students

602 Students Included
310
Students
Public
Schools

292 Students
Private

74 Students Excluded
18 Students
Guardian
Refusal

Data processing and statistical analysis
Analysis was done using Statistical Package for Social
Science Version-10 (SPSS v.10). Differences of group
means were statistically tested using Students’ t-tests and
ANOVA. The Pearson Chi square test (x2) was used to
examine group differences in nonparametric data. P
value was used to indicate the level of significance
(P≤0.05 is considered significant, P≤0.01 is highly
significant, P≤0.001 is very highly significant).

27 Students
Refusal

4 Students
Frequents
Leaves

25 Students
Medical
Causes

Results
Using the Structured Clinical Interview for DSM IV
diagnosis (SCID-I) we found that 80 out of 602 students
(13.3%) had depression. 5.2% (n=31) of the entire
students population had major depression, while 5%
(n=30) had adjustment disorder with depressive mood
and 3.1% (n=19) had dysthymia (Fig. 2).

Figure2. Types of Depression among the total student population
87%
90%
80%
70%
60%
50%
40%
30%
20%

5%

5%

3%

10%
0%
Major Depression

Adjustment Disorder
with Depression

Dythymia

No Depression
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Figure (3) illustrates the rate of depression in students
enrolled in the second grade of study (equivalent to year
11) was the highest (18.3%) compared to the rate

estimated in students enrolled in the first grade
(equivalent to year 10) and third grade (equivalent to
year 12) (10% and 9.8% respectively).

Figure 3.Rates of depression according to the school grade
Non Dep.
100%

89.5% (n=205)

80%

Dep.
90.2% (n=129)

81.7% (n=188)

60%
40%
20%
0%
-20%

-10.5% (n=24)
1st grade

-18.3% (n=42)
2nd grade

In (table 1a) we presented the types of depression among
depressed participants, 38.75% had major depression,
37.5% had minor depression in the form of adjustment
disorder with depressed mood, while only 23.75% had
dysthymia.
The type of depression differs markedly in relation to the
school grade, we found that third grade depressed
students were more likely to have adjustment disorder
with depressed mood 57% while second grade students
suffered more frequently from major depression 38.1%;
however, in first grade students we found similar rates of
major depression and adjustment disorder 41.7% each.

Type of
depression
Adjustment
disorder
Major depression
Dysthymia

-9.8% (n=14)
3th grade

In an attempt to elucidate the difference in the types of
depression according to whether the students belonged to
private or public schools, results failed to show any
statistical significant difference between them (table
1c).Table (2a) illustrates that 37.5% of students with
depression had only one diagnosis on Axis I, while the
rest (62.5%) showed another diagnoses with the principle
one. Generalized anxiety disorder (GAD) was by far the
most encountered comorbid diagnosis (n=26; 32.5%).
followed by social anxiety in 20%while about (9%) had
substance abuse.

Table 1.Type of depression among students with depression
1b
1c
According to school grades
According to type of school
1st Grade
2nd Grade
3rd Grade
Private school
Public school
n=24
n=42
n=14
n=39
n=41
30 (37.5%)
10 (41.7%)
12 (28.6%)
8 (57%)
13 (36%)
17 (41%)
1a
Total
n=80

31
(38.75%)
19
(23.75%)
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10 (41.7%)

16 (38.1%)

5 (36%)

18 (46%)

13 (32%)

4 (16.6%)

14 (33.3%)

1 (7%)

8 (18%)

11 (27%)

x2= 6.83 / df=2 / p=0.019 (sig)

The pattern of comorbidity in relation to the school
grades (table 2b) revealed significant statistical

x2= 0.18 / df=2 / p=0.67 (insig)

differences (p=0.018). Among 2nd grade students with
depression, the highest rate of comorbid diagnosis was
P

P
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generalized anxiety disorder (50%). First grade students
with depression were more likely to have comorbid
social anxiety disorders (38%). Our data indicate that the
most frequent comorbid diagnosis with depression
among third grade students was substance use disorder
(29%).

Rates of comorbidity with depression did not show any
statistical significant differences when we compared
students with depression enrolled in private versus public
secondary schools (table 2c).

Table 2.Comorbidity among students with depression
2b
2c
According to school grades
According to type of school
1st Grade
2nd Grade
3rd Grade
Private school
Public school n=41
n=24
n=42
n=14
n=39
30 (37.5%)
11 (46.1%)
13 (31%)
6 (43%)
12 (30.7%)
18 (44%)
26 (32. 5%)
2 (8%)
21 (50%)
3 (21%)
10 (26%)
16 (39%)
16 (20%)
9 (38%)
6 (14%)
1 (7%)
11 (28%)
5 (12%)
1 (1.25%)
1 (4%)
0 (0%)
0 (0%)
1 (2.5%)
0 (0%)
7 (8.75%)
1 (4%)
2 (5%)
4 (29%)
5 (12.8%)
2 (5%)
x2= 18.45 / df=8 / p=0.018 (sig)
x2= 5.69 / df=4 / p=0.22 (NS)
2a
Total
n=80

No comorbidity
GAD1
Social anxiety
OCD2
Substance abuse

1: Generalised Anxiety Disorder

We could not elicit any association between comorbidity
and any of the following variables: mean age, pubertal
age, academic achievement, family history of psychiatric

Age
Pubertal Age
Academic Achievement
Family History of
Psychiatric Illness

naem±SD
naem±SD
naem±SD
evitisop
evitagen
suoinomrah

Home Environment
moslerrauq
e
tneserp
Negative life events
tnesba
evitisop
Termination of
Romantic Relation

evitagen

Adolescent depression is an increasingly problematic
diagnosis for young people and is associated with more
chronic, severe episode and higher rates of comorbidity
36, 37
.
The purpose of this study was to investigate type of
depression and pattern of comorbidity in a sample of
adolescent girls enrolled in secondary schools in Eastern
Cairo, Egypt.
P

illness, home environment, and negative life events
(table 3).

Table 3.Correlates of Comorbidity
No comorbidity
Comorbidity
=30
=50
15.4±0.9
15.49±0.93
12.4±0.8
12.21±1.32
78.9±9.4
76.92±11.23
n=4
n=7
13%
14%
n=26
n=43
87%
86%
n=9
n=17
30%
34%
n=21
n=33
70%
66%
n=6
n=11
20%
22%
n=24
n=39
80%
78%
n=10
n=15
33%
30%
n=20
n=35
67%
70%

Discussion

P

2: Obsessive compulsive Disorder

t 0.01 p= 0.99
t 1.09 p= 0.28
t 0.65 – p= 0.52

95%Confidence
interval
-0.393- 0.39
-0.229- 0.784
-6.191 – 3.145

x2 0.81 – df 1
p= 0.99

x2 0.24 – df 1
p= 0.624

x2 0.013 – df 1
p= 0.911

x2 0.93 – df 1
p=0.33

5.2% of the studied population met the criteria for major
depression. This data supported the results reached by
Shaffer and colleagues 14 who found that the prevalence
of major depressive symptoms reached 5% among
children and adolescents between 9 and 17 years of age
of both sexes. A higher rate was recorded by Rhode and
co-workers who estimated that one-year prevalence at
age 16 was 15.3% 38. Among Nigerian female
adolescents, Adewuyaand co-workers28 identified an
8.9% prevalence rate of major depression. On the other
hand, in a community sample the rates of clinically
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defined major depressed ranged from 0.4 to 8.3% or
higher 39, 40. This variability in results may be explained
by differences in the sampling process and tools used for
assessment 41,42. A good proportion of adolescents
exhibit depressive symptoms that are sub-threshold for
the diagnosis of major depression 11, 43, such as
Adjustment Disorder (AD) with depressed mood which
involves experiencing fewer symptoms than fulfilling the
criteria for major depression. In our study, Adjustment
Disorder with depressed mood was the second most
commonly encountered depressive disorder among the
student population (5%). Most of the clinical symptoms
typically started within three months of an identifiable
stressor. Similarly, Pelkonen and co-workers found that
adjustment disorder was the second most common
clinical entity among a sample of Finnish adolescent
outpatients 44. Some authors considered Adjustment
Disorder a major precursor and predictor of major
depression and other mental disorders, personality
problems, behavioural and conduct problems,
delinquency, substance misuse and suicide 38;45;46;47;48; 49;
50
. We could not elicit such association by the cross
sectional design of our study
Dysthymia is a chronic milder form of depression
characterized by depressed or irritable mood present for
at least one year 4. Some argue that these symptoms
represent typical adolescent moodiness and turmoil but
there is also evidence that these symptoms represent risk
for future substantial impairment 51.The rate of
dysthymia among adolescents in the current study was
found to be 3.1%. This is consistent with western studies
where the rate of dysthymia ranged between 3% and
3.5% 52.
Minor depression should be considered as a risk factor to
developing major depression according to Kovacs and
coworkers who found that 70% of adolescents with
dysthymic disorder eventually developed major
depression 53. Such association should be considered in
future longitudinal studies. Different studies in different
cultures found that depressive symptoms were
significantly linked with scholastic grades 54, 55.
Similarly, in our society the highest rates of depression
were found among students enrolled in second grade
followed by other grades. This could be explained by the
stress imposed on those students due to the new
educational system in Egypt and the increasing
difficulties of the university entry system which impose
significant pressure on students to obtain high scores at
the end of secondary school in order that they might join
university. The preparation of the final exam starts from
the second year. All families from different social strata
spend a lot of money to finance extracurricular private
lessons for better achievement of their youth. This
pressure imposed on students aggravates those at a
higher risk to develop depression. Similar difficulties
also were observed in Greek society 12;55.
Patterns of Co-Morbidity
DSM criteria for diagnosis of depression are similar to
those for adults. If there is any comorbid disorder with
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depression, it requires the presence of depression
beforehand. High comorbidity with depression in
adolescents has been reported in several studies. Angold
and Costello recorded that approximately two thirds of
children and adolescents with major depressive disorder
were found to have another mental disorder 56 while
Small and his colleagues found that more than half of
their depressed sample had comorbidity with one or
more disorders 21. In the National Co-morbidity survey,
76.6% of adolescent with major depression and 69.3% of
those with dysthymia presented at least one other
psychiatric disorder 57.
Several researchers have documented that the most
common comorbid disorder with depression is anxiety
disorder. Generalized anxiety disorder (GAD), in
particular, is recorded to be the highest comorbid
condition with adolescent depression 21, 52. Other
disorders include ADHD, oppositional defiant, conduct,
antisocial behaviour and substance disorder4;58.
In concordance with the previous studies, 62.5% of our
depressed sample had at least one comorbid diagnosis on
Axis I. Generalized anxiety disorder (GAD) was found to
be the most prevalent co-morbid diagnosis with
depression (32.5%); it was noticed also that the rate was
strikingly higher in the 2nd grade students probably due
to increase academic pressure owing to the new
educational system in Egypt which impose much stress
on the second year of high schools. Moreover, comorbid
anxiety disorders were noticed to be higher in public
schools more than private schools; this could be
attributed to the school structure, crowding in the
classroom and educational approach, which is more
integrated in private than in governmental schools 59.
Adolescents with a diagnosis of a depressive disorder are
more impaired in their social functioning than nondepressed adolescents; also depressive symptoms are
associated with interference in various domain of peer
relationship 60, 60, 62.This data could explain why social
anxiety disorder was recorded to be relatively highly
comorbid with depression in our study, especially in the
first grade students who moved to new schools and new
environments.
The issue of substance abuse is complicated from a
cultural prospective as there are differences between our
culture and that of western countries. These were
reflected in the under-reporting of substance abuse in
general and especially in females due to fear of social
stigma in comparison to higher prevalence rates reported
by Martin and Cohen 63 in western Countries.
Gender relates to the temporality of depression and
substance disorders. Depression has been suggested to be
primary to substance dependence among girls and
secondary to it among boys 23, 64. Thus, depressed female
students were more likely to have comorbid substance
abuse.
Possible reasons to explain comorbidities with
depression at such high rates may be related to a
common genetic liabilities shared by the two disorders. It
has been suggested that the comorbid disorder may be an
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alternate manifestation of the same latent factor, which
manifests as depression 65, or it may constitute a
heterogeneous phenomenon of clinically meaningful
classes including somatic and psychological depression
and somatic and psychological anxiety 66.
Our study failed to prove that a number of variables such
as age, pubertal age, academic achievement, family
history and exposure to stressful events have any
correlation with comorbidity. However, previous
findings have shown that positive family history, sociodemographic variables and educational attainment
influence comorbidity in depressed adolescents 21,67, 68, 69.
Such results could be related to the relatively small
sample size.
Given the long-term morbidity of early onset depression,
it is timely to consider more effort to the prevention of
primary and secondary depression 70, 71. Understanding
depression in this population and appropriate
intervention will reduce the negative health outcome in
youth.

Conclusion and Recommendations
Depressive disorders were highly prevalent in a sample
of Egyptian female students. Our results on the type of
depression and pattern of comorbidity add meaningfully
to the previous literature. Major depression was highly
prevalent, also the rate of minor, depression and
Adjustment Disorder. Results documented that
depression in this age group was significantly associated
with comorbid psychiatric disorders. Generalized anxiety
disorder was by far the highest comorbid disorder
followed by social anxiety and substance abuse in the
current sample.
The current study offers implication and adds insights
into depression in female adolescents and may be
informative for clinicians, teachers, parents and also
policy makers who are interested in targeting services to
such high risk group by designing programs for
prevention and early intervention. We encourage further
research to fully explore all risk factors that could be
correlated with comorbidity in depression and to
examine the mechanism of its’ occurrence in future.
Strength and Limitation
The strength of the current study lies in the fact that it is
one of the few studies to have investigated depression in
Egyptian female adolescents. Moreover, all recruited
students were interviewed by trained psychiatrists using
a structured psychiatric interview. The findings from this
study have also several practical implications.
However, the current study was not without limitation.
We had assessed adolescents' depression in a single
school community with relatively small sample size and
used a sample of students that represented a range of
urban populations. Thus, the findings cannot be easily
generalized to other populations. Also, we emphasised
the on-going episode and not the life time symptoms of
depression. We could not establish a causal link between
depression and comorbid disorders because of the crosssectional design of the study.
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ﻳُﻌﺪ ﺍﻻﻛﺘﺌﺎﺏ ﻣﻦ ﺃﻛﺜﺮ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻧﺘﺸﺎﺭﺍً ﺑﻴﻦ ﺍﻟﻤﺮﺍﻫﻘﺎﺕ  ،ﻭﻳﺮﺗﺒﻂ ﺑﻤﻌﺪﻻﺕ ﻣﺮﺿﻴﺔ ﻣﺼﺎﺣﺒﻪ ﻋﺎﻟﻴﺔ ﻛﻤﺎ ﻳﻨﺘﺞ ﻋﻨﻪ ﺁﺛﺎﺭ ﺗﻀﺮ ﺑﺎﻷﺩﺍء ﺍﻷﻛﺎﺩﻳﻤﻲ ﻭﺍﻻﺟﺘﻤﺎﻋﻲ .
ﻭﺍﻟﻬﺪﻑ ﻣﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻫﻮ ﺇﻳﻀﺎﺡ ﺃﻧﻮﺍﻉ ﺍﻻﻛﺘﺌﺎﺏ ﻭﻧﻤﻂ ﺍﻟﻤﺮﺿﻴﺔ ﺍﻟﻤﺼﺎﺣﺒﺔ ﻓﻲ ﻋﻴﻨﺔ ﻣﻤﺜﻠﺔ ﻣﻦ ﻁﺎﻟﺒﺎﺕ ﺍﻟﻤﺪﺍﺭﺱ ﺍﻟﺜﺎﻧﻮﻳﺔ ﺍﻟﻤﺼﺮﻳﺔ .ﻁﺮﻕ ﺍﻟﺒﺤﺚ :ﺗﻢ ﺇﺟﺮﺍء
ﻣﻘﺎﺑﻠﺔ ﺑﻮﺍﺳﻄﺔ ﻓﺮﻳﻖ ﻋﻤﻞ ﻣﻦ ﺍﻟﺒﺎﺣﺜﻴﻦ ﻣﻊ  602ﻁﺎﻟﺒﺔ  ،ﻣﻦ ﻣﺪﺍﺭﺱ ﺛﺎﻧﻮﻳﺔ ﺣﻜﻮﻣﻴﺔ ﻭﺧﺎﺻﺔ ﻓﻲ ﻣﻨﻄﻘﺔ ﺷﺮﻕ ﺍﻟﻘﺎﻫﺮﺓ ﺑﺎﺳﺘﺨﺪﺍﻡ ﺍﻟﻤﻘﺎﺑﻠﺔ ﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ﺍﻟﻤﻌﻴﺎﺭﻳﺔ
ﻟﻠﺘﺸﺨﻴﺺ ﻋﻠﻰ ﺍﻟﻤﺤﻮﺭ ﺍﻷﻭﻝ ﺣﺴﺐ ﺍﻟﺪﻟﻴﻞ ﺍﻹﺣﺼﺎﺋﻲ ﺍﻷﻣﺮﻳﻜﻲ ﺍﻟﺮﺍﺑﻊ ﻟﺘﺸﺨﻴﺺ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ .ﻧﺘﺎﺋﺞ ﺍﻟﺒﺤﺚ  :ﺗﺒﻴﻦ ﻣﻦ ﻧﺘﻴﺠﺔ ﺍﻟﺒﺤﺚ ﺇﺻﺎﺑﺔ  % 5.2ﺑﺎﻻﻛﺘﺌﺎﺏ
ﺍﻟﺠﺴﻴﻢ  ،ﻭ  % 5ﺑﺎﻻﺿﻄﺮﺍﺏ ﺍﻟﺘﻜﻴﻔﻰ ﻣﻊ ﻣﺰﺍﺝ ﺍﻛﺘﺌﺎﺑﻲ ﻭﻛﺎﻥ ﻓﻘﻂ  % 3.1ﻟﺪﻳﻬﻢ ﻣﺮﺽ ﻋﺴﺮ ﺍﻟﻤﺰﺍﺝ .ﻭﺑﺪﺍ ﻭﺍﺿﺤﺎ ً ﺍﻧﺘﺸﺎﺭ ﺍﺿﻄﺮﺍﺏ ﺍﻟﺘﻜﻴﻒ ﻓﻲ ﻁﺎﻟﺒﺎﺕ ﺍﻟﺼﻒ
ﺍﻟﺜﺎﻟﺚ ﺍﻟﺜﺎﻧﻮﻱ ﺃﻣﺎ ﻁﺎﻟﺒﺎﺕ ﺍﻟﺼﻒ ﺍﻟﺜﺎﻧﻲ ﺛﺎﻧﻮﻱ ﻓﻘﺪ ﺍﻅﻬﺮﻥ ﺃﻋﻠﻰ ﻣﻌﺪﻻﺕ ﺍﻻﻛﺘﺌﺎﺏ ﺍﻟﺠﺴﻴﻢ  ،ﺑﻴﻨﻤﺎ ﺳﺠﻞ ﻁﺎﻟﺒﺎﺕ ﺍﻟﺼﻒ ﺍﻷﻭﻝ ﺍﻟﺜﺎﻧﻮﻱ ﻣﻌﺪﻻﺕ ﻣﺘﺴﺎﻭﻳﺔ ﻣﻦ ﺍﻹﺻﺎﺑﺔ
ﺑﺎﻻﻛﺘﺌﺎﺏ ﺍﻟﺠﺴﻴﻢ ﻭﺍﺿﻄﺮﺍﺏ ﺍﻟﺘﻜﻴﻒ .ﻭﻗﺪ ﺃﻭﺿﺤﺖ ﺍﻟﺪﺭﺍﺳﺔ ﺇﺻﺎﺑﺔ ﻣﺎ ﻳﻘﺮﺏ ﻣﻦ ﺛﻠﺜﻲ ﺍﻟﻄﺎﻟﺒﺎﺕ ﺍﻟﻼﺗﻲ ﻳﻌﺎﻧﻴﻦ ﻣﻦ ﺍﻻﻛﺘﺌﺎﺏ ﺑﺎﺿﻄﺮﺍﺑﺎﺕ ﻣﺮﺿﻴﺔ ﻣﺼﺎﺣﺒﺔ ﻭﻛﺎﻥ ﻣﻦ
ﺃﻛﺜﺮ ﺍﻟﺘﺸﺨﻴﺼﺎﺕ ﺷﻴﻮﻋﺎ ﺑﻴﻦ ﺍﻟﻄﺎﻟﺒﺎﺕ ﻫﻮ ﺍﺿﻄﺮﺍﺏ ﺍﻟﻘﻠﻖ ﺍﻟﻌﺎﻡ ﻓﻲ  %32.5ﻣﻦ ﺍﻟﺤﺎﻻﺕ ﻳﻠﻴﻬﺎ ﺍﻟﻘﻠﻖ ﺍﻻﺟﺘﻤﺎﻋﻲ ﺑﻨﺴﺒﺔ  %20ﻭﺍﻟﺘﻌﺎﻁﻲ ﻭﺍﻹﺩﻣﺎﻥ ﺑﻨﺴﺒﺔ . %9
ﻭﻛﺸﻒ ﻧﻤﻂ ﺍﻟﻤﺮﺿﻴﺔ ﺍﻟﻨﻔﺴﻴﺔ ﺍﻟﻤﺼﺎﺣﺒﺔ ﻓﻴﻤﺎ ﻳﺘﻌﻠﻖ ﺑﺎﻟﺼﻔﻮﻑ ﺍﻟﻤﺪﺭﺳﻴﺔ ﻓﺮﻭﻕ ﺫﺍﺕ ﺩﻻﻟﺔ ﺇﺣﺼﺎﺋﻴﺔ  ،ﺣﻴﺚ ﻛﺎﻥ ﻣﺮﺽ ﺍﻟﺨﻮﻑ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻣﺼﺎﺣﺒﺎ ﻟﻼﻛﺘﺌﺎﺏ ﺑﻴﻦ
ﻁﺎﻟﺒﺎﺕ ﺍﻟﺼﻒ ﺍﻷﻭﻝ ﺛﺎﻧﻮﻱ ﻭﺍﺿﻄﺮﺍﺏ ﺍﻟﻘﻠﻖ ﺍﻟﻌﺎﻡ ﺑﻴﻦ ﻁﺎﻟﺒﺎﺕ ﺍﻟﺼﻒ ﺍﻟﺜﺎﻧﻲ ﺛﺎﻧﻮﻱ ﺃﻣﺎ ﺍﻟﺘﻌﺎﻁﻲ ﻭﺍﻹﺩﻣﺎﻥ ﻓﻘﺪ ﺍﻧﺘﺸﺮ ﻣﺼﺎﺣﺒﺎ ﻟﻼﻛﺘﺌﺎﺏ ﺑﻴﻦ ﻁﺎﻟﺒﺎﺕ ﺍﻟﺼﻒ ﺍﻟﺜﺎﻟﺚ
ﺛﺎﻧﻮﻱ .ﺍﻟﺨﻼﺻﺔ :ﺗﻨﺘﺸﺮ ﺃﻧﻮﺍﻉ ﻣﺨﺘﻠﻔﺔ ﻣﻦ ﺍﻻﻛﺘﺌﺎﺏ ﻓﻲ ﻋﻴﻨﺔ ﻣﻦ ﺍﻟﻄﺎﻟﺒﺎﺕ ﺍﻟﻤﺼﺮﻳﺎﺕ ﺑﺎﻟﻤﺪﺍﺭﺱ ﺍﻟﺜﺎﻧﻮﻳﺔ ﻛﻤﺎ ﺃﺭﺗﺒﻂ ﺍﻻﻛﺘﺌﺎﺏ ﻋﻨﺪﻫﻦ ﺍﺭﺗﺒﺎﻁﺎ ﻭﺛﻴﻘﺎ ﺑﻮﺟﻮﺩ
ﺍﺿﻄﺮﺍﺑﺎﺕ ﻧﻔﺴﻴﺔ ﻣﺮﺿﻴﺔ ﻣﺼﺎﺣﺒﺔ ﻓﻲ ﻫﺬﻩ ﺍﻟﻔﺌﺔ ﺍﻟﻌﻤﺮﻳﺔ ﻭﺗﻘﺪﻡ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻣﻌﻠﻮﻣﺎﺕ ﻫﺎﻣﺔ ﻟﻸﻁﺒﺎء ﻭﺃﺻﺤﺎﺏ ﺍﻟﻘﺮﺍﺭ ﻓﻲ ﺍﻟﺴﻴﺎﺳﺎﺕ ﺍﻟﺼﺤﻴﺔ ﻭﺍﻟﺴﻠﻄﺎﺕ ﺑﺎﻟﻤﺪﺍﺭﺱ
ﻭﺍﻟﻤﻬﺘﻤﻴﻦ ﺑﺎﻟﺨﺪﻣﺎﺕ ﺍﻟﻤﻘﺪﻣﺔ ﻟﻬﺬﻩ ﺍﻟﻤﺠﻤﻮﻋﺎﺕ ﻋﺎﻟﻴﺔ ﺍﻟﻤﺨﺎﻁﺮ ﻭﺍﻟﻤﺘﻮﻗﻊ ﺃﻥ ﻳﺼﺒﺤﻦ ﺃﻣﻬﺎﺕ ﺍﻟﻤﺴﺘﻘﺒﻞ.
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Psychiatric morbidity and pattern of coping among a sample of Egyptian
women in early versus recurrent stage of breast cancer
El Missiry A; Abdel Meguid M,; El Missiry M, and El Serafi D.

ﺍﻟﻤﺮﺍﺿﺔ ﺍﻟﻨﻔﺴﻴﺔ ﻭ ﻧﻤﻂ ﺍﻟﺘﻜﻴﻒ ﻭﺍﻟﺪﻋﻢ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻓﻲ ﻋﻴﻨﺔ ﻣﻦ ﺍﻟﻤﺮﻳﻀﺎﺕ ﺍﻟﻤﺼﺮﻳﺎﺕ ﺍﻟﻤﺼﺎﺑﺎﺕ
ﺑﺴﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ ﻓﻲ ﺍﻟﻤﺮﺍﺣﻞ ﺍﻟﻤﺒﻜﺮﺓ ﻭ ﻣﺮﺍﺣﻞ ﺍﻻﻧﺘﻜﺎﺱ
 ﺿﺤﻰ ﺍﻟﺼﻴﺮﻓﻲ، ﻣﺮﻭﺓ ﺍﻟﻤﺴﻴﺮﻱ، ﻣﺮﻭﻯ ﻋﺒﺪﺍﻟﻤﺠﻴﺪ،ﺃﺣﻤﺪ ﺍﻟﻤﺴﻴﺮﻱ

Abstract

W

omen with breast cancer have been known to present with high rates of psychiatric disorders, distressing
symptoms and stressful experiences that mobilize different coping strategies and may require social support.
Objectives: To describe the psychiatric morbidity, pattern of coping, and social support in a sample of Egyptian
patients with breast cancer in the early postoperative and recurrent stages. Materials and Methods: A descriptive
cross-sectional study was conducted with 100 female breast cancer patients from the Breast Cancer follow-up clinic at
Ain Shams University Hospitals; 75 patients were in the early postoperative (Group-A) while 25 patients were in the
recurrence stage (Group-B). All participants were evaluated using the Structured Clinical Interview for DSM Axis-I
Disorders (SCID I). Further assessment was done using Beck Depression Inventory (BDI) to assess the severity of
depression, the Manifest Taylor Anxiety Scale (MTAS) to assess anxiety state, the Dealing with Illness Coping
Inventory to assess the pattern of coping, and the Medical Outcome Study (MOS) Social Support Survey to assess the
perceived social support. Results: Higher rates of psychiatric morbidity reaching 76% of patients with recurrent breast
cancer met the criteria for a psychiatric diagnosis compared to 54.7% of patients in the early stages. The spectrum of
the current DSM-IV psychiatric diagnoses differed significantly between the two groups: 44% of the recurrent group
had major depression compared to 17.3% in patients with post-operative early stage, the latter groups showed a high
rate of anxiety disorders (29.3%) and sub-syndromal depressive symptoms (40%). The recurrent cases scored higher in
Beck Depression Inventory (BDI) while the early cases scored higher in Manifest Taylor Anxiety Scale (MTAS).
Active coping methods were frequently used by all patients; however, Avoidance Coping method (P=0.01) and Passive
Resignation strategy (P=0.005) were significantly used more by the recurrent group. All types of social support were
equally served for both groups; however, the recurrent group received more significant practical support. Conclusion:
In the current study, Egyptian breast cancer patients demonstrated a high prevalence of psychiatric disorders, with mild
to moderate symptom severity. In both early and recurrent stages some coping patterns may be influenced by the
psychopathology and the stage of illness. Generally, patients received adequate emotional and practical support. Our
findings provided the rationale for developing a program that facilitates early recognition and management of such high
rate of psychiatric morbidity among women with breast cancer.
Keywords: Breast cancer, coping strategies, social support, depression, anxiety.
Declaration of interest: None

Introduction
Breast cancer is one of the most common cancers in
women, with gradual increasing incidence every year 1.
It is considered to be one of the main public health
problems worldwide, due to its high morbidity,
mortality and high social and economic cost 2. It is a
critical life event that has consequences within many
life domains 3. In Egypt, it accounts for 35.1% of all
female cancers, with age – standardized Incidence rates
(ASR) of 49.6/100,000 and it is expected to rise over
the coming years4. Despite successful curative surgery
and considerable improvement in pharmacological
treatment, patients and their families remain with
uncertainty due to the permanent threat of cancer
recurrence at the same or different tumor sites5.
Breast cancer has often been a source of severe
psychosocial distress to patients and their families. As
the public perception still portrays it as a deadly and
disfiguring illness, and overestimates its physical,
psychosocial, and economic impact6. Several studies
focused on the role of psychiatric disorders as they are
commonly encountered along the course of the disease.
80% of breast cancer patients reported significant
distress during initial treatment, most often anxiety
about loss of fertility, self-image, difficulties with
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sexual functioning, fear of death, vocational difficulties
and possibility of recurrence7.
Also mood disorders, especially depression spectrum
syndromes, have been the focus of several studies in
cancer. Spiegel and Giese-Davis8 suggested a common
psycho-physiological mechanism linking depression
and cancer through the dys-regulation of the
Hypothalamic-Pituitary-Adrenal axis and immune
functioning. The prevalence of depression in breast
cancer varies widely, the reported rates range from as
low as 1.5% -3% 9 to figures around 50% 10. Still with
these variations it is even thought that depression is
under-recognized and underreported in those patients
11
. Improving detection of mood and anxiety disorders
among breast cancer patients and their appropriate
treatment may reduce suffering, improve quality of life
and even survival12 because there has been some
evidence to suggest that depression and anxiety, in
particular, are linked to cancer progression, poor
treatment outcomes, quality of life and survival
rates13,14.
Psycho-social support and other personal variables
have been reported to influence coping and well-being
in breast cancer patients15. The relationship between
these internal and external factors is complex and
interdependent.
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A plethora of research indicates that perception of
social support and social integration is a significant
good prognostic predictor16, and is even associated
with longer survival among women with advanced
disease17. Similarly, the internal makeup of the
individual, specific personality traits and other
psychological variables that influence coping strategies
can also modulate the biological aspects, the
progression and the course of the neoplastic
pathology18.
A large body of literature has described the styles,
degrees, and efficiency of coping in breast cancer
patients. Data suggest that in general engagement
rather than disengagement oriented coping strategies
are linked to less distress, positive adjustment, better
outcomes and higher quality of life 19.
The degree of impact and the level of coping with
breast cancer differ along its’ trajectory20 with the
recurrent phase of the illness being particularly
distressing to patients and their partners21. Some
studies indicate that cancer patients with a recurrent
disease reported substantial psychological distress with
loss of hope for recovery and fears of death16, as well
as, poorer physical functioning, more problems at
home, work, social lives and difficult relationship with
their families, physicians and other health
professionals than patients with newly diagnosed
disease15.
Our objective was to assess psychiatric morbidity,
pattern of coping and degree of social support in a
sample of Egyptian women with early and recurrent
breast cancer aiming to provide data essential which
could be useful for policy maker to plan a tailored
comprehensive service to reduce distress in those
women.

Participants and methods
This descriptive study was conducted at the weekly
Breast Cancer follow-up clinic at Ain Shams
University Hospitals, Cairo, Egypt, following the
approval of the Research and Ethics Committee at the
Ain Shams University.
The study included Egyptian female patients aged
between 30-65 years who were diagnosed with breast
cancer (stage I and II) and treated surgically by
modified radical mastectomy or lumpectomy, also
patients with local or regional recurrence. We excluded
patients with metastasis, hepatic or renal-dysfunction
and also cases receiving intensive, chemotherapy and
radiotherapy, since side effects of such treatment might
transiently affect adjustment and coping.
A total of one hundred and twenty patients who
fulfilled the inclusion criteria agreed to participate in
the study and signed a printed consent form. However,
20 patients dropped out (16.6%); Two patients (1.6%)
withdrew consent, 13 (10.8%) did not attend the
second visit for assessment, and 5 (4.2%) started
extensive chemotherapy or radiotherapy before the
second visit and hence, excluded. The remaining 100
patients were enrolled in the study and were divided
into two groups: 75 early post-operative patients (mean
age 48±9.5) comprised group (A) and 25 patients
(mean age 47±9.6) who suffered recurrence after initial
surgical treatment with or without radiotherapy or

chemotherapy comprised group (B). The mean disease
– free interval between initial diagnosis and recurrence
was 3.8±1.17 years.
All participants in the study were evaluated in two
sessions by experienced and trained research
investigators and were subjected to the following:
a) The Fahmy and El-Sherbini's Egyptian
Social Classification: Scale which stratifies
subjects into four social classes 22.
b) Structured Clinical Interview for DSM-IV
Axis I diagnosis clinical Version23: the
English version was used in this study.
c) The Beck Depression Inventory (BDI); a
21-item self-report measure of the severity of
depression state that is specifically geared to
measure the behavioural, emotional somatic
and cognitive manifestations of depression24.
The Arabic version was used25 with the
following culturally validated
cut-off scores for the Egyptian population;
Normal (0-20), mild (21-31), moderate (3241), and severe (≥42).
d) The Manifest Taylor Anxiety Scale
(MTAS) 26. This consists of 50 self-report
items to assess the anxiety state. The Arabic
version was used27 with the following
culturally validated cut off scores; Normal (016), mild (17-24), moderate (25-35), and
severe (≥36).
e) Dealing with Illness Coping Inventory28.
This is a self-administered questionnaire with
forty-eight statements on a Likert scale
aiming to measure three main coping methods
(active cognitive, active behavioural and
avoidance coping). Further, they are analyzed
into eight specific coping strategies (e.g.
active positive involvement, active experience
information, active reliance on others,
cognitive positive understanding, cognitive
passive rumination, distraction, passive
resignation and avoidance solitary passive
behaviour.
f) The Medical outcome Study (MOS) Social
Support Survey29. This is a 20-item selfreport scale designed to measure four
dimensions of perceived functional social
support
and
interaction
(emotional/informational, tangible/practical,
affectionate, and total support).
Both the “Dealing with Illness Coping Inventory” and
The “MOS Social Support Survey” were translated
from English to Arabic with necessary semantic
adaptation and back translated by two independent
bilingual language expert translators and reviewed by
an expert committee for cultural applicability 30.
As both the Dealing with Illness Coping Inventory and
the MOS Social Support Survey were selfadministered tools, illiterate subjects included in the
research were assisted by the researchers to fill their
forms.
Statistical Analysis
Data analysis was done using Statistical Package for
Social Sciences Version-10 (SPSS v.10). Student's t37
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test was used for comparison between means of the
different groups. Pearson Chi-Square Test (χ2) was
used for comparison between qualitative variables. P
value was used to indicate the level of significance
where P≤0.05 is considered significant (SIG), P≤0.01
is highly significant (HS),≤0.001
P
is (VHS) very
highly significant.

Results
The demographic characteristics of the two studied
groups have been displayed in table (1). The mean age
of group A and group B patients were 48±9.5 and
47±9.6 years respectively. No significant difference
between the two groups as regard marital status,
residency and social standard; however, there were

significant difference as regard education received and
occupation.
49.3% of group (A) patients were illiterate or just read
and write, 26.6% completed university education or
beyond. The rest received different types of preuniversity education, on the other hand 16% of group
(B) patients were university graduates, 40% illiterate
and the rest had mainly secondary school education.
The majority in both cohorts were house wives. The
rest were in paid employment they were predominantly
semi-professionals
and
non-professionals.
Unfortunately, we could not obtain data about their
ability to work due to illness.

Table 1: The socio-demographic characteristics of patients with early vs. recurrent stage of breast cancer
Variable
Group A
Group B
P. value
N = 75
N = 25
Age
0.7 (NS)
48± 9.5
47± 9.6
(Mean± SD)
Marital status:
N
%
N
%
Married
49
65.3
18
72
0.8 (NS)
Single
1
1.3
0
0
Divorced
3
4
1
4
Widow
22
29.3
6
24
Education:
N
%
N
%
Illiterate
30
40
4
16
Reads & writes
7
9.3
6
24
0.02 (SIG)
Primary
5
6.7
2
8
Preparatory
8
10.7
2
8
Secondary
5
6.7
7
28
University
10
13.3
2
8
Post graduate
10
13.3
2
8
Occupation:
N
%
N
%
Nonprofessional
2
2.7
4
16
0.04 (SIG)
Semi-professional
22
29.3
4
16
Professionals
4
5.3
0
0
House wives
47
62.7
17
68
Residence
N
%
N
%
0.8 (NS)
Urban
50
66.7
15
60
Rural
25
33.3
10
40
Social level:
N
%
N
%
High
16
21.3
5
20
0.78 (NS)
Middle
6
8
3
12
Low
20
26.7
6
24
Very low
33
44
11
44
Group "A" Patients with early stage breast cancer
Group "B" Patients with recurrent stage breast cancer
Data illustrated in figure (1) shows that psychiatric
morbidity was relatively high in both groups. 76% of

patients with recurrent breast cancer met the criteria for
a psychiatric diagnosis compared to 54.7% in the early
stage patients.
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Figure 1. Psychiatric morbidity among patients with early vs. recurrent stage of cancer breast

Patients with recurrent stage breast cancer
Patients with early stage breast cancer

Group B

Group A

n=6
24.0%

n=34
45.30%

76.0%

54.70%

n=19
n=41
Psychiatric Morbidity

Psychiatric morbidity

No Psychiatric Morbidity

No Psychiatric Morbidity

x2= 3.50, df=1, P=0.05

The spectrum of the current DSM-IV psychiatric
diagnoses differ significantly between the two groups
(P=0.015) table (2). At the time of initial shock of
diagnosis, women with early stage breast cancer had a
higher rate of anxiety disorders including also

adjustment disorder with anxious mood (30.7%);
furthermore they had a higher rate of sub-syndromal
depressive symptoms (41.3%) than patients in
recurrence group.

Table 2. Psychiatric morbidity among patients with early vs. recurrent stage of breast cancer
Early stage Recurrent stag
Psychiatric diagnosis
Group A
Group B
(n=75)
(n25)
No
%
No
%
Anxiety disorders & adjustment dis. with anxious mood
23
30.7
3
12
x2=12.32
df=4
Minor depression (dysthymia & adjustment dis. with depressed mood
4
5.3
4
16
P=0.015
Major depression
13
17.3
11
44
Subsyndromal mood symptoms
31
41.3
6
24
Non detectable
4
5.3
1
4
The stress of living with serious recurrent illness in
group (B) patients reflect the high rate of both major
depression (44%) and minor depression (16%) this
including adjustment disorder with depressed mood
and dysthymia.
The severity of depression as measured by Beck
Depression Inventory (BDI) indicates that cancer
breast patients with recurrence had greater tendency to

have moderate to severe depression compared to their
early stage counterparts (P=0.019), while the level of
anxiety as estimated by Manifest Taylor Anxiety Scale
(MTAS) revealed no significant differences between
the two groups, however, the early group showed
higher tendency to have moderate anxiety, in contrast
to the recurrent group who suffered more from mild
anxiety (table 3).

Table 3. Severity of depression and anxiety symptoms
Group A
Group B
N = 75
N = 25
Depression state: (BDI)
N
%
N
%
Mild
31
41.3
15
60
Moderate
25
33.3
6
24
Severe
3
4
3
12
No
16
21.3
1
4
Anxiety state: (MTAS)
N
%
N
%

X2=9.91
df=3
P=0.019
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Mild
Moderate
Severe
Normal

40
53.3
9
36
32
42.7
15
60
2
2.7
1
4
1
1.3
0
0
Beck Depression Inventory (BDI)
Manifest Taylor Anxiety Scale (MTAS)

In general, depression is more common among
recurrent group, while anxiety is more prevalent in the
early stage group. The MOS social support survey was
used to evaluate various dimensions of social support
irrespective of the source. The scores presented in table
(4) indicate that there is a high statistically significant
difference concerning the practical type of social

x2=2.79
df=3
P=0.425

support (P=0.005), which is higher in the recurrent
group. However, other types of social support are
equally served for both groups.
Adaptation to cancer diagnosis and treatment is
influenced by psychosocial resources such as coping
strategies that women learn during their cancer
experience.

Table 4. The degree of social support (MOS Social Support Survey)
Group A
Group B
P value
N = 75
N = 25
Social support
Mean±SD
Mean±SD
Emotional informational
0.74 (NS)
39.2±9.9
39.9±9.09
Practical
0.005 (HS)
16.06±3.5
18.8±2.29
Affectionate
0.49 (NS)
12.9±4.8
13.6±3.8
Test used “t” test
Table (5) describes the different pattern of the coping
strategies of the female cancer breast patients
indicating that the most used coping methods are the
active cognitive and behavioural methods, and were
equally used in both group (P= 0.11). While avoidance
coping method was significantly used by the recurrent

group (P= 0.016). With respect to specific coping
strategies; the active reliance on other was the most
used strategy across both groups. The recurrent group
preferentially used Active Positive Involvement
(P=0.04) and Passive Resignation (P=0.005) strategies
as compared to group (A).

Table 5. Patterns of the coping strategies (Dealing with Illness Coping Inventory)
Group A
Group B
P value
N = 75
N = 25
Coping methods
Mean±SD
Mean±SD
Active cognitive
0.11 (NS)
3.5±0.8
3.7±0.6
Active behavioural
0.15 (NS)
2.8±0.6
3.0±0.6
Avoidance
0.016 (SIG)
2.0±0.5
3.3±0.5
Coping strategies
P value
Mean±SD
Mean±SD
Active positive involvement
0.04
(SIG.)
3.0±0.8
2.4±0.96
Active expressive
0.74 (NS)
3.2±0.9
3.3±1.0
Active reliance on other
0.89 (NS)
4.3±1.0
4.2±1.1
Cognitive positive understanding
0.32 (NS)
3.9±0.9
4.2±0.6
Distraction
0.16 (NS)
2.3±0.8
2.5±0.5
Cognitive passive ruminative
0.37 (NS)
2.7±0.9
2.9±1.0
Passive resignation
0.005
(HS)
2.1±1.1
3.8±0.8
Avoidance / solitary behaviour
0.25 (NS)
2.4±1.2
2.1±0.8
Test used t-test

Discussion
In most Arab countries, many individuals are afraid to
mention the word “cancer” directly, and usually refer
to it as ‘‘that other dreaded disease’’ 4. This stigma
might have contributed to the tendency of Egyptian
women to neglect their symptoms, where 60% to 90%
failed to seek medical attention until their cancer is
advanced 31. At this stage, mental health problems
become nearly inevitable, and the stigma intensifies
when the psychiatric stigma adds another complicating
dimension to it. The resulting disfigurement and

feeling of losing femininity following radical surgery
is one of the most important factors leading to major
psychological sequelae. Hence, it was necessary to
investigate the prevalence of common mental health
problems in Egyptian breast cancer patients and
describe their coping strategies and social support in
order to pave the way to the incorporation of culturally
competent psychosocial care for such a dually
disadvantageous group. It should be emphasized that
the psychosocial impact of breast cancer differs across
phases of the illness trajectory. Understanding these
40
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changing psychosocial needs is essential to offer
successful timely targeted interventions. Hence, the
need to conduct comparative studies throughout the
illness course to elicit the specific needs and integrate a
phased tailored intervention. Such an approach is
crucial in the development of cost-effective services,
especially in a developing country, like Egypt. To fulfil
part of this need, we used the structured clinical
interview for DSM-IV axis I diagnosis (SCID I) to
examine 100 patients with different stages of breast
cancer. The psychiatric morbidity rate was 54.7% and
76% for the early post-operative cases and the group
with recurrence respectively. These rates were much
higher than those reported in western literature, for
example, Grabsch et al 32 using DSM-IV diagnosis
reported 43% prevalence rate for current psychiatric
disorder with advanced breast cancer in Australian
women, with nearly the same rates detected by Kissane
et al. 33 with early-stage breast cancer in a similar
population (45%), and those reported by Derogatis et
al 34, in a multi-centric study (47%). In comparison to
these rates, our finding is certainly alarming. An
explanation for this finding may point to the cultural
difference or to the possible small sample effect. Initial
psychological responses to cancer normally include
anxiety, fears and worries related to the future
prognosis, survival, breast loss and impaired body
image 35, 36. Acute anxiety occurs for cancer patients at
several points, e.g. while awaiting the diagnosis of
cancer, while awaiting procedures and tests, while
awaiting test results, with a change of treatment, after
learning of relapse, and on the anniversary of illnessrelated events 37. In our study, early stage patients had
a high rate of anxiety spectrum disorders and
adjustment disorder with anxious mood, this rate is
remarkably consistent with reports of Allam et al 38 in
an Egyptian study. But in contrast to Härtl and his coworkers39 who found that anxiety scores in his breast
cancer patients had not changed during the first year
after diagnosis and surgery, but became greater after
one year. Findings in an Egyptian sample studied by
Fahmy and colleagues 40 revealed that 40% of their
sample were suffering from adjustment disorder,
chronic, with mixed anxiety and depression; 42.5%
was found by Abdel Azim 41 and 38.7% of another
studied group by Gaballa et al42 were having anxiety.
The process of adapting to stress induced by anxiety
seems to change with time. This was clear in our
findings which clarified that the rate of anxiety
disorders in the recurrent group was much less than the
early group. This may indicate that the initial treatment
phase is highly traumatic as in comparison to later or
recurrent phases; or that some patients with recurrent
breast cancer develop considerable resilience and
improvement in some psychological functioning.
Understanding these changes can have an impact on
the choice of appropriate psychosocial interventions 21.
We found that anxiety symptoms were invariably
present in our Egyptian sample, mostly of mild and
moderate degrees (42.7% and 53.3% respectively). In
Turkish breast cancer samples, where Karakoyun-Celik
et al. 43 reported grade II moderate anxiety in 77%,
while Alacacioglu et al. 44 found that the mean anxiety

score on the State-Trait Anxiety Inventory was 44.9 ±
8.7, which falls mainly within the moderate range.
During the recurrent phase of illness patients reported
more pain, fatigue, emotional distress, physical
problems and social restriction which may explain the
high prevalence of depression in this phase 12, 45.
Depression was found to be the most common
psychiatric disorder observed in patients with recurrent
cancer while 44% had major depression; 16% had
minor depression and adjustment disorder with
depressed mood. Approximately, similar distribution
however, with lower rates was described by Kissane et
al. 12. The prevalence of depression was speculated in
different cancer patients by Abdel Azim et al. 46 and
was found to reach 55% and by El Batrawi and
Moussa47 was reaching 60%, among them 50% was
ranging between mild to moderate. Lower prevalence
37.9% was found in other studies on an Egyptian
population suffering from different types of
malignancy 41.
In both sample groups we found that depressive states
were from mild to moderate severity, therefore, one
can speculate that it can be readily and cost-effectively
treated early using antidepressants plus supportive
care48 and endorsement of positive coping skills, which
can lead to a substantial alleviation in the depressive
state in this population.
Social support has been extensively studied as a central
variable that moderates coping and adjustment either
directly or through buffering the effect of stressful
events 49. It can help to decrease the negative affective
states and symptoms of distress and improve the
quality of life in women with breast cancer 50. Social
support has been always thought to lie in the core of
the traditional collectivistic nature of the Arabic
culture with its extended families. Whether the degree
of social support for women in the Arabic culture is
adequate or equivalent to men in such a patriarchal
society 51 or whether social support for women with
cancer is influenced by the life threatening nature of
the illness as in comparison to a normal female
population has not been researched. Unfortunately, this
study design will not be able to answer these questions.
Hence, further research is needed to investigate the
degree and impact of social support in the Egyptian
population across. One of the purposes of this research
was to investigate the types of social support received
by women with breast cancer. Data obtained revealed
that both women with early and recurrent stage of
breast cancer received equal emotional, informational
and affectionate support from their family network.
We found a high significant difference concerning the
practical type of social support (P=0.005) provided to
women in the recurrent phase of their illness in
comparison to those in the early phase. Perhaps
especially during the recurrence phase more practical
help is needed particularly due to the associated
physical limitation, pain, and other morbidities. As in
other Arab countries, we utilize family care and
support as a remedial strategy to compensate for the
lack of services and resources, our findings were
congruent with findings from studies conducted among
Arab women with breast cancer in Jordan 52 and in
41
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contrast to western communities in which health care
providers play a crucial role in helping women with
breast cancer when they lose their existing support
from peers and family members53.
Cancer is a traumatic stressor, which mobilizes
complex psychological adaptive processes; women
develop reactions and strategies to cope with the
situation. Coping describes the group of skills and
abilities utilized by an individual when faced with
stressful situations. Active coping is directed to change
the nature of the stressor itself (i.e. behavioural) or
how the individual thinks about it (i.e. cognitive). In
contrast, avoidance strategies aim to prevent a direct
confrontation with stressful events 54. Active coping is
generally thought to be a good psychological marker
which can improve adjustment, and reduce
psychological distress 1, 55, 56, 57. In the current study,
both groups of breast cancer patients depended upon
active cognitive and behavioural coping, this was
supported by Abdel Azim et al., 41 who found that
active cognitive coping was the most used coping
method by cancer patients regardless of different
levels. However, in patients with breast cancer
recurrence, negative coping strategies transpire. We
found that recurrent group used avoidance coping
methods significantly more than the early group,
similarly, was the use of passive resignation. The same
finding was reported by Foad et al 30 and Abd el Azim41
in Egyptian cancer patients. Perhaps patients in
recurrence feel more resigned to their fate and may
tend to resort to avoidance to hide their existential
concerns. With the limitation of our descriptive crosssectional design, it is difficult to conclude that the use
of negative coping is solely the function of recurrence,
and not the time factor, which can substantially shape
the coping method used 58. Studies must follow the
coping strategies of individuals along the trajectory of
their illness for a sufficiently long time to observe any
stage-related differences in the coping process and to
clarify the impact of cultural factors on the coping
process, e.g. in Moslem societies like Turkish and
Jordanian, they use the same type of spiritual coping as
in our patients 41, 47, 59.

From a service perspective, pathways to expert
psychiatric care should be readily accessible to
oncology patients as an integral part of their treatment
and rehabilitation. This should aim to deliver
individualized, needs oriented, and timely psychosocial
interventions. Health services in Egypt and the Arab
countries should endeavour to address the psychosocial
needs together with physical health needs of cancer
patients as part of a comprehensive bio-psycho-social
approach. Social care and health services should also
invest in providing appropriate community support for
patients, especially with respect to practical and
informational support. Our study illustrated the
methodological difficulties for interpreting descriptive
psychosocial data in small cross-sectional studies.
Clearly, more future longitudinal studies with larger
sample are required for further investigations. Multicentric cross cultural studies can be helpful in
interpreting and understanding the possible unique
socio-cultural effect.
Psychiatric morbidity is high among patients with
breast cancer. The spectrum of psychiatric disorder
differs significantly between patients with early
postoperative stage and those with recurrence.
Depression as a whole was encountered more
frequently in the recurrent stage groups, while the rate
of anxiety disorders (including adjustment disorder
with anxious mood) was high among early stage group.
Both groups received emotional, informational and
affectionate support; furthermore they utilized similar
active, cognitive coping methods and similar coping
strategies except that the recurrent group showed
higher significant avoidance coping method and
passive resignation coping strategy.
We suggest that psychiatric screening is required for
patients attending oncology clinics to ensure the early
recognition and intervention for psychiatric disorders
among women with breast cancer in different stages.
Patients should be encouraged to seek professional
psychiatric services. Educational program should be
offered to care-givers to enhance effective social
support and appropriate coping strategies.

Implications and recommendations
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ﺍﻟﻤﻠﺨﺺ

 ﻛﻤﺎ ﺃﻥ ﺍﻷﻋﺮﺍﺽ ﺍﻟﻤﺆﻟﻤﺔ ﻭﺍﻟﺘﺠﺎﺭﺏ ﺍﻟﻤﺠﻬﺪﺓ ﻗﺪ ﺗﻌﻤﻞ ﻋﻠﻰ ﺣﺸﺪ، ﻭﺟﺪ ﺃﻥ ﺍﻟﻨﺴﺎء ﺍﻟﻤﺼﺎﺑﺎﺕ ﺑﺴﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ ﻟﺪﻳﻪ ﻥ ﻣﻌﺪﻻﺕ ﻋﺎﻟﻴﺔ ﻣﻦ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻨﻔﺴﻴﺔ
 ﻫﻮ ﺗﻮﺻﻴﻒ ﺍﻟﻤﺮﺍﺿﺔ ﺍﻟﻨﻔﺴﻴﺔ ﻭ ﻛﺬﻟﻚ ﻧﻤﻂ ﺍﻟﺘﻜﻴﻒ ﻭﺍﻟﺪﻋﻢ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻓﻲ:  ﺍﻟﻬﺪﻑ ﻣﻦ ﺍﻟﺪﺭﺍﺳﺔ.ﻣﺨﺘﻠﻒ ﺍﺳﺘﺮﺍﺗﻴﺠﻴﺎﺕ ﺍﻟﻤﻮﺍﺟﻬﺔ ﻭﺗﺘﻄﻠﺐ ﺍﻟﺪﻋﻢ ﺍﻻﺟﺘﻤﺎﻋﻲ
 ﻣﻦ100  ﺩﺭﺍﺳﺔ ﻭﺻﻔﻴﺔ ﻣﺴﺘﻌﺮﺿﺔ ﺗﻤﺖ ﻋﻠﻰ:  ﻁﺮﻕ ﺍﻟﺒﺤﺚ.ﻋﻴﻨﺔ ﻣﻦ ﻣﺮﻳﻀﺎﺕ ﺳﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ ﺍﻟﻤﺼﺮﻳﺎﺕ ﻣﺎ ﺑﻌﺪ ﺍﻟﺠﺮﺍﺣﺔ ﻣﺒﺎﺷﺮﺓ ﻭﻓﻲ ﻣﺮﺍﺣﻞ ﺍﻻﻧﺘﻜﺎﺳﺎﺕ
 ﻣﺮﻳﻀﺔ ﻓﻲ ﻣﺎ ﺑﻌﺪ ﺍﻟﺠﺮﺍﺣﺔ ﻓﻲ ﻭﻗﺖ ﻣﺒﻜﺮ )ﺍﻟﻤﺠﻤﻮﻋﺔ75 ، ﻣﺮﻳﻀﺎﺕ ﺳﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ ﺍﻟﻤﺼﺮﻳﺎﺕ ﻓﻲ ﻋﻴﺎﺩﺓ ﺳﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ ﻓﻲ ﻣﺴﺘﺸﻔﻴﺎﺕ ﺟﺎﻣﻌﺔ ﻋﻴﻦ ﺷﻤﺲ
 ﺗﻢ ﺗﻘﻴﻴﻢ ﺟﻤﻴﻊ ﺍﻟﻤﺸﺎﺭﻛﺎﺕ ﺑﺎﺳﺘﺨﺪﺍﻡ ﺇﺳﺘﻤﺎﺭﺓ ﺍﻟﻤﻘﺎﺑﻠﺔ ﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ﺍﻟﻤﺒﻨﻴﺔ ﻋﻠﻰ.( ﻣﺮﻳﻀﺔ ﻛﻦ ﻳﻌﺎﻧﻴﻦ ﻣﻦ ﺍﻧﺘﻜﺎﺳﺔ ﻣﺮﺿﻴﺔ )ﺍﻟﻤﺠﻤﻮﻋﺔ ﺑﺎء25  ﻓﻲ ﺣﻴﻦ ﺃﻥ، (ﺃﻟﻒ
 ﻋﻤﻞ، ﻭﻣﻘﻴﺎﺱ ﺗﺎﻳﻠﻮﺭ ﻟﻠﻘﻠﻖ، ﻭﻗﺪ ﺗﻢ ﺗﻘﻴﻴﻢ ﺷﺪﺓ ﺍﻻﻛﺘﺌﺎﺏ ﺑﺎﺳﺘﺨﺪﺍﻡ ﻣﻘﻴﺎﺱ ﺑﺒﻚ.ﺍﻟﺪﻟﻴﻞ ﺍﻷﻣﺮﻳﻜﻲ ﺍﻹﺣﺼﺎﺋﻲ ﺍﻟﺮﺍﺑﻊ ﻟﻸﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ ﻟﺘﺸﺨﻴﺼﺎﺕ ﺍﻟﻤﺤﻮﺭ ﺍﻷﻭﻝ
 ﻭﺟﺪ ﺃﻥ ﻣﻌﺪﻻﺕ ﺍﻟﻤﺮﺍﺿﺔ ﺍﻟﻨﻔﺴﻴﺔ ﻓﻲ ﻣﺮﻳﻀﺎﺕ ﺳﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ: ﺍﻟﻨﺘﺎﺋﺞ.ﻣﻘﻴﺎﺱ ﺍﻟﺘﻌﺎﻣﻞ ﻭ ﺍﻟﺘﻜﻴﻒ ﻣﻊ ﺍﻟﻤﺮﺽ ﻭ ﻣﻘﻴﺎﺱ ﺍﻟﺪﻋﻢ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻟﺠﻤﻴﻊ ﺍﻟﻤﺮﻳﻀﺎﺕ
 ﻭ ﻭﺟﺪ ﺃﻥ.%17.3  ﺑﻴﻨﻤﺎ ﻛﺎﻧﺖ ﺍﻟﻨﺴﺒﺔ ﻓﻲ ﻣﺮﻳﻀﺎﺕ ﻣﺎ ﺑﻌﺪ ﺍﻟﺠﺮﺍﺣﺔ%44  ﺣﻴﺚ ﻛﺎﻧﺖ ﻧﺴﺒﺔ ﺍﻻﻛﺘﺌﺎﺏ ﺍﻟﺠﺴﻴﻢ ﺗﺼﻞ ﺇﻟﻰ.ﺍﻟﻼﺗﻲ ﻳﻌﺎﻧﻴﻦ ﻣﻦ ﺍﻹﻧﺘﻜﺎﺱ ﻣﺮﺗﻔﻌﺔ
 ﻭﺳﺠﻠﺖ ﺃﻋﻠﻰ ﺩﺭﺟﺎﺕ ﺍﻻﻛﺘﺌﺎﺏ ﻓﻲ ﻣﻘﻴﺎﺱ ﺑﻴﻚ ﺑﻴﻦ.%40  ﻭ ﺃﻋﺮﺍﺽ ﺍﻻﻛﺘﺌﺎﺏ ﺑﺴﻴﻄﺔ% 29.3 ﺍﻟﻤﺠﻤﻮﻋﺔ ﺍﻷﺧﻴﺮﺓ ﻛﺎﻧﺖ ﺗﻌﺎﻧﻲ ﻣﻦ ﺍﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻘﻠﻖ
ﻭﻛﺜﻴﺮﺍً ﻣﺎ ﺗﺴﺘﺨﺪﻡ ﺃﺳﺎﻟﻴﺐ ﺍﻟﺘﻜﻴﻒ ﺍﻹﻳﺠﺎﺑﻲ ﺑﻴﻦ ﺟﻤﻴﻊ
.ﺍﻟﻤﺮﻳﻀﺎﺕ ﺍﻟﻼﺗﻲ ﻳﻌﺎﻧﻴﻦ ﻣﻦ ﺍﻹﻧﺘﻜﺎﺱ ﺑﻴﻨﻤﺎ ﻭﺟﺪ ﺃﻥ ﺃﻋﻠﻰ ﺩﺭﺟﺎﺕ ﺍﻟﻘﻠﻖ ﺑﻴﻦ ﺍﻟﺤﺎﻻﺕ ﺍﻟﻤﺒﻜﺮﺓ
، ﻛﻤﺎ ﺃﻥ ﺍﻟﺪﻋﻢ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻗﺪﻡ ﻟﺠﻤﻴﻊ ﺍﻟﻤﺮﻳﻀﺎﺕ. ﻭ ﻟﻮﺣﻆ ﺃﻥ ﻧﻤﻂ ﺍﻟﺘﺠﻨﺐ ﻭ ﺍﻻﺳﺘﺴﻼﻡ ﺍﻝﺳﻠﺒﻲ ﻛﺎﻧﺖ ﺍﻷﻛﺜﺮ ﺍﺳﺘﺨﺪﺍﻣﺎ ً ﺑﻴﻦ ﺍﻟﻤﺮﻳﻀﺎﺕ ﺍﻟﻤﻨﺘﻜﺴﺎﺕ،ﺍﻟﻤﺮﻳﻀﺎﺕ
 ﺗﺮﺗﻔﻊ ﺍﻟﻤﺮﺍﺿﺔ ﺍﻟﻨﻔﺴﻴﺔ ﻟﺪﻯ ﻣﺮﻳﻀﺎﺕ ﺳﺮﻁﺎﻥ ﺍﻟﺜﺪﻱ ﺍﻟﻤﺼﺮﻳﺎﺕ ﻭﺗﺘﺄﺭﺟﺢ ﺷﺪﺓ: ﺍﻟﺨﻼﺻﺔ.ﻭﻟﻜﻦ ﺍﻟﻤﺮﻳﻀﺎﺕ ﺍﻟﻤﻨﺘﻜﺴﺎﺕ ﺗﻠﻘﻴﻦ ﺍﻟﺪﻋﻢ ﺍﻟﻌﻤﻠﻲ ﺑﻄﺮﻳﻘﺔ ﺃﻛﺜﺮ
:  ﻧﺘﺎﺋﺞ ﺍﻟﺪﺭﺍﺳﺔ.ً  ﻛﻤﺎ ﺗﺘﺄﺛﺮ ﺃﻧﻤﺎﻁ ﺍﻟﺘﻜﻴﻒ ﺑﺎﻟﻤﺮﺽ ﺍﻟﻨﻔﺴﻲ؛ ﻭﺃﻭﺿﺤﺖ ﺍﻟﺪﺭﺍﺳﺔ ﺍﻟﺪﻋﻢ ﺍﻟﺬﻱ ﻳﻘﺪﻡ ﻟﻠﻤﺮﻳﻀﺎﺕ ﻧﻔﺴﻴﺎ ً ﻭ ﻋﻤﻠﻴﺎ.ﺍﻟﻤﺮﺽ ﺑﻴﻦ ﺧﻔﻴﻔﺔ ﺇﻟﻰ ﻣﻌﺘﺪﻟﺔ
.ﺗﻌﻄﻲ ﺃﺳﺒﺎﺑﺎ ً ﻟﻌﻤﻞ ﺑﺮﻧﺎﻣﺞ ﻳﺴﺎﻋﺪ ﻋﻠﻰ ﺳﺮﻋﺔ ﺍﻛﺘﺸﺎﻑ ﻭ ﻋﻼﺝ ﺍﻟﻤﺮﺍﺿﺔ ﺍﻟﻨﻔﺴﻴﺔ ﻓﻲ ﻫﺆﻻء ﺍﻟﻤﺮﻳﻀﺎﺕ
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Psychiatric Disorders among People Referred to a Forensic Psychiatry Service in the Kingdom
of Saudi Arabia: A Cross-Sectional Study
Mohamed A. El-Hadidy,Yousef Shawosh.

ﺩﺭﺍﺳﺔ ﻣﻘﻄﻌﻴﺔ:ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻨﻔﺴﻴﺔ ﻓﻲ ﺍﻷﺷﺨﺎﺹ ﺍﻟﻤﺤﻮﻟﻴﻦ ﻟﻠﺠﻨﺔ ﺍﻟﻄﺒﻴﺔ ﺍﻟﻨﻔﺴﻴﺔ ﺍﻟﺠﻨﺎﺋﻴﺔ ﻓﻲ ﺍﻟﻤﻤﻠﻜﺔ ﺍﻟﻌﺮﺑﻴﺔ ﺍﻟﺴﻌﻮﺩﻳﺔ
 ﻳﻮﺳﻒ ﺷﺎﻭﻳﺶ،ﻣﺤﻤﺪ ﻋﺎﺩﻝ ﺍﻟﺤﺪﻳﺪﻱ

Abstract

O

bjectives: The aim of this study is to determine the prevalence of psychiatric disorders among people referred for
forensic psychiatric evaluation and to study some of their psycho-demographic and clinical characteristics. Design
of the study: The design of the study is a cross-sectional one year survey. Methods and Material: This survey included all
subjects referred to the outpatient forensic psychiatric committee at Taif Mental Hospital (OPFPCTMH), the main official
psychiatric forensic committee in the Kingdom of Saudi Arabia, during one year (787 subjects). This committee is
responsible for the forensic evaluation of all forensic psychiatric referrals in the KSA. They were interviewed using the
Mini International Neuropsychiatric Interview (MINI) and they were diagnosed according to DSM IV classification.
Clinical and demographic data were collected. The relation between crimes, psychiatric diagnosis, and number of clinical
and psycho-demographic variables were done. A further analysis between various psychiatric diagnoses, age at committing
crime, sex, ethnic distribution, duration and number of previous admission to psychiatric hospitals were also analyzed.
Results: The most common offenses committed by people referred to OPFPCTMH were violence, drug, murder or
attempted murder, sexual and robbery offense in this order. Most of the offenses were committed by patients with
psychosis, personality disorder and substance abuse. All offenses were committed much more by male patients except
defalcation and sexual offenses, which were nearly equally committed by males and females. Most offenses were
committed by Saudi nationals followed by Yemani, Bangladeshi, Nigerian and Ethiopian nationals. All offenses were
committed during the third or fourth decade of life. Conclusions: Mental illness is associated with increased rates of
serious acts and violence in the KSA. This observation necessitates special attention from health policy makers to take a
step for prevention of such crimes.
Key-words: offense; mental ill; schizophrenia; Saudi, prevalence.
Declaration of interest: None

Introduction
Evidence has accumulated in the past 20 years
indicating that people with severe mental illness are at
increased risk (compared with the general population) of
committing offenses particularly violent ones 1, 2, 3, 4, 5, 6, 7,
8
. Nearly any psychiatric symptom may be associated
with criminality, because symptoms can impair judgment
and directly or indirectly violate societal norms.
However, recent studies show that, most individuals with
mental illness are not so violent 9 and they may be
responsible for only 5% of all violent offenses 10.
Although Arab countries were among the first countries
in the world to establish mental health hospitals in
Baghdad in the year 705 AD, Cairo in 800 and in
Damascus in 1270 11, currently most Arab countries have
no mental health acts 12, no certified training in forensic
psychiatry, little research if any in forensic psychiatry
and poorly organized forensic psychiatric services 12, 13.
The Arab world, political and religious forces have
always been intimately intertwined and Islam is a crucial
factor in all aspects of life 14, 15. Kutaiba Chaleby has
provided the first English-language monograph on
forensic psychiatry in Islamic jurisprudence 16. A recent
study in KSA showed that the ability of the legal system
to detect cases was good, while the ability of the
healthcare system to predict crimes and offences was
weak, as 58% of cases had had previous contact with the
healthcare system previously 17.
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The aims of this study were to find the 1-year rate of
different psychiatric illnesses in offenders; age, sex and
race issues in mental ill patients committing crimes; the
relation of psychiatric disorders to crimes and the types
of crimes commonly committed by mentally ill people
referred to an outpatient forensic psychiatric clinic in
KSA.

Subjects and Methods
Location
This study was performed at the Taif Mental Hospital,
the first psychiatric hospital to be opened in Saudi Arabia
in the year 1952 with 250-bed capacity. By 1992, the
Taif psychiatric hospital bed capacity had increased to
690 and emergency services and sub-specialty clinics
were added 18. The forensic psychiatry committee is one
of the most important units inside the hospital. It is
considered the main and the central official referral
forensic committee in KSA. The forensic committee
receives all cases referred for psychiatric assessment by
the criminal justice system in the KSA. The committee is
made up of a multidisciplinary team including
psychiatrists, psychologists, social workers and nurses.
Both investigators have been members of the team for
many years. The committee holds five open sessions per
week to meet patients and representatives from referring
associations.
P

P

P
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This study was approved by the scientific and ethical
committee of Taif Mental Hospital. Informed written
consent was obtained from all subjects (all subjects
agreed to take part in this study after explaining to them
the purpose of this study).
Design and methods
The study was an outpatient one year (from 1 May 2008
to 30 April 2009) survey to study all subjects referred
from different departments of the legal system (police,
prisons, courts) to the outpatient forensic psychiatry
committee Taif Mental Hospital (OPFPCTMH) to
determine those with psychiatric morbidity. All referrals
were interviewed using the Mini International
Neuropsychiatric Interview (MINI) and they were
diagnosed according to DSM IV classification. MINI is a
short structured diagnostic interview. The scale had been
previously translated into Arabic and validated 19. The
diagnosis was further validated by the psychiatric
forensic committee which consisted of at least two
consultants of psychiatry and who had 10 years clinical
experience. Clinical and demographic data were
collected. The relation between crimes, psychiatric
diagnosis, and number of clinical and psychodemographic variables were done. A further analysis
between various psychiatric diagnoses, age at
committing crime, sex, ethnic distribution, duration and
number of previous admission to psychiatric hospitals
were also analyzed.
Subjects
The study included 787 subjects. Each subject was
interviewed by both investigators at least once, while
some patients needed up to three sessions to finalize their
assessment. Patients who needed further assessment or
observation were admitted for up to three months.

Information about crimes was obtained from the official
report of the Saudi authority.
Statistical analysis used
Data were summarized as means and standard
deviations.
Qualitative data were described as
frequencies. Chi-square was used to test for the
association between different nonparametric data and Ttest for parametric data. The main findings were
presented as proportions with 95% confidence intervals
(CIs). The results were computed on an IBM compatible
personal computer using the Statistical Software Package
for Social Scientists version 15 (SPSS v. 15.0) 20.

Results
After completing the psychiatric evaluation of 787
subjects who were referred to OPFPCTMH, 733
psychiatric patients and 54 malingerers were found.
All laws in Saudi Arabia are derived from Islamic
Shariah law with special offenses classifications
including four categories (Hadd offenses, Tazir offenses,
retribution and retaliation as in the case of murder, and
lastly, Diya) 21. However, in the present study for
purposes of simplification and comparison with various
previous studies conducted in other countries, the
following classes were used, defalcation, drug, murder or
attempted murder, robbery, sexual, violence, forgery and
religious offenses.
Table (1) shows that the most common offenses
committed by people referred to OPFPCTMH, who were
presumed or claim to be psychiatrically sick, were
violence, drug, murder or attempt murder, sexual and
robbery offenses respectively. Most of these offenses
were committed by patients with psychosis, personality
disorders, and substance abuse and by Saudi followed by
Yemani, Bangladeshi, Nigerian and Ethiopian nationality
respectively.

Table (1) Diagnosis, offenses, and nationality of people referred to OPFPCTMH.
N
Percent
N
Percent
Diagnosis Anxiety
19
2.4
Ethiopian
11
1.4
Mental retardation
67
8.5
Bangladesh
19
2.4
Mood
38
4.8
Egyptian
7
0.9
Malingerer
54
6.9
Indian
10
1.3
Organic
20
2.5
Moroccan
3
0.4
Personality
171
21.7
Nigerian
14
1.8
Psychosis
279
35.5
Pakistani
5
0.6
Nationality
Addiction
139
17.7
Palestinian
10
1.3
Offenses Defalcation
14
1.8
Philippines
5
0.6
Drug
164
20.8
Saudi
671
85.3
Forgery
13
1.0
Sudan
2
0.3
Murder or attempt
134
17
Syria
4
0.5
Religious
22
2.8
Turkey
2
0.3
Sexual
110
14
Yemani
24
3.0
Robbery
108
13,7
Violence
222
28.2
Total
787
100.0%
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Table (2 A and B) shows that longer duration and more
frequent admissions before committing offenses were

found in people with psychotic and mood disorders more
than that presented in people with other diagnoses.

Table (2) Shows duration and number of admissions in mental hospitals before committing offenses in relation
to different psychiatric diagnosis

Diagnosis

(A)

(B)

Duration of admission in mental hospital
before committing offense

Number of admission in mental hospital before
committing offense

Std.
Std.
t
P
Mean
t
Deviation
Deviation
yes
4.21
12.612
0.11
0.315
-1.76
0.093
-1.389
no
9.42
16.475
0.33
0.710
yes
4.39
9.528
0.12
0.327
-4.059
0.000**
-4.69
no
9.76
16.835
0.35
0.726
yes
15.49
13.411
0.59
0.599
2.357
0.019*
2.381
no
8.99
16.487
0.31
0.706
yes
0.74
3.813
0.04
0.191
-11.36
0.000**
-8.351
no
9.93
16.797
0.35
0.723
yes
0.00
0.000
0.00
0.000
-15.96
0.000**
-13.05
no
9.54
16.548
0.34
0.711
yes
6.57
15.026
0.13
0.342
-2.62
0.009**
-6.063
no
10.06
16.7
0.38
0.766
yes
14.30
19.365
0.56
0.883
5.911
0.000**
6.204
no
6.55
13.794
0.20
0.542
yes
8.76
15.975
0.32
0.826
-0.424
0.671
-0.185
no
9.41
16.506
0.33
0.675
**t-test is significant at the 0.01 level.
*t-test is significant at the 0.05 level.
Mean

Anxiety
Mental
retardation
Mood
Malingerer
Organic
Personality
Psychosis
Addiction

Table (3) demonstrates that offenses committed by
patients diagnosed with anxiety disorders were mainly
robbery offenses followed by drugs offenses. Patients who
are mentally retarded committed sexual offenses followed
by robbery and drug offenses. Patients diagnosed as mood
disorder committed robbery offenses, violence offenses
and religious offenses respectively.
Malingerers
committed more violence offenses than drugs and murder
or attempted murder. Patients with psychiatric disorders

P
0.165
0.000**
0.018*
0.000**
0.000**
0.000**
0.000**
0.853

due to general medical conditions committed drug
offenses followed by violence offenses. Personality
disorder patients committed drug offenses, sexual
offenses, violence offenses, and robbery offenses. Patients
with psychotic disorders committed murders or attempted
murders followed by violence offenses then drug offenses.
Substance abuse patients committed violence offenses,
drug offenses and robbery offenses respectively.

Table (3) Shows distribution of different offenses committed by different psychiatric diagnosis
Offenses
Diagnosis
Anxiety
Mental
retardation
Mood
Malingerer
Organic
Personality
Psychosis
Addiction
Total

#1

#2

#3

#5

#4

#6

#8

#7

#9

N

%

N

%

N

%

N

%

N

%

N

%

N

%

N

%

N
19

2

10.5

4

21.1

2

10.5

7

36.8

0

0

2

10.5

2

10.5

0

0

%
100

1

1.5

12

17.9

6

9.0

12

17.9

28

41.8

5

7.5

3

4.5

0

0

67

100

3

7.9

0

0

2

5.3

15

39.5

2

5.3

8

21.1

2

5.3

6

15.8

38

100
100

0

0

11

20.4

8

14.8

1

1.9

3

5.6

29

53.7

2

3.7

0

0

54

2

10

10

50.0

0

0

2

10

2

10

4

20

0

0

0

0

20

100

4

2.3

51

29.8

16

9.4

31

18.1

34

19.9

33

19.3

0

0

2

1.2

171

100

2

0.7

40

14.3

94

33.7

16

5.7

31

11.1

86

30.8

0

0

10

3.6

279

100

0

0

36

25.9

6

4.3

24

17.3

10

7.2

55

39.6

4

2.9

4

2.9

139

100

14

1.8

164

20.8

13

1.7

134

17

22

2.8

110

14

108

13.7

222

28.2

787

100

#1 Defalcation offenses, #2 Drug offenses, #3 murder or attempt offenses, #4, robbery offenses #5 sexual offenses, #6 violence offenses,
#7 Forgery offenses, #8 Religious offenses, #9 % of all offense

47

Forensic Psychiatry Service in the KSA

Table (4 A and B) shows that all offenses were
committed more by males than females. Defalcation and
sexual offenses, on the other hand, were nearly equally
represented. It also shows that all offenses were

committed during the third or fourth decade of life. The
offenses committed by younger patients included
robbery and sexual offenses while older age patients
committed more religious offenses and murder offenses.

Table (4) Illustrated distribution of offenses committed by psychiatric patients in relation to sex and age.
(A)
(B)
SEX
Age at committing offenses
Offenses
female
male
ChiP
square
Std.
N
%
N
%
Mean
t
P
Deviation
yes
6
42.9
8
57.1
31.00
5.505
Defalcation
11.88 0.004**
-0.401
0.689
no
93
12
680
88
31.95
8.870
Drug
Forgery
Murder or
attempt
Religious
Sexual
Robbery
Violence

yes
no
yes
no
yes
no
yes
no
yes
no
yes
no
yes
no

2
1.2
162 98.8
24.31
97
15.6 526 84.4
0
0
13
100
1.902
99
12.8 675 87.2
34
25.4 100 74.6
24.03
65
10
588
90
0
0
22
100
3.257
99
12.9 666 87.1
54
49.1
56
50.9
155
45
6.6
632 93.4
2
1.9
106 98.1
13.10
97
14.3 582 85.7
1
0.5
221 99.5
41.36
98
17.3 467 82.7
**t-test is significant at the 0.01 level.

Table (5 A and B) demonstrates that the most common
diagnosis in females committing offenses was psychosis,
followed by mental retardation. On the other hand, male
psychiatric patients who committed offenses were
mainly those with psychosis followed by personality
disorders and substance abuse. It also shows that younger

33.15
7.998
31.62
9.003
32.77
17.441
0.389
31.92
8.624
34.4
8.705
0.000**
31.43
8.764
35.36
5.594
0.031*
31.84
8.878
29.07
9.278
0.000**
32.4
8.661
27.31
7.357
0.000**
32.67
8.814
32.9
8.51
0.000**
31.56
8.918
* t-test is significant at the 0.05 level.
0.000**

2.119

0.035*

0.175

0.864

3.58

0.000**

2.855

0.009**

-3.701

0.000**

-6.004

0.000**

1.917

0.056

age patients committing offenses were usually diagnosed
as having personality disorders, substance abuse and
mental retardation. Elderly patients, on the other hand,
mainly had a diagnosis of malingerer, psychosis and
psychiatric disorders due to their general medical
condition.

Table (5) Describes the distribution of psychiatric diagnoses in relation to sex and age
(A)
(B)
SEX
Age at committing offenses
Diagnosis
P
female Male Chi-square
Std.
t
P
Mean
%
%
Deviation
Anxiety
yes
2.0
2.5
0.075
0.565
32.89
14.674 0.290
0.775
no
98
97.5
31.91
8.640
Mental retardation
yes
20.2
6.8
19.86
0.000^^
30.09
11.022 -1.459
0.149
no
79.8
93.2
32.11
8.576
Mood
yes
4
4.8
0.11
0.492
30.08
5.904 -1.901
0.064
no
96
95.2
32.03
8.932
Malingerer
yes
3
7.4
2.601
0.072
38.43
9.424 5.274
0.000**
no
97
92.6
31.46
8.589
Organic
yes
2.0
2.6
0.124
0.530
33.7
11.379 0.706
0.489
no
98
97.4
31.89
8.748
Personality
yes
16.2
22.5
2.063
0.093
29.68
7.88
-4.105
0.000**
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Psychosis
Addiction

no
yes
No
yes
No

83.8
43.4
56.6
8.1
91.9

77.5
32.56
8.969
34.3
3.15
0.049^
34.26
7.780 5.844
65.7
30.66
9.1
19
7.14
0.003^^
28.6
6.96
-5.878
81
32.65
9.015
**t-test is significant at the 0.01 level.
^^Chi-square is significant at the 0.01 level. ^ Chi-square is significant at the 0.05 level.

Table (6) shows that defalcation offenses were
committed mainly by Saudi followed by Pakistani
patients. Most drug offenses committed by Saudi
followed by Yemani patients. Forgery offenses were
mainly committed by Saudi followed by Palestinian and
Yemani patients. Murder or attempted murder was
committed by Saudi followed by Bangladeshi, Indian
and Yemani patients. Religious offenses were committed

0.000**
0.000**

by Saudi followed by Indian, Ethiopian and Yemani
Patients. Sexual offenses were mainly committed by
Saudi followed by Nigerian, Bangladeshi, Ethiopian and
Indian Patients. Robbery offenses were committed more
by Saudi than by Yemani followed by Nigerian patients.
Violence offenses were mainly committed by Saudi
followed by Palestine then Bangladeshi patients.

Table (6) Shows distribution of offenses committed in relation to nationality.
Offenses
#1
#2
#3
#4
#5
#6
#7
#8
#9
Ethiopian
0%
1.2%
0%
0.7%
13.6%
2.7%
1.9%
0%
1.4%
Bangladesh
0%
1.8%
7.7%
3.0%
0%
6.4%
0%
1.8%
2.4%
Egyptian
14.3%
0.6%
0%
0%
0%
0.9%
1.9%
0.5%
0.9%
Indian
0%
0%
0%
1.5%
13.6%
2.7%
1.9%
0%
1.3%
Moroccan
0%
0%
0%
0%
0%
0%
1.9%
0.5%
0.4%
Nigerian
0%
0%
0%
0%
0%
9.1%
3.7%
0%
1.8%
Pakistani
21.4%
0%
0%
0%
9.1%
0%
0%
0%
0.6%
Palestinian
14.3%
0.6%
15.4%
0%
0%
0%
0.9%
1.8%
1.3%
Philippines
0%
0%
7.7%
0%
9.1%
1.8%
0%
0%
0.6%
Saudi
42.9%
90.2%
53.8%
91.0%
40.9%
74.5%
81.5%
94.1%
85.3%
Sudan
0%
0.6%
0%
0.7%
0%
0%
0%
0%
0.3%
Syria
0%
0.6%
0%
1.5%
0%
0.9%
0%
0%
0.5%
Turkey
0%
0%
0%
0%
0%
0%
0%
0.9%
0.3%
Yemani
7.1%
4.3%
15.4%
1.5%
13.6%
0.9%
6.5%
0.5%
3.0%
Total
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Note: #1 Defalcation offenses, #2 Drug offenses, #3 Forgery offenses, #4 murder or attempt offenses, #5 Religious
offenses, #6 sexual offenses, #7 robbery offenses, #8 violence offenses, #9 % of all offense
Nationality

Discussion

the victim’s family forgives the criminal for social
considerations 22.
On the other hand, murder or attempted murder and sexual
offenses were more represented in psychiatric patients.
This result could be explained by the fact that major
offenses are not accepted socially, not forgivable and
cannot end without passing through the formal legal
system even if the offender was a psychiatric patient.
Moreover, mental illness and especially schizophrenia is
associated with an elevated risk for violence in the
community 7,23,24.
The increased prevalence of sexual offenses among
psychiatric patients in the present study is in agreement
with a previous study by Dunsieth et al. 25.
P

1.

Rate of offense in studied sample of KSA
population:
The present study shows that the most common offenses
committed by people referred to OPFPCTMH were
violence, drug, murder or attempted murder, sexual and
robbery offense respectively. These results may give
misleading figures about criminality among psychiatric
patients because minor offenses; for example, road traffic
accidents or shoplifting, usually do not reach the legal
system and end in the place of the offense when the victim
or the police know that the criminal is a psychiatric
patient. This concept was accepted by the criminology
researcher Ali Wardak in his book” Transnational and
Comparative Criminology”. He argued that in Saudi
Arabia it is possible that several criminal complaints were
resolved outside the formal judicial institutions and
consequentially remain undocumented by the police when

P

P

P

P

P

2.

Frequency and duration of admissions before
arrest:
Longer duration and more frequent admissions
before committing offenses were found more in people
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with psychotic and mood disorders than in people with
other diagnoses. This can be explained by the
observation that psychotic and mood disorders start at a
relatively early age, thus attracting more psychiatric
attention and care.
3. Diagnosis/offense
Substance abuse:
In the present study, substance abuse patients committed
violence offenses, drug offenses and robbery offenses.
This observation is in harmony with previous studies
showing that substance abuse dramatically increases the
risk of criminal behavior, even more than schizophrenia,
personality disorders, or mood disorders 26. Alcohol
dependent women have a 40-50 times higher rate of
homicide than the general population 7. Also, dual
diagnosis individuals are 240% more likely to engage in
violence.
Anxiety disorders
The present study established that anxiety disorder
patients were the least amongst those who commit
offenses. This suggests that anxiety disorders may not be
likely to have direct relationship with criminal
motivation. Moreover, accidental criminal acts included
robbery and drugs offenses. These offenses may be
committed by anxious patients to relieve tension or as a
way of self medication; they may abuse drugs to cope
with stress.
Personality disorders
The present study demonstrates that personality disorder
patients committed drug offenses, sexual offenses,
violence offenses and robbery offenses. These results are
in agreement with previous studies which showed that
the antisocial personality disorder is highly associated
with violence and incarceration 27,28. In a meta-analysis,
47% of prison inmates were diagnosed with antisocial
personality disorders 29. The increase of criminality and
recidivist offending in antisocial personality disorder can
be explained by the fact that these disorders are
characterized by persistent violations of social norms and
behaviors, which are a product of abiding character traits
such as impulsivity and suspiciousness combined with
abnormalities of different mental states, including
instability of mood and dissociative symptoms.
Schizophrenia
The association between schizophrenic disorder and
aggressive behavior is a robust finding: it has been
reported by several independent research groups working
in industrialized countries 30; 31; 32 and in low- to middleincome countries 33. These findings reflect enormous
suffering for both victims 34 and perpetrators 35; 36; 37; 38
and a significant financial burden for society.
The present study establishes that psychotic patients
committed murders or attempted murders, violence and
drug offenses. Similar results were established by many
previous studies 8; 39; 40; 41; 42. Violent behaviors may be

related to specific psychotic symptoms, such as delusions
of thought insertion, thought control, and persecution, or
to command hallucinations 43, 44. These factors may
impair the patient judgment and control on his actions
leading to an increased risk of offenses. Individuals with
schizophrenia may also commit offenses that are similar
in their motivation to those committed by persons
without a mental illness 45. Moreover, the rate of offense
by schizophrenic patients increases with co-morbid
substance abuse 46.
Mental retardation
The results of the present study demonstrate that
mentally retarded patients committed sexual offenses,
robbery offenses, and drug offenses. This result is in
agreement with previous research suggesting that people
with mental retardation show increase risk of crimes 39.
These results could be explained as follows: Like people
of normal intelligence, people with mental retardation
can be prompted to commit offenses. Factors leading to
crime include unique personal experiences, poverty,
environmental influences and individual characteristics.
Moreover, the desire for approval and acceptance and the
need for protection can lead a person with mental
retardation to do whatever others tell him. People with
mental retardation can fall prey to more intelligent
people who decide to take advantage of them, and they
become the unwitting tools of others. There are many
cases where people with mental retardation have
committed sexual offenses, robberies and drug trade
offenses which were planned or instigated by other
people or other participants who did not have mental
retardation.
People with mental retardation may also engage in
criminal behaviors because of their characteristically
poor impulse control, difficulty with long-term thinking,
and difficulty in handling stressful and emotionally
fraught situations. They may not be able to predict the
consequences of their acts or resist a strong emotional
response.
Mood disorders
Mood disorders patients committed robbery, violence
and religious offenses. This may be explained by the fact
that mood disorders like mania are associated with
psychomotor hyperactivity and aggression. Mood
disorders may also be associated with increased
religiosity. The present study result is in agreement with
previous research by noting that there may be more
evidence relating mood disorders and violence than
many clinicians realize 47.
Malingerer
Malingerers committed mainly violence, drug and
murder or attempted murder offenses. This observation
may be due to the fact that malingering is more likely to
occur when the individual is charged with a more serious
offence 28, 48
50

El-Hadidy and Shawosh

General medical conditions
The present study shows that patients with psychiatric
disorders due to general medical conditions committed
drug and violence offenses. This result is in agreement
with pervious research suggesting that people with
neurological impairments are at greater risk of becoming
violent as in cases of epilepsy or traumatic brain injury49.
Neurological impairments can have psychological
effects, interfering with a person’s ability to interpret
what is real, and to act or relate to others appropriately 50.
4.

Sex
In the present study it was found that male
patients committed more offenses than female patients
except in defalcation and sexual offenses where there
were no differences between both sexes. Such results are
similar to these found in the general population51; 52.
Moreover, studies of criminality among persons with
mental disorders revealed that the male sex is a
significant predictor of violent and criminal behavior 33;
51; 53; 54; 55; 56; 57
.
However, the results of the present study differ from
those reported in Hiday et al.’s study 58 in which males
were no more likely to be violent than females.
Moreover, Binder and McNiel 59 found that hospitalized
female patients were actually more assaultive than their
male counterparts, although males engaged in more fearinducing behaviors.
Conceivably, the confluence of the two phenomena may
explain the mixed findings related to the role of
biological sex as a determinant of crime among persons
with mental disorder. First, it is possible that police are
more likely to lay criminal charges against males than on
females for delinquent behavior. Busfield 60 indicates
that deviant behavior is more likely to be framed as
criminal when perpetrated by males and as
psychopathological when perpetrated by females.
Alternatively, men may be more likely to be arrested
because the violence they commit is more likely to lead
to serious injury. This may explain the elevated arrest
rates among males with mental disorders. These issues
have a great effect within many closed communities like
KSA in which females are protected by special cultural
and religious precautions which deter the policeman
from suspecting or arresting them for fear of the
consequence of stopping and examining innocent
women. Second, it is possible that biological sex is a
powerful risk factor among offender populations and
community samples but a less robust predictor among
hospitalized patient samples that include subjects who
are typically acutely ill. That is, symptom risk factors
may mask or overshadow sex effects. Further research is
required to explore the potential interactive effect of
biological sex on the relationship between mental
disorders and violent and criminal behaviors.

Moreover, the present study showed that the main
diagnoses associated with female offending were
psychosis and mental retardation. Like females, males
are affected by psychosis, but in females post partum
psychosis plays an important role in offenses particularly
infanticide. Parry 61 found that 4% of women with
postpartum psychosis committed infanticide.
On the other hand, the most predominate diagnoses
among male patients were psychosis, personality
disorders and substance abuse. The higher offense rate of
personality disorders occurred in males more than in
females. This may be due to gender differences observed
in different disorders. Paris 62 found that antisocial
personality disorder is more common in men than
women.
Studying the sex difference in relation to drugs, it was
found that related crimes were less prevalent and
dangerous among women than among men. These results
agree with previous studies in which women reportedly
were more likely than men to abuse drugs in private,
such as at home, while men were more likely to abuse
drugs in social settings, such as a party or a bar.
Addicted women often characterize themselves as having
few or no friends and a limited social network while men
are more likely to have many social opportunities to use
drugs 63; 64; 65. These behavior patterns may reflect
society’s tolerance of male substance use and the greater
social stigma attached to female substance abusers 63. A
substance-dependent woman is seen as more serious,
more wrong, and more deviant, as she has transgressed
against the general social norms of being a “good
woman” 64. This may lead to a higher incidence of drug
use and hence offenses among males than among of
females.
5. Race
The incidence of offense was considered to be relatively
low in Saudi Arabia, and violent street offense was
particularly unusual. Offense rates had, however, risen
with the presence of foreign workers 66. An increase
noted in the level of petty offenses in 1989 was linked to
unemployment among Saudi and Yemeni residents of the
kingdom. These results agree with the present study
which revealed that most offenses were committed by
Saudi psychiatric patients then followed by Yemani
patients 66. The increased ratio of offenses committed by
Saudi and Yemani residents may be due to the relative
increase in the population ratio (Saudi population 18.7
million, other nationality 8.4 million) in relation to other
races in KSA. On the other hand, the increased
prevalence of offenses in other racial groups in KSA can
be explained by the fact that Saudi Arabia is a
destination point for workers from South and Southeast
Asia and Africa. As KSA society is very conservative
and difficult to accept foreigners to fuse in it easily,
foreigners usually live alone with no social support.
People who come for hajj may stay and work in the KSA
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illegally in low- housing, unhealthy and insecure
conditions.
Moreover, studies of mentally ill offenders have found a
correlation between race and violence, with Africans
having higher rates than Caucasians 51; 58; 67; 68. However,
the effect of race appears to be moderated by other
factors such as neighborhood disadvantages 69; and
victimization 70; 58. Workers from Asian and African
countries working in the KSA are subjected to bad
treatment by Saudi neighbors and to victimization by
work owners.
6. Age
Age is another risk factor for criminal behavior in the
general population 52. The present study shows that all
offenses were committed during third or fourth decade of
life. This result can be explained by assuming that
patients at this age may be less able to restrain their
impulses and to exercise self-control; less capable than
elder people of considering alternative courses of action
and maturely weighing risks and rewards; and less
oriented to the future and thus less capable of
appreciating the consequences of their often-impulsive,
risky, even criminal actions.
The results of present study agree with studies which
confirm that the rates for both prevalence and incidence
of offending appear highest during the second to fourth
decade of life, but drop precipitously thereafter
30;39;51;68;69;70;71;72;73;74;75,76
. The present study shows that
offenders of younger ages often committed offenses of
substance abuse while those with mental retardation, and
personality disorders committed robbery and sexual
offenses. This may be due to the fact that these disorders
usually start in early age and are characterized by
increase in impulsivity and low stress tolerance leading
to an increased probability of committing offenses
particularly pleasure making ones.

research in Arab countries that are needed for the
development of our understanding of the nature of the
relationship between mental disorders and offenses and
violence. Such an understanding is pivotal to the
formulation of appropriate and effective policies for the
provision of mental health services aimed at preventing
offenses.
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ﺃﻫﺪﺍﻑ ﺍﻟﺒﺤﺚ :ﺗَ ْﻘﺮﻳﺮ ﻧﺴﺒ ِﺔ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻨﻔﺴﻴﺔ ﺑﻴﻦ ﺍﻟﻤﺤﻮﻟﻴﻦ ﻟﻠﺘﻘﻴﻴﻢ ﺇﻟﻲ ﺍﻟﻠﺠﻨﺔ ﺍﻟﻄﺒﻴﺔ ﺍﻟﻨﻔﺴﻴﺔ ﺍﻟﺠﻨﺎﺋﻴﺔ ﺑﺎﻟﻤﻤﻠﻜﺔ ﺍﻟﻌﺮﺑﻴﺔ ﺍﻟﺴﻌﻮﺩﻳﺔ .ﺍﻟﻄﺮﻕ ﻭﺍﻟﻤﺎ ّﺩﺓ :ﺗﻢ ﻋﻤﻞ ﺩﺭﺍﺳﺔ
ﻟﻜﻞ ﺍﻟﻤﺤﻮﻟﻴﻦ ﺇﻟﻲ ﺍﻟﻠﺠﻨﺔ ﺍﻟﻄﺒﻴﺔ ﺍﻟﻨﻔﺴﻴﺔ ﺍﻟﺠﻨﺎﺋﻴﺔ ﺍﻟﺮﺋﻴﺴﻴﺔ ﺑﺎﻟﻤﻤﻠﻜﺔ ﺍﻟﻌﺮﺑﻴﺔ ﺍﻟﺴﻌﻮﺩﻳﺔ ﻭ ﺍﻟﻤﺴﺌﻮﻟﺔ ﻋﻦ ﺗﻘﻴﻢ ﺍﻟﺤﺎﻻﺕ ﺍﻟﻨﻔﺴﻴﺔ ﻣﻦ ﻛﺎﻓﺔ ﺃﻧﺤﺎء ﺍﻟﻤﻤﻠﻜﺔ ﻟﻤ ّﺪ ِﺓ ﻋﺎﻡ ﻛﺎﻣﻞ
) 787ﺣﺎﻟﺔ( .ﺃﺟﺮﻳﺖ ﺍﻟﻤﻘﺎﺑﻠﺔ ﻟﻜﻞ ﺍﻟﺤﺎﻻﺕ ﻁﺒﻘﺎ ً ﻟﻠﻤﻘﺎﺑﻠ ِﺔ ﺍﻟﺪﻭﻟﻴﺔ ﺍﻟﻨﻔﺲ ﻋﺼﺒﻴﺔ ﺍﻟﻤﺼﻐﺮﺓ ﺛﻢ ﺗﻢ ﺍﻟﺘﺸﺨﻴﺺ ﻁﺒﻘﺎ ﻟﻠﺘﺼﻨﻴﻒ ﺍﻷﻣﺮﻳﻜﻲ ﺍﻟﺮﺍﺑﻊ ﻟﺘﺸﺨﻴﺺ ﻭ ﺇﺣﺼﺎء
ﻒ ﺍﻟﺘﺸﺨﻴﺼﺎﺕ ،ﺍﻟﻌُﻤﺮ ﻭﻗﺖ ﺍﺭﺗﻜﺎﺏ ﺍﻟﺠﺮﻳﻤ ِﺔ ،ﺍﻟﺠﻨﺲ ،ﺍﻟﺘﻮﺯﻳﻊ ﺍﻟﻌﺮﻗﻲ ،ﻭ ﻣ ّﺪﺓ
ﺍﻷﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ .ﻭ ﺑﻌﺪ ﺫﻟﻚ ﺗﻢ ﺗﻮﺯﻳﻊ ﺍﻟﺤﺎﻻﺕ ﻭﻓﻘﺎ ً ﻟﻨﻮﻉ ﺍﻟﺠﺮﻳﻤﺔ ﻭﻋﻼﻗﺘﻬﺎ ﺑ ُﻤ ْﺨﺘَﻠِ ِ
ﺍﻟﺴﺎﺑﻖ ﺇﻟﻰ ﺍﻟﻤﺼﺤّﺎﺕ ﺍﻟﻨﻔﺴﻴ ِﺔ  .ﺍﻟﻨَﺘﺎﺋِﺞ :ﻛﺎﻧﺖ ﻛﻞ ﻣﻦ ﺟﺮﺍﺋﻢ ﺍﻟﻌﻨﻒ ,ﺍﻟﻤﺨﺪﺭﺍﺕ  ،ﺍﻟﻘﺘﻞ ،ﺍﻟﺠﻨﺲ ﻭ ﺍﻟﺴﺮﻗﺔ ﻫﻲ ﺍﻷﻛﺜﺮ ﺷﻴﻮﻋﺎ ﺑﻴﻦ ﺍﻟﻤﺤﻮﻟﻴﻦ ﺇﻟﻲ ﺍﻟﻠﺠﻨﺔ.
ﺍﻟﺪﺧﻮﻝ
ﻭﻋﺪﺩ
ِ
ِ
ﻛﻤﺎ ﻛﺎﻧﺖ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﺬﻫﺎﻧﻴﺔ  ،ﻭ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﺸﺨﺼﻴﺔ ﻭ ﺇﺩﻣﺎﻥ ﺍﻟﻤﺨﺪﺭﺍﺕ ﻫﻲ ﺍﻷﻛﺜﺮ ﺑﻴﻦ ﺍﻟﻤﺤﻮﻟﻴﻦ .ﻭ ﻗﺪ ﺑﻴﻨﺖ ﺍﻟﻨﺘﺎﺋﺞ ﺃﻥ ﺍﻟﻤﺮﺿﻲ ﺍﻟﺬﻛﻮﺭ ﻛﺎﻧﻮﺍ ﺍﻷﻛﺜﺮ
ﺍﺭﺗﻜﺎﺑﺎ ً ﻟﻜﺎﻓﺔ ﺃﻧﻮﺍﻉ ﺍﻟﺠﺮﺍﺋﻢ ﻋﺪﺍ ﺍﻟﺠﺮﺍﺋﻢ ﺍﻟﺠﻨﺴﻴﺔ ﺣﻴﺚ ﻛﺎﻧﺖ ﺍﻟﻨﺴﺒﺔ ﻣﺘﺴﺎﻭﻳﺔ ﺗﻘﺮﻳﺒﺎ ﻣﻦ ﻗﺒﻞ ﺍﻟﺠﻨﺴﻴﻦ .ﻛﻤﺎ ﺑﻴﻨﺖ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻥ ﺍﻟﻤﻮﺍﻁﻨﻴﻦ ﺍﻟﺴﻌﻮﺩﻳﻴﻦ ﻛﺎﻧﻮﺍ ﺍﻷﻛﺜﺮ ﺍﺭﺗﻜﺎﺑﺎ
ﻟﻲ ﺫﻟﻚ ﺍﻟﻴﻤﺎﻧﻴﻴﻦ ﺛﻢ ﺍﻟﺒﻨﺠﻼﺩﺷﻴﻴﻦ ،ﺍﻟﻤﺮﺿﻰ ﺍﻟﻨﻴﺠﻴﺮﻳﻮﻥ ﻭﺍﻷﺛﻴﻮﺑﻴﻮﻥ .ﻭ ﻗﺪ ﺍﺭﺗﻜﺒﺖ ُﻛ ّﻞ ﺍﻟﺠﺮﺍﺋﻢ ﺧﻼﻝ ﺍﻟﻌﻘﺪﻳﻦ ﺍﻟﺜﺎﻟﺚ ﻭ ﺍﻟﺮﺍﺑﻊ ﻣﻦ ﺍﻟﻌﻤﺮ.
ﻷﻏﻠﺐ ﺍﻟﺠﺮﺍﺋﻢ ﻱ ْ
ﺍﻻﺳﺘﻨﺘﺎﺟﺎﺕ:ﺗﺼﺎﺣﺐ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻨﻔﺴﻴﺔ ﺯﻳﺎﺩﺓ ﻓﻲ ﺍﻟﺴﻠﻮﻛﻴﺎﺕ ﺍﻟﺨﻄﻴﺮﺓ ﻭ ﺍﻟﻌﻨﻴﻔﺔ ﺍﻟﻤﺆﺩﻳﺔ ﻻﺭﺗﻜﺎﺏ ﺍﻟﻌﺪﻳﺪ ﻣﻦ ﺍﻟﺠﺮﺍﺋﻢ .ﻟﺬﺍ ﻓﺄﻥ ﺇﺩﺭﺍﻙ ﻭ ﻓﻬﻢ ﻫﺬﻩ ﺍﻟﻤﻼﺣﻈﺔ ﻳﺤﺘﺎ ُﺝ
ﻟﻘﺪﺭ ﻛﺒﻴﺮ ﻣﻦ ﺍﻻﻧﺘﺒﺎﻩ ﻣﻦ ﻗﺒﻞ ﺍﻷﻁﺒﺎء ﺣﺘﻰ ﻳﻤﻜﻦ ﺗﺠﻨﺐ ﺍﻟﻜﺜﻴﺮ ﻣﻦ ﺍﻟﺠﺮﺍﺋﻢ.
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Stigma and Attitude toward Mentally Ill
Among a sample of non-medical staff working in Psychiatric Hospitals.
A transcultural study.
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ﺍﻟﻮﺻﻤﺔ ﻭ ﺍﻻﺗﺠﺎﻩ ﻧﺤﻮ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻌﻘﻠﻴﻴﻦ ﻟﺪﻯ ﻋﻴﻨﺔ ﻣﻦ ﺍﻟﻌﺎﻣﻠﻴﻦ ﺍﻟﻐﻴﺮ ﻁﺒﻴﻴﻦ
 ﺩﺭﺍﺳﺔ ﻋﺒﺮ ﺍﻟﺜﻘﺎﻓﺎﺕ- ﺍﻟﺬﻳﻦ ﻳﻌﻤﻠﻮﻥ ﻓﻲ ﻣﺴﺘﺸﻔﻴﺎﺕ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ
 ﺭﺷﺎ ﺑﺎﺳﻢ، ﻣﻨﺎﻥ ﺭﺑﻴﻊ، ﻣﺮﻭﻯ ﻋﺒﺪﺍﻟﻤﺠﻴﺪ

Abstract

P

eople with mental disorders face stigma, discrimination and marginalization in most societies . Attitudes influence
both professional and personal behavior. In particular, stigma and discrimination associated with mental illness results
in the under-use of mental health services. Objectives: Studying the attitude towards the mentally ill among non medical
employees in psychiatric hospitals in two different countries Egypt (group A) and Kuwait (group B). Investigating whether
or not working in Psychiatric Hospitals can affect the attitudes to those patients and whether or not there stands a cultural
difference in such attitudes. Methodology: Non medical psychiatric staff working in hospital; a total number of 347
employees and workers participated in the study, while the number of drop outs was about 46 employees who refused to
complete the interview. All subjects fulfilled the following: Fahmy and El-Sherbini Social Classification and Assessment of
attitudes towards mental illnesses using (CAMI) scale.
Results: It was noticed that higher CAMI scores were found in group B and there was a very highly statistical significance
between both groups regarding total scores, fear and exclusion and goodwill. Regarding correlation with various
demographic data revealed the following age was not differing statistically in both groups, Sex was found to have a
statistical significance in group A concerning social control (p=0.04) and fear and exclusion scores in group B (p=0.007).
Education was found to influence social control in group A (p=0.007) and influencing all the subscales of CAMI in group
B. Professional workers including nurses and security team were found to have a positive effect on attitude evident in
scoring less in fear and exclusion subscale and was statistically different in both group A and B (p=0.03; 0.000)
respectively; also occupation influences the total scores in group B (p=0.007) and influence good will in both groups.
Finally social class revealed that higher social class individuals hold a better attitude than other classes in both groups.
Conclusion: general public’s view about mental illness is largely unfavorable, the study revealed that attitude of non
medical employees in psychiatric hospital toward mentally ill patients is not better than general public attitude despite their
continuous contact with this category of patients. Education about mental illness and fighting stigma which affect attitudes
of people toward mentally ill is highly needed.
Key Words: Stigma, Mentally ill, Social Class.
Declaration of interest: None

Introduction
As in the ancient world, Leprosy involved quarantine
from family, and society with the resulting separation,
lost potential, and stigma. Similarly, mental illness is
considered as today's Leprosy1, where most people
misunderstood the etiology, treatment, and the prognosis
of the illness and thus it was stigmatized. According to
Goffman's definition of stigma, it occurs when there is a
marked relationship linking the identified person via
attributional processes to undesirable characteristics
which discredit him or her2.
P

P

P

P

People with mental disorders face stigma, discrimination
and marginalization in most societies3. Social exclusion,
the lack of respect for people with a mental disorder, the
negative discrimination of people with mental illness
before the law and the difficulties they face when
searching for employment or housing, the loss of social
status of the families of patients and finally the loss of
self-respect and self-esteem by people with a mental
illness are all related to the stigma associated with such
illness The stigmatization of people who have a mental
P

P

illness not only adds to difficulties in their daily life: it
also prevents them from getting access to treatment and
care4 , it also increases the probability that they will not
be offered the treatment they need, or will be offered
services that are of inferior quality and insensitive to
their needs3 .
P

P

P

P

Knowledge and attitude is a complex and interrelated
construct. While the knowledge refers to the fact that a
person knows about a subject through personal
experiences, cultural practices or from others, the attitude
encompasses knowledge, experiences, personal variables
and emotions related to particular topics5. Attitudes
influence both professional and personal behavior. In
particular, stigma and discrimination associated with
mental illness results in the under-use of mental health
services6.
P

P

P

P

The community's attitudes towards the mentally ill have
a major influence on the acceptance of the mentally ill
and their social integration7. Moreover, stereotypes and
stigma associated with mental disorders are frequently
P

P
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the main obstacles preventing early and successful
treatment due to the commonly existing attitudes
hindering recognition and the appropriate help-seeking
behavior. This is in fact the result of the misleading heath
information most readily available to the public8.
Negative views implying the irresponsibility of mentally
ill persons and their incapability of making their own
decisions, not to mention their dangerousness, are widely
spread. Since negative beliefs often lead to
discrimination, there is a little wonder that studies have
also shown that people with mental health problems
living in the community experience rampant harassment
9; 10
. Studying the public knowledge and beliefs by
Jorm11 revealed that many people cannot recognize
specific disorders or different types of psychological
distress. On the other hand, attitudes of hospital staff are
important for admission, early diagnosis and treatment,
and the rehabilitation process of mentally ill patients.
Professional group are generally less optimistic about
prognosis, and less positive about the likely long term
outcomes of people with mental disorder, when
compared with the general public. Medical staffs are less
optimistic about outcomes than other professional
groups, with mental health nurses generally most
optimistic12. Nordt et al., 13 tested whether mental health
professionals hold fewer stigmatizing attitudes than the
general population; they found that psychiatrists had
more negative stereotypes than the general population.
Mental health professionals accepted restrictions toward
people with mental illness 3 times less often than the
public. Health professionals should be aware that their
negative attitudes may have an effect on both the public
and their patients 11.
Aim of the research
1. Studying the attitude towards the mentally ill
among employees in psychiatric hospitals,
including nurses, workers, security staff,
administrative personnel and paramedical
services in two different countries (Egypt &
Kuwait).
2. Investigating whether or not working in
Psychiatric Hospitals can affect the attitudes to
those patients and whether or not there stands a
cultural difference in such attitudes.

The institute is located in Eastern Cairo, and serves a
catchment area of about the third of Greater Cairo. It
serves both urban and rural areas, including areas
around Greater Cairo as well. The institute provides
mental health services to psychiatric patients
through the inpatient department and the outpatient
clinics.
• Hospital (3) Psychological Medicine Hospital
(Kuwait):
The Psychological Medicine Hospital is the only
Psychiatric hospital in Kuwait. It is located in
Shewiekh, which is the site for the central
governmental medical services in Kuwait. Being a
governmental hospital, it serves the whole
population living in Kuwait from all the
nationalities, both in urban and rural areas with a
multidisciplinary system of mental health services
including outpatient clinics, inpatient wards and day
care hospital in the Addiction department.
Sample Selection
A random location sampling method was used; basically
a method of sampling was followed in a way that allows
each relevant factor to contribute in the constitution of
the sample with a share that was proportionate to its
weight in the parent population. Determination of the
size of this sample was done after the consultation of a
statistician. Sampling was performed randomly at the
following levels:
1- The city of Cairo has 5 major geographical areas
from which one was selected (Eastern Cairo).
2- Mental health system in Cairo was divided into two
major categories (Private and Public) based on
socioeconomic profile.
3- From each category one hospital was chosen.
4- Hospitals were chosen from two districts the
private hospital from Heliopolis and the public
hospital from Abbasia.
5- The psychological Medicine Hospital is the only
Psychiatric hospital in Kuwait offering psychiatric
services, besides the private clinics. It withholds
non doctor employees from several nationalities,
such as, Egyptians, Kuwaitis, Syrians, Tunisians,
Palestinians, Philippines, Indians, Nepalese, and
Pakistanis.

Methods
Site of the study:
This study was conducted in three different Psychiatric
hospitals.
• Hospital (1) Psychological medicine Hospital ,
(Cairo, Egypt):
This hospital is one of the private hospitals in Cairo
which provide inpatient, outpatient and day care
services for psychiatric patients coming from
different areas in Egypt as well Arab countries.
• Hospital (2) Institute of Psychiatry, Ain Shams
University Hospitals (Cairo, Egypt):

The sample of the study consisted of 347 adults:
•
126 from Hospital (1)
•
73 from Hospital (2)
•
148 from Hospital (3)
All of them are working as employees and workers (non
psychiatrists) in the 3 different psychiatric hospitals
representing 3 different social classes. Hence the sample
was considered representative.
Inclusion criteria:
A subject was included in the sample of the study if:
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1. He/she can read and write in Arabic language.
2. He/she accepts to participate in the study.

It is a 40-statement inventory which lists different
attitudes or beliefs that people sometimes hold
concerning the degree of acceptance of mental health
services and mentally ill patients in the community14.
The modified Arabic version of the scale 15 was used in
this study.
2) Fahmy and El-Sherbini Social Classification:
Personal and socio-economic data include age, sex, level
of education and occupation of the parents, family size,
estimated economic level and sanitation in the house. All
data were scored; the total socio-economic score is 30,
score 25 or higher indicates high socio-economic class,
20-24 middle class, 16-20 low social class, 15 or less
very low socio-economic class 16.
Statistical Analysis: The results of different parameters
were collected and statistically analyzed using SPSS
(Statistical Package for Social Science) version 12.
Student t-test was used for comparison of parametric
data in both groups. Qualitative data were compared in
both groups using Chi-square test (χ2). P-value <0.05
was considered statistically significant and P-value <0.01
was considered statistically highly significant.

Exclusion criteria:
A subject was excluded from the sample of the study if:
1. He/she has a 1st or 2nd degree relative suffering
from a psychiatric disorder.
2. He/she is illiterate.
3. He/she refuses to participate in the study.
Procedures
The data were collected during a three months period
from the beginning of March 2010 to the end of May
2010. At the time of the analysis, a total number of 347
employees and workers participated in the study, while
the number of drop outs was about 46 employees who
refused to complete the interview.
An informed consent was obtained from each participant;
they were informed about the scales used in the study
and accepted to participate.
Demographic data were collected including: gender, age,
religion, marital status, residence, education and
occupation. Each subject was asked to answer all the
questions of Fahmy and El-Sherbini Social
Classification, and CAMI (the Community Attitudes
toward the Mentally Ill). Participants needed about 20 to
30 minutes, to fill the scales.
Questionnaires were distributed over all the subjects by
the researchers: each one of the three researchers worked
at one of the three hospitals. Subjects were given open
time for filling them, then they were delivered back. The
subjects of the study underwent the following:
1) Assessment of attitudes towards mental illnesses
using (CAMI) scale: This is a self-report scale designed
to measure community attitudes towards the mentally ill.

Results
In order to fulfill the aim of this work, a total of 199
subjects (group A) in two Egyptian hospitals and 148
subjects (group B) in Kuwaiti hospital were interviewed
by Fahmy & Sherbini Social Classification
and
Community Attitude to Mental Illness Scale. The sample
was including male and female employees in psychiatric
hospitals, the following table (1) describes sample
profile:

Table (1): Description of sample profile
Group A
199

Total number

Education

Profession

Social Class

148

mean±SD
33.47±8.02
59.8%
119

76

mean±SD
33.62±7.8
51.4%

Female

80

40.2%

72

48.6%

Preparatory

14

7.1%

32

21.6%

Secondary

96

48.2%

70

47.3%

University

78

39.2%

40

27%

Post graduate

11

5.5%

6

4.1%

Manual

14

7%

24

16.2%

Professional

135

67.8%

88

59.5%

Administrative

50

25.2%

36

24.3%

High

29

14.6%

18

12.2%

Middle

39

19.6%

34

23%

Low

69

34.6%

60

40.5%

Age
Sex

Group B

Male
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Very low

62

31.2%

36

24.3%

Table (2): Comparison of CAMI scores in both groups:

CAMI

Total
Fear &
exclusion
Social
Control
Goodwill

Group A
Mean±SD
113.53±10.15

Group B
Mean±SD
123.99±9.19

32.51±4.23

t-value

p-value

Sig.

-9.87

0.000

VHS

28.34±5.59

7.9

0.000

VHS

17.07±3.25

17.35±2.97

-0.82

0.4

NS

8.08±1.24

9.59±1.69

-9.62

0.000

VHS

very highly statistically significant difference was found
between both groups concerning fear and exclusion,
goodwill and total CAMI scores (p-value=0.000)
however social control scores didn’t differ statistically
between both groups (p-value=0.4).

It was noticed higher total CAMI score and good will
scores in group B than group A. however fear and
exclusion score was higher in group A than group B.
Comparing CAMI scores in both groups revealed that a

Correlation of CAMI scores with different demographic data
Table (3): Correlation of CAMI scores to Age

Age
Total CAMI

Fear and exclusion

Social control

Good Will

Group A
33.47±8.02
113.53±10.15
-0.023
0.742
Non Sig.
32.51±4.23
-0.024
0.735
Non Sig.
17.07±3.25
0.053
0.455
Non Sig.
8.08±1.24
0.070
0.323
Non Sig.

Mean±SD
Mean±SD
r-value
p-value
Sig.
Mean±SD
r-value
p-value
Sig.
Mean±SD
r-value
p-value
Sig.
Mean±SD
r-value
p-value
Sig.

Correlation of age with CAMI scores in each group
revealed no statistically significant difference in both
groups. It was noticed inverse relationship between age

Group B
33.62±7.8
123.99±9.19
0.128
0 .122
Non Sig.
28.34±5.59
-0.015
0.861
Non Sig.
17.35±2.97
0.160
0.052
Non Sig.
9.59±1.69
-0.008
0.927
Non Sig.

and fear and exclusion scores and total scores in group
A, and inverse relationship was found between fear and
exclusion and good will in group B.

Table (4) Correlation of CAMI scores to Sex

Group A

Male

Total CAMI

Fear and exclusion

Social Control

Good Will

Mean±SD

Mean±SD

Mean±SD

Mean±SD

112.97±9.68

32.54±3.92

16.96±3.09

7.98±1.35
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Group B

Female

114.38±10.82

32.48±4.68

17.64±3.43

8.21±1.04

t-value
p-value
Sig.
Male
Female
t-value
p-value
Sig.

-0.9
0.34
Non Sig.
122.95±8.79
125.08±9.53
-1.4
0.15
Non Sig.

0.1
0.91
Non Sig.
29.53±4.91
27.08±6.01
2.7
0.007
Highly Sig.

-0.2
0.04
Sig.
17.29±3.12
17.42±2.83
-0.25
0.79
Non Sig.

-1.2
0.18
Non Sig.
9.58±2.06
9.61±1.21
-0.1
0.9
Non Sig.

No statistical significant difference was found
concerning sex and CAMI scores in group A except for
social control (p-value=0.04) which was statistically
significant between both

Groups

Group A

Group B

Table (5) Correlation of CAMI scores to Education:
Total CAMI
Fear & exclusion
Social Control
Mean±SD
Mean±SD
Mean±SD

Preparatory

108.64 ±13.77

31.79 ±5.33

15.57 ±3.67

Secondary
University
Post graduate
F ratio
p-value
Sig.
Preparatory
Secondary
University
Post graduate
F ratio
p-value
Sig.

113.35 ±11.43
113.95±7.53
118.36±7.39
1.99
0.11
Non Sig.
126.44 ±10.019
123.20 ±9.021
123.00 ±9.254
126.67 ±2.875
1.25
0.29
Non Sig.

32.00 ±4.75
33.04±3.39
34.18±2.44
1.58
0.19
Non Sig.
32.56 ±3.35
28.14 ±6.23
25.80 ±3.99
25.00±3.22
11.64
0.000
Very Highly Sig.

16.85 ±3.16
17.21 ±3.135
19.91±3.081
4.14
0.007
Highly Sig.
18.94 ±2.69
17.06 ±3.23
16.65 ±2.44
17±1.54
4.29
0.006
Highly Sig.

Education was found to influence attitudes toward
mentally ill, although no statistical significance was
found concerning total CAMI scores is noticed that
higher scores was found with increasing level of
education in group A.
Also significant statistical difference was found in group

Group A

Group B

sexes being higher in females and fear & exclusion in
group B and had highly statistical significant difference
in both sexes found to be higher in males (pvalue=0.007).

Good Will
Mean±SD
7.79 ±0.89
8.11 ±1.28
8.06 ±1.252
8.18 ±1.25
0.31
0.81
Non Sig.
8.50 ±1.19
10.03±1.99
9.60 ±1.08
10.33±1.03
7.13
0.000
Very Highly Sig

A regarding social control scores. On the other hand,
group B showed a very high statistically significant
difference regarding fear and exclusion and good will,
and highly statistically significant difference regarding
social control, however total CAMI scores didn’t show a
statistical significance.

Table (6): Correlation of CAMI scores to Occupation:
Total CAMI
Fear and exclusion
Social Control
Mean±SD
Mean±SD
Mean±SD
112.07 ±11.069
34.50 ±3.737
16.36±3.342
Manual
113.07 ±10.925
32.00 ±4.286
16.84±3.296
Professional
115.18±7.328
33.34±4.008
17.88±3.048
Administrative
F ratio
p-value
Sig.
Manual
Professional
Administrative

0.94
0.39
Non Sig.
123.17±9.98
122.52±8.82
128.11±8.52

3.57
0.03
Sig.
28.25±9.08
26.98±4.21
31.72±4.08

2.23
0.11
Non Sig.
17.33±2.04
16.98±3
18.28±3.29

Good Will
Mean±SD
7.93 ±1.141
8.04 ±1.363
8.22±0.887
0.49
0.6
Non Sig.
8.67±1.34
9.95±1.86
9.33±1.12
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F ratio
p-value
Sig.

5.1
0.007
Highly Sig.

10.36
0.000
Very Highly Sig.

Studying the relationship between occupation and CAMI
scores revealed that only a significant statistical
difference was found in group A regarding fear and
exclusion. On the other hand, group B showed a very

2.49
0.086
Sig.

6.42
0.002
Highly Sig.

high statistically significant difference regarding fear and
exclusion, and highly statistically significant difference
regarding social control and total CAMI scores.

Table (7) Correlation of CAMI scores to Social Class:

Group A

Group B

Total CAMI

Fear & exclusion

Social Control

Good Will

Mean±SD

Mean±SD

Mean±SD

Mean±SD

High
Middle
Low
Very low
F ratio

117.31 ±6.8
111.77 ±12.38
114.54 ±9.1
111.76 ±10.6
2.65

33.90 ±3.29
32.44 ±4.65
32.36 ±4.13
32.08±4.43
1.28

18.48 ±3.63
16.85 ±2.96
17.28 ±3.33
16.32±2.99
3.15

8.41 ±1.376
7.74 ±1.499
8.1 ±0.942
8.1±1.277
1.67

p-value

0.05

0.28

0.026

0.17

Sig.

Sig.

Non Sig.

Highly Sig.

Non Sig.

High
Middle
Low
Very low

125.33 ±13.38
126.06 ±5.67
123.43 ±8.70
122.28±10.06

30.56±3.94
25.56 ±7.81
27.67±4.55
30.89±3.77

18.67 ±3.218
17.35 ±2.53
16.30 ±3.06
18.44±2.51

9.22 ±1.35
9.88 ±0.91
10.27 ±2.01
8.39±1.07

F ratio

1.19

7.14

5.8

12

p-value

0.313

0.000

0.001

0.000

Sig.

Non Sig.

Very Highly Sig.

Highly Sig.

Very Highly Sig.

Studying the relationship between Social class and
CAMI scores revealed that only a significant statistical
difference was found in group A regarding total CAMI
scores and social control. On the other hand, group B
showed a very high statistically significant difference
regarding fear and exclusion and good will, and highly
statistically significant difference regarding social
control.

Discussion
As defined by Lauber17 mental health literacy is the
public’s knowledge and beliefs about mental disorders
enhancing the ability to recognize specific disorder.
Contact with individuals who have mental illnesses, and
education that replaces myth with fact, can decrease
stigmatization and positively affect attitudes18; 19; 20. As
early psychiatric intervention is known to reduce
morbidity and mortality in the patients with physical
illness, the need for an early referral to psychiatric
services is not overemphasized21.
In Arab countries, stigma was identified in Saudi
Arabia22 and in Morocco among family of patients with
schizophrenia, it was found that a total of 86.7% reported
they have hard lives because of the illness, and 72%
reported psychological suffering caused by sleep and

relationship disturbances and a poor quality of life23.
Stigma was also observed in Asian cultures as China,
Japan and India3 and was found to be evident among
patients and their relatives as well.
In this research, we attempted to assess beliefs, attitudes
and behavior of the community working in close contact
with the mentally ill patients other than their treating
doctors. The participants were presented with a number
of statements about mental illness. They covered a wide
range of issues from perceptions and attitudes towards
people with mental illness, to opinions on services
provided for them.
The current study showed findings which must be seen in
light of the prevalent concepts of mental illness and their
treatment among the general population taking in
consideration the recent spurt in the health and
educational awareness among the public. Responses to
questions on mental illness and mentally ill patients have
been mixed. A sizeable number had felt that mentally ill
were ‘insane’ ‘violent’ and ‘dangerous’ indicating their
negative view.
Comparison between the two groups as regards the total
CAMI scores revealed higher mean total scores in
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Kuwaiti community than Egyptian community with a
very high statistical significance between both groups,
indicating better overall attitude toward mentally ill
patients. Previous study by Hussein et al24 revealed
higher mean total score among Egyptian university staff
than those found in the group of employees included in
the current study, indicating that the level of education
positively influence attitude to mental illness. On the
other hand, Gad et al. 25 found that 53.2% of his studied
Egyptian population held a negative attitude towards
mental illness.
Comparison between the two groups as regards the social
control scores revealed no significant differences
denoting the similarity between both Arab communities
regarding their negative beliefs about psychiatric
patients. Such beliefs included that they should be locked
in a closed area, hospitalized, or treated like children and
not allowed to have a job or a responsibility as they
believed that the psychiatric illness is due to lack of self
control.
The scores of fear and exclusion were very significantly
higher among (group A) than that of the (group B)
especially regarding the female sample, while the male
participants in (group B) expressed more fear and
exclusion scores, most probably due to the fact that an
ineligibly large portion of them are departed from their
countries, either leaving their families behind or staying
with their families, but are still away from their homes.
A fact that most probably colors their perceptions and
expectations with a tinge of insecurity, however scoring
significantly higher in goodwill than group A Egyptian
female participants had more scores on the social control
items, it may be due to criminalization of mentally ill
which increased during the past year as many violent
crimes were assumed to be committed by mentally ill
people and were associated by an intense media
coverage, this may reflect the belief encouraging locking
patients in hospitals. Previous study concluded that
females in general held less stigmatizing attitudes26.
Regarding age, in both groups, older participants
expressed less fear and exclusion scores, most probably
due to their longer years of experience dealing with the
mentally ill people, which lead to overcoming and
diminishing the issues of insecurity and excessive fears
in group B. Another study in Singapore found that nurses
aged from 31-50 years hold a positive attitude27.
Although Hayward and Bright28 estimated that older
people hold more stigmatizing attitudes; same finding
was found by Gad et al25 as elderly expressed negative
attitude.
Education has always had a remarkable role in forming
people attitudes, but in what way? Interestingly, the
results showed that in (group A) the higher the education
level and the social class, the more was the tendency
towards social control of mentally ill patients. This result
may be attributed to the fact that, highly qualified and

higher social class persons are working in the
administrative jobs away from the actual contact with
patients, rendering them with the common public attitude
towards mental illness.
In a study performed by Youssef et al,29 about causal
beliefs of Schizophrenia among a sample of employees
of a Suez canal University in Egypt, they found that a
significant association between educational status and
attribution of illness to personal and social causes of
patients, their interpersonal relations and biological
factors being reported by higher educational levels of
participants as they have other hypotheses to mental
illness other than metaphysical causes reported by lower
educational levels. Also El-Defrawi et al. 30 working on
attitude of families of psychiatric patients found that
educational level was significantly associated with
knowledge of relatives about the diagnosis, and Afana et
al. 31 found that educational level affect attitude and
knowledge towards mental illness in primary mental
health professionals. Another study revealed that high
educational level is associated with more positive
attitude 25.
Meanwhile the less educated participants were either
nurses, security men or workers, who are actually in
daily contact with the patients. They are more exposed to
the deeper humanistic side of these patients not their
social image side. These participants are more
experienced in dealing with patients and are more aware
of the symptoms of mental illness, the ups and downs in
the clinical picture, and definitely have a better idea
about their prognosis 32; also increased personal
experience leads to more pro-social reactions towards
persons with a mental illness, to less anxiety in the
presence of a mental ill person and less social
distancing33. Although Hellzen et al.34 while studying
nurses' attitudes towards older residents with long term
mental illness revealed that nurses with long experience
became less sensitive in their relationship with the
resident than less experienced nurses. There appeared to
be a tendency for long work experience to have a
negative effect on nurses' attitudes towards the resident.
Tay et al27 concluded that nurses especially with higher
qualification hold a positive attitude.
Hussein et al. 24 conducted a study among teaching staff
members of faculty of Medicine, Ain Shams University
in Cairo, they found that among the most educated group
in our community, attitude towards the mentally ill is
generally better than in western countries and this is not
due to attribution of illness to supernatural causes as
previously thought.
Results of ( group B) regarding education seemed quite
logic, higher education leads to better attitudes towards
mental illness, i.e., less Fear and Exclusion scores, less
Social Control scores and more Good Will scores.
However, there are pretty different explanations for these
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results if only we knew that up to this moment, there is
no mental act in Kuwait, i.e. there is no involuntary
admission. It is an official and cultural attitude towards
the mentally ill that they have every right to remain in
the community, and not to be hospitalized except in
severe cases and only for short durations. Moreover,
Psychiatric services were only introduced in Kuwait
about 40 years ago, and thus, there are still some families
not admitting the mental illness and not accepting the
Psychiatric help as an answer to their relatives' problems.
For further clarification, it is worth mentioning that in
(group B); the administrative jobs are only assigned to
the Kuwaiti people with the protective, denying cultural
legacy. At the same time, high qualifications and post
graduate studies are indeed an issue of necessity for
assignment and continuation in the Psychological
Medicine Hospital in Kuwait. Therefore, however
holding two different explanations, high levels of
education come with less fear and exclusion in group B
sample. It only becomes clear for us when we revert to
the different backgrounds behind the same results. On
the other hand, other jobs requiring less education, such
as security men, porters, and technicians are assigned the
non Kuwaiti, socially insecure minorities, as explained
before.
Administrative and manual workers of both groups
expressed higher Fear and Exclusion scores. Moreover,
Kuwaiti participants had higher Good Will scores. Jorm
et al11 also found that health professionals (ie general
practitioners, psychiatrists and clinical psychologists)
rated long-term outcomes more negatively and believed
discrimination to be more likely. This may be because
health professionals have greater contact with mental
illness and individuals who have chronic or recurrent
problems than the public and therefore may be more
realistic in their assessment of long-term outcomes. 32
In a study conducted by Aghanwa 35, results showed that
a far greater proportion of health workers considered the
hospital as a source of help for people with mental
illnesses; expressed the greatest dislike for ‘labeling’;
and considered that persons with mental illness were
significantly different from other people, “believing that
the way the patients would be perceived would depend
on the type of the mental illness”.
Certainly, negative attitudes toward mental illness appear
to worsen the overall quality of life of individuals with
mental disorders. Furthermore, providing culturally
specific care involves ensuring that hospital staff is
properly educated on underlying issues 36. Cultural
diversity in knowledge about and attitudes toward mental
illness requires this issue to be explored in a wide range
of cultures, especially in developing countries.
In addition, the knowledge, attitude and beliefs of the
hospital staff regarding mental illness will be the key, as
they are directly involved in providing mental health care
along with general care to needy physically and
psychologically ill patients. Similarly a trained nurse

should be actively involved in mental health
disseminating activities37. Filipcic et al. 38 concluded that
the consequences of negative attitudes found among
hospital staff in his work were contributed to the low
quality of life of schizophrenic patients, and slow, often
incomplete, re-socialization.
In (group B), the high and very low social class
participants expressed more fear and exclusion, more
Social Control scores and lower Good Will scores. These
results were concordant with the study conducted by
Foster et al 32, unqualified staff held more positive as
well as more negative attitudes than qualified staff. This
is generally consistent with Munro and Baker’s 39 finding
and overall conclusion that it cannot be assumed that
qualified staff will hold more positive attitudes than
unqualified staff. It is possible that other variables such
as professional development training or other support
may have influenced their attitudes. In accordance with
previous studies with nurses in particular, 12 ; 27, it is also
possible that further education and training on mental
illness and therapeutic strategies could result in the
development of more positive attitudes for these mental
health workers, including the medical orderlies who have
had limited education in mental illness. As Baker et al 40
identify, evidence of positive attitudes alone does not
indicate whether there is corresponding therapeutic
behavior and quality of care for clients or not.
For the past fifty years, programs aiming to de-stigmatise
mental illness have advocated for medical rather than
psychological explanations of mental illness. Biological
and genetic factors have been promoted as underlying
causes and people with mental disorders were considered
‘ill’ in the same sense as those with medical conditions.
Current evidence however disputes the assumption that
this information will result in more positive attitudes
toward mental illness. Contrary to the assumption of destigmatisation programs, genetic and biological causal
beliefs were related to more negative attitudes toward
those with mental illness 41.
Historically, the study of public attitudes toward mental
illness and mentally ill persons has mostly been the
domain of mental health professionals namely
psychiatrists, psychologists, psychiatric social workers,
as well as academics in those related fields, and
psychiatric program directors and administrators 42.
The magnitude of mental health problem and its
consequent burden upon human society is enormous. The
problem is particularly troublesome in developing
countries where in the ratio of mental health professional
to the population is extremely low. Apart from this,
general public’s view about mental illness remains
largely unfavorable. The topic of mental illness itself
evokes a feeling of fear, embarrassment or even disgust
fostering negative attitudes towards mental illness and
mentally ill people 43. The consequence is the low
psychiatric service utilization rate despite a large body of
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literature points towards high rate of psychiatric problem
in the community as well as in hospitals 37.

Conclusion
General public’s view about mental illness is largely
unfavorable, the study revealed that attitude of non
medical employees in psychiatric hospitals toward
mentally ill patients is not better than general public
attitude despite their continuous contact with patients.
Although mental health services began in Egypt years
before Kuwait, attitudes towards mentally ill was worse
in Egyptian employees more than Kuwaiti employees,
indicating that there is a strong need for improving
knowledge and education
about mental illness to
ameliorate attitude towards those patients. Also much
more efforts is needed to fight stigma aiming to improve
general public attitudes towards mental illness.
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ﺍﻟﻤـﻠﺨﺺ

 ﻭ ﻟﺬﻟﻚ ﻗﺎﻡ. ﻳﻮﺍﺟﻪ ﻣﺮﺿﻰ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻌﻘﻠﻴﺔ ﺍﻟﻮﺻﻤﺔ ﻭﺍﻟﺘﻤﻴﻴﺰ ﻭﺍﻟﺘﻬﻤﻴﺶ ﻓﻲ ﻣﻌﻈﻢ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﻣﻤﺎ ﻳﺆﺛﺮ ﻋﻠﻰ ﺍﻟﺴﻠﻮﻙ ﺍﻟﻤﻬﻨﻲ ﻭﺍﻟﺸﺨﺼﻲ ﻷﻓﺮﺍﺩ ﺍﻟﻤﺠﺘﻤﻊ
ﺍﻟﺒﺎﺣﺜﻮﻥ ﺑﺪﺭﺍﺳﺔ ﺍﺗﺠﺎﻩ ﺍﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﻣﺴﺘﺸﻔﻴﺎﺕ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ ﻓﻲ ﻣﺼﺮ ﻭﺍﻟﻜﻮﻳﺖ ﺗﺠﺎﻩ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻨﻔﺴﻴﻴﻦ ﻭ ﻣﻘﺎﺭﻧﺘﻬﺎ ﺑﻴﻦ ﺍﻟﺒﻠﺪﻳﻦ ﻟﺒﺤﺚ ﺃﺛﺮ ﺇﻻﺧﺘﻼﻑ ﺍﻟﺜﻘﺎﻓﻲ
 ﻭ ﻗﺪ ﻟﻮﺣﻆ ﺃﻥ ﻫﻨﺎﻙ ﺩﻻﻟﺔ ﺇﺣﺼﺎﺋﻴﺔ ﻋﺎﻟﻴﺔ ﺟﺪﺍً ﺑﻴﻦ ﺍﻻﺗﺠﺎﻫﺎﺕ ﻓﻲ ﻣﺠﻤﻮﻋﺘﻲ ﺍﻟﺒﺤﺚ ﻭ ﻭﺟﻮﺩ ﺍﺧﺘﻼﻑ ﻛﺬﻟﻚ ﻋﻨﺪ ﻣﻘﺎﺭﻧﺔ ﺍﻟﻨﺘﺎﺋﺞ ﻣﻊ ﺍﻟﺒﻴﺎﻧﺎﺕ.ﺑﻴﻦ ﺍﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﺍﻟﺒﻠﺪﻳﻦ
 ﻛﺸﻔﺖ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻥ ﺍﺗﺠﺎﻩ ﺍﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﻣﺴﺘﺸﻔﻴﺎﺕ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻨﻔﺴﻴﺔ ﺗﺠﺎﻩ ﺍﻟﻤﺮﺿﻰ ﺍﻟﻤﺼﺎﺑﻴﻦ ﺑﺄﻣﺮﺍﺽ ﻋﻘﻠﻴﺔ ﻟﻴﺴﺖ ﺃﻓﻀﻞ ﻣﻦ.ﺍﻟﺪﻳﻤﻮﻏﺮﺍﻓﻴﺔ ﻟﻠﻤﺸﺘﺮﻛﻴﻦ ﻓﻲ ﺍﻟﺒﺤﺚ
 ﻭﻫﻨﺎﻙ ﺣﺎﺟﺔ ﺷﺪﻳﺪﺓ ﻟﺘﻐﻴﻴﺮ ﻭﺟﻬﺔ ﺍﻟﻨﻈﺮ ﻟﻠﻤﺮﺿﻰ ﺍﻟﻌﻘﻠﻴﻴﻦ ﻭ ﺍﻟﺤﺪ ﻣﻦ ﺍﻟﻮﺻﻤﺔ.ﻣﻮﻗﻒ ﺍﻟﺠﻤﻬﻮﺭ ﺍﻟﻌﺎﻡ ﻋﻠﻰ ﺍﻟﺮﻏﻢ ﻣﻦ ﺍﻹﺗﺼﺎﻝ ﺍﻟﻤﺴﺘﻤﺮ ﻣﻊ ﻫﺬﻩ ﺍﻟﻔﺌﺔ ﻣﻦ ﺍﻟﻤﺮﺿﻰ
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Diagnostic Agreement in Schizophrenia Using OPCRIT 3.31 Checklist
Qaheri, Al-Haddad,* Al-Shboul, Al-Faraj, Al-Saddadi A., Greally M., Al-Nasheet F.

OPCRIT ﺍﻹﺗﻔﺎﻕ ﺍﻟﺘﺸﺨﻴﺼﻲ ﻓﻲ ﺍﻟﻔﺼﺎﻡ ﺑﺈﺳﺘﻌﻤﺎﻝ ﻗﺎﺋﻤﺔ
 ﺍﻟﻨﺸﻴﻂ، ﺟﺮﻳﻠﻠﻲ، ﺍﻟﺴﺪﺍﺩﻱ، ﺍﻟﻔﺮﺝ، ﺍﻟﺸﺒﻮﻝ، ﺍﻟﺤﺪﺍﺩ، ﻗﺎﻫﺮﻱ

Abstract

O

bjectives: To determine the degree of agreement of the OPCRIT diagnostic systems in the diagnosis of
Schizophrenia. Method: A total of 112 case notes (67.9% men and 32.1% women), of Bahraini Schizophrenic
patients with ICD-10 classification formed the Schizophrenic population for this study. These 112 patients who were
analyzed attended the out-patient department at the Psychiatric Hospital in Bahrain until the year 2008. The OPCRIT 3.31
checklist was applied as a diagnostic tool. The kappa coefficient and percentage of agreement were used to measure the
concordance and absolute agreement of the OPCRIT diagnostic systems of Schizophrenia. Results: The diagnoses of
Schizophrenia using ICD 10, DSMIII-R. Research Diagnostic Criteria (RDC) and Tsung and Winokur (TS and WI) all
have strong and excellent agreement with each other. The strongest is between RDC and TS &WI (Kappa 0.936). The
diagnosis of Schneider (SCHN), French (FREN), CROW and Farmer (FARM) all have low kappa values of agreement
(less than 0.4) with other diagnoses except FREN with DSMIII-R (0.451). The absolute percentages were high for all
diagnostic systems except for the diagnosis of CROW. Conclusion: The diagnostic systems of ICD-10, DSMIII-R, RDC,
and TS and W1 have strong diagnostic agreements (kappa < 0.780). The strongest is between RDC and TS&W1 (kappa
0.936), while Schneider French, Crow, and Farmer have low diagnostic agreements (Kappa>0.4) However, French and
DSM/III-R maintained higher diagnostic agreement (Kappa 0.451). Results direct the need for a cautious level of
confidence and validity of officially designated classification systems.
Key Words: Schizophrenia, Checklist, Kappa.
Declaration of interest: None.

Introduction
Schizophrenia is a devastating disorder with high
worldwide lifetime prevalence. 1 Although its etiology is
unknown and its treatment elicits only a partial response,
it is very important to have early detection of its initial
symptoms, since early therapeutic intervention permits
the prevention of the worse outcome. Unfortunately, the
diagnosis of Schizophrenia remains a “fuzzy” scientific
concept. For example, the so called
Polydiagnostic
studies comparing ICD-10, research diagnostic criteria
with other reasonable definitions of Schizophrenia
consistently demonstrates that the number of patients
with Schizophrenia diagnosed in a given sample varies
by a factor of 2-3, depending on the diagnostic criteria
applied and the composition of the examined sample2,3
.Since its presentation is heterogeneous, many
operational diagnostic criteria have been developed
during the last three decades, but there is no consensus as
to which of them is the most adequate. The 1970s
witnessed the emergence of St Louis and Research
Diagnostic Criteria. This was followed in the 1980s by
the incorporation of operational definitions in the
diagnostic and statistical manual (DSM) of the American
Psychiatric Association and subsequently an operational
version of the diagnostic criteria in the 10th edition of the
International Classification of Diseases (ICD-10).
Although such definitions of the disorder usually ensure
high inter-rater reliability, this does not guarantee
validity. In addition there is a problem resulting from the
fact that different operational definitions of nominally
the same disorder often fail to match and do so in an
unpredictable way4. However, the Diagnostic Criteria of
Schizophrenia are not based on insight into the
P

P

P

P

P

P

P

P

pathophysiology of the disease and much less on the
knowledge of etiology, rather diagnoses are not
conventionally defined which leads to multiple
diagnostic traditions and sometimes even contrasting
systems5 .The inadequacies of the standard glossaries
have led research investigators to develop their own
explicit criteria and classification schemes through
selection of the diagnostic category in the glossary that
most closely resembles the characteristics of the patient
being diagnosed. In practice, this has meant that, by and
large, the diagnostician used his own concept of the
disorder even though a publication referring to those
diagnoses might state that the diagnoses were made
Research
“according to the DSM Criteria”.6,7
Psychiatrists were however able to achieve higher
reliability up to 92% agreement for Schizophrenic illness
using the Present State Examination (PSE) interview
technique.8 Furthermore, an overall kappa of +0.77 for
inter-rater reliability of individual symptom rating of
PSE was achieved9,10.
In this current study, 12 diagnostic systems of the
OPCRIT checklist were used to show the significance of
an overlap between diagnostic systems.
P

P

P

P

P

P

P

P

Methodology
The Operational Criteria checklist for psychotic and
affective illness (OPCRIT) version 3.31 was the main
study tool 4-11. This checklist allows classification of
subjects according to the functional psychosis and
affective disorder categories in DSM-III R,DSM VI,
ICD-10, Feighner et al, the research diagnostic criteria
(Spitzer et al), the criteria of Taylor and Abrams,
Carpenter et al, the first rank symptoms of Schneider,
P

P
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Tsung and Winkur, French, Crow and Farmer. In general
it has been designed to facilitate polydiagnostic approach
to mental illness. This tool has been found to be both
valid and reliable12. A qualified psychiatrist trained to
use this tool assessed all patients using hospital case
notes. All case notes were scanned for a lifetime of ever
having occurrence of signs and symptoms of
Schizophrenia. A total of 112 Bahraini Schizophrenic
patients were included in the study. This represented the
total number of Schizophrenic patients registered before
March 2008 and who fulfilled the following inclusion
criteria:
 Diagnosed as Schizophrenia based on ICD-10
classification system 13.
 Bahraini nationals.
 Parents alive (This criterion was included because
this study was run concomitantly with a study on the
genetics of Schizophrenia for the same sample).
 Age 18-60 years.
 Have no coarse brain disease prior to the onset of
Schizophrenia.
 Have no history of alcohol/ drug abuse within one
year of onset of psychotic symptoms.
 Have no other co-morbid mental illness e.g. mental
retardation or mixed affective and psychotic
symptoms e.g. schizoaffective disorder, and/or postSchizophrenic depression.
The Cohen’s Kappa Coefficient was used to measure and
ascertain the significance of concordance corrected for
chance agreement between each pair of the diagnostic
methods. Kappa values vary from negative value to zero
for chance agreement and 1 for perfect agreement.

Results
The mean age of the study patients was 32.4 years with a
range of (18-50) years. 67.9% of the patients were males
and 32.1% were females. The mean age of onset was
20.0 ± 4.7 years. At onset of illness, unmarried patients
constituted 76.8% of the cases and unemployment
presented itself in 73.6% of the patients. Also, onset of
illness at or below 25 years of age was found in 86.5% of
study sample.
Table 1 compares all 12 diagnostic systems of
Schizophrenia with each other in terms of Kappa
coefficients of agreement and percentage of absolute
agreement. Kappa coefficient of agreement for Diagnosis
of Schizophrenia by Carpenter and Tailor and Abrams
with other diagnoses could not be calculated due to the
small cell counts in the cross tab table.
The Diagnostic system ICD-10 strongly agrees with TS
and WI, RDC and DSMIII-R (Kappa values are 0.879,
0.828 and 0.780 respectively). Also, the diagnosis of
Schizophrenia by DSMIII-R strongly agrees with RDC,
TS and WI (Kappa values are 0.828 and 0.879
respectively) and has adequate agreement with DSM-III
R, Feigner and French with Kappa’s ranging from 0.451
to 0.481. The strongest agreement was between RDC and

TS and WI (0.936). The diagnostic system of Schneider,
French, Crow and Farm all have low Kappa values of
agreement (less than 0.4) with other diagnoses except in
the case of French with DSMIII-R (0.451). In general the
diagnoses of Schizophrenia ICD-10, DSMII-R, RDC and
TS&WI all have strong agreement with each other.
The results of percentage of absolute agreements
between the 12 diagnostic systems of Schizophrenia with
each other are also presented in table I. The absolute
percentage of agreements ranged from 17.9% to 99.1%.
In general these percentages for absolute agreement are
high for all diagnostic systems except for the diagnosis
of Crow which has the lowest absolute percentages of
agreement with all diagnostic systems.

Discussion
The most important finding of this study is that the 12
systems vary in the rates at which they make the
diagnosis of Schizophrenia. There is strong agreement
between the diagnostic systems ICD-10, Tsung and
Winokur and Research diagnostic criteria (RDC), Kappa
values are 0.879, 0,828 and 0.780 respectively. Also
there is a strong agreement between DSM-III-R and
RDC, TS & WI; Kappa values are 0.828 and 0.879
respectively. The results are consistent with findings in
other studies11,14,15. This is not surprising when one
knows that Spitzer et al. (1980) has described the DSMIII as a modification of the RDC 16. It is a natural
expectation for DSM-III to have an adequate agreement
with DSM-III R, Feighner and French, with Kappa’s
ranging from 0.451 to 0.481. The DSM-IV is a natural
prodigy of DSM-III-R which shares similar diagnostic
criteria with Feighner and French. Another important
factor is the type of patient population in the study; all of
whom passed the acute stage of the Schizophrenic illness
and the necessary six months in order to qualify for the
diagnosis in the DSM-III R and DSM IV
classification17,18. The exclusion criteria of no alcohol
and drug abuse, their mean age of onset of 20.0± 4.7
years (below the age of forty at onset), the 76.8%
unmarried, all fit very nicely with the requirements in
Feighner criteria.
The Diagnostic systems of Schneider, French, Farm and
Crow all have low Kappa value of agreement less than
0.4 with the other diagnoses. This is again consistent
with the reported literature11, 12,14. And can be explained
by the fact that these criteria are more restrictive and
narrow, and therefore will diagnose fewer patients as
suffering from Schizophrenia. The diagnostic system of
Crow was the most restrictive. Crow have proposed two
subtypes of Schizophrenia; Type I syndrome mainly of
positive
symptoms
(including
delusions
and
hallucinations) which are more likely to be predominant
in the acute illness. Type II syndrome consists mainly of
negative symptoms which include among others poor
grooming, lack of motivation and social withdrawal19.
The Type II syndrome is more consistent with the subchronic or chronic type of Schizophrenia. Negative
symptoms tend to be chronic in course and less amenable
to treatment, but occur regardless of the stage of illness20.
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Kappa values for the diagnostic systems of Carpenter
and Taylor and Abrams could not be calculated due to
the small cell counts in the cross table. The Taylor and
Abrams system is very restrictive and has questionable
diagnostic value and poor inter-rater reliability. Abrams
and Taylor have later suggested that it is outdated and
did not recommend it for future use 21.

difficulty are terms like restricted affect, poor insight,
and poor rapport, all of which do not easily lend
themselves to operational definitions.
Limitations of the study
This is a retrospective study defined by the application of
diagnostic criteria to case notes. The determination of
index diagnosis from case notes not specifically written
for research purposes obviously carries its own
limitations.

The disparity between these diagnostic systems
illustrates the degree of difficulty associated with the
diagnosis of Schizophrenia and with the concept of
Schizophrenia itself. Psychiatric researchers are trying to
establish operationally defined diagnostic criteria which
they can refer to as “objective” criteria, yet even with the
strictest adherence to diagnostic precision, several of the
key signs and symptoms of Schizophrenia leave room for
divergent subjectiveinterpretations. An example for such

Conclusion
Most of the diagnostic systems within the OPCRIT 3.31
have very high or adequate agreements between them,
which points out to the usefulness of the OPCRIT as a
diagnostic system in research and differentiating
Schizophrenic from non-Schizophrenic cases.

Table 1: Kappa coefficients and percentages of absolute agreement between 12 diagnostic systems of schizophrenia
DSM
III R

DSM III-R

Kappa
P-value

DSM IV

Kappa
P-value

Research
Diagnostic
Criteria

Kappa
P-value

DSM
IV

RDC

FEIGN

CARP

SCHN

FREN

TA
and
AB

TS and
WI

CROW

FARMR

86.6

97.3

84.8

*

91.1

91.1

*

98.2

26.8

91.1

85.7

76.8

*

81.2

81.2

*

86.6

29.5

79.5

83.9

*

92

90.2

*

99.1

24.1

92

*

75.9

77.7

*

83

34.8

75.9

*

*

*

*

*

*

89.3

*

92.9

23.2

96.4

*

89.3

17.9

91.1

*

*

*

25

92.9

0.481
<0.0005
0.828
<0.0005

0.435
<0.0005

FEIGNER

Kappa
P-value

0.472
<0.0005

0.332
<0.0005

0.431
<0.0005

CARPENT
R

Kappa
P-value

*

*

*

*

SCHNEIDE
R

Kappa
P-value

0.247
0.003

0.172
0.006

0.272
0.002

0.071
0.218

*
*

FRENCH

Kappa
P-value

0.451
<0.0005

0.273
0.001

0.368
<0.0005

0.223
0.005

*
*

TAILOR &
ABRMS

Kappa
P-value

*

*

*

*

*

*

*

*

TSUNG &
WINOKUR

Kappa
P-value

0.879
<0.0005

0.459
<0.0005

0.936
<0.0005

0.390
<0.0005

*
*

0.300
0.001

0.276
0.003

*

CROW

Kappa
P-value

0.023
0.421

-0.039
0.383

-0.005
0.383

0.008
0.866

*
*

0.018
0.314

-0.096
0.001

*

0.013
0.598

FARMER

Kappa
P-value

0.141
0.040

0.049
0.298

0.157
0.028

0.037
0.388

*
*

0.317
<0.0005

0.141
0.040

*

0.176
0.018

0.009
0.480

ICD-10

Kappa
P-value

0.780
<0.0005

0.481
<0.0005

0.828
<0.0005

0.347
<0.0005

*
*

0.398
<0.0005

0.231
0.014

*

0.879
<0.0005

0.023
0.421

0.097
0.251

21.4

0.313
<0.0005

* Kappa values for the systems CARP and TA&AB cannot be calculated due to the small cell counts in the cross tab table.
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ﺍﻟﻤﻠﺨﺺ
 ﻫﺪﻓﺖ ﺍﻟﺪﺭﺍﺳﺔ ﻟﺘﺤﺪﻳﺪ ﺩﺭﺟﺔ ﺍﻟﺘﻮﺍﻓﻖ ﻓﻲ ﺗﺸﺨﻴﺺ ﺍﻟﻔﺼﺎﻡ ﺑﺎﺳﺘﻌﻤﺎﻝ ﺃﻧﻈﻤﺔ ﺍﻟﺘﺸﺨﻴﺺ ﻟﻘﺎﺋﻤﺔ ﺍﻷﻣﺮﺍﺽ ﻓﻲ ﺍﻟﺨﺼﺎﺋﺺ ﺍﻟﻌﻤﻠﻴﺔ ﺑﺎﻷﻣﺮﺍﺽ ﺍﻟﺬﻫﺎﻧﻴﺔ:ﺃﻫﺪﺍﻑ ﺍﻟﺪﺭﺍﺳﺔ
 ﻭﺗﻢ، ﻣﺸﺨﺼﻴﻦ ﻁﺒﻘﺎ ً ﻟﻠﺘﻘﺴﻴﻢ ﺍﻟﺪﻭﻟﻲ ﺍﻟﻌﺎﺷﺮ ﻟﻸﻣﺮﺍﺽ112  ﺗﻢ ﺗﺤﺪﻳﺪ ﺍﻟﻤﻠﻔﺎﺕ ﺍﻟﻄﺒﻴﺔ ﻟﻤﺮﺿﻰ ﺑﺤﺮﺍﻧﻴﻴﻦ ﻣﺼﺎﺑﻴﻦ ﺑﺎﻟﻔﺼﺎﻡ ﻋﺪﺩﻫﻢ: ﺍﻟﻄﺮﻳﻘﺔ.ﻭﺍﺿﻄﺮﺍﺏ ﺍﻟﻤﺰﺍﺝ
 ﺗﻢ ﺗﻄﺒﻴﻖ ﻗﺎﺋﻤﺔ ﺍﻟﺨﺼﺎﺋﺺ ﺍﻟﻌﻤﻠﻴﺔ ﻟﺘﺸﺨﻴﺺ،2008
ﺗﺤﻠﻴﻞ ﻫﺬﻩ ﺍﻟﻤﺠﻤﻮﻋﺔ ﺍﻟﺘﻲ ﺗﺮﺍﺟﻊ ﺍﻟﻌﻴﺎﺩﺍﺕ ﺍﻟﺨﺎﺭﺟﻴﺔ ﻟﻤﺴﺘﺸﻔﻰ ﺍﻟﻄﺐ ﺍﻟﻨﻔﺴﻲ ﻓﻲ ﺍﻟﺒﺤﺮﻳﻦ ﺣﺘﻰ ﻋﺎﻡ
 ﺇﻥ: ﺍﻟﻨﺘﺎﺋﺞ. ﻭﺗﻢ ﺗﻄﺒﻴﻖ ﻣﻌﺎﻣﻞ ﻛﺎﺑﺮﺍ ﻟﻤﻌﺮﻓﺔ ﺩﺭﺟﺔ ﺍﻟﺘﻮﺍﻓﻖ ﻓﻲ ﺗﺸﺨﻴﺺ ﺍﻟﻔﺼﺎﻡ ﺑﺄﻧﻈﻤﺔ ﺍﻟﺘﺸﺨﻴﺺ ﺍﻟﻤﺨﺘﻠﻔﺔ ﺑﺎﺳﺘﻌﻤﺎﻝ ﻫﺬﻩ ﺍﻟﻘﺎﺋﻤﺔ،ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﺬﻫﺎﻧﻴﺔ ﻭﺍﻟﻤﺰﺍﺟﻴﺔ
 ﺑﺎﻹﺿﺎﻓﺔ، ﺃﻭ ﺧﺼﺎﺋﺺ ﺍﻟﺘﺸﺨﻴﺺ ﻟﻠﺒﺤﻮﺙ، ﺃﻭ ﺣﺴﺐ ﺩﻟﻴﻞ ﺍﻟﺘﺸﺨﻴﺺ ﻭﺍﻹﺣﺼﺎء ﺍﻷﻣﺮﻳﻜﻲ ﺍﻟﺜﺎﻟﺚ ﺑﺎﻟﻨﺴﺨﺔ ﺍﻟﻤﺮﺍﺟﻌﺔ،ﺗﺸﺨﻴﺺ ﺍﻟﻔﺼﺎﻡ ﺑﺎﻟﺘﺼﻨﻴﻒ ﺍﻟﺪﻭﻟﻲ ﺍﻟﻌﺎﺷﺮ
(ﺑﻴﻨﻤﺎ ﻅﻬﺮ ﺃﻥ ﺗﺸﺨﻴﺺ ﺷﻨﺎﻳﺪﺭ ﻭﺍﻟﻔﺮﻧﺴﻲ ﺑﺎﻹﺿﺎﻓﺔ ﻟﺘﺸﺨﻴﺺ ﻛﺮﺍﻭ ﻭ0.936 )ﻛﺎﺑﺎ، ﺃﻅﻬﺮﺕ ﺗﻮﺍﻓﻘﺎ ً ﻛﺒﻴﺮﺍً ﺑﺎﻟﺘﺸﺨﻴﺺ ﻟﻤﺮﺿﻰ ﺍﻟﻔﺼﺎﻡ،ﺇﻟﻰ ﻧﻈﺎﻡ ﺗﺴﻨﺞ ﻭ ﻭﻳﻨﻜﻮﺭ
 ﻭﻛﺎﻧﺖ ﺍﻟﻨﺴﺐ ﺍﻟﻤﺌﻮﻳﺔ ﺍﻟﻤﻄﻠﻘﺔ،(ﻛﺎﺑﺎ0.451 )  ﻣﺎﻋﺪﺍ ﺍﻟﺘﺸﺨﻴﺺ ﺍﻟﻔﺮﻧﺴﻲ ﻭﺍﻟﺪﻟﻴﻞ ﺍﻷﻣﺮﻳﻜﻲ ﺍﻟﺜﺎﻟﺚ ﺍﻟﻤﺮﺍﺟﻊ،(0.4  ﻟﻬﺎ ﻗﻴﻤﺔ ﻣﺘﺪﻧﻴﺔ ﻟﻤﻌﺎﻣﻞ ﻛﺎﺑﺎ ) ﺃﻗﻞ ﻣﻦ،ﻓﺎﺭﻣﺮ
 <( ﺑﻴﻦ ﺃﻧﻈﻤﺔ ﺍﻟﺘﻘﺴﻴﻢ ﺍﻟﺪﻭﻟﻲ ﺍﻟﻌﺎﺷﺮ ﻭﺍﻷﻣﺮﻳﻜﻲ0.78  ﻫﻨﺎﻙ ﺗﻮﺍﻓﻖ ﻛﺒﻴﺮ )ﻣﻌﺎﻣﻞ ﻛﺎﺑﺎ: ﺍﻻﺳﺘﻨﺘﺎﺝ.ﻣﺮﺗﻔﻌﺔ ﻟﻜﻞ ﺃﻧﻈﻤﺔ ﺍﻟﺘﺸﺨﻴﺺ ﻣﺎﻋﺪﺍ ﺍﻟﺘﺸﺨﻴﺺ ﺣﺴﺐ ﻛﺮﺍﻭ
 ﻣﻌﺎﻣﻞ0.936 )  ﻭﻛﺎﻥ ﺃﻗﻮﺍﻫﺎ ﺑﻴﻦ ﻧﻈﺎﻡ ﺍﻟﺘﺸﺨﻴﺺ ﻟﻠﺒﺤﻮﺙ ﻣﻊ ﻧﻈﺎﻡ ﺗﺴﻨﺞ ﻭ ﻭﻳﻨﻜﻮﺭ. ﻭﻧﻈﺎﻡ ﺍﻟﺘﺸﺨﻴﺺ ﻟﻠﺒﺤﻮﺙ ﺑﺎﻹﺿﺎﻓﺔ ﻟﻨﻈﺎﻡ ﺗﺴﻨﺞ ﻭ ﻭﻳﻨﻜﻮﺭ،ﺍﻟﻤﺮﺍﺟﻊ ﺍﻟﺜﺎﻟﺚ
 ﻣﻊ ﺫﻟﻚ ﻓﻘﺪ ﺣﺎﻓﻆ ﺍﻟﻨﻈﺎﻡ ﺍﻟﻔﺮﻧﺴﻲ ﻭﺍﻷﻣﺮﻳﻜﻲ ﺍﻟﺜﺎﻟﺚ. >( ﺑﻴﻦ ﺷﻨﺎﻳﺪﺭ ﻭﺍﻟﻔﺮﻧﺴﻲ ﻭﻛﺮﺍﻭ ﻭ ﻓﺎﺭﻣﺮ0.4  ﺑﻴﻨﻤﺎ ﻛﺎﻥ ﺍﻟﺘﻮﺍﻓﻖ ﺑﺎﻟﺘﺸﺨﻴﺺ ﻣﻨﺨﻔﻀﺎ ً ) ﻣﻌﺎﻣﻞ ﻛﺎﺑﺎ،(ﻛﺎﺑﺎ
. ﺍﻟﻨﺘﺎﺋﺞ ﺗﺸﻴﺮ ﺇﻟﻰ ﺍﻟﺤﺎﺟﺔ ﺇﻟﻰ ﻣﺴﺘﻮﻯ ﻣﻦ ﺍﻟﺤﺬﺭ ﺑﺎﻟﺜﻘﺔ ﻭﺍﻟﻤﺼﺪﺍﻗﻴﺔ ﻓﻲ ﺃﻧﻈﻤﺔ ﺍﻟﺘﺸﺨﻴﺺ ﺍﻟﺘﻲ ﺗﻮﺿﻊ ﺑﺸﻜﻞ ﺭﺳﻤﻲ.(h ﻛﺎﺏ0.451 ) ﺍﻟﻤﻌﺪﻝ ﻋﻠﻰ ﺗﻮﺍﻓﻖ ﺃﻋﻠﻰ
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Measurement of urinary sugars by HPLC as a non invasive test
of increased intestinal permeability in autistic children
Al-Gohary E, Abd El-Sattar N, Saleh S, Essawy H, El-Khouly GH, Mahmoud N, and Mohamed N

ﻗﻴﺎﺱ ﺳﻜﺮ ﺍﻟﺒﻮﻝ ﺑﻮﺍﺳﻄﺔ ﺟﻬﺎﺯ ﺍﻟﻔﺼﻞ ﺍﻟﻜﺮﻭﻣﺎﺗﻮﺟﺮﻓﻰ ﺍﻟﺴﺎﺋﻞ ﺍﻟﻌﺎﻟﻲ ﺍﻷﺩﺍء ﻛﻄﺮﻳﻘﺔ ﻏﻴﺮ ﺍﺧﺘﺮﺍﻗﻴﺔ
ﻻﺧﺘﺒﺎﺭ ﺯﻳﺎﺩﺓ ﻧﻔﺎﺫﻳﺔ ﺍﻷﻣﻌﺎء ﻓﻲ ﺃﻁﻔﺎﻝ ﺍﺿﻄﺮﺍﺏ ﺍﻟﺬﺍﺗﻮﻳﺔ
 ﻣﺤﻤﺪ، ﻣﺤﻤﻮﺩ، ﺍﻟﺨﻮﻟﻲ، ﻋﻴﺴﺎﻭﻱ، ﺻﺎﻟﺢ، ﻋﺒﺪ ﺍﻟﺴﺘﺎﺭ،ﺍﻟﺠﻮﻫﺮﻱ

Abstract

O

bjectives: Autism is found now to be more prevalent than childhood cancer, diabetes and Down Syndrome,
affecting as many as 1 in each 500 children. In autism, increased intestinal mucosa permeability is expected
secondary to the “leaky gut” hypothesis or “opioid excess” hypothesis. This study aimed at testing increased intestinal
permeability in autistic children by using the standard convenient and non invasive lactulose/mannitol test which
assesses mucosal integrity of the small bowel in children. Methods: Fifty autistic children fulfilling all the DSM-IV
research diagnostic criteria for Autistic Disorder were recruited from the specialist outpatient clinic for autism at
Institute of Psychiatry Ain Shams University Hospitals. Twenty children with normal intellectual functioning and with
no personal or family current/past history of neuropsychiatric disorder were selected as a control group. Severity of
autism was assessed by the Childhood Autism Rating Scale (CARS). All patients and controls were subjected to: 1) full
history taking with emphasis on history of communication and behavioral development; 2) thorough clinical
examination including evaluation of behavioral and communication skills of each child; 3) Wechsler Intelligence Scale
- child version (WISC) to assess their intellectual level; and, 4) the sugar permeability test which was based on
simultaneous oral administration of two sugars with different molecular size and absorption routs (lactulose and
mannitol-L/M), then the urinary recovery of each molecule was estimated using the high performance liquid
chromatography (HPLC) technique. Results: There was a highly significant elevation of both lactulose recovery
percentage and L/M recovery ratio, but not mannitol recovery percentage, in autistic children compared to controls. A
highly significant positive correlation between lactulose recovery percentage and L/M recovery ratio, and highly
significant negative correlation between mannitol recovery percentage and L/M recovery ratio in all autistic children
was found. L/M recovery ratio is proposed as an indicator for assessing the severity of autism. Conclusion: Elevation
of urinary excretion of lactulose and hence L/M recovery ratio may help to identify the role of increased intestinal
permeability as an etiopathogenic factor in autism.
Key Words: Autism – Sugars – Permeability – HPLC
Declaration of interest: None

Introduction
Autism is the most prevalent of a subset of disorders
organized under the umbrella of pervasive
developmental disorders which usually presents within
the first three years of life (11, 28, 29). It is a neurological
disorder affecting as many as 1 in each 500 children 15,
33, 36
. It primarily strikes males (male to female ratio is
about 4:1), however, severe forms have been found in
females 25, 45, 50. Autism has been identified as having
greater prevalence than childhood cancer, diabetes and
Down Syndrome 10, 14, 42.
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The etiology of autism is still unknown, but it is
generally accepted that it is caused by abnormalities in
the brain structure and/or function4, 23, 24. However, one
of the postulated causes of autism is the increased
permeability of intestine (leaky gut), which was found
in 43% of autistic patients 47. Many theories attempted
to link this increased permeability to viral infection
(measles), yeast infection (over growth of candida
albicans), reduction in phenylsulfotranferase (PST)
which lines intestinal tracts and protects from
leakiness, and heavy metals in intestinal tract which
lead to infection, which in turn can cause leaky gut27.
As a result of the leaky gut, the digestion products of
natural foods such as cow's milk and bread are able to
enter the blood stream and induce antigenic responses.
Moreover, they can pass through the blood brain
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barrier and produce a negative impact on the brain
development 19, 41.
The standard test for leaky gut syndrome is the
mannitol and lactulose test20. Both are water soluble
molecules that the body cannot use. Mannitol is easily
absorbed by people with healthy intestinal lining and
lactulose is a larger molecule which is only slightly
absorbed. A healthy test shows high levels of mannitol
and low levels of lactulose; if high levels of both
molecules are found, it indicates a leaky gut condition7.
This study tested the hypothesis of increased intestinal
permeability in autistic children by using the
convenient and non invasive lactulose/mannitol test
which assesses mucosal integrity of the small bowel in
children.
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Subjects and Methods
Patients
Fifty autistic children (43 males and 7 females) were
recruited from the specialist outpatient clinic of autism
at Institute of Psychiatry Ain Shams University
Hospitals. Their ages ranged between 3-14 years with a
mean age of 6.1±3.1 years old. We included children
who met the diagnostic criteria of autism according to
DSM-IV 1, presented with typical complaints of
autism, such as delayed or abnormal pattern of speech,
impaired socialization with or without behavioral
abnormalities (as self injuries and aggression),
P

P
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disturbed sleep and stereotyped movements3, 35, and
had an age appropriate range of intellectual functioning
as measured by the Wechsler Intelligence Scale for
Children (WISC) 48, 49. Patients were excluded if they
had individual or family history of allergy, diabetes
mellitus, clinical evidence of GIT disorders and/or
history of antiepileptic drugs intake.
Controls
Twenty healthy age (ranged 3-11 years with a mean
age 6.8±2.2), gender, and intellectual functioning
matched children were selected as a control group.
They were selected on the basis of having no personal
or family current/past history of neuropsychiatric
disorder.
Informed consent was obtained from the parent of each
autistic child and control subject before initiation of the
procedure.
Clinical Methods
Severity of autism was assessed by the Childhood
Autism Rating Scale (CARS) 37 which is often used to
evaluate young children who may have autism
spectrum disorders. The scale evaluated children with a
rating of one (indicating no abnormality) to four
(indicating severe abnormality) in each of 15 areas
(relation to people, emotional response, imitation, body
use, object use, listening response, adaptation to
change, taste, smell and touch responses, visual
response, fear, verbal communication, non verbal
communication, activity level, intellectual response,
and general impression).
According to CARS, our sample was classified into
two main groups. The first group was classified as mild
to moderate if the child scored ˃ 30. This group
comprised 38 autistic child, 36 males and 2 females.
Their ages ranged between 3 to 14 years with a mean
age of 6.5±3 years. The second group was classified as
severe if the child scored˃ 37. T his group comprised
12 autistic children, 7 males and 5 females. Their ages
ranged between 3 to 14 years with a mean age of 6.5±3
years.
All patients and controls were subjected to: 1) full
history taking with emphasis on history of
communication and behavioral development; 2)
thorough clinical examination including evaluation of
behavioral and communication skills of each child;
and, 3) experienced clinicians interviewed both groups
of children and the relevant family members in order to
confirm diagnosis of autism.
For autistic children, the WISC was routinely included
in the diagnostic evaluation at the specialist clinic for
autism. The test was administered individually by
neuropsychologists blind to the study and hypotheses.
Both the cases and control groups were tested by
neuropsychologists under similar conditions similar.
All children within the cases and control groups had
average age appropriate intellectual functioning.
Analytical Methods

The sugar permeability test involved simultaneous oral
administration of two sugars with different molecular
size and absorption routs (lactulose and mannitol). The
urinary recovery of each molecule was then estimated
using the high performance liquid chromatography
(HPLC) technique 2.
•
Sampling
The child followed a diet free of mannitol and
lactulose for 24 hours before the test. After an
overnight fast, the child voided the first urine sample
and then ingested a solution containing 5 gm lactulose
and 1 gm mannitol in 100 ml of deionized water. After
30 minutes, a liberal intake of water was permitted to
increase urine flow. All urines voided in the
subsequent six hours were collected with sodium azide
as a preservative. The total volume was recorded and
an aliquot was kept at -20C for subsequent analysis.
•
Assay Procedure
Urinary mannitol and lactulose was assessed using
HPLC assay (30). This was conducted in six steps: 1)
preparation of the sample by adding 0.5 gm of ion
exchange resin to 2 ml of the thawed urine specimen.
The mixture was mixed vigorously for 10 seconds,
followed by centrifugation for 10 minutes at 3000xg.
The resulting supernate was filtered through 0.2um
pore filter; 2) standard preparation of mannitol and
lactulose by reconstituting synthetic mannitol and
lactulose lyophilized standards by HPLC graded water
and stored it at 4 C for one month; 3) reagents
preparation by putting the first reagent HPLC graded
acetonitrile in the second one HPLC graded water
(70/30 by vol); 4) chromatographic analysis was done
on Beckman Coulter's HPLC system that consisted of a
dual pump model 126 programmable solvent module
controlled via 32 karat software, an amine modified
silica column with a particle size of 5um, a length of
250 mm and an inner diameter of 4.6mm, and a
refractive index detector model of 156; 5) assay
procedure consisted of three steps; a) an isocratic
separation was applied in which the mobile phase
consisted of HPLC acetonitrile in HPLC graded water
(70/30 vol), b) the flow rate was maintained at 1ml/min
through the chromatographic run which last for 15
minutes, c) 20 ul of the filtrate as well as the mannitol
and lactulose external standards were injected into the
chromatographic unit using a Hamilton micro-syringe.
Reversed phase HPLC eluting pattern of mannitol and
lactulose obtained by refractive index detector where
the peak at 8.4 min corresponds to mannitol and the
peak at 11.4 min corresponds to lactulose (Wakefield
et al., 2000); and, 6) to calculate the results, the amount
of the lactulose and mannitol was determined by the
external standard method using peak height. Serial
dilutions of lactuolse and manniotl standards were
injected and then peak heights were determined. A
linear standard curve was constructed by plotting peak
height versus the corresponding lactulose and mannitol
concentrations. The concentration in the sample was
obtained from the curve by interpolation. The
percentage of lactulose and mannitol recovered in the
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urine samples was calculated by the following
equation: amount in urine/amount ingested x 100 L/M
ration was also calculated.
•
Statistical Methods
Data coded and revised were introduced to EXCEL
database to be later manipulated and analyzed using
SPSS v 16.0.The mean (X) and standard deviation
(SD) was used for descriptive analysis. Comparative
statistics between the different groups were done using
the Student's t-test. Spearman correlation coefficient
was used to test correlation between scores of different
measured variables. For evaluation of diagnostic
performance, five parameters were used as described
by Schultz et al.38; diagnostic sensitivity, diagnostic
specificity, diagnostic efficacy, positive predictive
value, negative predictive value. The overall diagnostic
performance of each test was assessed and plotted by
the Receiver Operator Characterization (ROC) curve
analysis as described by Zweig & Campbell 51.
Significance level was set at ≤ 0.05.

Results
Results of our study showed that the statistical
comparison of the three studied parameters in autistic
children versus controls revealed the presence of a
highly significant increase in both lactulose recovery
percentage and lactulose/mannitol (L/M) recovery ratio
in autistic children (Table1).
In order to assess the relationship of the increased
intestinal permeability with severity of autism,
statistical comparison of the studied parameters in
different severities of autistic children versus controls
revealed a highly significant increase in lactulose
recovery percentage and lactulose/mannitol (L/M)
recovery ratio in both subgroups of severities when
compared to controls. In addition, there was a
significant increase of mannitol recovery percentage in
severe autistic category relative to controls.
Furthermore, when mild to moderate and severe
autistic children were compared with each other, the
latter group showed a significant increase of
lactulose/mannitol (L/M) recovery ratio (Table1).

Table (1): Comparison between autistic children versus controls, between different severities of autism versus
controls, and between different severities of autism versus each other regarding the studied parameters
LR %
MR %
L/M R ratio
Compared Groups
X±SD
t
P
X±SD
t
P
X±SD
t
P
Control Group (n = 20)
1.8±0.6
4.6±0.5
0.4±0.1
Autism Group (n = 50)
3.5±0.6 10.9 ˂0.001 4.5±0.6
0.9
˃0.05 0.8±0.2
11.5
˂0.001
LR
%
MR
%
L/M
R
ratio
Compared Groups
X±SD
t
P
X±SD
t
P
X±SD
t
P
Control Group (n = 20)
1.8±0.6
4.6±0.5
0.4±0.1
Mild to moderate autism (n = 38) 3.4±0.5 10.7 ˂0.001 4.5±0.7
0.6
˃0.05 0.8±0.2
11.0
˂0.001
Severe autism (n = 12)
4.3±1.0 5.5
˂0.001 4.1±0.4
2.7
˂0.05 1.0±0.2
8.7
˂0.001
LR %
MR %
L/M R ratio
Compared Groups
X±SD
t
P
X±SD
t
P
X±SD
t
P
Mild to moderate autism (n = 38) 3.4±0.5
4.5±0.7
0.8±0.2
Severe autism (n = 12)
4.3±1.0 1.9
˃0.05 4.1±0.4
2.3
˃0.05 1.0±0.2
3.7
˂0.05
LR% means Lactulose Recovery%, MR% means Mannitol Recovery %, L/M R means Lactulose/Mannitol Recovery
and P value is significant at ≤ 0.05 and highly significant if P ˂0.001.
Our correlation study revealed the presence of a highly
significant positive correlation between lactulose
recovery percentage and L/M recovery ratio and a
highly significant negative correlation between

mannitol recovery percentage and L/M recovery ratio
in all autistic children. However, no correlation was
found between mannitol recovery % and lactulose
recovery percentage (Table2).

Table (2) Correlation between Lactulose Recovery percentage, Mannitol Recovery percentage, and L/M
Recovery ratio in autistic children
Mannitol Recovery %
L/M Recovery ratio
Parameters
r
P
r
P
Lactulose Recovery %
Mannitol Recovery %

-0.04

˃0.05

0.8
-0.6

˂0.001
˂0.001

L/M means Lactulose/Mannitol, r means Pearson correlation coefficient, and P value is significant at ≤ 0.05 and
highly significant if P ˂0.001.
Diagnostic performance study using Receiver
Operating Characteristic (ROC) curve analysis was
done for lactulose recovery percentage and L/M

recovery ratio in an attempt to determine the best cutoff value for each one that helps in assessment of the
increased intestinal permeability in all autistic patients
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versus healthy control group. It revealed that the best
cut-off value for lactulose recovery percentage was 2.6
at which the diagnostic sensitivity was 92%, diagnostic
specificity 100%, positive predictive value 100%,
negative predictive value 83% and diagnostic efficacy

94%. While the best-cut off for L/M recovery ratio was
0.5 at which diagnostic sensitivity was 96%, diagnostic
specificity 90%, positive predictive value 96%,
negative predictive value 90%, and diagnostic efficacy
94% (Figure1).

Figure (1): ROC curve analysis showing the diagnostic performance of Lactulose recovery (%) and Lactulose
/Mannitol recovery ratio.
ROC curve analysis was also applied to assess the
diagnostic utility of L/M recovery ratio in
discriminating severe autistic children from those with
mild to moderate degree. This revealed that the best
cut-off value for L/M recovery ratio was 0.9 at which

the diagnostic sensitivity was 80%, diagnostic
specificity 87%, positive predictive value 40%,
negative predictive value 96% and diagnostic efficacy
86% (Figure2).

Figure (2): ROC curve analysis showing the diagnostic performance of Lactulose / Mannitol recovery ratio in
discriminating mild to moderate from severe cases.
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Discussion
Leaky gut syndrome is a gastrointestinal disorder in
which the integrity of the intestinal lining of the
digestive tract, named intestinal mucosal barrier,
becomes more permeable, or "leakier" than normal,
due to repeated irritation. The small intestine is
designed to allow tiny particles of digested nutrients to
pass through its wall and into the bloodstream. These
are then distributed for use throughout the body. But
due to a variety of causes, the intestinal wall can
become more permeable and allow larger less digested
particles and toxins to pass through causing "Leaky
Gut Syndrome". The body then recognizes these
particles as foreign "invaders", and the immune system
attempts to fight them off which can set the stage for
various autoimmune disorders 26.

These results supported D'Eufemia et al. and Horvath
& Perman7, 19 who found that 43-76% (respectively) of
autistic children, without evident GIT symptoms, had
increased intestinal permeability which was reversed
by secretin treatment. They explained the increase in
L/M recovery ratio by the difference in the molecular
size and absorption route between mannitol and
lactulose. Mannitol passes through more abundant
transcellular routes of aqueous pores in the cell
membrane (transcellular pathways), whereas lactulose
passes through fewer intercellular junctional
complexes and extrusion zones at villous tips
(paracellular pathways). The later pathway is
considered the route of permeation for molecules of
molecular mass more than 180 dalton, such as
peptides.

Anyone can develop a leaky gut at any time in his life.
Several factors can lead to leaky gut, either occurring
individually or working together. Any chemical or
physical activity that stimulates the pores in the
intestines and keeps them open for too long can lead to
increased permeability. Common sources include
antigens as gluten and/or tumor necrosis factor in
infants with cow's milk allergy7, trivalent MMR
vaccine46, impairment in GIT development32,
hyperactivity of the intestinal luminal contents due to
hyper secretion of secretin17,18,22, chronic candidiasis21,
chronic stress13, medications39, diet31, zinc deficiency40,
and impaired sulfation12.

As Cass5 reported, peptides most often at fault in
autism are those derived from casein (milk) and gluten
(wheat, barely, oats, and rye). These peptides have
basically the same structure of opiates and absorbed
through the intestinal tract into the blood stream and
are carried to the various body tissues including the
brain. It is hypothesized that the glutens and casein
peptides are binding to the opiate receptors in the brain
and effectively cause an opioid intoxication.
Unfortunately, chronic opioid toxicity affects learning,
social interaction, and motor/sensory neurological
function.

Indeed, impairment of brain development in very
young children through gut associated pathways may
be irreversible. Hence, it is valuable to consider the
two scenarios by which intestinal function may play a
role in altering CNS function. Firstly, impaired
intestinal absorption of vitamin B12 leads to its
deficiency, which interferes with proper nerves
function and myelin formation 50. Secondarily,
gliodomorphines and casomorphines arising from
partial luminal digestion of gliadin and casein absorbed
through leaky gut enter CNS to interfere with brain
function as they simulate the opioid hormone B
endorphin8.
In autism, brain involvement secondary to "leaky gut
hypothesis or opioid excess hypothesis" was
highlighted either by parental observation or clinical
research16, 44, 47; however, it is still a matter of
controversy. Accordingly, the intestinal mucosa may
be abnormally permeable in autism.
Results of the present study supported this hypothesis
by finding a highly significant elevation of both
lactulose recovery percentage and L/M recovery ratio,
but not mannitol recovery percentage, in autistic
children compared to controls. Moreover, our
correlation studies revealed a highly significant
positive correlation between lactulose recovery
percentage and L/M recovery ratio, and highly
significant negative correlation between mannitol
recovery % and L/M recovery ratio in all autistic
children.

Robertson et al. 34, did not identify any differences in
the intestinal permeability in children with autism
compared with controls and suggested these findings
may occur because some of the autistic children were
managed on restricted diets, which may improve their
intestinal permeability. However, they agreed with us
and others like Erickson et al. 9 in recommending
continuing the research of GIT function and the role of
gut-brain axis in the early development of the autistic
phenotype in infants and children.
Regarding the determination of the best cut-off value
for lactulose recovery percentage and L/M recovery
ratio that helps in assessment of increased permeability
in autistic children, our results disagreed with Celli et
al. 6 who found that neither urinary lactulose recovery
% nor mannitol recovery percentage provided
sensitivities more than 80% and a specificity of 80%.
This difference could be attributed to the difference in
the applied technique; we used HPLC, which is more
reliable and precise in assessing intestinal permeability
than gas chromatography technique used by them43.
Concerning the relation of intestinal permeability to
the severity of autism, both the lactulose recovery
percentage and L/M recovery ratio were significantly
elevated in the two categories of severity in relation to
controls; however, L/M recovery ratio was
significantly higher in the severe category relative to
mild to moderate one. In addition, L/M recovery ratio
had a good diagnostic utility in discriminating severe
autistic children from those with mild to moderate
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degree. This means that the extent of the elevation in
L/M recovery ratio was closely linked to autism
severity. These findings supported White50 who
reported that altered GIT functions may increase the
severity of behavioral symptoms forum in autism.

Conclusion
Elevation of urinary excretion of lactulose and hence
L/M recovery ratio may help to identify the role of
increased intestinal permeability as an etiopathogenic
factor in autism. In addition, L/M recovery ratio is
proposed as an indicator for assessment the severity of
the disease. Routine assessment of urinary excretion of
lactulose recovery ratio may help in identification of
the autistic children who may be candidates for
elimination of antigenic peptides from their diet.
Routine assessment of L/M ratio at a cut-off 0.9 may
discriminate severe autistic patients from those with
mild to moderate degree.
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ﺍﻟﻤﻠﺨﺺ
 ﻭ ﻗﺪ ﺃﺷﺎﺭﺕ. ﺗﺸﻴﺮ ﺍﻹﺣﺼﺎءﺍﺕ ﺍﻵﻥ ﺇﻟﻲ ﺃﻥ ﺍﺿﻄﺮﺍﺏ ﺍﻟﺬﺍﺗﻮﻳﺔ ﺃﺻﺒﺢ ﺃﻛﺜﺮ ﺷﻴﻮﻋﺎ ﺑﻴﻦ ﺍﻷﻁﻔﺎﻝ ﻣﻦ ﺃﻣﺮﺍﺽ ﺍﻟﺴﺮﻁﺎﻥ ﻭﺍﻟﺴﻜﺮ ﻭﻣﺘﻼﺯﻣﺔ ﺩﺍﻭﻥ:ﻫﺪﻑ ﺍﻟﺒﺤﺚ
–  ﻭ ﺃﻥ ﻫﺬﻩ ﺍﻟﻌﻠﺔ ﻗﺪ ﺗﻜﻮﻥ ﺗﺎﺑﻌﺔ ﻟﻨﻈﺮﻳﺔ "ﺍﻟﻤﻌﻰ ﺍﻟﻤﺮﺷﺢ، ﺍﻷﺑﺤﺎﺙ ﺇﻟﻰ ﺍﺣﺘﻤﺎﻝ ﻭﺟﻮﺩ ﻋﻠﺔ ﻓﻲ ﺩﺭﺟﺔ ﻧﻔﺎﺫﻳﺔ ﺍﻷﻣﻌﺎء ﻓﻲ ﺍﻷﻁﻔﺎﻝ ﺍﻟﻤﺼﺎﺑﻴﻦ ﺑﺎﺿﻄﺮﺍﺏ ﺍﻟﺬﺍﺗﻮﻳﺔ
 ﻭ ﻋﻠﻰ ﻫﺬﺍ ﻓﻘﺪ ﻫﺪﻓﺖ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﺇﻟﻲ ﺍﺧﺘﺒﺎﺭ ﻧﻔﺎﺫﻳﺔ ﺍﻷﻣﻌﺎء ﻓﻲ ﻣﻊ ﻯ ﺍﻷﻁﻔﺎﻝ ﺍﻟﻤﺼﺎﺑﻴﻦ ﺑﺎﻟﺬﺍﺗﻮﻳﺔ ﺑﺎﺳﺘﺨﺪﺍﻡ ﻭﺳﻴﻠﺔ ﻗﻴﺎﺳﻴﺔ ﻏﻴﺮ ﺍﺧﺘﺮﺍﻗﻴﺔ."ﺍﻷﻓﻴﻮﻧﻴﺔ ﺍﻟﻔﺎﺋﻀﺔ
ﻟﺘﻄﺒﻴﻖ ﺍﺧﺘﺒﺎﺭ ﻧﺴﺒﺔ ﺳﻜﺮ ﺍﻟﻼﻛﺘﻴﻮﻟﻮﺯ) ﻝ( ﺇﻟﻲ ﺳﻜﺮ ﺍﻟﻤﺎﻧﻴﺘﻮﻝ )ﻡ( ﻭ ﺍﻟﻠﺬﺍﻥ ﻳﺨﺘﻠﻔﺎﻥ ﻓﻲ ﺍﻟﻮﺯﻥ ﺍﻟﺠﺰﻳﺊﻱ ﻭ ﻳﺴﺘﺨﺪﻣﺎﻥ ﻛﻤﻘﻴﺎﺱ ﻟﺴﻼﻣﺔ ﺍﻟﻐﺸﺎء ﺍﻟﻤﺨﺎﻁﻲ ﻟﻸﻣﻌﺎء
 ﻗﺪ ﺍﺷﺘﻤﻞ ﺍﻟﺒﺤﺚ ﻋﻠﻲ ﺩﺭﺍﺳﺔ ﺧﻤﺴﻴﻦ ﻁﻔﻼ ﻣﺼﺎﺑﺎ ﺑﺎﻟﺬﺍﺗﻮﻳﺔ ﻳﻤﺜﻠﻮﻥ ﻋﻴﻨﺔ ﺍﻟﺒﺤﺚ ﺗﻢ ﺟﻤﻌﻬﻢ ﻣﻦ ﻋﻴﺎﺩﺓ ﺍﻟﺬﺍﺗﻮﻳﺔ ﺍﻟﺘﺎﺑﻌﺔ ﻟﻤﺮﻛﺰ ﺍﻟﻄﺐ: ﻁﺮﻳﻘﺔ ﺍﻟﺒﺤﺚ.ﺍﻟﺪﻗﻴﻘﺔ
 ﻭ ﺗﻤﺖ ﻣﻘﺎﺭﻧﺘﻬﻢ ﺑﻌﺸﺮﻳﻦ ﻁﻔﻼ ﺻﺤﻴﺤﺎ ﻳﻤﺜﻠﻮﻥ ﺍﻟﻌﻴﻨﺔ ﺍﻟﻀﺎﺑﻄﺔ ﻭ ﻳﺘﻼءﻣﻮﻥ ﻣﻊ ﻋﻴﻨﺔ ﺍﻟﺒﺤﺚ ﻓﻲ ﺍﻟﻌﻤﺮ ﻭ ﺍﻟﺠﻨﺲ ﻭ، ﺍﻟﻨﻔﺴﻲ ﺑﻤﺴﺘﺸﻔﻴﺎﺕ ﺟﺎﻣﻌﺔ ﻋﻴﻦ ﺷﻤﺲ
( ﺍﺳﺘﻴﻔﺎء1 : ﻛﻤﺎ ﺧﻀﻊ ﺃﻁﻔﺎﻝ ﻋﻴﻨﺘﻲ ﺍﻟﺒﺤﺚ ﻭ ﺍﻟﻀﺎﺑﻄﺔ ﻟﻼﺧﺘﺒﺎﺭﺍﺕ ﺍﻵﺗﻴﺔ، ( ﻭ ﻗﺪ ﺧﻀﻊ ﺃﻁﻔﺎﻝ ﻋﻴﻨﺔ ﺍﻟﺒﺤﺚ ﺍﻟﻲ ﺍﺧﺘﺒﺎﺭ ﺷﺪﺓ ﺍﻟﺬﺍﺗﻮﻳﺔ )ﻛﺎﺭﺯ.ﺍﻟﻮﻅﻴﻔﺔ ﺍﻟﺬﻫﻨﻴﺔ
( ﺍﺧﺘﺒﺎﺭ3 ، ( ﻓﺤﺺ ﺳﺮﻳﺮﻱ ﺩﻗﻴﻖ ﺷﻤﻞ ﺗﻘﻴﻴﻢ ﺍﻟﻘﺪﺭﺍﺕ ﺍﻟﺴﻠﻮﻛﻴﺔ ﻭﺍﻟﺘﻮﺍﺻﻠﻴﺔ ﻟﻜﻞ ﻁﻔﻞ2 ، ﺗﺎﺭﻳﺨﻲ ﻛﺎﻣﻞ ﻣﻊ ﺍﻟﺘﺮﻛﻴﺰ ﻋﻠﻲ ﺗﺎﺭﻳﺦ ﺍﻟﺘﻮﺍﺻﻞ ﻭﺍﻟﻨﻤﻮ ﺍﻟﺴﻠﻮﻛﻲ
( ﺛﻢ ﻗﻴﺎﺱ ﻧﺴﺒﺔ ﺍﺳﺘﻌﺎﺩﺓ ﻛﻞ ﻣﻦ ﻧﻮﻋﻲ ﺍﻟﺴﻜﺮ ﻓﻲ5 ، ( ﺍﻟﻘﺪﺭﺓ ﺍﻟﻨﻔﺎﺫﻳﺔ ﻟﻸﻣﻌﺎء ﺑﺪﻓﻊ ﺍﻷﻁﻔﺎﻝ ﻟﺘﻌﺎﻁﻲ ﺍﻟﻼﻛﺘﻴﻮﻟﻮﺯ ﻭﺍﻟﻤﺎﻧﻴﺘﻮﻝ4 ، ﻭﻳﻜﺴﻠﺮ ﻟﻠﺬﻛﺎء ﺍﻟﺨﺎﺹ ﺑﺎﻷﻁﻔﺎﻝ
 ﻣﻦ ﺩﻭﻥ ﺍﺭﺗﻔﺎﻉ ﻧﺴﺒﺔ،ﻡ( ﺑﺪﺭﺟﺔ ﺩﺍﻟﺔ ﺇﺣﺼﺎﺋﻴﺎ: ﻭ ﻗﺪ ﺃﻅﻬﺮ ﺍﻟﺒﺤﺚ ﺍﺭﺗﻔﺎﻉ ﻛﻼّ ﻣﻦ ﻧﺴﺒﺘﻲ ﺍﺳﺘﻌﺎﺩﺓ ﺍﻟﻼﻛﺘﻴﻮﻟﻮﺯ )ﻝ( ﻭ ﻧﺴﺒﺔ ﺍﺳﺘﻌﺎﺩﺓ )ﻝ: ﻧﺘﺎﺋﺞ ﺍﻟﺒﺤﺚ.ﺍﻟﺒﻮﻝ
 ﻛﺬﻟﻚ ﺃﻅﻬﺮ ﺍﻟﺒﺤﺚ ﻭﺟﻮﺩ ﺍﺭﺗﺒﺎﻁ ﺍﻳﺠﺎﺑﻲ ﺩﺍﻝ ﺍﺣﺼﺎﺋﻴﺎ ﺑﻴﻦ ﻧﺴﺒﺔ ﺍﺳﺘﻌﺎﺩﺓ.ﺍﺳﺘﻌﺎﺩﺓ ﺍﻟﻤﺎﻧﻴﺘﻮﻝ )ﻡ( ﻓﻲ ﺑﻮﻝ ﺃﻁﻔﺎﻝ ﻋﻴﻨﺔ ﺍﻟﺒﺤﺚ ﺑﺎﻟﻤﻘﺎﺭﻧﺔ ﺑﺄﻁﻔﺎﻝ ﺍﻟﻌﻴﻨﺔ ﺍﻟﻀﺎﺑﻄﺔ
ﻡ( ﻛﻤﺆﺷﺮ ﻟﺸﺪﺓ: ﻭ ﻳﻘﺘﺮﺡ ﺍﻟﺒﺤﺚ ﺍﺳﺘﺨﺪﺍﻡ ) ﻝ: ﺍﻻﺳﺘﻨﺘﺎﺝ.ﻡ( ﻓﻲ ﺑﻮﻝ ﻛﻞ ﺃﻁﻔﺎﻝ ﻋﻴﻨﺔ ﺍﻟﺒﺤﺚ: ﻭ ﺍﺭﺗﺒﺎﻁ ﺳﻠﺒﻲ ﺩﺍﻝ ﺇﺣﺼﺎﺋﻴﺎ ﻛﺬﻟﻚ ﺑﻴﻦ ) ﻡ( ﻭ )ﻝ،(ﻡ:)ﻝ( ﻭ )ﻝ
ﻡ( ﻓﻲ ﺑﻮﻝ ﺃﻁﻔﺎﻝ ﺍﺿﻄﺮﺍﺏ ﺍﻟﺬﺍﺗﻮﻳﺔ ﻫﻮ ﺩﻟﻴﻞ ﻋﻠﻲ ﺗﻐﻴﺮ: ﻭ ﻣﻦ ﺛﻢ ﺯﻳﺎﺩﺓ ﻧﺴﺒﺔ )ﻝ، ﻛﻤﺎ ﺃﻛﺪ ﺍﻟﺒﺤﺚ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﺘﻲ ﺃﻅﻬﺮﺕ ﺃﻥ ﺯﻳﺎﺩﺓ ﺇﺧﺮﺍﺝ ﺍﻟﻼﻛﺘﻴﻮﻟﻮﺯ.ﺍﻟﺬﺍﺗﻮﻳﺔ
. ﻭ ﻫﻮ ﺑﺎﻟﺘﺎﻟﻲ ﻗﺪ ﻳﻤﺜﻞ ﺳﺒﺒﺎ ﻟﺤﺪﻭﺙ ﺍﺿﻄﺮﺍﺏ ﺍﻟﺬﺍﺗﻮﻳﺔ،ﻧﻔﺎﺫﻳﺔ ﺍﻷﻣﻌﺎء
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Tramadol dependence in the addiction unit of Baghdad: a cross sectional study
Mohammed R., Lafta Al-Aboodi

 ﺩﺭﺍﺳﺔ ﻣﻘﻄﻌﻴﺔ: ﺍﻻﻋﺘﻤﺎﺩ ﻋﻠﻰ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ ﻓﻲ ﻭﺣﺪﺓ ﺍﻹﺩﻣﺎﻥ ﻓﻲ ﺑﻐﺪﺍﺩ
ﻣﺤﻤﺪ ﺭﺷﻴﺪ ﻟﻔﺘﻪ ﺍﻟﻌﺒﻮﺩﻱ

Abstract

O

bjective: Tramadol is one of the most prescribed centrally-acting analgesics in the world. It has been widely used in
Iraq over the last few years. There are many contradicting studies about the potential risk of Tramadol abuse in the
world. In this piece of work, we have tried to describe a group of patients presenting with Tramadol abuse who were
referred to the main addiction unit in Baghdad Method: 36 patients referred to the addiction unit in Ibn-Rushed Mental
Teaching Hospital in Baghdad with Tramadol abuse problems were screened and included in this cross-sectional study.
Results: 78% were males and 22% were females ranging in ages 16-57 years (M=27years). From the sample, 90% were on
Tramadol alone and a further 10% were on poly drugs; about 92% of them were iatrogenic abusers. Most of the patients
were without previous history of drug abuse. More than one fifth of the patients had at least one seizure. Approximately one
fifth of the sample were health professionals. Conclusion: Tramadol is freely and widely used in Iraq. Tramadol has a clear
risk of causing dependency syndrome and this has been nearly almost always iatrogenic in our study sample. Tramadol
abuse seems to be a growing problem in Iraq.
Key words: Tramadol, Dependence, Iraq, Iatrogenic.
Declaration of Interest: None.

Introduction
Tramadol, as a centrally-acting, opioid-like analgesic
with serotonin reuptake inhibition properties, is one of
the most prescribed analgesics in the world1,2,3.
Prescriptions for Tramadol, for example, in Canada
reached almost 26 million in 2006 representing total
sales of $800 million 4.
Tramadol has been shown to be beneficial in the
treatment of a wide range of acute and chronic pain
syndromes1,5. It is widely used in Iraq. While no specific
date for its entrance in Iraqi markets has been
determined, many pharmacists confirm that it was
between the end of 2004 and into the early months of
2005.Currently in Iraq, Tramadol is very cheap and
available freely on counter without prescription.
Many articles have raised the question of risk of abuse
among patients using Tramadol in many different
countries the world.1,3,6,7 Few psychiatrists in Baghdad
recognized scattered cases of Tramadol abuse emerged in
2008. We will try to study the ongoing problem of
Tramadol abuse in Baghdad.
P

P

P

P

P

P

P
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Method
From Jan. to April 2010,36 patients suffering from
Tramadol dependence who attended the addiction unit in
Ibn-Rushed Mental Teaching Hospital in Baghdad city
were included in this cross-sectional study. This unit is
unique to the whole country.
All patients (N=36) were referred for the first time to our
addiction unit and were interviewed with a translated,
semi-structured interview based on The Diagnostic and
Statistical Manual of Mental Disorders, Fourth
Edition(DSM-IV)8 .
One of the main limitation in this study is its small
sample .The urgent need to bring awareness of this
burgeoning problem has been a strong argument for why
we do not wait to collect more cases. Another limitation
P

P

is the lack of in-depth discussion of the cases with other
related factors.

Results
The whole sample (N=36) fulfilled the criteria of DSMIV for substance use disorders-dependence. Twentyeight patients (78%) were male and eight (22%) were
female ranging in age from 16-57years (mean age= 27
years). Seventeen patients (47%) were married and 19
patients (53%) were non-married. Twenty-two patients
(61%) were admitted to the addiction unit with the
remaining 39%treated as outpatients. From those who
had been admitted, three patients were female and 19
patients were male. Regarding level of education of the
whole sample (N=36), 15 patients (41%) had attained an
education at intermediate school or below (<10 years
study), while 21 patients (59%) had attained to secondary
school and above (>10 years study). Of those with a
higher education level, seven patients were medical staff.
Over 89 % of the sample (32 patients) solely abused
Tramadol and only four patients (11%) were abusing
other drugs beside Tramadol. Of those 32 patients (mono
drug abuse group), two patients had a history of previous
drug abuse. About 92 % (33 patients) were using
Tramadol for the first time as a prescribed drug; only
three patients (8%) had started Tramadol intake without
prescription. None of the patients who consumed
Tramadol by prescription had been made aware of the
risk of abuse by their physicians.
The duration of the problem of drug abuse for this
sample was from 6 to 30 months(mean = 18 months).The
average daily dose was 400-5000 mg (mean 1000 mg
/day).Seventeen patients (47%) had only consumed the
drug orally, 13 patients (36%) were on both tablets and
injections while six patients (17%) were on injections
only.
Tramadol is very cheap and available without
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prescription. Only four patients (10%) mentioned that
they had difficulties in getting their daily drug supply.
Eight patients (22%) experienced at least one seizure
episode of tonic-clonic type during their abuse. None of
the admitted patients experienced seizures during their
period of admission to our unit.

Discussion
Although there is currently no accurate estimate of
Tramadol use in Iraq, it seems that this drug is widely
used in Iraq like in many other countries around the
world.1,2,3 The extreme shortage of opioid medications
for many years in Iraq may have played an important
role for the increasing rate of Tramadol use as a pain
killer in post operatives and other acute and chronic pain
conditions. Being very cheap and over the counter type
of medication (i.e. doesn’t need prescription) have made
it a preferred medication for many patients due to its
easy accessibility, which appears to be global problem
rather than one that is unique to Iraq. 9,10,11,12 Only 10%
of our sample had difficulties in their drug supply. A few
countries have begun recently to put the drug on a
scheduled list which needs at least a prescription. 2,13
Many articles still give contradicting results about the
risk
of
Tramadol
abuse
or
withdrawal
symptoms1,3,14,15,16,17,18,19,20,21,22. According to our study,
it seems that Tramadol is associated with the risk of
addiction for people not previously prone to experiencing
any substance abuse problems. Indeed, approximately
90% of the sample in the current study did not have
previous substance abuse disorders.
Many studies refer to the iatrogenic causality in
Tramadol abuse 11,13. Our study shows that this is the
case in 92 % of our sample. Patients participating in the
current study stated that they started their intake of
Tramadol according to consultations of physicians. This
might indicate that most physicians are not aware of the
potential risk of dependency on Tramadol.
Despite the relatively recent availability of this
medication in the Iraqi market and the huge stigma
associated with addiction in general in Iraq {only 0.2%
admitted their substance abuse problems in the Iraqi
National Mental Health Survey (INMHS) 23 it seems that
patients with Tramadol dependence have got no
significant difficulties in disclosing it and seeking help
for any difficulties associated with it. This possibly
would mean that Tramadol abuse would be a growing
challenge to the mental health services and society as a
whole.
In the conservative Iraqi society, it is very unusual for
females to disclose a substance abuse problem and seek
help for it. However, it is interesting to note that 22% of
the current study sample were female(n=8) of whom
three had consented to hospital admission for treatment.
It is highly likely that the iatrogenic nature of the
problem has significantly contributed to the ease with
which these ladies and their families had accessed
services and accepted recommendations including
hospital admission.
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Approximately 60% of the individuals included in the
current sample were regarded to be educated and 47%
were married. These two findings were inconsistent with
the findings of the INMHS and other studies 23, 24, 25.
Iatrogenicity factors could also be the possible plausible
explanation.
About 22 % of the sample had at least a single tonicclonic seizure at the period of Tramadol abuse. The Risk
of seizure among Tramadol use is mentioned frequently
in many studies. 2, 4, 13, 26 In the current sample, no prior
history of seizure was found in any patient who reported
having experienced seizures. This is not dissimilar to
what other different studies have shown. 27, 28, 29 No
seizure was reported during the period of inpatient care
on the addiction unit among our sample. This might
indicate that the risk of seizure is more likely to be
associated with taking high doses of the Tramadol rather
than associated with the withdrawal phase.
It is highly possible that easy availability of Tramadol
and its free access in medical and surgical settings have
contributed to encouraging patients with health
professional backgrounds - in our sample 19.4% (n=7),
to take the drug without due caution leading up to
becoming dependent on it. This finding was confirmed in
another study. 30 This represents a serious problem for
the health profession in Iraq which needs a proactive
approach to address it.
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Conclusion
Tramadol has been freely and widely used over the last
few years in Iraq and it seems that there is an emerging
problem of Tramadol dependency in Baghdad as
evidenced by receiving more referrals by the main
addiction unit in Iraq. Our study has shown that most of
the cases of Tramadol dependency included in the
sample were iatrogenic. Physicians and health
professionals need to be aware of the potential addictive
nature of Tramadol. And finally, more in-depth
discussions are needed to consider drawing a national
strategy to address the problem from every aspect
including free availability of and easy access to
Tramadol.
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ﺍﻟﻤﻠﺨﺺ

ﻟﻘﺪ ﺃﺳﺘﺨﺪﻡ ﻫﺬﺍ ﺍﻟﻌﻘﺎﺭ ﺑﺸﻜﻞ ﻣﻜﺜﻒ ﻓﻲ ﺍﻟﺴﻨﻮﺍﺕ.  ﺍﻟﻤﻮﺻﻮﻓﺔ ﻓﻲ ﺍﻟﻌﺎﻟﻢ-ﺫﺍﺕ ﺍﻟﺘﺄﺛﻴﺮ ﺍﻟﺸﺎﻣﻞ- ﻳﻌﺘﺒﺮ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ ﻭﺍﺣﺪ ﻣﻦ ﺃﺷﻬﺮ ﺍﻟﻤﻬﺪﺋﺎﺕ: ﺃﻫﺪﺍﻑ ﺍﻟﺪﺭﺍﺳﺔ
ﺳﻨﺤﺎﻭﻝ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻭﺻﻒ ﻣﺠﻤﻮﻋﺔ ﻣﻦ ﺍﻟﻤﺮﺿﻰ. ﻫﻨﺎﻙ ﺩﺭﺍﺳﺎﺕ ﻣﺘﻨﺎﻗﻀﺔ ﻋﺪﻳﺪﺓ ﻓﻲ ﺍﻟﻌﺎﻟﻢ ﺣﻮﻝ ﺧﺎﺻﻴﺔ ﺍﻹﺩﻣﺎﻥ ﻋﻠﻰ ﻫﺬﺍ ﺍﻟﻌﻘﺎﺭ.ﺍﻟﻘﻠﻴﻠﺔ ﺍﻷﺧﻴﺮﺓ ﻓﻲ ﺍﻟﻌﺮﺍﻕ
 ﻟﻘﺪ ﺗﻢ ﺩﺭﺍﺳﺔ ﺳﺘﺔ ﻭﺛﻼﺛﻴﻦ ﻣﺮﻳﻀﺎ ﻣﻦ ﺍﻟﻤﻌﺘﻤﺪﻳﻦ ﻋﻠﻰ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ:  ﺍﻟﻄﺮﻳﻘﺔ.ﺍﻟﻤﻌﺘﻤﺪﻳﻦ ﻋﻠﻰ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ ﻭﺍﻟﻤﺤﺎﻟﻴﻦ ﺇﻟﻰ ﻭﺣﺪﺓ ﺍﻹﺩﻣﺎﻥ ﺍﻟﺮﺋﻴﺴﻴﺔ ﻓﻲ ﺑﻐﺪﺍﺩ
 ﻣﻦ ﺍﻟﻌﻴﻨﺔ ﻫﻢ ﻣﻦ ﺍﻟﺬﻛﻮﺭ% 78  ﻛﺎﻥ: ﺍﻟﻨﺘﺎﺋﺞ.  ﻟﻘﺪ ﺃﺧﻀﻌﺖ ﺍﻟﻌﻴﻨﺔ ﻟﻠﺪﺭﺍﺳﺔ ﺍﻟﻤﻘﻄﻌﻴﺔ. ﻭﺍﻟﻤﺤﺎﻟﻴﻦ ﺇﻟﻰ ﻭﺣﺪﺓ ﺍﻹﺩﻣﺎﻥ ﻓﻲ ﻣﺴﺘﺸﻔﻰ ﺍﺑﻦ ﺭﺷﺪ ﺍﻟﺘﻌﻠﻴﻤﻲ ﻓﻲ ﺑﻐﺪﺍﺩ
 ﻣﻌﺘﺎﺩﻭﻥ%10  ﻣﻦ ﺍﻟﻤﺠﻤﻮﻋﺔ ﻣﻌﺘﺎﺩﻭﻥ ﻋﻠﻰ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ ﻭﺣﺪﻩ ﻭ%90  ﻛﺎﻥ.( ﺳﻨﺔ27  ﺳﻨﺔ ) ﺍﻟﻤﺘﻮﺳﻂ ﻫﻮ57 -16  ﻛﺎﻧﺖ ﺃﻋﻤﺎﺭﻫﻢ ﺗﺘﺮﺍﻭﺡ ﺑﻴﻦ. ﺇﻧﺎﺙ%22ﻭ
 ﻟﻴﺲ ﻫﻨﺎﻙ ﺗﺄﺭﻳﺦ ﻣﺮﺿﻲ ﺳﺎﺑﻖ ﻣﻦ. ﻣﻦ ﺍﻟﻌﻴﻨﺔ ﻗﺪ ﺍﺳﺘﺨﺪﻣﺖ ﺍﻟﻌﻘﺎﺭ ﺑﺴﺒﺐ ﺍﺳﺘﺸﺎﺭﺓ ﻁﺒﻴﺔ% 92  ﺃﻥ ﺣﻮﺍﻟﻲ. ﻋﻠﻰ ﻋﻘﺎﺭﺍﺕ ﺃﺧﺮﻯ ﺑﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ
 ﺗﺒﻴﻦ ﺃﻥ ﺣﻮﺍﻟﻲ ﺧﻤﺲ ﺍﻟﻌﻴﻨﺔ ﻫﻢ ﻣﻦ.  ﺣﺼﻞ ﻣﺎ ﻻ ﻳﻘﻞ ﻋﻦ ﻧﻮﺑﺔ ﺇﺧﺘﻼﺟﻴﺔ ﻭﺍﺣﺪﺓ ﻟﺪﻯ ﺃﻛﺜﺮ ﻣﻦ ﺧﻤﺲ ﺍﻟﻌﻴﻨﺔ.ﻧﺎﺣﻴﺔ ﺳﻮء ﺍﺳﺘﺨﺪﺍﻡ ﺍﻟﺪﻭﺍء ﻋﻨﺪ ﻣﻌﻈﻢ ﻣﺮﺿﻰ ﺍﻟﻌﻴﻨﺔ
ﺃﻥ ﻟﺪﻯ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ ﺧﻄﻮﺭﺓ ﻭﺍﺿﺤﺔ ﻓﻲ ﺍﻟﺘﺴﺒﺐ ﺑﺈﺩﻣﺎﻥ.  ﺃﻥ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ ﻳﺴﺘﺨﺪﻡ ﺑﻜﺜﺮﺓ ﻭﺑﺪﻭﻥ ﺗﻘﻴﻴﺪ ﻓﻲ ﺍﻟﻌﺮﺍﻕ:  ﺍﻻﺳﺘﻨﺘﺎﺟﺎﺕ.ﺍﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﺣﻘﻞ ﺍﻟﺼﺤﺔ
.ﻳﺒﺪﻭ ﺃﻥ ﺇﺩﻣﺎﻥ ﻋﻘﺎﺭ ﺍﻟﺘﺮﺍﻣﺎﺩﻭﻝ ﻫﻲ ﻣﺸﻜﻠﺔ ﻣﺘﻨﺎﻣﻴﺔ ﻓﻲ ﺍﻟﻌﺮﺍﻕ. .ﺩﻭﺍﺋﻲ ﻭﺍﻟﺬﻱ ﺗﺒﻴﻦ ﺑﺄﻧﻪ ﺑﺴﺒﺐ ﺍﻻﺳﺘﺸﺎﺭﺓ ﺍﻟﻄﺒﻴﺔ ﻓﻲ ﻣﻌﻈﻢ ﺣﺎﻻﺕ ﻋﻴﻨﺔ ﺍﻟﺒﺤﺚ
Dr.Mohammed R., Lafta Al-Aboodi
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Levothyroxine induced mania in the setting of juvenile hypothyroidism
Soheir H. El Ghonemy, Yara. M Eid

ﺍﻟﻬﻮﺱ ﺍﻟﻨﺎﺟﻢ ﻋﻦ ﻋﻘﺎﺭ ﻟﻴﻔﻮﺛﻴﺮﻭﻛﺴﻴﻦ ﻓﻲ ﻧﻘﺺ ﺍﻟﻐﺪﺓ ﺍﻟﺪﺭﻗﻴﺔ ﺍﻟﺤﺪﺛﻲ
 ﻳﺎﺭﺍ ﻋﻴﺪ،ﺳﻬﻴﺮ ﺍﻟﻐﻨﻴﻤﻲ

Abstract

H

ypothyroidism is a common problem in clinical practice with diverse manifestations some of which are
neuropsychiatric. Mania is commonly associated with hyperthyroidism. Only a few selected case reports mention
mania as a presenting feature of hypothyroidism. We report a case of mania with psychotic symptoms in a 16-year-old
Egyptian female who had no previous history of psychiatric disorder. She presented to the Endocrinology and Metabolism
(EM) clinic with delayed puberty and short stature. Workup revealed primary hypothyroidism for which she was given
replacement therapy and developed manic symptoms shortly after the initiation of thyroid replacement. She required both
mood stabilizer and thyroxin replacement for the amelioration of her symptoms. We concluded that psychiatric assessment
in approaching patients suffering from thyroid disorders is essential since the associated psychiatric disturbances might
hinder adequate treatment plan for those patients.
Key Words: Hypothyroidism, mania, thyroxin replacement therapy.
Declaration of interest: None

Introduction
Thyroid disorders are associated with a variety of
affective and psychotic disorders. Although the links
between depression and hypothyroidism and between
mania and hyperthyroidism are well described, mania in
the setting of hypothyroidism is unusual.1
P

Organic affective syndrome, manic type, occurring
shortly after the initiation of thyroid replacement in
hypothyroid patients have been reported; the first of
which was unraveled by Ziegler 1931.2 It was stated that
psychosis, long accepted as a psychiatric presentation of
hypothyroidism, could occur concomitantly with
replacement therapy for hypothyroidism3.
P

P

P

P

Case Report
A 16–year-old Egyptian female presented to the EM
clinic with delayed puberty and short stature. She was 2nd
in order of birth among five siblings of nonconsanguineous marriage, living in Upper Egypt .Her
prenatal period had passed uneventful. She had delayed
motor milestones and she still had her deciduous teeth till
the time of presentation. She joined school at the age of
six with below average performance. When she reached
2nd preparatory, she stopped and refused to go back to
school because her mates used to comment on her short
P

P

P

P

stature and she had very few friends. Since the age of
eight years old, mother reported that she was not gaining
adequate height compared to her siblings and peers with
no evident decline in her social communication. After
medical consultation, she was diagnosed as having
primary hypothyroidism. Her thyroid profile revealed at
that time a TSH > 75µIU/ ml and Levothyroxine was
prescribed at dose of 50 µgm/day.
Five days after the administration of Levothyroxine,
mother noticed that the patient started to become agitated
and irritable, hyperactive with decreased sleeping hours
so she stopped medications completely after which the
patient returned dramatically within a few days to her
baseline condition.
At the age of 16 years old, the patient sought medical
advice in the EM clinic, as she had not reached menarche
and had not developed secondary sexual characters;
however, she had not suffered from any cognitive or
memory problems.
Clinical Examinations findings are listed in Table (1) and
her laboratory results including thyroid profile and
complete blood picture are shown in Table (2).
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Table (1): Clinical examinations findings
Clinic examination
Findings
Pallor, rough complexion, puffiness of face and hands with
mild non-pitting pedal edema, yellowish discoloration of
General examination
teeth
Height:126cm; Weight:34 kg; BMI:21.4
No signs of congenital or skeletal abnormalities.
No evidence of Goiter or neck webbing
Neck examination
No abnormality detected (NAD)
Cardiac/chest/abdominal/ Neurological examination:
Tanner staging for pubertal development was P1B1(prepubertal)
She was below the 3rd percentile for her age and proportionate for her stature.
Table (2): Lab investigations results

Laboratory investigations
Thyroid profile revealed
Complete blood picture

Figure (1); X-ray of left hand

Results
Free T4: 0.13 µIU/ ml,
Free T3: 1.08 µIU/ ml,
TSH: 200µIU/ ml.
Total leucocytes count (TLC): 4.2,
Hemoglobin (HB): 10,0
Platelet: 206

Levothyroxine; however, the condition did not improve.
She brought the patient for consultation and psychiatric
assessment was indicated.
In psychiatric interview, mother reported that her
daughter’s condition usually appeared with initiation of
thyroid replacement therapy and that she had no previous
history of any psychiatric conditions. The patient had a
positive family history of psychotic disorder in her
cousin and aunt still received treatment in the form of
antipsychotic and mood stabilizers (Carbamezapine).

Her bone age was seven years and Fig (1) shows the Xray of the patient’s hand. Levothyroxine50 µ gm/day
was prescribed After initiation of replacement therapy,
within a few days mother noticed that the patient’s
previous behavioral condition had recurred where she
became hyperactive and hypertalkative with spontaneous
laughing and self-talk. She was easily provoked with
decreased sleeping hours and she neglected her selfhygiene; she was also aggressive towards her siblings,
speaking to non-existing persons. Mother again stopped

Mental State Examination of the patient revealed poor
eye-to-eye contact, uncooperativeness with hostile
attitude and
refusal to answer questions. Carbamezapine 200mg CR
was prescribed in 600mg bid; in addition ,Levothyroxine
50 ugm daily was re-administrated with close follow up.
Partial improvement had occurred regarding her agitation
and aggressive behavior with better sleeping rhythm a
week after starting Carbamezapine with serum level
reaching 10.2 mg\dl.
Over the next two weeks, complete improvement had
occurred and manic symptoms faded; serum
Carbamezapine level was 8.1 mg\dl. Psychological
assessment was performed after stabilization of the
patient condition: verbal intelligence quotient (IQ)=78,
performance IQ= 82, total IQ= 80. Endocrinology
examination revealed improvement of some of the
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clinical presenting features; in addition, her deciduous
teeth began to change.

Levothyroxine therapy in addition to administering a
Neuroleptic agent.

Discussion

It is worth mentioning, as in any mental illness, that
premorbid personality, family history and social factors
can precipitate a psychotic illness in a patient with
hypothyroidism, which is the condition in our case since
the patient had a positive family history of psychosis.
Antecedent data suggests a relatively high incidence of
past personal and family psychiatric disorder in these
patients.2
Levothyroxine treatment of hypothyroidism in rapid
cyclers had been shown to decrease the severity and
frequency of manic and depressive episodes.8 The
appearance or exacerbation of preexisting psychiatric
illness after the initiation of thyroid hormone
replacement is unusual. It was proposed that this
phenomenon may be related to acute alteration of thyroid
status rather than to thyroxin itself.7

With the rapid advances in basic science and
methodological techniques over the past 25 years, there
have been dramatic changes in the concepts of thyroid
hormone action in the adult brain. It is now widely
accepted that thyroid hormone continues to play a critical
role influencing the mood and cognition of the adult
brain.5

P

P

Both hyperthyroidism and hypothyroidism are associated
with changes in mood and intellectual performance.
Depression is the most common affective disorder
encountered in hypothyroid patients while the occurrence
of mania in hyperthyroidism is more evident.6
P

The occurrence of mania with psychotic features has
been reported following abrupt normalization; both in
Grave’s disease and in hypothyroid states.7 Josephson
and Mackenzie in 19802 reviewed 18 case reports of
patients with hypothyroidism developing mania soon
after the initiation of replacement therapy. In their
retrospective review, the appearance of psychobiology
occurred within four to seven days of therapy. This is
similar to the onset of symptoms in our case, which
occurred after five days in the 1st time to be given
Levothyroxine and in the first week in the 2nd time. In
addition, El- Kaissi et al, 20057 reported occurrence of
the same condition after dose augmentation by three
days.
P

P

P

P

P

P

P

P

P
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2

While the average age in Josephson and Mackenzie
review was 47 years, and duration of hypothyroidism
was 28 months, our patient's age was 16 years and
duration of hypothyroidism was eight years. In their
report, the characteristic clinical picture included the
presence of psychopathology prior to the initiation of
therapy, the appearance or exacerbation of psychotic
symptoms within four to seven days of treatment
initiation and resolution in one to two weeks irrespective
of therapeutic intervention. In our case, Carbamezapine
was added to Levothyroxine for stabilization of patient
condition since it had been proven within her family in
cousin and aunt. In addition, antiepileptic proved
superior in treating secondary mania; valproic acid was
avoided for fear of polycystic ovaries (POC) and
menstrual disturbances as side effects since the patient
had been suffering from delayed menarche originally. El
- Kaissi et al, 20057 managed by temporarily halting
P

P

P

P

P

P

P

Insights on the hypothalamic pituitary thyroid (HPT) axis
and mood revealed that thyroid hormone receptors are
widely distributed in the brain. Many of the limbic
system structures where thyroid hormone receptors are
prevalent have been implicated in the pathogenesis of
mood disorders. Interactions of the thyroid and
neurotransmitter systems, primarily norepinepherine and
serotonin, which are generally believed to play a major
role in the regulation of mood and behavior, may
contribute to the mechanism of action in the developing
and mature brain. 9
P

Furthermore, within the central nervous system (CNS),
the regulatory cascade through which the thyroid
hormones, particularly T3, exert their effects is not well
understood: deiodinase activity, nuclear binding to
genetic loci and, ultimately, protein synthesis all may be
involved. Other proposed mechanisms for thyroid
involvement in the etiology of mood disorders include
disturbances or reactive hyperactivity in the HPT axis, as
manifested in the blunted thyroid stimulating hormone
(TSH) response to thyrotropin releasing hormone (TRH)
found in some patients with depression.10
P

Conclusion
This case illustrates the unusual occurrence of acute
mania in the setting of primary hypothyroidism in
adolescence shortly after the initiation of thyroid
hormone replacement therapy. It helps to throw light
upon the importance of psychiatric assessment in
approaching patients suffering from thyroid disorders
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since the associated psychiatric disturbances might
hinder adequate treatment plan for these patients.
7.
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ﺍﻟﻤﻠﺨﺺ
 ﻭ ﻣﻦ ﺍﻟﻤﻌﺮﻭﻑ ﻛﺜﺮﺓ ﺣﺪﻭﺙ ﺍﻟﻬﻮﺱ ﻣﻊ. ﺃﻭ ﻗﻠﺔ ﻓﻲ ﺍﻟﻘﺪﺭﺍﺕ ﺍﻟﻤﻌﺮﻓﻴﺔ، ﺍﻟﺬﻫﺎﻥ، ﻣﺜﻞ ﺍﻻﻛﺘﺌﺎﺏ:ﻛﺜﻴﺮﺍ ﻣﺎ ﻳﺼﺎﺣﺐ ﺇﺿﺮﺍﺑﺎﺕ ﺍﻟﻐﺪﺓ ﺍﻟﺪﺭﻗﻴﺔ ﺇﺿﺮﺍﺑﺎﺕ ﻧﻔﺴﻴﺔ ﻣﺨﺘﻠﻔﺔ
 ﻭﻳﻌﺘﺒﺮ ﺣﺪﻭﺙ ﺍﻟﻬﻮﺱ ﻣﻊ ﻧﻘﺺ ﺇﻓﺮﺍﺯ ﺍﻟﻐﺪﺓ ﺍﻟﺪﺭﻗﻴﺔ ﻣﻦ ﺍﻟﻨﺪﺭﺓ ﺍﻟﺘﻲ ﺍﺳﺘﺪﻋﺖ ﺍﻻﻧﺘﺒﺎﻩ ﻭ ﺍﻟﻤﺘﺎﺑﻌﺔ ﻓﻲ ﻋﺪﺓ.ﺯﻳﺎﺩﺓ ﺇﻓﺮﺍﺯ ﺍﻟﻐﺪﺓ ﺍﻟﺪﺭﻗﻴﺔ ﻭ ﺍﻻﻛﺘﺌﺎﺏ ﻣﻊ ﻧﻘﺺ ﺍﻹﻓﺮﺍﺯ
 ﺍﻟﺤﺎﻟﺔ ﻟﻤﺮﺍﻫﻘﺔ ﺗﺒﻠﻎ ﻣﻦ ﺍﻟﻌﻤﺮ ﺳﺘﺔ ﻋﺸﺮ ﻋﺎﻣﺎ ﺗﻌﺎﻧﻲ ﻣﻦ ﻗﺼﺮ ﺍﻟﻘﺎﻣﺔ ﻭ ﻋﺪﻡ ﻅﻬﻮﺭ ﻋﻼﻣﺎﺕ ﺍﻟﺒﻠﻮﻍ ﺍﻟﺜﺎﻧﻮﻳﺔ ﻭ ﻗﺪ ﺷﺨﺼﺖ ﻛﺤﺎﻟﺔ ﻧﻘﺺ.ﺣﺎﻻﺕ ﻛﺎﻟﺤﺎﻟﺔ ﺍﻟﻤﺸﺎﺭ ﺇﻟﻴﻬﺎ
 ﻭ ﻣﻦ ﻫﻨﺎ. ﻭ ﻋﻨﺪ ﺑﺪء ﺍﻟﻌﻼﺝ ﺑﻬﺮﻣﻮﻥ ﺍﻟﻐﺪﺓ ﺍﻟﺪﺭﻗﻴﺔ ﻋﺎﻧﺖ ﺍﻟﻤﺮﻳﻀﺔ ﻣﻦ ﺃﻋﺮ ﺍﺽ ﺍﻟﻬﻮﺱ ﺍﻟﺘﻲ ﺍﺳﺘﺪﻋﺖ ﺇﻋﻄﺎءﻫﺎ ﻣﺜﺒﺘﺎﺕ ﻣﺰﺍﺟﻴﺔ.ﻓﻲ ﺇﻓﺮﺍﺯ ﺍﻟﻐﺪﺓ ﺍﻟﺪﺭﻗﻴﺔ ﺃﻭﻟﻲ
.ﻧﺴﺘﻨﺘﺞ ﺃﻫﻤﻴﺔ ﺍﻟﺘﻘﻴﻴﻢ ﺍﻟﻨﻔﺴﻲ ﻟﺤﺎﻻﺕ ﺍﻟﻐﺪﺓ ﺍﻟﺪﺭﻗﻴﺔ ﺣﺘﻰ ﻳﺘﺴﻨﻰ ﺍﻟﻮﺻﻮﻝ ﺑﺎﻟﻤﺮﺿﻲ ﺇﻟﻰ ﺍﻷﻣﺜﻞ ﻓﻲ ﺍﻟﺨﻄﺔ ﺍﻟﻌﻼﺟﻴﺔ
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Letter to the Editor

Dear the Editor
I read with interest Dr Razoki s paper entitled (prevalence of post traumatic stress disorder in primary school
children in Baghdad-Iraq) published in the AJP vol.21,No1May 2010.The paper addresses an important issue
that received concern by many western and local authors ,during 2006-2007 (Lancet Vol. 368,september 2006)
(journal of Royal Society of Medicine Vol100, Sep2007) the violence in Iraq reached a peak especially in
Baghdad and 4 middle governorates where death toll reached to a daily figure of 50-60 in addition to the mass
killing and arrest by the invading US troops and bombardment of some towns and villages, frequent curfews,
people at that time were suspicious about communicating and disclosing personal information to strangers ,
needless to say, to any governmental authority represented by governmental employees who were in charge of
data collection from house to house and schools. the paper was derived from the Iraqi Mental Health Survey
(WBA newsletter June,2009) which addressed a different figures for PTSD among the population in general,
that survey was organized and supervised outside Iraq .in this paper, I like to attract attention to the following
points:
1. The author did not refer to the issue of security as a limitation to his study and he did not explain how he
managed to interview 600 child and asked for their families permissions in one month duration with all
acts of violence in 2006, was there any military or governmental support description for the details of
technique is important to mention.
2. The discussion was brief and inconclusive for such a serious issue.
3. In the conclusion it was mentioned that( the psychological impact of the current extremely violent
situation in Baghdad and Iraq at large) this statement does not sound in harmony with figure like 14%
and similar figure 13% in Kurdish governorate (Duhok) which was the safe heaven.
4. The author referred to the effect of three decades of wars and violence and the sample was that of 6-15
years old children.
5. In the abstract, the author explained the low figure of PTSD by coping and psychological immunization
through the last 3 successive stressful and traumatizing decades which does not fir with the sample age
group as children lack the coping mechanisms and most vulnerable to the effect of war and continuous
acts of violence The paper admitted the urgent need to establish centers for psychological support which
supposed to be already established by the same Japanese Government fund at 2003.
I feel this is very important and likely to enhance the credibility of future research about the psychological effect
of 2003 US lead occupation of Iraq.

Maha Younis -Iraq
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ﻣﻘﻴﺎﺱ ﺍﻟﺴﻠﻮﻙ ﺍﻟﺼﺤﻲ ﻟﻄﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻷﺭﺩﻧﻴﺔ
ﺍﺣﻤﺪ ﻋﺒﺪ ﺍﻟﻤﺠﻴﺪ ﺻﻤﺎﺩﻱ ،ﻣﺤﻤﺪ ﻋﺒﺪ ﺍﻟﻐﻔﻮﺭ ﺍﻝﺻﻤﺎﺩﻱ

Hygienic behaviors scale for Jordanian College Students
Ahmad A. Smadi, Mohammad A. Al - Smadi

Abstract

T

he study aimed to develop a scale to measure health behaviors among the Jordanian college students with good
psychometric measures. To achieve this objective A 64 items were written to measure health behaviors in four
domains (body care, general health care, dealing with substance and medical drugs, and psychosocial health). These items
were judged by a panel of ten specialists in measurement and evaluation, counseling and psychology who decided the
domain each item belong to, and items remained after that were 52. A sample of 1849 students were selected from seven
Jordanian universities (governmental and private). Data were statistically analyzed, Item domain correlation were
calculated using a minimum correlation coefficient of 0.29 for each item to be in the scale. Only 46 items remained in the
final scale, these Items were subjected to factor analyses using principal components with varimox rotation, this procedures
showed that the scale has four factors (that explains 32% of the total variance) very similar to the theoretical domain,
which makes sure that the scale has construct validity. Also, the scale has been proved to have discremenant validity since
it was able to distinguish between students who have a high health level and those who have an average or low health level.
Also, the scale was proved to have a high internal consistency (Cronbach-Alpha = 0.87 for the total score, 0.84 for the first
domain, 0.74 for the second domain, 0.75 for the third domain, 0,68 for the fourth domain). Also, the scale was proved to
be externally reliable based on test-retest method (r = 0.79). The scale includes norms to interpret the individual score.

ﺍﻟﻤﻠﺨﺺ

ﻫﺪﻓﺖ ﺍﻟﺪﺭﺍﺳﺔ ﺇﻟﻰ ﺑﻨﺎء ﺃﺩﺍﺓ ﺗﻘﻴﺲ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺼﺤﻴﺔ ﻟﺪﻯ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻷﺭﺩﻧﻴﺔ ﺑﺤﻴﺚ ﺗﺘﻤﺘﻊ ﺑﺨﺼﺎﺋﺺ ﺳﻴﻜﻮﻣﺘﺮﻳﺔ ﻣﻘﺒﻮﻟﺔ ،ﻭﻟﺘﺤﻘﻴﻖ ﺍﻟﻐﺮﺽ ﺗﻢ ﻛﺘﺎﺑﺔ  65ﻓﻘﺮﺓ
ﺗﻘﻴﺲ ﺃﺭﺑﻌﺔ ﺃﺑﻌﺎﺩ ﺭﺋﻴﺴﺔ ) ﺍﻟﻌﻨﺎﻳﺔ ﺑﺎﻟﺠﺴﻢ ،ﺍﻟﻌﻨﺎﻳﺔ ﺑﺎﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ،ﺍﻟﺘﻌﺎﻣﻞ ﻣﻊ ﺍﻟﻌﻘﺎﻗﻴﺮ ﻭﺍﻷﺩﻭﻳﺔ ،ﺍﻟﺼﺤﺔ ﺍﻟﻨﻔﺲ -ﺍﺟﺘﻤﺎﻋﻴﺔ( .ﺗﻢ ﺗﺤﻜﻴﻢ ﺍﻟﻔﻘﺮﺍﺕ ﻣﻦ ﺧﻼﻝ ﻋﺮﺿﻬﺎ
ﻋﻠﻰ ﻋﺸﺮﺓ ﻣﺘﺨﺼﺼﻴﻦ ﻓﻲ ﻣﺠﺎﻝ ﺍﻟﻘﻴﺎﺱ ﻭﺍﻹﺭﺷﺎﺩ ﻭﻋﻠﻢ ﺍﻟﻨﻔﺲ ﻭﺑﻌﺪ ﺍﻷﺧﺬ ﺑﻤﻼﺣﻈﺎﺗﻬﻢ ﺣﺬﻓﺖ ﺍﺛﻨﺎ ﻋﺸﺮ ﻓﻘﺮﺓ ﻭﺗﺒﻘﻰ  52ﻓﻘﺮﺓ .ﻭﻟﺘﺠﺮﻳﺐ ﺍﻟﻤﻘﻴﺎﺱ ﻋﻠﻰ ﻁﻠﺒﺔ
ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻷﺭﺩﻧﻴﺔ ﺗﻢ ﺍﺧﺘﻴﺎﺭ ﻋﻴﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ  1849ﻁﺎﻟﺒﺎ ً ﻭﻁﺎﻟﺒﺔ ﻳﻤﺜﻠﻮﻥ ﺳﺒﻊ ﺟﺎﻣﻌﺎﺕ ﺣﻜﻮﻣﻴﺔ ﻭﺧﺎﺻﺔ .ﺃﺩﺧﻠﺖ ﺍﻟﺒﻴﺎﻧﺎﺕ ﺇﻟﻰ ﺫﺍﻛﺮﺓ ﺍﻟﺤﺎﺳﻮﺏ ﻭﺧﻀﻌﺖ ﻟﻌﺪﺓ
ﺇﺟﺮﺍءﺍﺕ ﺇﺣﺼﺎﺋﻴﺔ ،ﺣﺴﺒﺖ ﻣﻌﺎﻣﻼﺕ ﺍﺭﺗﺒﺎﻁ ﺍﻟﻔﻘﺮﺍﺕ ﺑﺎﻷﺑﻌﺎﺩ ﺍﻟﺘﻲ ﺗﻨﺘﻤﻲ ﺇﻟﻴﻬﺎ ﻭﺍﻋﺘﻤﺪ ﻣﻌﻴﺎﺭ ﻣﻌﺎﻣﻞ ﺍﺭﺗﺒﺎﻁ ﺍﻟﻔﻘﺮﺓ ﺑﺎﻟﺪﺭﺟﺔ ﺍﻟﻜﻠﻴﺔ  0.29ﻛﺤﺪ ﺃﺩﻧﻰ ﻟﻘﺒﻮﻝ ﺍﻟﻔﻘﺮﺓ ،ﺃﺩﻯ
ﺗﻄﺒﻴﻖ ﻫﺬﺍ ﺍﻹﺟﺮﺍء ﺇﻟﻰ ﺣﺬﻑ ﺳﺖ ﻓﻘﺮﺍﺕ ﺑﺤﻴﺚ ﺗﺒﻘﻰ ﻟﺪﻳﻨﺎ  46ﻓﻘﺮﺓ ﺧﻀﻌﺖ ﻟﻠﺘﺤﻠﻴﻞ ﺃﻟﻌﺎﻣﻠﻲ ﻣﻊ ﺗﺤﺪﻳﺪ ﻋﺪﺩ ﺍﻟﻌﻮﺍﻣﻞ ﺑﺄﺭﺑﻌﺔ ﻋﻮﺍﻣﻞ ،ﻭﻛﺸﻒ ﺍﻟﺘﺤﻠﻴﻞ ﻋﻦ ﻭﺟﻮﺩ
ﺃﺭﺑﻌﺔ ﻋﻮﺍﻣﻞ ﻣﺴﺘﻘﻠﺔ ﺗﻔﺴﺮ ﻣﺎ ﻣﺠﻤﻮﻋﻪ  %32ﻣﻦ ﺍﻟﺘﺒﺎﻳﻦ ﺗﺘﺸﺎﺑﻪ ﻣﻊ ﺍﻟﺒﻨﻴﺔ ﺍﻟﻨﻈﺮﻳﺔ ﺑﺪﺭﺟﺔ ﻋﺎﻟﻴﺔ ﻣﻤﺎ ﻳﺆﻛﺪ ﺑﺄﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻳﺘﻤﺘﻊ ﺑﺼﺪﻕ ﺍﻟﺒﻨﺎء .ﻛﻤﺎ ﺗﺒﻴﻦ ﺃﻥ ﻟﻠﻤﻘﻴﺎﺱ
ﻋﺎﻝ ﻭﻣﻦ ﺗﻤﺘﻊ ﺑﻤﺴﺘﻮﻯ ﺻﺤﻲ ﻣﺘﻮﺳﻂ ﺃﻭ ﻣﺘﺪﻧﻲ .ﻛﻤﺎ ﻛﺸﻒ ﺍﻟﺘﺤﻠﻴﻞ ﻋﻦ ﺃﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻳﺘﻤﺘﻊ ﺑﻤﻌﺎﻣﻞ ﺍﺗﺴﺎﻕ ﺩﺍﺧﻠﻲ ﻋﺎﻟﻲ
ﻗﺪﺭﺓ ﺗﻤﻴﺰﻳﺔ ﺑﻴﻦ ﻣﻦ ﺗﻤﺘﻊ ﺑﻤﺴﺘﻮﻯ ﺻﺤﻲ ٍ
)ﻛﺮﻭﻧﺒﺎﺥ – ﺃﻟﻔﺎ ( 0.87ﻟﻠﻤﻘﻴﺎﺱ ﻛﻜﻞ .ﻭ 0.84ﻟﻠﺒﻌﺪ ﺍﻷﻭﻝ 0.74 ،ﻟﻠﺒﻌﺪ ﺍﻟﺜﺎﻧﻲ 0.75 ،ﻟﻠﺒﻌﺪ ﺍﻟﺜﺎﻟﺚ 0.68 ،ﻟﻠﺒﻌﺪ ﺍﻟﺮﺍﺑﻊ .ﻛﺬﻟﻚ ﺗﻢ ﺍﻟﺘﺄﻛﺪ ﻣﻦ ﺍﻟﺜﺒﺎﺕ ﺍﻟﺨﺎﺭﺟﻲ ﻟﻸﺩﺍﺓ
ﻣﻦ ﺧﻼﻝ ﺗﺠﺮﻳﺒﻪ ﻋﻠﻰ ﻋﻴﻨﺔ ﻣﺴﺘﻘﻠﺔ ﻭﺑﺄﺳﻠﻮﺏ ﺍﻻﺧﺘﺒﺎﺭ ﻭﺇﻋﺎﺩﺓ ﺍﻻﺧﺘﺒﺎﺭ ﺑﻔﺎﺭﻕ ﺯﻣﻨﻲ ﻣﺪﺗﻪ ﺃﺭﺑﻌﺔ ﻋﺸﺮ ﻳﻮﻣﺎ ً ﺑﻴﻦ ﻣﺮﺗﻲ ﺍﻟﺘﻄﺒﻴﻖ ،ﻭﺑﻠﻎ ﻣﻌﺎﻣﻞ ﺍﻻﺭﺗﺒﺎﻁ ﻟﻠﻤﻘﻴﺎﺱ ﻛﻜﻞ
 .0.79ﻛﻤﺎ ﺗﻀﻤﻦ ﺍﻟﻤﻘﻴﺎﺱ ﻣﻌﺎﻳﻴﺮ ﻟﺘﻔﺴﻴﺮ ﺍﻟﺪﺭﺟﺎﺕ.
ﺍﻟﻜﻠﻤﺎﺕ ﺍﻟﻤﻔﺘﺎﺣﻴﺔ :ﺍﻟﺴﻠﻮﻙ ﺍﻟﺼﺤﻲ ،ﻣﻘﻴﺎﺱ ﺃﺳﻠﻮﺏ ﺍﻟﺤﻴﺎﺓ ،ﻣﻘﻴﺎﺱ ﺍﻟﺴﻠﻮﻙ ﺍﻟﺼﺤﻲ ،ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ.
ﺍﻟﺪﻋﻢ :ﺍﻟﺒﺤﺚ ﺑﺪﻋﻢ ﻣﻦ ﺟﺎﻣﻌﺔ ﺍﻟﻴﺮﻣﻮﻙ – ﺍﻷﺭﺩﻧﻴﺔ.

ﺍﻟﻤﻘﺪﻣﺔ

ﺗﻌﻮﺩ ﺻﺤﺔ ﺍﻹﻧﺴﺎﻥ ﺇﻟﻰ ﺍﻟﻌﺪﻳﺪ ﻣﻦ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﻤﺆﺛﺮﺓ ﻓﻴﻬﺎ ،ﻓﺒﺎﻹﺿﺎﻓﺔ ﺇﻟﻰ
ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﺒﻴﻮﻟﻮﺟﻴﺔ ﻭﺍﻟﺒﻴﺌﻴﺔ ﻳﺒﺪﻭ ﺃﻥ ﺍﻷﺳﻠﻮﺏ ﺍﻟﺬﻱ ﻳﻌﻴﺸﻪ ﺍﻹﻧﺴﺎﻥ،
ﻭﺍﻟﻌﺎﺩﺍﺕ ﺍﻟﺴﻠﻮﻛﻴﺔ ﺍﻟﺼﺤﻴﺔ ﺍﻟﺘﻲ ﻳﻤﺎﺭﺳﻬﺎ ﻳﻮﻣﻴﺎ ً ﺗﻌﺪ ﻣﻦ ﺍﻟﻤﺘﻐﻴﺮﺍﺕ ﺍﻟﺮﺋﻴﺴﺔ
ﻭﺍﻟﻤﺆﺛﺮﺓ ﻓﻲ ﺣﺎﻟﺘﻪ ﺍﻟﺼﺤﻴﺔ  .ﻭ ﻳﻤﻜﻦ ﺍﻟﻘﻮﻝ ﺑﺄﻥ ﺍﻟﻌﺪﻳﺪ ﻣﻦ ﺍﻟﻤﺸﻜﻼﺕ
ﺍﻟﺼﺤﻴﺔ ﺍﻟﺘﻲ ﻳﺘﻌﺮﺽ ﻟﻬﺎ ﺍﻟﻔﺮﺩ ﺗﻌﻮﺩ ﺇﻟﻰ ﺍﻟﺴﻠﻮﻙ ﺍﻟﺼﺤﻲ ﻏﻴﺮ ﺍﻟﺴﻠﻴﻢ ﺍﻟﺬﻱ
ﻳﻤﺎﺭﺳﻪ ﻓﻲ ﺣﻴﺎﺗﻪ ﺍﻟﻴﻮﻣﻴﺔ ﺑﺠﺎﻧﺐ ﻣﺴﺒﺒﺎﺕ ﺃﺧﺮﻯ ﻻ ﺗﻘﻞ ﺃﻫﻤﻴﺔ ﻋﻦ ﺍﻟﻌﻮﺍﻣﻞ
ﺍﻟﻨﻔﺴﻴﺔ ﻭﺍﻟﺴﻠﻮﻛﻴﺔ .ﻭﺗﻮﺻﻠﺖ ﺍﻟﺒﺤﻮﺙ ﺍﻟﻌﻠﻤﻴﺔ ﻭﺍﻟﻄﺒﻴﺔ ﺇﻟﻰ ﺗﺤﺪﻳﺪ ﺍﻟﻌﻮﺍﻣﻞ
ﺍﻟﻤﺆﺛﺮﺓ ﻓﻲ ﺻﺤﺔ ﺍﻹﻧﺴﺎﻥ ﻭﺻﻨﻔﺖ ﻋﻠﻰ ﺍﻟﻨﺤﻮ ﺍﻟﺘﺎﻟﻲ :ﺍﻟﻮﺭﺍﺛﺔ ﻭﺍﻟﺒﻴﺌﺔ
ﻭﺍﻟﻨﻈﺎﻡ ﺍﻟﺼﺤﻲ ﺃﻭ ﺍﻟﻄﺒﻲ ﻭﻧﻤﻂ ﺍﻟﺤﻴﺎﺓ ،ﻭﻫﺬﺍ ﺍﻟﻌﺎﻣﻞ ﺍﻛﺘﺴﺐ ﺃﻫﻤﻴﺔ ﻛﺒﺮﻯ
ﻓﻲ ﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﻮﺑﺎﺋﻴﺔ ﻓﻲ ﻣﺠﺎﻝ ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ،ﻭﺍﻋﺘﺒﺮ ﺍﻟﻤﻤﺎﺭﺳﺎﺕ
ﺍﻟﺼﺤﻴﺔ ﻛﺎﻟﻨﺸﺎﻁ ﺍﻟﺒﺪﻧﻲ ،ﻭﺳﺎﻋﺎﺕ ﺍﻟﻨﻮﻡ ،ﻭﺍﻟﻤﻤﺎﺭﺳﺎﺕ ﺍﻟﻐﺬﺍﺋﻴﺔ ﻣﻦ ﺍﻟﻌﻮﺍﻣﻞ
ﺍﻟﻤﺆﺛﺮﺓ ﻓﻲ ﺍﻟﺼﺤﺔ ﻭﺍﻟﻤﺮﺽ ﻓﻲ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﺍﻟﺤﺪﻳﺜﺔ.8
ﻟﺘﺤﺪﻳﺪ ﺍﻟﻌﻼﻗﺔ ﺑﻴﻦ ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ﻟﻠﻔﺮﺩ ﻭﺑﻴﻦ ﺑﻌﺾ ﺍﻟﻤﺘﻐﻴﺮﺍﺕ ﺳﻮﺍء ﺍﻟﺒﻴﺌﻴﺔ
ﺍﻟﻤﻮﺟﻮﺩﺓ ﻓﻲ ﺍﻟﻤﺤﻴﻂ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻭﺍﻟﻔﻴﺰﻳﺎﺋﻲ ،ﺃﻭ ﺍﻟﺘﻲ ﺗﻜﻤﻦ ﻓﻲ ﺍﻟﻤﺤﻴﻂ
ﺍﻟﺪﺍﺧﻠﻲ ﻟﻠﻔﺮﺩ ) ﺍﻟﻨﻔﺴﻲ( ﻅﻬﺮﺕ ﺍﻟﻌﺪﻳﺪ ﻣﻦ ﺍﻟﻤﺪﺍﺭﺱ ﻭﺍﻻﺗﺠﺎﻫﺎﺕ ﺍﻟﻌﻠﻤﻴﺔ
ﻭﺍﻟﻔﻠﺴﻔﻴﺔ .ﻓﻌﻠﻰ ﺳﺒﻴﻞ ﺍﻟﻤﺜﺎﻝ ،ﻫﻨﺎﻙ ﻣﻦ ﻧﻈﺮ ﺇﻟﻰ ﺍﻟﻜﺎﺋﻦ ﺍﻹﻧﺴﺎﻧﻲ ﻧﻈﺮﺓ
ﺛﻨﺎﺋﻴﺔ ﻗﻄﺒﻴﺔ ﻛﺠﺴﺪ ﻭﺭﻭﺡ ﻛﺎﻟﻔﻠﺴﻔﺔ ﺍﻹﺳﻼﻣﻴﺔ ﺃﻣﺜﺎﻝ ﺍﻟﻐﺰﺍﻟﻲ ﻭﺍﺑﻦ ﻣﺎﺟﻪ ،ﺃﻭ
10
ﻛﺠﺴﺪ ﻭﻋﻘﻞ ﺃﻣﺜﺎﻝ ﻣﺪﺭﺳﺔ ﺍﻟﺘﺤﻠﻴﻞ ﺍﻟﻨﻔﺴﻲ ﻣﻤﺜﻠﺔ ﺑﻤﺆﺳﺴﻬﺎ ﺳﻴﻐﻤﻮﻧﺪ ﻓﺮﻭﻳﺪ
ﻛﻤﺎ ﺃﻥ ﻫﻨﺎﻙ ﻣﻦ ﻧﻈﺮ ﻟﻠﻜﺎﺋﻦ ﺍﻹﻧﺴﺎﻧﻲ ﻧﻈﺮﺓ ﻛﻠﻴﺔ ﺷﻤﻮﻟﻴﺔ ،ﺃﻱ ﺃﻧﻪ ﻳﺠﺐ
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ﺍﻟﻨﻈﺮ ﻟﻠﻔﺮﺩ ﻛﻮﺣﺪﺓ ﻛﻠﻴﺔ ﻏﻴﺮ ﻗﺎﺑﻠﺔ ﻟﻠﺘﺠﺰﺋﺔ ﺃﻭ ﺍﻟﺘﺤﻠﻴﻞ ،ﻭﻳﻤﺜﻞ ﻫﺬﺍ ﺍﻻﺗﺠﺎﻩ ﻣﺎ
ﻳﻌﺮﻑ ﺑﺎﻟﻤﺪﺭﺳﺔ ﺍﻹﻧﺴﺎﻧﻴﺔ ﺍﻟﺘﻲ ﺍﺳﺘﻨﺪﺕ ﻓﻲ ﺑﻌﺾ ﻣﻔﺎﻫﻴﻤﻬﺎ ﻟﻠﻔﻠﺴﻔﺔ
ﺍﻟﻮﺟﻮﺩﻳﺔ ،ﻭﻣﻦ ﺃﺑﺮﺯ ﻫﺆﻻء ﺍﻟﻤﻨﻈﺮﻳﻦ ﺃﻟﻔﺮﺩ ﺃﺩﻟﺮ ﻣﺆﺳﺲ ﻣﺪﺭﺳﺔ ﻋﻠﻢ ﺍﻟﻨﻔﺲ
ﺍﻟﻔﺮﺩﻱ ،ﻭﻛﺎﺭﻝ ﺭﻭﺟﺮﺯ ﻣﺆﺳﺲ ﻧﻈﺮﻳﺔ ﺍﻟﻌﻼﺝ ﺍﻟﻤﺘﻤﺮﻛﺰ ﺣﻮﻝ ﺍﻟﻔﺮﺩ،
ﻭﻓﺮﺗﺰ ﺑﻴﺮﻝ ﻣﺆﺳﺲ ﻧﻈﺮﻳﺔ ﺍﻟﻌﻼﺝ ﺍﻟﺠﺸﻄﺎﻟﺘﻲ.3
ﻭﻫﻨﺎﻙ ﻣﻦ ﻧﻈﺮ ﻟﻠﻔﺮﺩ ﻧﻈﺮﺓ ﺷﻤﻮﻟﻴﺔ ﺑﺤﻴﺚ ﺗﺘﻜﺎﻣﻞ ﻓﻴﻪ ﺍﻟﺠﻮﺍﻧﺐ ﺍﻟﻌﻘﻠﻴﺔ ﻣﻊ
ﺍﻻﻧﻔﻌﺎﻟﻴﺔ ﻣﻊ ﺍﻻﺟﺘﻤﺎﻋﻴﺔ ﻣﻊ ﺍﻟﺠﺴﻤﻴﺔ ،ﺑﻤﻌﻨﻰ ﺃﻥ ﺃﻱ ﻧﺸﺎﻁ ﻳﺼﺪﺭ ﻋﻦ ﺍﻟﻔﺮﺩ
ﻫﻮ ﻣﺰﻳﺞ ﻣﻦ ﺍﻟﻤﻜﻮﻧﺎﺕ ﺍﻟﻤﻌﺮﻓﻴﺔ ﻭﺍﻻﻧﻔﻌﺎﻟﻴﺔ ﻭﺍﻟﻔﻴﺰﻳﻮﻟﻮﺟﻴﺔ ﻭﺍﻟﺤﺮﻛﻴﺔ ،
ﻭﻳﻤﺜﻞ ﻫﺬﺍ ﺍﻻﺗﺠﺎﻩ ﻧﻈﺮﻳﺔ ﺍﻻﺧﺘﻴﺎﺭ ﻟﻤﺆﺳﺴﻬﺎ ﻭﻟﻴﺎﻡ ﻏﻼﺳﺮ 13ﻭﻧﻈﺮﻳﺎﺕ ﺍﻟﻨﻈﻢ
ﺑﻤﺨﺘﻠﻒ ﻣﺪﺍﺭﺳﻬﺎ ﻭﺍﺗﺠﺎﻫﺎﺗﻬﺎ .ﻭﻣﻦ ﻣﻨﻄﻠﻖ ﻫﺬﻩ ﺍﻟﻨﻈﺮﻳﺎﺕ ﺍﻷﺧﻴﺮﺓ ﻳﻨﻈﺮ
ﻟﺼﺤﺔ ﺍﻟﻔﺮﺩ ﺍﻟﻌﺎﻣﺔ ﻛﻨﺘﺎﺝ ﻟﺘﻜﺎﻣﻞ ﻫﺬﻩ ﺍﻟﻌﻨﺎﺻﺮ ﺍﻟﺘﻲ ﺗﺸﻜﻞ ﺍﻟﻔﺮﺩ ﻛﻮﺣﺪﺓ ﻛﻠﻴﺔ
ﻣﺘﻜﺎﻣﻠﺔ ،ﻭﺃﻥ ﺃﻱ ﺧﻠﻞ ﻓﻲ ﺟﺎﻧﺐ ﻣﻦ ﻫﺬﻩ ﺍﻟﺠﻮﺍﻧﺐ ﺃﻭ ﺍﻟﻌﻨﺎﺻﺮ ﺳﺘﻤﺘﺪ
ﺗﺄﺛﻴﺮﺍﺗﻪ ﺇﻟﻰ ﺑﻘﻴﺔ ﺟﻮﺍﻧﺐ ﺷﺨﺼﻴﺔ ﺍﻟﻔﺮﺩ .ﻓﺎﻟﻌﻼﻗﺔ ﺑﻴﻦ ﻫﺬﻩ ﺍﻟﻤﻜﻮﻧﺎﺕ ﻫﻲ
ﻋﻼﻗﺔ ﺩﻳﻨﺎﻣﻴﻜﻴﺔ ﺗﻔﺎﻋﻠﻴﺔ .4ﻭﺑﺎﻻﺳﺘﻨﺎﺩ ﺇﻟﻰ ﻫﺬﺍ ﺍﻟﻤﺒﺪﺃ ﺗﺘﻀﺢ ﺍﻟﻌﻼﻗﺔ ﺑﻴﻦ
ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﻨﻔﺴﻴﺔ ﻭﺍﻷﻣﺮﺍﺽ ﺍﻟﺠﺴﺪﻳﺔ ﻭﺍﻹﺧﺘﻼﻻﺕ ﺍﻻﺟﺘﻤﺎﻋﻴﺔ ،ﻋﻠﻰ
ﺍﻋﺘﺒﺎﺭ ﺃﻥ ﺍﻟﻔﺮﺩ ﻫﻮ ﻣﺤﺼﻠﺔ ﻣﺠﻤﻮﻋﺔ ﻣﻦ ﺍﻟﻌﻨﺎﺻﺮ ﺍﻟﻤﺘﻔﺎﻋﻠﺔ ﻳﻌﻴﺶ ﻓﻲ
ﻣﺤﻴﻂ ﺍﺟﺘﻤﺎﻋﻲ ﻣﺘﻔﺎﻋﻼً ﻣﻌﻪ ﻣﻦ ﺧﻼﻝ ﺍﻟﻌﻼﻗﺔ ﺍﻟﻮﻅﻴﻔﻴﺔ ،ﺣﻴﺚ ﻳﺆﺛﺮ ﻭﻳﺘﺄﺛﺮ
ﺑﻪ. 5
1
ﻭﻳﺆﻛﺪ ﺗﻴﻤﻮﺛﻲ ﺃﻥ ﺍﻻﺭﺗﻘﺎء ﺑﺎﻟﺼﺤﺔ ﻳﻨﻄﻠﻖ ﻣﻦ ﺃﻥ ﺍﻟﺼﺤﺔ ﺍﻟﺠﻴﺪﺓ ﻫﻲ ﻧﺘﺎﺝ

Hygienic behaviors scale
ﺇﻧﺠﺎﺯ ﺷﺨﺼﻲ ﺗﺮﺍﻛﻤﻲ ،ﻓﺎﻟﻔﺮﺩ ﻳﻘﻮﻡ ﺑﺘﻄﻮﻳﺮ ﻧﻈﺎﻡ ﺳﻠﻮﻛﻲ ﺻﺤﻲ ﻓﻲ
ﺳﻨﻮﺍﺕ ﻋﻤﺮﻩ ﺍﻷﻭﻟﻰ ﻭﻳﺤﺎﻓﻆ ﻋﻠﻴﻪ ﻓﻲ ﻣﺮﺣﻠﺘﻲ ﺍﻟﺮﺷﺪ ﻭﺍﻟﺸﻴﺨﻮﺧﺔ .ﻭﻋﻠﻰ
ﺍﻟﻤﺴﺘﻮﻯ ﺍﻟﻄﺒﻲ ﻳﺘﻀﻤﻦ ﺗﻌﻠﻴﻢ ﺍﻟﻔﺮﺩ ﺳﻠﻮﻛﺎﺕ ﺻﺤﻴﺔ ،ﻭﻣﺴﺎﻋﺪﺓ ﺍﻷﻓﺮﺍﺩ
ﺍﻷﻛﺜﺮ ﻋﺮﺿﺔ ﻟﻠﺨﻄﺮ ﻷﻥ ﻳﺴﻠﻜﻮﺍ ﺑﻄﺮﻳﻘﺔ ﺁﻣﻨﺔ .ﻭﻳﺮﻯ ﻋﻠﻢ ﺍﻟﻨﻔﺲ ﺍﻟﺼﺤﻲ
ﺃﻥ ﺍﻻﺭﺗﻘﺎء ﺑﺎﻟﺼﺤﺔ ﻳﻘﻮﻡ ﻋﻠﻰ ﺗﻄﻮﻳﺮ ﺁﻟﻴﺔ ﺗَ ﱠﺪ ﱡﺧﻞْ ﺗﻬﺪﻑ ﺇﻟﻰ ﻣﺴﺎﻋﺪﺓ ﺍﻟﻔﺮﺩ
ﻋﻠﻰ ﺗﻜﻮﻳﻦ ﻭﻣﻤﺎﺭﺳﺔ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺼﺤﻴﺔ ،ﻭﺗﻐﻴﻴﺮ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﻀﺎﺭﺓ
ﺑﺎﻟﺼﺤﺔ .ﻭﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻤﺠﺘﻤﻊ ﻓﺈﻥ ﺍﻻﺭﺗﻘﺎء ﺑﺎﻟﺼﺤﺔ ﻳﻌﻨﻲ ﺍﻟﺘﺮﻛﻴﺰ ﺍﻟﻌﺎﻡ ﻋﻠﻰ
ﺍﻟﺼﺤﺔ ﺍﻟﺠﻴﺪﺓ ،ﻭﺗﻮﻓﻴﺮ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﺘﻲ ﺗﺴﺎﻋﺪ ﺍﻷﻓﺮﺍﺩ ﻋﻠﻰ ﺗﻜﻮﻳﻦ ﺳﻠﻮﻛﺎﺕ
ﺻﺤﻴﺔ ﻭﺍﻻﺑﺘﻌﺎﺩ ﻋﻦ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﻀﺎﺭﺓ ﺑﺎﻟﺼﺤﺔ ،ﻭﻳﻤﻜﻦ ﺃﻥ ﺗﺴﻬﻢ ﻭﺳﺎﺋﻞ
ﺍﻹﻋﻼﻡ ﻓﻲ ﻧﺸﺮ ﺍﻟﻮﻋﻲ ﺍﻟﺼﺤﻲ ﻟﺪﻯ ﺍﻷﻓﺮﺍﺩ ﻣﻦ ﺧﻼﻝ ﺍﻟﺒﺮﺍﻣﺞ ﺍﻟﺘﺜﻘﻴﻔﻴﺔ
ﻟﻤﺨﺎﻁﺮ ﺑﻌﺾ ﺍﻟﺴﻠﻮﻛﺎﺕ ﻏﻴﺮ ﺍﻟﺼﺤﻴﺔ ﻛﺎﻟﺘﺪﺧﻴﻦ ،ﻭﺑﻌﺾ ﺍﻟﻌﺎﺩﺍﺕ ﺍﻟﻐﺬﺍﺋﻴﺔ.
ﺇﻥ ﻣﻮﺿﻮﻉ ﺍﻻﺭﺗﻘﺎء ﺑﺎﻟﺼﺤﺔ ﺗﻄﻮﺭ ﺑﺸﻜﻞ ﻭﺍﺿﺢ ﻋﻠﻰ ﻣﺮ ﺍﻟﺴﻨﻴﻦ ،ﻓﻔﻲ
ﺍﻟﺴﺎﺑﻖ ﻛﺎﻧﺖ ﺍﻟﻮﻗﺎﻳﺔ ﺗﻘﻮﻡ ﻋﻠﻰ ﺃﺳﺎﺱ ﺍﻟﻜﺸﻒ ﺍﻟﻤﺒﻜﺮ ﻋﻦ ﺍﻷﻣﺮﺍﺽ ،ﺃﻣﺎ ﻓﻲ
ﺣﺎﻟﺔ ﻏﻴﺎﺏ ﺍﻟﻤﺮﺽ ﻓﺈﻥ ﺍﻻﻫﺘﻤﺎﻡ ﺑﺎﻟﺴﻠﻮﻙ ﺍﻟﺼﺤﻲ ﺃﻭ ﺗﻄﻮﻳﺮﻩ ﻛﺎﻥ ﺿﻌﻴﻔﺎ ً.
ﻭﻛﻨﺘﻴﺠﺔ ﺣﺘﻤﻴﺔ ﻻﺭﺗﻔﺎﻉ ﺍﻟﻜﻠﻔﺔ ﺍﻟﻤﺘﺮﺗﺒﺔ ﻋﻦ ﺍﻷﺳﺎﻟﻴﺐ ﺍﻟﺘﻘﻠﻴﺪﻳﺔ ﻓﻲ ﺍﻟﺮﻋﺎﻳﺔ
ﺍﻟﺼﺤﻴﺔ ﺑﺪﺕ ﺍﻟﺤﺎﺟﺔ ﻣﻠﺤﺔ ﻟﺘﻄﻮﻳﺮ ﺍﺳﺘﺮﺍﺗﻴﺠﻴﺎﺕ ﻭﻗﺎﺋﻴﺔ ﻟﻼﺭﺗﻘﺎء ﺑﺎﻟﺼﺤﺔ
ﻣﻦ ﺧﻼﻝ ﺗﻌﻠﻴﻢ ﺍﻷﻓﺮﺍﺩ ﻓﻲ ﺗﻜﻮﻳﻦ ﺳﻠﻮﻛﺎﺕ ﺻﺤﻴﺔ ﻣﻨﺬ ﻧﻌﻮﻣﺔ ﺃﻅﻔﺎﺭﻫﻢ
ﻭﺍﻟﻤﺤﺎﻓﻈﺔ ﻋﻠﻴﻬﺎ ﺧﻼﻝ ﻣﺮﺍﺣﻞ ﺗﻘﺪﻡ ﺍﻟﻌﻤﺮ.

ﻣﻔﻬﻮﻡ ﺍﻟﺴﻠﻮﻙ ﺍﻟﺼﺤﻲ

ﻳﺸﻴﺮ ﺍﻟﺴﻠﻮﻙ ﺍﻟﺼﺤﻲ ﺇﻟﻰ ﻣﺠﻤﻮﻋﺔ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺘﻲ ﻳﻤﺎﺭﺳﻬﺎ ﺍﻟﻔﺮﺩ ﻟﻠﺤﻔﺎﻅ
ﻋﻠﻰ ﻣﺴﺘﻮﻯ ﺻﺤﻲ ﻣﻨﺎﺳﺐ ﺍﻧﻄﻼﻗﺎ ً ﻣﻦ ﻧﻈﺮﻳﺔ ﺍﻻﺧﺘﻴﺎﺭ ﻭﻧﻈﺮﻳﺎﺕ ﺍﻟﻨﻈﻢ،
ﻭﺍﻟﺘﻲ ﺗﻨﻈﺮ ﺇﻟﻰ ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ﻟﻠﻔﺮﺩ ﻛﻤﺤﺼﻠﺔ ﻟﺘﻜﺎﻣﻞ ﺟﻤﻴﻊ ﺟﻮﺍﻧﺐ ﺍﻟﻔﺮﺩ
ﺍﻟﺠﺴﻤﻴﺔ ﻭﺍﻟﻌﻘﻠﻴﺔ ﻭﺍﻻﻧﻔﻌﺎﻟﻴﺔ ﻭﺍﻟﺤﺮﻛﻴﺔ .ﻋﻠﻰ ﺍﻋﺘﺒﺎﺭ ﺃﻥ ﺻﺤﺔ ﺍﻟﻄﺎﻟﺐ ﻫﻲ
ﻣﻦ ﺧﻼﻝ ﻗﻴﺎﻡ ﺟﻤﻴﻊ ﺃﺟﻬﺰﺓ ﺍﻟﺠﺴﻢ ﺑﻮﻅﺎﺋﻔﻬﺎ ﻋﻠﻰ ﺃﻛﻤﻞ ﻭﺟﻪ ﻭﺃﻟﻔﻪ
ﻭﺍﻧﺴﺠﺎﻡ.6
ﻋﺎﻝ ﻣﻦ
ﻟﺪﺭﺍﺳﺔ ﺍﻟﻤﻤﺎﺭﺳﺎﺕ ﺍﻟﺘﻲ ﻳﻘﻮﻡ ﺑﻬﺎ ﺍﻷﻓﺮﺍﺩ ﻟﻠﺤﻔﺎﻅ ﻋﻠﻰ ﻣﺴﺘﻮﻯ
ٍ
ﺍﻟﺼﺤﺔ ﺍﻟﺠﻴﺪﺓ ﺳﻮﺍء ﻓﻲ ﺍﻟﺠﻮﺍﻧﺐ ﺍﻟﺠﺴﺪﻳﺔ ﺃﻭ ﺍﻟﻨﻔﺴﻴﺔ ﻅﻬﺮﺕ ﺑﻌﺾ
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ﺍﻟﻤﺤﺎﻭﻻﺕ ﺍﻟﻤﺘﻨﺎﺛﺮﺓ ﻫﻨﺎ ﻭﻫﻨﺎﻙ .ﻓﻌﻠﻰ ﺳﺒﻴﻞ ﺍﻟﻤﺜﺎﻝ ﺣﺎﻭﻝ ﻻﺯﺭﻭﺱ
ﺗﺸﺨﻴﺺ ﺍﻻﺿﻄﺮﺍﺑﺎﺕ ﺍﻟﺘﻲ ﻗﺪ ﻳﻌﺎﻧﻲ ﻣﻨﻬﺎ ﺍﻟﻔﺮﺩ ﻣﻦ ﺧﻼﻝ ﻧﻤﻮﺫﺝ ﺧﺎﺹ
ﺍﺳﺘﻨﺪ ﺇﻟﻰ ﻧﻈﺮﺗﻪ ﻓﻲ ﺍﻟﻌﻼﺝ ﺍﻟﻤﺘﻌﺪﺩ ﺍﻟﻤﺤﺎﻭﺭ ،ﻓﻘﺪ ﻧﻈﺮ ﺇﻟﻰ ﺃﻥ ﺷﺨﺼﻴﺔ
ﺍﻟﻔﺮﺩ ﻣﻜﻮﻧﺔ ﻣﻦ ﺳﺒﻌﺔ ﺟﻮﺍﻧﺐ ﻟﺨﺼﻬﺎ ﻓﻲ ﻣﺎ ﻳﻌﺮﻑ ﺑﺎﻟﻬﻮﻳﺔ ﺍﻷﺳﺎﺳﻴﺔ
) ، (BASIC-IDﺣﻴﺚ ﻳﺸﻴﺮ ﺍﻟﺤﺮﻑ  Bﻣﻦ )  (Behaviorsﺇﻟﻰ
ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺘﻲ ﻳﻤﺎﺭﺳﻬﺎ ﺍﻟﻔﺮﺩ ﻓﻲ ﺍﻟﺘﻔﺎﻋﻞ ﻣﻊ ﺍﻟﻤﺜﻴﺮﺍﺕ ﺍﻟﺒﻴﺌﻴﺔ ﻭﻳﺸﻴﺮ
ﺍﻟﺤﺮﻑ  Aﻣﻦ ) (Affectsﺇﻟﻰ ﺍﻟﺠﻮﺍﻧﺐ ﺍﻹﻧﻔﻌﺎﻟﻴﻪ ﻭﺍﻟﻌﺎﻁﻔﻴﺔ ﻓﻲ ﺷﺨﺼﻴﺔ
ﺍﻟﻔﺮﺩ ،ﻭﻳﺸﻴﺮ ﺍﻟﺤﺮﻑ  Sﻣﻦ )  (Sensoryﺇﻟﻰ ﺍﻹﺣﺴﺎﺳﺎﺕ ﻭﺍﻟﻨﻈﺎﻡ
ﺍﻹﺩﺭﺍﻛﻲ ﻟﻠﻔﺮﺩ ،ﻭﻳﺸﻴﺮ ﺣﺮﻑ  Iﻣﻦ )  (Imaginationsﺇﻟﻰ ﺍﻟﺘﺨﻴﻼﺕ
ﻣﻦ
ﻭﺍﻟﺘﺼﻮﺭﺍﺕ ﺍﻟﺘﻲ ﻳﻄﻮﺭﻫﺎ ﺃﻭ ﻳﻘﻮﻡ ﺑﻬﺎ ﺍﻟﻔﺮﺩ  ،ﻭﻳﺸﻴﺮ ﺍﻟﺤﺮﻑ C
) (Cognitionﻟﻠﻌﻤﻠﻴﺎﺕ ﺍﻟﻌﻘﻠﻴﺔ ﻭﺍﻟﻤﻌﺮﻓﻴﺔ ﺍﻟﺘﻲ ﻳﺴﺘﺨﺪﻣﻬﺎ ﺍﻟﻔﺮﺩ ،ﻭﻳﺸﻴﺮ
ﺣﺮﻑ Iﻣﻦ )  (Interpersonalﺇﻟﻰ ﻋﻼﻗﺎﺗﻪ ﻣﻊ ﺍﻟﻤﺤﻴﻂ ﺍﻻﺟﺘﻤﺎﻋﻲ،
ﻭﻳﺸﻴﺮ ﺍﻟﺤﺮﻑ  Dﻣﻦ )  (Drugsﺇﻟﻰ ﺍﻟﻌﻘﺎﻗﻴﺮ ﻭﺍﻟﺠﻮﺍﻧﺐ ﺍﻟﺒﻴﻮﻟﻮﺟﻴﺔ ﻓﻲ
ﺷﺨﺼﻴﺔ ﺍﻟﻔﺮﺩ.
ﺍﺳﺘﺨﺪﻡ ﻻﺯﺭﻭﺱ ﻧﻤﻮﺫﺟﺎ ً ﺧﺎﺻﺎ ً ﻳﻘﻴﺲ ﻫﺬﻩ ﺍﻷﺑﻌﺎﺩ ﻋﻨﺪ ﺭﻭﺍﺩ ﻋﻴﺎﺩﺗﻪ ﺍﻟﻨﻔﺴﻴﺔ
ﻟﺘﺸﺨﻴﺺ ﺣﺎﻟﺔ ﺍﻟﻔﺮﺩ  ،ﻭﻓﻲ ﺿﻮء ﺫﻟﻚ ﻳﺤﺪﺩ ﻣﺴﺎﺭ ﺍﻟﻌﻤﻠﻴﺔ ﺍﻟﻌﻼﺟﻴﺔ .ﺇﻻ ﺃﻥ
ﻕ ﻟﻴﺼﺒﺢ ﻣﻘﻴﺎﺳﺎ ً ﻳﺘﻤﺘﻊ ﺑﺨﺼﺎﺋﺺ ﺳﻴﻜﻮﻣﺘﺮﻳﻪ ﻣﻘﺒﻮﻟﺔ
ﻫﺬﺍ ﺍﻟﻤﻘﻴﺎﺱ ﻟﻢ ﻳَﺮْ َ
ﻋﻠﻤﻴﺎ ً ﺑﺤﻴﺚ ﻳﻤﻜﻦ ﺍﻻﻋﺘﻤﺎﺩ ﻋﻠﻴﻪ ﻛﺄﺩﺍﺓ ﺗﺸﺨﻴﺼﻴﺔ ﻳﻤﻜﻦ ﻟﻠﺒﺎﺣﺜﻴﻦ ﺍﻵﺧﺮﻳﻦ
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ﺍﻻﺳﺘﻔﺎﺩﺓ ﻣﻨﻬﺎ ،ﻭﻓﻲ ﺍﻟﻮﻻﻳﺎﺕ ﺍﻟﻤﺘﺤﺪﺓ ﻗﺎﻡ ﻫﺘﻠﺮ ﻭﺍﻳﻠﺴﻨﺮﺍﺙ ﻭﻟﻴﻒ ﻏﺮﻳﻦ
ﺑﺘﻄﻮﻳﺮ ﻣﻘﻴﺎﺱ ﺗﻘﻴﻴﻢ ﺃﺳﻠﻮﺏ ﺍﻟﺤﻴﺎﺓ ﻭﺍﻟﺬﻱ ﻫﺪﻑ ﺇﻟﻰ ﺗﻘﻴﻴﻢ ﺻﺤﺔ ﺍﻟﻔﺮﺩ
ﻭﺍﻟﻤﺨﺎﻁﺮ ﺍﻟﺘﻲ ﺗﻮﺍﺟﻪ ﺣﻴﺎﺗﻪ .ﻭﻟﺘﺤﻘﻴﻖ ﺍﻟﻐﺮﺽ ﻗﺎﻡ ﺑﺒﻨﺎء ﻣﻘﻴﺎﺱ ﻣﻜﻮﻥ ﻣﻦ
ﺃﺭﺑﻌﺔ ﺃﺟﺰﺍء  :ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ﻭﺗﻘﻴﺴﻪ  173ﻓﻘﺮﺓ ،ﻭﻣﻮﺿﻮﻋﺎﺕ ﻟﻬﺎ ﻋﻼﻗﺔ
ﺑﻨﻤﻮ ﺍﻟﻔﺮﺩ ﺍﻟﺸﺨﺼﻲ ﻭﺗﻘﻴﺴﻪ  31ﻓﻘﺮﺓ  ،ﻭﻣﻮﺍﺟﻬﺔ ﺍﻟﻔﺮﺩ ﻟﺨﻄﺮ ﺍﻟﻤﻮﺕ
ﻭﺗﻘﻴﺴﻪ  43ﻓﻘﺮﺓ  ،ﻭﺑﻌﺾ ﺍﻟﻤﺆﺷﺮﺍﺕ ﺍﻟﺘﺤﺬﻳﺮﻳﺔ ﺍﻟﻄﺒﻴﺔ ﻭﺍﻟﺴﻠﻮﻛﻴﺔ ﻭﺍﻟﻌﺎﻁﻔﻴﺔ
ﻭﺗﻘﻴﺴﻪ  39ﻓﻘﺮﺓ .
ﻭﺑﻤﺮﺍﺟﻌﺔ ﻫﺬﺍ ﺍﻟﻤﻘﻴﺎﺱ ﻳﺘﻀﺢ ﺑﺄﻧﻪ ﻳﻐﻄﻲ ﻣﻌﻈﻢ ﺟﻮﺍﻧﺐ ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ﻟﻠﻔﺮﺩ
ﻭ ﻳﺘﻤﺘﻊ ﺍﻟﻤﻘﻴﺎﺱ ﺑﺼﺪﻕ ﺍﻟﻤﺤﺘﻮﻯ ﻭﺍﻟﺼﺪﻕ ﺍﻟﺘﻼﺯﻣﻲ ﻭﺍﻟﺼﺪﻕ ﺍﻟﺘﻨﺒﺆﻱ  .ﻛﻤﺎ
ﺗﻀﻤﻦ ﺍﻟﻤﻘﻴﺎﺱ ﺩﺭﺟﺎﺕ ﺛﺒﺎﺕ ﻋﺎﻟﻴﺔ ﺗﺮﺍﻭﺣﺖ ﻣﺎ ﺑﻴﻦ  0.97 – 0.81ﻟﻸﺑﻌﺎﺩ
ﺍﻟﻔﺮﻋﻴﺔ ﺑﻔﺎﺭﻕ ﺯﻣﻨﻲ ﻣﺪﺗﻪ ﺃﺭﺑﻌﺔ ﻋﺸﺮ ﻳﻮﻣﺎ ً ﺑﻴﻦ ﻣﺮﺗﻲ ﺍﻟﺘﻄﺒﻴﻖ  .ﻛﻤﺎ ﺗﻤﺘﻊ
ﺍﻟﻤﻘﻴﺎﺱ ﺑﻤﻌﺎﻣﻼﺕ ﺍﺗﺴﺎﻕ ﻋﺎﻟﻴﺔ ) ﻛﺮﻭﻧﺒﺎﺥ – ﺍﻟﻔﺎ( ﺗﺮﺍﻭﺣﺖ ﻣﺎ ﺑﻴﻦ – 0.67
 0.94ﻷﺑﻌﺎﺩ ﺍﻟﻤﻘﻴﺎﺱ .ﻛﻤﺎ ﺗﺒﻴﻦ ﻓﻴﻤﺎ ﺑﻌﺪ ﺃﻥ ﺃﺑﻌﺎﺩ ﺍﻟﻤﻘﻴﺎﺱ ﻣﺘﺮﺍﺑﻄﺔ ﻣﻊ
ﺑﻌﻀﻬﺎ ﺍﻟﺒﻌﺾ.9
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ﻭﺑﺎﺳﺘﻌﺮﺍﺽ ﻓﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ ﻳﻼﺣﻆ ﺍﻟﺒﺎﺣﺜﺎﻥ ﻭﺟﻮﺩ ﻋﺪﺩ ﻻ ﺑﺄﺱ ﺑﻪ ﻣﻦ
ﺍﻟﻔﻘﺮﺍﺕ ﺍﻟﺘﻲ ﻳﻤﻜﻦ ﺍﻻﺳﺘﻔﺎﺩﺓ ﻣﻨﻬﺎ ﻋﻨﺪ ﺗﻮﻅﻴﻔﻬﺎ ﻣﻊ ﺑﻌﺾ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ
ﺍﻟﻌﺮﺑﻴﺔ ﻋﺎﻣﺔ ﻭﺍﻟﻤﺠﺘﻤﻊ ﺍﻷﺭﺩﻧﻲ ﺑﺸﻜﻞ ﺧﺎﺹ  ،ﻭﻛﺜﻴﺮ ﻣﻦ ﻫﺬﻩ ﺍﻟﻔﻘﺮﺍﺕ ﻏﻴﺮ
ﻗﺎﺑﻠﺔ ﻟﻠﺘﻮﻅﻴﻒ ﻓﻲ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﺍﻟﻌﺮﺑﻴﺔ ﻟﻌﺪﺓ ﺃﺳﺒﺎﺏ ﻫﻲ :
 - 1ﺑﻌﺾ ﺍﻟﻔﻘﺮﺍﺕ ﻣﺘﺤﻴﺰﺓ ﺛﻘﺎﻓﻴﺎ ً ﻛﺘﺮﻛﻴﺰﻫﺎ ﻋﻠﻰ ﺑﻌﺾ ﺍﻷﻧﺸﻄﺔ
ﺍﻟﺠﻨﺴﻴﺔ ﻣﻊ ﺍﻟﻤﺤﺎﺭﻡ.
 - 2ﺑﻌﺾ ﺍﻟﻔﻘﺮﺍﺕ ﺗﻘﻴﺲ ﻋﺎﺩﺍﺕ ﺳﻠﻮﻛﻴﺔ ﻏﻴﺮ ﻣﻮﺟﻮﺩﺓ ﻓﻲ
ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﺍﻟﻌﺮﺑﻴﺔ ﻛﻤﻌﺮﻓﺔ ﺍﻟﻔﺮﺩ ﺑﻘﻴﺎﺳﺎﺕ ﺿﻐﻂ ﺍﻟﺪﻡ ﻭﻧﺒﺾ
ﺍﻟﻘﻠﺐ ﻭﻣﺴﺘﻮﻯ ﺍﻟﺴﻜﺮ ﻓﻲ ﺍﻟﺪﻡ ﻭﻏﻴﺮﻫﺎ.
 - 3ﺑﻌﺾ ﺍﻟﻔﻘﺮﺍﺕ ﻣﺘﺨﺼﺼﺔ ﺟﺪﺍً ﻻ ﻳﻌﺮﻓﻬﺎ ﺇﻻ ﺍﻷﻁﺒﺎء.
ﻭﻓﻲ ﺟﺎﻣﻌﺔ ﻛﻮﺭﻧﻴﻞ ﻓﻲ ﺍﻟﻮﻻﻳﺎﺕ ﺍﻟﻤﺘﺤﺪﺓ ﺍﻷﻣﺮﻳﻜﻴﺔ ﻗﺎﻡ ﺩﻳﺮﻭﻏﺎﺗﻴﺲ
ﺑﺘﻄﻮﻳﺮ ﻗﺎﺋﻤﺔ ﺍﻷﻋﺮﺍﺽ ﺍﻟﻤﺮﺿﻴﺔ ﺑﺎﻻﺳﺘﻨﺎﺩ ﺇﻟﻰ ﺍﻷﺑﺤﺎﺙ ﺍﻟﺴﻴﻜﻮﻣﺘﺮﻳﺔ
ﻭﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ،ﺗﺘﻜﻮﻥ ﺍﻷﺩﺍﺓ ﻣﻦ  95ﻓﻘﺮﺓ ﻓﻲ ﺻﻮﺭﺓ ﺗﻘﺮﻳﺮ ﺧﺎﺹ ﺑﺎﻷﻋﺮﺍﺽ
ﺍﻟﻨﻔﺴﻴﺔ ﻭﺍﻟﻌﻘﻠﻴﺔ.
ﺗﻀﻤﻦ ﺍﻟﻤﻘﻴﺎﺱ ﺍﻷﺑﻌﺎﺩ ﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ﺍﻟﺘﺎﻟﻴﺔ :ﺍﻷﻋﺮﺍﺽ ﺍﻟﺠﺴﻤﺎﻧﻴﺔ ،ﺍﻟﻮﺳﻮﺍﺱ
ﺍﻟﻘﻬﺮﻱ ،ﺣﺴﺎﺳﻴﺔ ﺍﻟﺘﻌﺎﻣﻞ ﻣﻊ ﺍﻵﺧﺮﻳﻦ ،ﺍﻻﻛﺘﺌﺎﺏ ،ﺍﻟﻘﻠﻖ ،ﺍﻟﻌﺪﺍﻭﺓ ،ﻗﻠﻖ
ﺍﻟﻤﺨﺎﻭﻑ ﺍﻟﻤﺮﺿﻴﺔ ،ﺍﻟﺒﺎﺭﺍﻧﻮﻳﺎ ﺍﻟﺘﺨﻴﻠﻴﺔ ﺍﻟﺬﻫﺎﻧﻴﺔ .ﺗﺘﻤﺘﻊ ﺍﻷﺩﺍﺓ ﺑﺪﺭﺟﺔ ﻣﻘﺒﻮﻟﺔ
ﻣﻦ ﺍﻟﺼﺪﻕ ﺍﻟﻤﻨﻄﻘﻲ ،ﻭﺩﺭﺟﺔ ﻣﻌﻘﻮﻟﺔ ﻣﻦ ﺍﻻﺗﺴﺎﻕ ﺍﻟﺪﺍﺧﻠﻲ ﺣﻴﺚ ﺗﻤﺘﻌﺖ
ﺃﺑﻌﺎﺩﻫﺎ ﺑﻤﻌﺎﻣﻼﺕ ﺇﺗﺴﺎﻕ ﺩﺍﺧﻠﻲ ﺗﺮﺍﻭﺣﺖ ﻣﺎ ﺑﻴﻦ  ،0.89 – 0.79ﻛﻤﺎ ﻟﻮﺣﻆ
ﺃﻥ ﺍﻟﻤﻘﺎﻳﻴﺲ ﺍﻟﻔﺮﻋﻴﺔ ﺗﺮﺗﺒﻂ ﻣﻊ ﺑﻌﻀﻬﺎ ﺍﻟﺒﻌﺾ .ﺇﻻَ ﺃﻥ ﺍﻷﺩﺍﺓ ﻛﺎﻥ ﻗﺪ ﺗﻢ
ﺗﻄﻮﻳﺮﻫﺎ ﻋﻠﻰ ﻋﻴﻨﺎﺕ ﻣﺮﺿﻴﺔ ﻭﻻ ﺗﺼﻠﺢ ﻟﻠﺘﻄﺒﻴﻖ ﻣﻊ ﺍﻷﺷﺨﺎﺹ ﻏﻴﺮ
ﺍﻟﻤﺮﺿﻰ .ﻭﺗﻢ ﺗﻄﻮﻳﺮﻫﺎ ﻟﻠﻌﺮﺑﻴﺔ ﻣﻦ ﺧﻼﻝ ﺗﺠﺮﻳﺒﻬﺎ ﻋﻠﻰ ﻋﻴﻨﺘﻴﻦ ﻣﺮﺿﻴﺔ
ﻭﻏﻴﺮ ﻣﺮﺿﻴﺔ ﻻﺷﺘﻘﺎﻕ ﺧﺼﺎﺋﺼﻬﺎ ﺍﻟﺴﻴﻜﻮﻣﺘﺮﻳﺔ. 2
ﻛﻤﺎ ﻗﺎﻡ ﻛﻞ ﻣﻦ ﻣﺎﻛﻲ ﻭﺟﻴﺴﻦ ﻭﺟﻴﺮﻓﺲ 14ﺑﺘﻄﻮﻳﺮ ﻣﻘﻴﺎﺱ ﺗﻘﻴﻴﻢ ﻧﻤﻂ ﺍﻟﺤﻴﺎﺓ
ﻟﺪﻯ ﺍﻷﻁﻔﺎﻝ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺷﻠﻞ ﺩﻣﺎﻏﻲ ﻭﺃﺳﺮﻫﻢ ﻣﻦ ﺧﻼﻝ ﺗﻄﺒﻴﻖ ﺍﻷﺩﺍء
ﻋﻠﻰ ﻋﻴﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ  691ﻁﻔﻼً ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻟﺸﻠﻞ ﺍﻟﺪﻣﺎﻏﻲ ﻓﻲ ﺷﻤﺎﻝ ﺷﺮﻕ
ﺇﻧﺠﻠﺘﺮﺍ ﺍﻟﺬﻳﻦ ﻭﻟﺪﻭﺍ ﻣﺎ ﺑﻴﻦ ﻋﺎﻣﻲ  .1985-1968ﻭﺑﻌﺪ ﺗﺠﺮﻳﺐ ﺍﻟﻤﻘﻴﺎﺱ
ﻭﺃﺟﺮﺍء ﺍﻟﺘﺤﻠﻴﻼﺕ ﺍﻹﺣﺼﺎﺋﻴﺔ ﻟﻔﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ ﺗﺒﻴﻦ ﺃﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻳﺘﻤﺘﻊ
ﺑﺨﺼﺎﺋﺺ ﺳﻴﻜﻮﻣﺘﺮﻳﺔ ﻣﻘﺒﻮﻟﺔ ﺑﺤﻴﺚ ﺗﺠﻌﻞ ﺍﻟﻤﻘﻴﺎﺱ ﺻﺎﻟﺤﺎ ً ﻟﺘﻄﺒﻴﻘﻪ ﻣﻊ
ﺍﻷﻁﻔﺎﻝ ﺍﻟﺬﻳﻦ ﻳﻌﺎﻧﻮﻥ ﻣﻦ ﺍﻟﺸﻠﻞ ﺍﻟﺪﻣﺎﻏﻲ .ﻳﺘﻜﻮﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻣﻦ  46ﻓﻘﺮﺓ
ﺗﻘﻴﺲ :ﺍﻟﻠﻴﺎﻗﺔ ﺍﻟﺒﺪﻧﻴﺔ ،ﺣﺮﻳﺔ ﺍﻟﺤﺮﻛﺔ ،ﺍﻷﻋﺒﺎء ﺍﻟﻤﺎﻟﻴﺔ ،ﺍﻟﺪﻣﺞ ﺍﻻﺟﺘﻤﺎﻋﻲ،
ﺍﻷﻋﺒﺎء ﺍﻹﻛﻠﻴﻨﻴﻜﻴﺔ ،ﺍﻟﺘﻌﻠﻴﻢ.
ﻭﻓﻲ ﻋﺎﻡ  2003ﻗﺎﻡ ﺍﻳﻜﺸﺘﺎﻳﻦ 12ﺑﺘﻄﻮﻳﺮ ﻧﻤﻮﺫﺝ ﻣﻘﺎﺑﻠﺔ ﻟﺘﺤﺪﻳﺪ ﺃﺳﻠﻮﺏ ﺍﻟﺤﻴﺎﺓ
ﻟﺪﻯ ﺍﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﺍﻟﺨﺪﻣﺎﺕ ﺍﻹﺭﺷﺎﺩﻳﺔ ﻣﻌﺘﻤﺪﺍً ﻋﻠﻰ ﻧﻈﺮﻳﺔ ﺃﺩﻟﺮ ﻭﺍﻟﺘﻲ ﺭﻛﺰﺕ
ﻋﻠﻰ ﺃﻥ ﺍﻟﻔﺮﺩ ﻳﺴﻌﻰ ﻟﻠﺘﻐﻠﺐ ﻋﻠﻰ ﻣﺮﻛﺐ ﺍﻟﻨﻘﺺ ﻣﻦ ﺧﻼﻝ ﺗﺒﻨﻲ ﻫﺪﻑ
ﺧﻴﺎﻟﻲ .ﻭﻟﻠﻮﺻﻮﻝ ﺇﻟﻰ ﺍﻟﻬﺪﻑ ﻳﻄﻮﺭ ﺍﻟﻔﺮﺩ ﺃﺳﻠﻮﺏ ﺣﻴﺎﺓ ﻣﻦ ﺧﻼﻝ ﺗﻔﺎﻋﻠﻪ ﻣﻊ
ﺍﻷﺳﺮﺓ ،ﻭﺫﻟﻚ ﺧﻼﻝ ﺍﻟﺴﺖ ﺳﻨﻮﺍﺕ ﺍﻷﻭﻟﻰ ﻣﻦ ﻋﻤﺮﻩ ﻣﺘﺄﺛﺮﺍً ﺑﺘﺮﺗﻴﺒﻪ ﺍﻟﻮﻻﺩﻱ
ﻭﻧﻤﻂ ﺍﻟﺘﻨﺸﺌﺔ ﻭﺧﺒﺮﺍﺕ ﺍﻟﻄﻔﻮﻟﺔ ﺍﻟﻤﺒﻜﺮﺓ .
ﻳﺘﻜﻮﻥ ﺍﻟﻨﻤﻮﺫﺝ ﻣﻦ ﻋﺪﺓ ﺃﺑﻌﺎﺩ ﻭﻫﻲ :ﺍﻟﻤﻮﻗﻒ ﺍﻟﻤﻮﺿﻮﻋﻲ ﻟﻠﻔﺮﺩ ،ﺗﻘﻴﻴﻢ ﺍﻟﻤﻬﺎﻡ
ﺍﻟﺤﻴﺎﺗﻴﺔ ،ﺗﻘﻴﻴﻢ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺼﺤﻴﺔ ،ﺃﺳﺌﻠﺔ ﺗﻘﻴﺲ ﺍﻻﻧﻔﻌﺎﻻﺕ ﻭﺍﻟﺠﻮ ﺍﻟﻌﺎﺋﻠﻲ،
ﺧﺒﺮﺍﺕ ﺍﻟﻄﻔﻮﻟﺔ ﻭﺍﻟﻤﺮﺍﻫﻘﺔ ﺍﻟﻤﻬﻤﺔ ﻭﻭﺻﻒ ﺍﻷﺑﻮﻳﻦ .ﻭﻟﺘﺸﺨﻴﺺ ﻫﺬﻩ ﺍﻷﺑﻌﺎﺩ
ﻭﺿﻌﺖ ﺃﺳﺌﻠﺔ ﺑﻌﻀﻬﺎ ﺗﻜﻮﻥ ﺧﻴﺎﺭﺍﺗﻬﺎ ﻣﺤﺪﺩﺓ ﻭﺑﻌﻀﻬﺎ ﺗﻜﻮﻥ ﺇﺟﺎﺑﺎﺗﻬﺎ
ﻣﻔﺘﻮﺣﺔ .ﺧﻼﺻﺔ ﺍﻹﺟﺎﺑﺔ ﻋﻦ ﺟﻤﻴﻊ ﺍﻷﺳﺌﻠﺔ ﻓﻲ ﺍﻟﻨﻤﻮﺫﺝ ﻳﻤ ّﻜﻦ ﺍﻟﻤﻌﺎﻟﺞ ﻣﻦ
ﺗﺸﺨﻴﺺ ﺃﺳﻠﻮﺏ ﺣﻴﺎﺓ ﺍﻟﻌﻤﻼء.
ﺃﻣﺎ ﻓﻴﻤﺎ ﻳﺨﺺ ﺩﺭﺍﺳﺔ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺼﺤﻴﺔ ﻭﺃﺳﺎﻟﻴﺐ ﺍﻟﺤﻴﺎﺓ ﻓﻲ ﺍﻟﺘﺮﺍﺙ ﺍﻟﻨﻔﺴﻲ
ﻭﺍﻟﻄﺒﻲ ﻓﻲ ﺍﻟﻤﺠﺘﻤﻌﺎﺕ ﺍﻟﻌﺮﺑﻴﺔ ﻋﺎﻣﺔ ﻭﺍﻟﻤﺠﺘﻤﻊ ﺍﻷﺭﺩﻧﻲ ﺧﺎﺻﺔ ﻳﻼﺣﻆ ﻗﻠﺔ
ﺍﻫﺘﻤﺎﻡ ﺍﻟﺒﺎﺣﺜﻴﻦ ﺑﻬﺬﺍ ﺍﻟﻤﻴﺪﺍﻥ ،ﻟﺬﺍ ﻟﻢ ﻳﺘﻤﺨﺾ ﺍﻟﺒﺤﺚ ﻓﻲ ﺍﻟﻤﺼﺎﺩﺭ ﺍﻟﻤﻜﺘﺒﻴﺔ
ﺍﻟﻌﺮﺑﻴﺔ ﻋﻦ ﻭﺟﻮﺩ ﺃﻱ ﻣﻘﻴﺎﺱ ﻳﻘﻴﺲ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺼﺤﻴﺔ ﻭﺑﻬﺬﻩ ﺍﻟﺪﺭﺟﺔ ﻣﻦ
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ﺍﻟﺸﻤﻮﻟﻴﺔ ،ﻭﺧﺎﺻﺔ ﻟﺪﻯ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ .ﺑﺎﺳﺘﺜﻨﺎء ﺩﺭﺍﺳﺔ ﻗﺎﻡ ﺑﻬﺎ ﻋﺒﺪ
ﻟﺘﻄﻮﻳﺮ ﻣﻘﻴﺎﺱ ﻳﻘﻴﺲ ﺑﻌﺾ ﺃﻧﻤﺎﻁ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺼﺤﻴﺔ ﻟﺪﻯ ﻋﻴﻨﺔ ﺍﻟﻄﻠﺒﺔ
ﺍﻟﻤﻌﻠﻤﻴﻦ ﻣﻦ ﻁﻠﺒﺔ ﻛﻠﻴﺔ ﺍﻟﺘﺮﺑﻴﺔ ﻭﺍﻟﻄﻠﺒﺔ ﺍﻟﻤﻌﻠﻤﻴﻦ ﻓﻲ ﻛﻠﻴﺔ ﺍﻟﺘﺮﺑﻴﺔ ﺍﻟﺮﻳﺎﺿﻴﺔ
ﻓﻲ ﺟﺎﻣﻌﺔ ﺃﺳﻴﻮﻁ .ﺗَ ﱡﻜ َﻮﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻣﻦ  43ﻓﻘﺮﺓ ﺗﻘﻴﺲ ﺍﻷﺑﻌﺎﺩ ﺍﻟﺘﺎﻟﻴﺔ :ﻋﺎﻣﻞ
ﺍﻟﻤﺮﺍﻓﻖ ﺍﻟﺼﺤﻴﺔ ﻭﻋﺎﻣﻞ ﺻﺤﺔ ﺍﻟﺒﻴﺌﺔ ﻭ ﻋﺎﻣﻞ ﺍﻟﺼﺤﺔ ﺍﻟﺸﺨﺼﻴﺔ ﻭﺍﻟﻨﺸﺎﻁ
ﺍﻟﺮﻳﺎﺿﻲ ﻭﻋﺎﻣﻞ ﺍﻟﺘﻐﺬﻳﺔ ﻭﻋﺎﻣﻞ ﺃﻫﻤﻴﻪ ﺍﻟﺮﺍﺣﺔ ﻭﺍﻟﻨﻮﻡ ﻭﻋﺎﻣﻞ ﺍﻟﺘﺪﺧﻴﻦ .ﺗﻤﺘﻊ
ﺍﻟﻤﻘﻴﺎﺱ ﺑﺎﻟﺼﺪﻕ ﺍﻟﻤﻨﻄﻘﻲ ﻭﺍﻟﺼﺪﻕ ﺍﻟﺘﻤﻴﻴﺰﻱ ﻭﺻﺪﻕ ﺍﻟﺒﻨﺎء ،ﻛﻤﺎ ﺗﻤﺘﻊ
ﺍﻟﻤﻘﻴﺎﺱ ﺑﻤﻌﺎﻣﻞ ﺛﺒﺎﺕ ﺇﻋﺎﺩﺓ ﻛﻠﻲ ﺑﻠﻎ )  (0.90ﻭﻣﻌﺎﻣﻼﺕ ﺛﺒﺎﺕ ﺗﺮﺍﻭﺣﺖ ﻣﺎ
ﺑﻴﻦ  0.94 – 0.51ﻟﻸﺑﻌﺎﺩ ﺍﻟﻔﺮﻋﻴﺔ .ﺃﻭﺻﻰ ﺍﻟﺒﺎﺣﺚ ﺑﺘﻄﻮﻳﺮ ﻣﻘﻴﺎﺱ ﺁﺧﺮ
ﻟﺘﻌﻤﻴﻤﻪ ﻋﻠﻰ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ ﻛﺎﻓﺔ .ﻟﺬﺍ ﺗﻬﺪﻑ ﺍﻟﺪﺭﺍﺳﺔ ﺍﻟﺤﺎﻟﻴﺔ ﺇﻟﻰ ﺗﻄﻮﻳﺮ
11

Smadi, and Al – Smadi
ﺃﺩﺍﺓ ﺗﻘﻴﺲ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺼﺤﻴﺔ ﻟﺪﻯ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻷﺭﺩﻧﻴﺔ ،ﺑﺤﻴﺚ ﺗﺘﻤﺘﻊ
ﺑﺪﺭﺟﺔ ﻣﻌﻘﻮﻟﺔ ﻣﻦ ﺍﻟﺼﺪﻕ ﻭﺍﻟﺜﺒﺎﺕ ﺗﻤﻜﻦ ﺍﻟﺒﺎﺣﺜﻴﻦ ﻭﺍﻟﻌﺎﻣﻠﻴﻦ ﻓﻲ ﻣﺠﺎﻻﺕ
ﺍﻹﺭﺷﺎﺩ ﻭﺍﻟﻌﻼﺝ ﺍﻟﻨﻔﺴﻲ ﻣﻦ ﺍﺳﺘﺨﺪﺍﻣﻬﺎ ﻛﺄﺩﺍﺓ ﺑﺤﺜﻴﺔ ﻣﻮﺿﻮﻋﻴﺔ ﺗﺴﺎﻋﺪ ﻓﻲ
ﺟﻤﻊ ﺍﻟﺒﻴﺎﻧﺎﺕ ﺍﻟﺘﻲ ﻳﻤﻜﻦ ﺃﻥ ﺗﺴﺘﺨﺪﻡ ﻷﻏﺮﺍﺽ ﺍﻟﺘﺨﻄﻴﻂ ﻭ ﺗﻄﻮﻳﺮ ﺍﻟﺒﺮﺍﻣﺞ
ﻓﻲ ﻣﺠﺎﻝ ﺍﻟﺮﻋﺎﻳﺔ ﺍﻟﻄﻼﺑﻴﺔ ؛ ﻭﻛﺄﺩﺍﺓ ﺗﺸﺨﻴﺼﻴﺔ ﻳﺴﺘﺨﺪﻣﻬﺎ ﺃﻁﺒﺎء ﺍﻟﺼﺤﺔ
ﺍﻟﻌﺎﻣﺔ ﻭﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﺋﻠﻴﺔ ﻭﺍﻟﻤﻌﺎﻟﺠﻴﻦ ﺍﻟﻨﻔﺴﻴﻴﻦ ﻭ ﺍﻷﺧﺼﺎﺋﻴﻴﻦ ﺍﻻﺟﺘﻤﺎﻋﻴﻴﻦ
ﻟﺘﺸﺨﻴﺺ ﻣﺸﻜﻼﺕ ﺍﻟﻄﻠﺒﺔ ﺍﻟﻤﺮﺍﺟﻌﻴﻦ ﻟﻬﻢ .

ﺧﻄﻮﺍﺕ ﺗﻄﻮﻳﺮ ﺍﻷﺩﺍﺓ

ﺍﻟﺨﻄﻮﺓ ﺍﻷﻭﻟﻰ :ﺗﺤﺪﻳﺪ ﺃﺑﻌﺎﺩ ﺍﻟﻤﻘﻴﺎﺱ
ﻟﺘﺤﺪﻳﺪ ﺃﺑﻌﺎﺩ ﺍﻟﻤﻘﻴﺎﺱ ﻟﺠﺄ ﺍﻟﺒﺎﺣﺜﺎﻥ ﺇﻟﻰ ﺍﻷﺩﺏ ﺍﻟﻨﻈﺮﻱ  15ﻭﺍﻟﺪﺭﺍﺳﺎﺕ ﺍﻟﺴﺎﺑﻘﺔ
 12ﻭﺑﺎﻻﺳﺘﻌﺎﻧﺔ ﺑﺒﻌﺾ ﺍﻟﻤﻘﺎﻳﻴﺲ  7،14ﺗﻢ ﺍﻋﺘﻤﺎﺩ ﺍﻷﺑﻌﺎﺩ ﺍﻟﻔﺮﻋﻴﺔ ﺍﻟﺘﺎﻟﻴﺔ:
ﺍﻟﺒﻌﺪ ﺍﻷﻭﻝ :ﺑﻌﺪ ﺍﻟﻨﻈﺎﻡ ﺍﻟﻐﺬﺍﺋﻲ ﻭ ﻳﺸﻴﺮ ﻫﺬﺍ ﺍﻟﺒﻌﺪ ﺇﻟﻰ ﻗﻴﺎﺱ ﺍﻟﺪﺭﺟﺔ ﺍﻟﺘﻲ
ﻳﺨﺘﺎﺭ ﻓﻴﻬﺎ ﺍﻟﻔﺮﺩ ﻏﺬﺍءﻩ ﺑﻄﺮﻳﻘﺔ ﺗﻨﺴﺠﻢ ﻣﻊ ﺍﻟﻤﻌﺎﻳﻴﺮ ﺍﻟﺪﻭﻟﻴﺔ ﻟﻠﻐﺬﺍء ﺍﻟﻤﻨﺎﺳﺐ.
ﺍﻟﺒﻌﺪ ﺍﻟﺜﺎﻧﻲ :ﺑﻌﺪ ﺍﻟﻌﻨﺎﻳﺔ ﺑﺎﻟﺼﺤﺔ ﺍﻟﺠﺴﺪﻳﺔ ﻭﻳﺸﻴﺮ ﻫﺬﺍ ﺍﻟﺒﻌﺪ ﺇﻟﻰ ﻗﻴﺎﺱ
ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺘﻲ ﺗﺴﺎﻋﺪ ﺍﻟﻔﺮﺩ ﻓﻲ ﺗﺠﻨﺐ ﺃﻭ ﺍﻟﺘَﻨَﺒ ﻴﱡﻪ ﺇﻟﻰ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻤﺒﻜﺮﺓ ،
ﻭﺍﻟﻤﺤﺎﻓﻈﺔ ﻋﻠﻰ ﻟﻴﺎﻗﺔ ﺑﺪﻧﻴﺔ ﻣﻦ ﺧﻼﻝ ﻣﻤﺎﺭﺳﺔ ﺑﻌﺾ ﺍﻷﻧﺸﻄﺔ ﺍﻟﺮﻳﺎﺿﻴﺔ.
ﺍﻟﺒﻌﺪ ﺍﻟﺜﺎﻟﺚ :ﺑﻌﺪ ﺍﺳﺘﺨﺪﺍﻡ ﺍﻟﻌﻘﺎﻗﻴﺮ ﻭﻳﺸﻴﺮ ﻫﺬﺍ ﺍﻟﺒﻌﺪ ﺇﻟﻰ ﻗﻴﺎﺱ ﺩﺭﺟﺔ ﻗﻴﺎﻡ
ﺍﻟﻔﺮﺩ ﺑﻮﻅﺎﺋﻔﻪ ﺍﻟﺤﻴﻮﻳﺔ ﺩﻭﻥ ﺍﺳﺘﺨﺪﺍﻡ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻜﻴﻤﺎﻭﻳﺔ ﻏﻴﺮ ﺍﻟﻼﺯﻣﺔ.
ﺍﻟﺒﻌﺪ ﺍﻟﺮﺍﺑﻊ :ﺍﻟﺒﻌﺪ ﺍﻟﻨﻔﺴﻲ ﻭﺍﻻﺟﺘﻤﺎﻋﻲ ﻭﻳﺸﻴﺮ ﻫﺬﺍ ﺍﻟﺒﻌﺪ ﺇﻟﻰ ﻗﻴﺎﺱ ﺩﺭﺟﺔ
ﻭﻋﻲ ﺍﻟﻔﺮﺩ ﻭﺗﻘﺒﻠﻪ ﻟﻤﺸﺎﻋﺮﻩ ﻭﺳﻴﻄﺮﺗﻪ ﻋﻠﻴﻬﺎ ﻭﺍﺳﺘﻐﻼﻝ ﻋﻘﻠﻪ ﻷﻗﺼﻰ ﺩﺭﺟﺔ
ﻣﻤﻜﻨﺔ.
ﺍﻟﺨﻄﻮﺓ ﺍﻟﺜﺎﻧﻴﺔ :ﻛﺘﺎﺑﺔ ﻓﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ
ﻟﺘﻄﻮﻳﺮ ﻋﺪﺩ ﻣﻦ ﺍﻟﻔﻘﺮﺍﺕ ﺍﻟﺘﻲ ﺗﻤﺜﻞ ﻛﻞ ﺑﻌﺪ ﻣﻦ ﺃﺑﻌﺎﺩ ﺍﻟﻤﻘﻴﺎﺱ ﺍﻟﺴﺎﻟﻔﺔ ﺍﻟﺬﻛﺮ،
ﻓﻘﺪ ﺍﺳﺘﻌﺎﻥ ﺍﻟﺒﺎﺣﺜﺎﻥ ﺑﻤﻘﻴﺎﺱ ﺗﻘﻴﻴﻢ ﺃﺳﻠﻮﺏ ﺍﻟﺤﻴﺎﺓ ،15ﺣﻴﺚ ﺍﺳﺘﻌﺎﺭ ﺍﻟﺒﺎﺣﺜﺎﻥ
 34ﻓﻘﺮﺓ ﻣﻮﺯﻋﺔ ﻋﻠﻰ ﺟﻤﻴﻊ ﺃﺑﻌﺎﺩ ﺍﻟﻤﻘﻴﺎﺱ .ﻭﻟﻠﺤﺼﻮﻝ ﻋﻠﻰ ﻣﺠﻤﻮﻋﺔ
ﺇﺿﺎﻓﻴﺔ ﻣﻦ ﺍﻟﻔﻘﺮﺍﺕ ﺗﻌﻜﺲ ﺍﻟﻮﺍﻗﻊ ﺍﻟﻌﺮﺑﻲ ﻋﺎﻣﺔ ﻭﺍﻷﺭﺩﻧﻲ ﺧﺎﺻﺔ ،ﻓﻘﺪ ﻗﺎﻡ
ﺍﻟﺒﺎﺣﺜﺎﻥ ﺑﻜﺘﺎﺑﺔ ﺍﺳﺘﻤﺎﺭﺓ ﺧﺎﺻﺔ ﺗﻀﻤﻨﺖ ﻋﻨﺎﻭﻳﻦ ﺍﻷﺑﻌﺎﺩ ﻭﻋﺮﻓﺖ ﺇﺟﺮﺍﺋﻴﺎً ،ﺛﻢ
ﻭﺯﻋﺖ ﻫﺬﻩ ﺍﻻﺳﺘﻤﺎﺭﺓ ﻋﻠﻰ ﻋﺸﺮﺓ ﻣﻦ ﺍﻷﻁﺒﺎء ﻓﻲ ﺗﺨﺼﺼﺎﺕ ﺫﺍﺕ ﻋﻼﻗﺔ
) 4ﺃﻁﺒﺎء ﻧﻔﺴﻴﻴﻦ 3 ،ﺃﻁﺒﺎء ﺃﺳﺮﺓ 3 ،ﺃﻁﺒﺎء ﺻﺤﺔ ﻋﺎﻣﺔ( .ﻁﻠﺐ ﻣﻦ ﻫﺆﻻء
ﺍﻷﻁﺒﺎء ﺗﺪﻭﻳﻦ ﺃﻛﺒﺮ ﻋﺪﺩ ﻣﻦ ﺍﻟﻤﻤﺎﺭﺳﺎﺕ ﺍﻟﺴﻠﻮﻛﻴﺔ ﺍﻟﺘﻲ ﺗﻤﺜﻞ ﻛﻞ ﺑﻌﺪ ﻓﻲ
ﺍﻻﺳﺘﻤﺎﺭﺓ .ﺛﻢ ﻗﺎﻡ ﺍﻟﺒﺎﺣﺜﺎﻥ ﺑﺘﻔﺮﻳﻎ ﺇﺟﺎﺑﺎﺗﻬﻢ ﻋﻠﻰ ﺷﻜﻞ ﺗﻜﺮﺍﺭﺍﺕ ،ﻭﺍﻋﺘﻤﺪ
ﺍﻟﺒﺎﺣﺜﺎﻥ ﺍﻟﻔﻘﺮﺍﺕ ﺍﻟﺘﻲ ﺣﻈﻴﺖ ﺑﻘﺒﻮﻝ ﺛﻼﺛﺔ ﻣﻦ ﺍﻷﻁﺒﺎء .ﺗﻄﺒﻴﻖ ﻫﺬﺍ ﺍﻹﺟﺮﺍء
ﺃﺩﻯ ﺇﻟﻰ ﺍﻟﺤﺼﻮﻝ ﻋﻠﻰ  30ﻓﻘﺮﺓ ﻓﻲ ﺍﻷﺑﻌﺎﺩ ﺍﻟﻤﺨﺘﻠﻔﺔ .ﺗﻜﻮﻥ ﺍﻟﻤﻘﻴﺎﺱ
ﺑﺼﻮﺭﺗﻪ ﺍﻷﻭﻟﻴﺔ ﻣﻦ  64ﻓﻘﺮﺓ ﻣﻮﺯﻋﺔ ﻋﻠﻰ ﺟﻤﻴﻊ ﺃﺑﻌﺎﺩ ﺍﻟﻤﻘﻴﺎﺱ ﺑﺸﻜﻞ ﻏﻴﺮ
ﻣﺘﺴﺎ ٍﻭ.
ﺍﻟﺨﻄﻮﺓ ﺍﻟﺜﺎﻟﺜﺔ :ﺗﺤﻜﻴﻢ ﺍﻟﻤﻘﻴﺎﺱ ﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺍﻟﺼﺪﻕ ﺍﻟﻤﻨﻄﻘﻲ

ﻁﺒﻴﻌﺔ ﺍﻟﺠﺎﻣﻌﺔ
ﺍﻟﻜﻠﻴﺔ
ﺍﻟﻤﺴﺘﻮﻯ ﺍﻟﺪﺭﺍﺳﻲ

ﺍﻟﺠﺪﻭﻝ ) (1ﺗﻮﺯﻳﻊ ﺃﻓﺮﺍﺩ ﺍﻟﻌﻴﻨﺔ ﻓﻲ ﺿﻮء ﺑﻌﺾ ﺍﻟﻤﺘﻐﻴﺮﺍﺕ
ﺍﻟﺘﻜﺮﺍﺭ
ﺍﻟﻤﺴﺘﻮﻳﺎﺕ
ﺍﻟﻤﺘﻐﻴﺮ
ﺍﻟﻜﻠﻲ
ﺍﻟﻔﺮﻋﻲ
ﺣﻜﻮﻣﻴﺔ
1661
ﺧﺎﺻﺔ
1849
188
ﻋﻠﻤﻴﺔ
1150
ﺇﻧﺴﺎﻧﻴﺔ
1849
699
627
ﺃﻧﻬﻴﺖ ﺃﻗﻞ ﻣﻦ  40ﺳﺎﻋﺔ ﻣﻌﺘﻤﺪﺓ
1849
847
ﺃﻧﻬﻴﺖ ﻣﺎ ﺑﻴﻦ  90 – 41ﺳﺎﻋﺔ ﻣﻌﺘﻤﺪﺓ
375
ﺃﻧﻬﻴﺖ ﺃﻛﺜﺮ ﻣﻦ  90ﺳﺎﻋﺔ ﻣﻌﺘﻤﺪﺓ

ﺍﻟﺨﻄﻮﺓ ﺍﻟﺨﺎﻣﺴﺔ :ﺍﻟﺘﺄﻛﺪ ﻣﻦ ﺻﺪﻕ ﺍﻟﻤﻘﻴﺎﺱ ﺇﺣﺼﺎﺋﻴﺎ ً

ﺍﻟﺼﺪﻕ ﺍﻟﺒﻨﺎﺋﻲ

ﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺻﺪﻕ ﺍﻟﻤﻘﻴﺎﺱ ﺃﺟﺮﻱ ﺗﺤﻠﻴﻞ ﻋﺎﻣﻠﻲ ﺗﻮﻛﻴﺪﻱ ﻣﻊ ﺗﺤﺪﻳﺪ ﻋﺪﺩ
ﺍﻟﻌﻮﺍﻣﻞ ﺑﺄﺭﺑﻌﺔ ﻋﻮﺍﻣﻞ ﺻﻤﻢ ﺍﻟﻤﻘﻴﺎﺱ ﻟﻘﻴﺎﺳﻬﺎ ﺑﺎﺳﺘﺨﺪﺍﻡ ﺗﻘﻨﻴﺔ ﺍﻟﻤﻜﻮﻧﺎﺕ
ﻣﻊ ﺍﻟﺘﺪﻭﻳﺮ ﺍﻟﻤﺘﻌﺎﻣﺪ
ﺍﻷﺳﺎﺳﻴﺔ ) (Principle components
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ﻭﺯﻉ ﺍﻟﻤﻘﻴﺎﺱ ﺑﺼﻮﺭﺗﻪ ﺍﻷﻭﻟﻴﺔ ﻋﻠﻰ ﻋﺸﺮﺓ ﻣﻦ ﺍﻟﻤﺘﺨﺼﺼﻴﻦ ﻓﻲ ﻣﺠﺎﻻﺕ
ﺍﻟﻘﻴﺎﺱ ﻭﺍﻟﺘﻘﻮﻳﻢ ﻭﺍﻹﺭﺷﺎﺩ ﻭﻋﻠﻢ ﺍﻟﻨﻔﺲ ﺍﻟﺘﺮﺑﻮﻱ ﻭﻋﻠﻢ ﺍﻟﻨﻔﺲ ﺍﻟﻠﻐﻮﻱ
ﻭﺍﻟﺘﺮﺑﻴﺔ .ﻭﻁﻠﺐ ﻣﻨﻬﻢ ﺍﻟﺘﺄﻛﺪ ﻣﻦ ﻣﺪﻯ ﺍﻧﺘﻤﺎء ﺍﻟﻔﻘﺮﺍﺕ ﻟﻸﺑﻌﺎﺩ ﺍﻟﺘﻲ ﺻﻤﻤﺖ
ﻣﻦ ﺃﺟﻞ ﻗﻴﺎﺳﻬﺎ ﻭﺗﻤﺜﻴﻠﻬﺎ ،ﻭﺍﻟﺘﺄﻛﺪ ﻣﻦ ﺳﻼﻣﺔ ﺍﻟﻠﻐﺔ ،ﻭﺳﻬﻮﻟﺔ ﺍﻟﻔﻬﻢ ،ﻭﻣﺪﻯ
ﻣﻼءﻣﺘﻬﺎ ﻟﻄﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺔ ،ﻭﺍﻋﺘﻤﺪ ﺍﻟﺒﺎﺣﺜﺎﻥ ﻣﻌﻴﺎﺭ ﺍﺗﻔﺎﻕ ﺑﻴﻦ ﺍﻟﻤﺤﻜﻤﻴﻦ ﺑﻨﺴﺒﺔ
 %80ﻛﺸﺮﻁ ﻟﻺﺑﻘﺎء ﻋﻠﻰ ﺍﻟﻔﻘﺮﺓ ﻓﻲ ﺍﻟﻤﻘﻴﺎﺱ ،ﻭ ﺃﺩﻯ ﺗﻄﺒﻴﻖ ﻫﺬﺍ ﺍﻹﺟﺮﺍء
ﺇﻟﻰ ﺣﺬﻑ  12ﻓﻘﺮﺓ ﻭﺑﻘﻲ ﻟﺪﻳﻨﺎ ﻣﻘﻴﺎﺳﺎ ً ﻳﺘﻜﻮﻥ ﻣﻦ  52ﻓﻘﺮﺓ ﻣﻮﺯﻋﺔ ﻛﻤﺎ ﻳﻠﻲ:
ﺑﻌﺪ ﺍﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ ﻭﺗﻘﻴﺴﻪ ﺍﻟﻔﻘﺮﺍﺕ.11- 1 :
•
ﺑﻌﺪ ﺍﻟﻌﻨﺎﻳﺔ ﺑﺎﻟﺠﺴﺪ ﻭﺗﻘﻴﺴﻪ ﺍﻟﻔﻘﺮﺍﺕ.23 - 12 :
•
ﺑﻌﺪ ﺍﺳﺘﺨﺪﺍﻡ ﺍﻟﻌﻘﺎﻗﻴﺮ ﻭﺗﻘﻴﺴﻪ ﺍﻟﻔﻘﺮﺍﺕ.32 - 24 :
•
ﺍﻟﺒﻌﺪ ﺍﻟﻨﻔﺴﻲ ﻭﺍﻻﺟﺘﻤﺎﻋﻲ ﻭﺗﻘﻴﺴﻪ ﺍﻟﻔﻘﺮﺍﺕ.52 – 33 :
•
ﻛﺘﺒﺖ ﺟﻤﻴﻊ ﻓﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ ﺑﺎﻟﺼﻴﻐﺔ ﺍﻹﻳﺠﺎﺑﻴﺔ ﻭﻭﺿﻊ ﺃﻣﺎﻡ ﻛﻞ ﻓﻘﺮﺓ ﺗﺪﺭﻳﺞ
ﺧﻤﺎﺳﻲ ﻧﻮﻉ ﻟﻴﻜﺮﺕ ﺑﺤﻴﺚ ﺃﻥ ﺩﺍﺋﻤﺎ ً = 5ﺩﺭﺟﺎﺕ ،ﻏﺎﻟﺒﺎ ً = 4ﺩﺭﺟﺎﺕ ،ﺃﺣﻴﺎﻧﺎ ً
=  3ﺩﺭﺟﺎﺕ ،ﻧﺎﺩﺭﺍً = ﺩﺭﺟﺘﺎﻥ ،ﻣﻄﻠﻘﺎ ً = ﺩﺭﺟﺔ ﻭﺍﺣﺪﺓ.
ﻭﻳﻤﻜﻦ ﻟﺪﺭﺟﺔ ﺍﻟﻤﻔﺤﻮﺹ ﺃﻥ ﺗﺘﺮﺍﻭﺡ ﻣﺎ ﺑﻴﻦ  260 – 52ﺩﺭﺟﺔ ،ﻭﻛﻠﻤﺎ
ﺍﺭﺗﻔﻌﺖ ﺩﺭﺟﺔ ﺍﻟﻤﻔﺤﻮﺹ ﻳﻌﻨﻲ ﺃﻧﻪ ﻳﻤﺎﺭﺱ ﺳﻠﻮﻛﺎﺕ ﺻﺤﻴﺤﺔ ﺗﺴﺎﻋﺪﻩ ﻋﻠﻰ
ﺃﻥ ﻳﺤﻴﻰ ﺣﻴﺎﺓ ﻁﺒﻴﻌﻴﺔ؛ ﺑﻤﻌﻨﻰ ﺃﻥ ﻟﺪﻳﻪ ﺃﺳﻠﻮﺏ ﺣﻴﺎﺓ ﺇﻳﺠﺎﺑﻲ ﻭﺻﺤﻲ.
ﻗﺪﻡ ﻟﻠﻤﻘﻴﺎﺱ ﺑﺘﻮﺿﻴﺢ ﻁﺮﻳﻘﺔ ﺍﻹﺟﺎﺑﺔ ﻋﻦ ﻓﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ ،ﻭﺗﻢ ﺗﻮﺿﻴﺢ
ﺍﻟﻤﻌﻨﻰ ﺍﻹﺟﺮﺍﺋﻲ ﻟﻜﻞ ﺩﺭﺟﺔ ﻣﻦ ﺩﺭﺟﺎﺕ ﺍﻹﺟﺎﺑﺔ ﻋﻦ ﻓﻘﺮﺍﺗﻪ .ﻭﺗﻢ ﺍﻟﺘﺄﻛﻴﺪ
ﻋﻠﻰ ﺳﺮﻳﺔ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ،ﻛﻤﺎ ﺗﻢ ﺍﻟﺘﺄﻛﻴﺪ ﺑﺄﻥ ﺍﻟﺒﻴﺎﻧﺎﺕ ﺍﻟﻤﺘﻀﻤﻨﺔ ﺳﺘﺴﺘﺨﺪﻡ
ﻷﻏﺮﺍﺽ ﺍﻟﺒﺤﺚ ﺍﻟﻌﻠﻤﻲ ﻓﻘﻂ ،ﻟﺬﺍ ﻟﻢ ﻳﻄﻠﺐ ﻣﻦ ﺍﻟﻤﺴﺘﺠﻴﺒﻴﻦ ﻛﺘﺎﺑﺔ ﺍﻻﺳﻢ،
ﻭﺇﻧﻤﺎ ﺑﻌﺾ ﺍﻟﺒﻴﺎﻧﺎﺕ ﺍﻟﺘﻲ ﺳﺘﺴﺎﻋﺪ ﻓﻲ ﺗﺼﻨﻴﻔﻬﺎ.
ﺍﻟﺨﻄﻮﺓ ﺍﻟﺮﺍﺑﻌﺔ :ﺗﺠﺮﻳﺐ ﺍﻟﻤﻘﻴﺎﺱ ﻋﻠﻰ ﻋﻴﻨﺔ ﻣﻦ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ
ﻟﺘﺠﺮﻳﺐ ﺍﻟﻤﻘﻴﺎﺱ ﺗﻢ ﺍﺧﺘﻴﺎﺭ ﻋﺪﺩ ﻣﻦ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻟﺮﺳﻤﻴﺔ ﻭﺍﻟﺨﺎﺻﺔ ﺑﺤﻴﺚ
ﺗﻤﺜﻞ ﺟﻤﻴﻊ ﻣﻨﺎﻁﻖ ﺍﻟﻤﻤﻠﻜﺔ ﺍﻷﺭﺩﻧﻴﺔ ﺍﻟﻬﺎﺷﻤﻴﺔ ) ﺍﻟﺠﺎﻣﻌﺔ ﺍﻷﺭﺩﻧﻴﺔ ،ﺟﺎﻣﻌﺔ
ﺍﻟﻴﺮﻣﻮﻙ ،ﺟﺎﻣﻌﺔ ﻣﺆﺗﺔ ،ﺟﺎﻣﻌﺔ ﺍﻟﺒﻠﻘﺎء ،ﺟﺎﻣﻌﺔ ﺍﻟﻌﻠﻮﻡ ﻭﺍﻟﺘﻜﻨﻮﻟﻮﺟﻴﺎ ،ﺟﺎﻣﻌﺔ
ﺁﻝ ﺍﻟﺒﻴﺖ ،ﺍﻟﺠﺎﻣﻌﺔ ﺍﻟﻬﺎﺷﻤﻴﺔ ،ﺟﺎﻣﻌﺔ ﺟﺮﺵ ﺍﻷﻫﻠﻴﺔ ،ﺟﺎﻣﻌﺔ ﺇﺭﺑﺪ ﺍﻷﻫﻠﻴﺔ(.
ﻭﺑﻌﺪ ﺍﻟﺤﺼﻮﻝ ﻋﻠﻰ ﺭﺳﺎﺋﻞ ﺍﺳﺘﻘﺒﺎﻝ ﻣﻦ ﻗﺒﻞ ﺗﻠﻚ ﺍﻟﺠﺎﻣﻌﺎﺕ ،ﻗﺎﻡ ﺍﻟﺒﺎﺣﺜﺎﻥ
ﺑﺘﻮﺯﻳﻊ ﺍﻟﻤﻘﻴﺎﺱ ﻋﻠﻰ ﻋﻴﻨﺎﺕ ﻣﺘﻴﺴﺮﺓ ﻣﻦ ﺧﻼﻝ ﺗﻄﺒﻴﻖ ﺍﻟﻤﻘﻴﺎﺱ ﻋﻠﻰ ﻁﻠﺒﺔ
ﺷﻌﺐ ﺍﻟﺜﻘﺎﻓﺔ ﺍﻟﻌﺎﻣﺔ ﻣﺜﻞ :ﺍﻟﻌﻠﻮﻡ ﺍﻟﻌﺴﻜﺮﻳﺔ ،ﻣﺒﺎﺩﺉ ﺍﻟﺤﺎﺳﻮﺏ ،ﺍﻟﻠﻐﺔ
ﺍﻹﻧﺠﻠﻴﺰﻳﺔ ،ﺍﻟﻠﻐﺔ ﺍﻟﻌﺮﺑﻴﺔ ،ﺣﻴﺚ ﺃﻥ ﻫﺬﻩ ﺍﻟﻤﺴﺎﻗﺎﺕ ﻫﻲ ﻣﺘﻄﻠﺒﺎﺕ ﺇﺟﺒﺎﺭﻳﺔ
ﻟﺠﻤﻴﻊ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺔ ﺑﻐﺾ ﺍﻟﻨﻈﺮ ﻋﻦ ﺗﺨﺼﺼﺎﺗﻬﻢ ،ﻭﺗﻀﻢ ﻁﻠﺒﺔ ﻣﻦ ﺟﻤﻴﻊ
ﺍﻟﻤﺴﺘﻮﻳﺎﺕ ﺍﻟﺪﺭﺍﺳﻴﺔ ﻭﺫﻟﻚ ﻟﻠﻮﺻﻮﻝ ﺇﻟﻰ ﺃﻗﺮﺏ ﺩﺭﺟﺎﺕ ﺍﻟﺘﻤﺜﻴﻞ ﻟﻤﺠﺘﻤﻊ
ﺍﻟﺪﺭﺍﺳﺔ ،ﺃﻻ ﻭﻫﻮ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻷﺭﺩﻧﻴﺔ ﻛﺎﻓﺔ ﻭﺍﻟﺬﻳﻦ ﻳﺼﻞ ﻋﺪﺩﻫﻢ ﺑﺤﺪﻭﺩ
 150ﺃﻟﻔﺎ ً ﻏﺎﻟﺒﻴﺘﻬﻢ ﻓﻲ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻟﺮﺳﻤﻴﺔ .ﻛﻤﺎ ﺭﻭﻋﻲ ﻓﻲ ﺗﺤﺪﻳﺪ ﺣﺠﻢ ﺍﻟﻌﻴﻨﺔ
ﺗﻤﺜﻴﻞ ﺣﺠﻢ ﺍﻟﻄﻠﺒﺔ ﻓﻲ ﻛﻞ ﺟﺎﻣﻌﺔ .ﻭﺍﻟﺠﺪﻭﻝ )  (1ﻳﻮﺿﺢ ﺗﻮﺯﻳﻊ ﺃﻓﺮﺍﺩ ﺍﻟﻌﻴﻨﺔ
ﻓﻲ ﺿﻮء ﺑﻌﺾ ﺍﻟﻤﺘﻐﻴﺮﺍﺕ.
ﺍﻟﻨﺴﺒﺔ ﺍﻟﻤﺌﻮﻳﺔ
ﺍﻟﻔﺮﻋﻴﺔ
89.8
10.2
62.2
37.8
33.9
45.8
20.3

ﺍﻟﻜﻠﻴﺔ
100.0
100.0
100.0

) (Varimox rotationﻧﻈﺮﺍً ﻻﺳﺘﻘﻼﻟﻴﺔ ﺍﻷﺑﻌﺎﺩ ﻋﻦ ﺑﻌﻀﻬﺎ ﺍﻟﺒﻌﺾ .ﻓﻲ
ﺣﺎﻝ ﺍﻟﻔﻘﺮﺍﺕ ﺍﻟﺘﻲ ﺗﺘﺸﺒﻊ ﻋﻠﻰ ﺃﻛﺜﺮ ﻣﻦ ﻋﺎﻣﻞ ﺗﻢ ﺗﺼﻨﻴﻒ ﺍﻟﻔﻘﺮﺓ ﺿﻤﻦ
ﺍﻟﻌﺎﻣﻞ ﺍﻟﺬﻱ ﺗﺮﺗﺒﻂ ﺑﻪ ﺃﻋﻠﻰ ﺷﻲء .ﻛﺸﻒ ﺍﻟﺘﺤﻠﻴﻞ ﺍﻟﻌﺎﻣﻠﻲ ﻋﻦ ﻭﺟﻮﺩ ﺃﺭﺑﻌﺔ
ﻋﻮﺍﻣﻞ )ﺟﺪﻭﻝ.(2

Hygienic behaviors scale
ﺟﺪﻭﻝ) :(2ﺗﺸﺒﻊ ﺍﻟﻔﻘﺮﺍﺕ ﻋﻠﻰ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻷﺭﺑﻌﺔ ﻭﺍﺭﺗﺒﺎﻁﻪ ﺑﺎﻟﺪﺭﺟﺔ ﺍﻟﻜﻠﻴﺔ ﻋﻠﻰ ﺍﻟﻤﻘﻴﺎﺱ
ﺍﻟﻤﺠﺎﻻﺕ

ﺍﻟﻤﺠﺎﻝ

ﺃﺳﺎﻫﻢ ﻓﻲ ﺗﻮﻓﻴﺮ ﺍﻟﺪﻋﻢ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻟﻤﻦ ﻳﺤﺘﺎﺝ ﻣﻦ ﺃﺳﺮﺗﻲ
ﺃﺣﻈﻰ ﺑﺎﻟﻘﺒﻮﻝ ﺍﻟﺘﺎﻡ ﻣﻦ ﺟﻤﻴﻊ ﺃﻓﺮﺍﺩ ﺃﺳﺮﺗﻲ
ﺃﻋﺎﻣﻞ ﺍﻟﻨﺎﺱ ﻛﻤﺎ ﺃﺣﺐ ﺃﻥ ﻳﻌﺎﻣﻠﻮﻧﻨﻲ
ﻟﺪﻱ ﺇﺣﺴﺎﺱ ﺟﻴﺪ ﺑﺎﻟﻤﺮﺡ
ﺃﺷﻌﺮ ﺑﺎﻟﺮﺿﺎ ﻋﻦ ﺫﺍﺗﻲ
ﺗﺘﻤﺘﻊ ﺣﻴﺎﺗﻲ ﺑﺪﺭﺟﺔ ﻣﻘﺒﻮﻟﺔ ﻣﻦ ﺍﻹﺛﺎﺭﺓ ﻭﺍﻟﻨﺸﺎﻁ ﻭﺍﻟﻤﺘﻌﺔ
ﺃﺻﻒ ﺣﻴﺎﺗﻲ ﺍﻟﻌﺎﻁﻔﻴﺔ ﺑﺎﻻﺳﺘﻘﺮﺍﺭ
ﻟﺪﻱ ﺍﻟﺜﻘﺔ ﺍﻟﺘﺎﻣﺔ ﺑﻘﺪﺭﺗﻲ ﻋﻠﻰ ﺇﺻﺪﺍﺭ ﺍﻷﺣﻜﺎﻡ
ﻣﻦ ﺍﻟﺴﻬﻞ ﺃﻥ ﺃﻛﻮﻥ ﻣﺤﺒﻮﺑﺎ ً ﻣﻦ ﺍﻵﺧﺮﻳﻦ
ﺃﻧﺎ ﻋﻠﻰ ﻭﻋﻲ ﺗﺎﻡ ﺑﺠﻤﻴﻊ ﺍﻟﻤﺸﺎﻋﺮ ﺍﻟﺘﻲ ﺃﻋﻴﺸﻬﺎ ﻭﺃﺗﻘﺒﻠﻬﺎ
ﺃﻋﺒﺮ ﻋﻦ ﻣﺸﺎﻋﺮﻱ ﺑﺴﻬﻮﻟﺔ ﻟﻠﻘﺮﻳﺒﻴﻦ ﻣﻨﻲ
ﺃﻧﺎ ﺃﺗﺤﻤﻞ ﻧﺘﺎﺋﺞ ﺟﻤﻴﻊ ﺗﺼﺮﻓﺎﺗﻲ
ﺃﺿﻊ ﻟﻨﻔﺴﻲ ﺃﻫﺪﺍﻓﺎ ً ﻭﺍﻗﻌﻴﺔ ،ﺑﺤﻴﺚ ﻳﻤﻜﻦ ﺗﻨﻔﻴﺬﻫﺎ
ﺃﺗﺨﺬ ﻗﺮﺍﺭﺍﺗﻲ ﺩﻭﻥ ﺍﻟﺸﻌﻮﺭ ﺑﺎﻟﻀﻐﻂ ﺃﻭ ﺍﻻﻧﺰﻋﺎﺝ
ﺃﻧﺎ ﻗﺎﺩﺭ ﻋﻠﻰ ﻓﻬﻢ ﻣﺸﺎﻋﺮ ﺍﻵﺧﺮﻳﻦ ﻭﻭﺟﻬﺎﺕ ﻧﻈﺮﻫﻢ
ﺃﺟﻤﻊ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﻀﺮﻭﺭﻳﺔ ﻗﺒﻞ ﺍﺗﺨﺎﺫ ﺃﻱ ﻗﺮﺍﺭ

0.49
0.53
0.44
0.61
0.62
0.64
0.51
0.59
0.53
0.61
0.43
0.52
0.58
0.60
0.53
0.57

ﺍﻟﺮﻗﻢ

ﻣﻀﻤﻮﻥ ﺍﻟﻔﻘﺮﺓ

ﺍﻟﺒﻌﺪ
ﺍﻟﻨﻔﺴﻲ
ﺍﻻﺟﺘﻤﺎﻋﻲ

ﺍﻟﺒﻌﺪ ﺍﻟﻨﻔﺴﻲ ﺍﻻﺟﺘﻤﺎﻋﻲ

33
34
36
37
38
39
40
41
44
45
46
47
48
49
50
51
1

ﺑﻌﺪ ﺍﻟﻌﻨﺎﻳﺔ ﺑﺎﻟﺼﺤﺔ ﺍﻟﻌﺎﻣﺔ

4
5
6
8
13
14
15
16
17
18
19
12
23
24
26
27
28
29
30
32
2
3
7
9
10
11
20
21

ﺑﻌﺪ ﺍﻟﺘﻌﺎﻣﻞ ﻣﻊ ﺍﻷﺩﻭﻳﺔ ﻭﺍﻟﻌﻘﺎﻗﻴﺮ
ﺑﻌﺪ ﺍﻟﻌﻨﺎﻳﺔ ﺑﺎﻟﺠﺴﻢ

ﻋﻨﺪﻣﺎ ﺃﺧﺘﺎﺭ ﺍﻟﺒﺮﻭﺗﻴﻦ ﺍﻟﺤﻴﻮﺍﻧﻲ ﻓﺈﻧﻨﻲ ﺃﺗﻨﺎﻭﻝ ﺍﻟﻠﺤﻮﻡ ﺍﻟﺒﻴﻀﺎء ﻭﺍﻷﺳﻤﺎﻙ
ﺃﺗﻨﺎﻭﻝ ﻭﺟﺒﺔ ﺍﻹﻓﻄﺎﺭ ﻳﻮﻣﻴﺎ ً ﺑﺎﻧﺘﻈﺎﻡ
ﺃﻛﺜﺮ ﻣﻦ ﺗﻨﺎﻭﻝ ﺍﻟﺨﻀﺎﺭ ﻭﺍﻟﻔﻮﺍﻛﻪ ﺍﻟﻄﺎﺯﺟﺔ
ﺃُﻛﺜﺮ ﻣﻦ ﺷﺮﺏ ﺍﻟﻤﻴﺎﻩ ﺍﻟﻨﻘﻴﺔ
ﺃﻧﻮّﻉ ﻓﻲ ﺍﻷﻏﺬﻳﺔ ﺍﻟﺘﻲ ﺃﺗﻨﺎﻭﻟﻬﺎ
ﺃﻗﻮﻡ ﺑﺎﻹﺟﺮﺍءﺍﺕ ﺍﻟﻼﺯﻣﺔ ﻋﻨﺪﻣﺎ ﺃﻋﺎﻧﻲ ﻣﻦ ﺃﻱ ﺃﻟﻢ
ﺃﻧﻈﻒ ﺃﺳﻨﺎﻧﻲ ﺑﻌﺪ ﺗﻨﺎﻭﻝ ﻭﺟﺒﺎﺕ ﺍﻟﻄﻌﺎﻡ
ﺃﺣﺼﻞ ﻋﻠﻰ ﺣﺎﺟﺘﻲ ﺍﻟﻜﺎﻓﻴﺔ ﻣﻦ ﺍﻟﻨﻮﻡ
ﺃﺣﺎﻓﻆ ﻋﻠﻰ ﺍﻟﻤﺴﺘﻮﻯ ﺍﻟﻄﺒﻴﻌﻲ ﻟﻀﻐﻂ ﺍﻟﺪﻡ
ﺃﺗﺨﺬ ﺍﻹﺟﺮﺍءﺍﺕ ﺍﻟﻼﺯﻣﺔ ﻟﻠﻮﻗﺎﻳﺔ ﻣﻦ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻤﻌﺪﻳﺔ
ﺃﺣﺎﻓﻆ ﻋﻠﻰ ﺍﻟﻔﺤﺺ ﺍﻟﻄﺒﻲ ﺃﻟﺴﺮﻳﺮﻱ ﺍﻟﺪﻭﺭﻱ )ﻛﻞ ﺳﻨﺔ(
ﺃﺭﺍﺟﻊ ﻁﺒﻴﺐ ﺍﻷﺳﻨﺎﻥ ﺩﻭﺭﻳﺎ ً ﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺳﻼﻣﺔ ﺃﺳﻨﺎﻧﻲ
ﺃﺗﺠﻨﺐ ﺍﺳﺘﺨﺪﺍﻡ ﺃﺩﻭﺍﺕ ﺃﻭ ﺃﻏﺮﺍﺽ ﺍﻵﺧﺮﻳﻦ ﺍﻟﺸﺨﺼﻴﺔ
ﺃﻟﺠﺄ ﺇﻟﻰ ﺍﺳﺘﺨﺪﺍﻡ ﺍﻷﺩﻭﻳﺔ ﻋﻨﺪ ﺍﻟﻀﺮﻭﺭﺓ ﻓﻘﻂ
ﺃﺗﺠﻨﺐ ﺍﺳﺘﺨﺪﺍﻡ ﺃﻱ ﻧﻮﻉ ﻣﻦ ﺍﻟﺘﺒﻎ )ﺳﺠﺎﺋﺮ ،ﺍﻟﻨﺮﺟﻴﻠﺔ(
ﺃﺗﺠﻨﺐ ﺗﻨﺎﻭﻝ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻬﺪﺋﺔ
ﺃﺗﺠﻨﺐ ﺗﻨﺎﻭﻝ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻨﻮﻣﺔ
ﺃﺭﺍﻋﻲ ﺑﺪﻗﺔ ﺍﻟﺘﻌﻠﻴﻤﺎﺕ ﺍﻟﻤﺮﻓﻘﺔ ﻣﻊ ﺍﻟﺪﻭﺍء؛ ﺍﻟﺬﻱ ﻳﺼﻔﻪ ﺍﻟﻄﺒﻴﺐ
ﺃﺗﺠﻨﺐ ﺍﻟﺤﺼﻮﻝ ﻋﻠﻰ ﺍﻷﺩﻭﻳﺔ ﻣﻦ ﺃﺷﺨﺎﺹ ﻏﻴﺮ ﻣﺆﻫﻠﻴﻦ ﻟﻮﺻﻔﻬﺎ
ﺃﻧﺎ ﻋﻠﻰ ﻭﻋﻲ ﺗﺎﻡ ﺑﺎﻷﻋﺮﺍﺽ ﺍﻟﺠﺎﻧﺒﻴﺔ ﻷﻱ ﺩﻭﺍء ﺃﺗﻨﺎﻭﻟﻪ
ﺃﺗﺠﻨﺐ ﺍﻟﺨﻠﻂ ﺑﻴﻦ ﺍﻷﺩﻭﻳﺔ ﺩﻭﻥ ﺇﺷﺮﺍﻑ ﺍﻟﻄﺒﻴﺐ
ﺃﺣﺎﻓﻆ ﻋﻠﻰ ﺩﺭﺟﺔ ﻣﻦ ﺍﻟﺘﻨﺎﺳﺐ ﺑﻴﻦ ﻭﺯﻧﻲ ﻭﻁﻮﻟﻲ
ﺃﺭﻛﺰ ﻓﻲ ﻏﺬﺍﺋﻲ ﻋﻠﻰ ﻧﺴﺒﺔ ﻗﻠﻴﻠﺔ ﺟﺪﺍً ﻣﻦ ﺍﻷﻣﻼﺡ ﺍﻟﺒﻴﻀﺎء
ﺃﻗﻠﻞ ﻣﻦ ﺗﻨﺎﻭﻝ ﺍﻷﻏﺬﻳﺔ ﺍﻟﻐﻨﻴﺔ ﺑﺎﻟﺴﻜﺮ ﺍﻷﺑﻴﺾ
ﺃﺗﺠﻨﺐ ﺍﻟﻤﺸﺮﻭﺑﺎﺕ ﺍﻟﻐﻨﻴﺔ ﺑﺎﻟﺴﻌﺮﺍﺕ ﺍﻟﺤﺮﺍﺭﻳﺔ
ﺃﻗﻠﻞ ﻣﻦ ﺍﻷﻏﺬﻳﺔ ﺍﻟﻐﻨﻴﺔ ﺑﺎﻟﺰﻳﻮﺕ ﻭﺍﻟﺪﻫﻮﻥ ﺍﻟﺤﻴﻮﺍﻧﻴﺔ
ﺃﺗﺎﺑﻊ ﺑﺮﺍﻣﺞ ﺍﻟﺘﺜﻘﻴﻒ ﺍﻟﺼﺤﻲ ﻋﻠﻰ ﺷﺎﺷﺔ ﺍﻟﺘﻠﻔﺎﺯ
ﺃﻣﺎﺭﺱ ﺍﻟﺮﻳﺎﺿﺔ ﻛﺎﻟﺠﺮﻱ ﺃﻭ ﻛﺮﺓ ﺍﻟﻘﺪﻡ ﺃﻭ ﻏﻴﺮﻫﺎ
ﺃﻣﺎﺭﺱ ﺭﻳﺎﺿﺔ ﺍﻟﻤﺸﻲ ﺑﺸﻜﻞ ﻣﻨﺘﻈﻢ

ﻭﺑﺎﻟﻤﻘﺎﺭﻧﺔ ﺑﻴﻦ ﻫﺬﻩ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﻨﺎﺗﺠﺔ ﻋﻦ ﻋﻤﻠﻴﺔ ﺍﻟﺘﺤﻠﻴﻞ ﻣﻊ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﻨﻈﺮﻳﺔ
ﻭﺍﻟﺘﻲ ﺑﻨﻲ ﺍﻟﻤﻘﻴﺎﺱ ﻋﻠﻰ ﺃﺳﺎﺳﻬﺎ ﻳﺘﺒﻴﻦ ﺃﻥ ﺍﻟﺘﺸﺎﺑﻪ ﺑﻴﻨﻬﻤﺎ ﻳﺘﺠﺎﻭﺯ  %80ﻣﻊ
ﺍﻧﺘﻘﺎﻝ ﺑﻌﺾ ﺍﻟﻔﻘﺮﺍﺕ ﻣﻦ ﻋﺎﻣﻞ ﺇﻟﻰ ﺁﺧﺮ .ﺃﻣﺎ ﺑﻌﺾ ﺍﻟﻔﻘﺮﺍﺕ ﺍﻟﺘﻲ ﻛﺎﻥ
ﺗﺸﺒﻌﻬﺎ ﻋﻠﻰ ﺟﻤﻴﻊ ﺍﻟﻌﻮﺍﻣﻞ ﻛﺎﻥ ﺃﻗﻞ ﻣﻦ  %20ﻓﻘﺪ ﺣﺬﻓﺖ ﻣﻦ ﺍﻟﻤﻘﻴﺎﺱ ﻭﺗﺒﻘﻰ

ﺑﻌﺪ
ﺍﻟﻌﻨﺎﻳﺔ
ﺑﺎﻟﺼﺤﺔ
ﺍﻟﻌﺎﻣﺔ

ﺑﻌﺪ
ﺍﻟﺘﻌﺎﻣﻞ
ﻣﻊ
ﺍﻷﺩﻭﻳﺔ
ﻭﺍﻟﻌﻘﺎﻗﻴﺮ

ﺑﻌﺪ
ﺍﻟﻌﻨﺎﻳﺔ
ﺑﺎﻟﺠﺴﻢ

ﺍﻟﻤﻘﻴﺎﺱ

0.44
0.46
0.35
0.44
0.45
0.48
0.39
0.41
0.39
0.45
0.31
0.39
0.46
0.46
0.39
0.47
0.38

0.29

0.47
0.57
0.49
0.52
0.56
0.52
0.46
0.55
0.51
0.58
0.54

0.29
0.45
0.38
0.44
0.48
0.43
0.32
0.48
0.48
0.40
0.40
0.35
0.33
0.29
0.35
0.32
0.50
0.43
0.47
0.42
0.39
0.34
0.32
0.36
0.39
0.40
0.37
0.38

0.49
0.47
0.55
0.70
0.69
0.57
0.67
0.47
0.58
0.51
0.54
0.54
0.57
0.60
0.53
0.58
0.55

ﻟﺪﻳﻨﺎ  46ﻓﻘﺮﺓ ،ﻭﻛﺎﻥ ﺍﺭﺗﺒﺎﻁﻬﺎ ﺑﺎﻟﺪﺭﺟﺔ ﺍﻟﻜﻠﻴﺔ ﻋﻠﻰ ﺍﻟﻤﻘﻴﺎﺱ ﻗﺪ ﺗﺠﺎﻭﺯ 0.29
ﻣﻤﺎ ﻳﺆﻛﺪ ﺃﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻳﺘﻤﺘﻊ ﺑﺼﺪﻕ ﺍﻟﺒﻨﺎء .ﻛﻤﺎ ﻛﺸﻒ ﺍﻟﺘﺤﻠﻴﻞ ﺍﻟﻌﺎﻣﻠﻲ ﺃﻥ ﻫﺬﻩ
ﺍﻟﻌﻮﺍﻣﻞ ﺍﻷﺭﺑﻌﺔ ﺗﻔﺴﺮ ﻣﺎ ﻣﺠﻤﻮﻋﻪ %32ﻣﻦ ﺍﻟﺘﺒﺎﻳﻦ)ﺟﺪﻭﻝ.(3

ﺟﺪﻭﻝ ) :(3ﺍﻟﺘﺒﺎﻳﻦ ﺍﻟﻤﻔﺴﺮ ﺍﻟﻜﻠﻲ
ﺍﻟﺠﺬﻭﺭ ﺍﻟﻜﺎﻣﻨﺔ ﺍﻟﺘﻤﻬﻴﺪﻳﺔ
ﺍﻟﻤﻜﻮﻥ

1
2
3
4
85

ﺍﻟﻜﻠﻲ

ﺍﻟﺘﺒﺎﻳﻦ
ﺍﻟﻤﻔﺴﺮ%

7.520
2.893
2.546
1.520

16.711
6.429
5.659
3.379

ﺍﻟﺘﺒﺎﻳﻦ
ﺍﻟﻤﻔﺴﺮ
ﺍﻟﺘﺮﺍﻛﻤﻲ%
16.711
23.141
28.799
32.178

ﺍﺳﺘﺨﻼﺹ ﻣﺠﻤﻮﻉ ﻣﺮﺑﻌﺎﺕ ﺍﻟﺘﺸﺒﻌﺎﺕ
ﺍﻟﻜﻠﻲ

ﺍﻟﺘﺒﺎﻳﻦ
ﺍﻟﻤﻔﺴﺮ%

7.520
2.893
2.546
1.520

16.711
6.429
5.659
3.379

ﺍﻟﺘﺒﺎﻳﻦ
ﺍﻟﻤﻔﺴﺮ
ﺍﻟﺘﺮﺍﻛﻤﻲ%
16.711
23.141
28.799
32.178

ﺗﺪﻭﻳﺮ ﻣﺠﻤﻮﻉ ﻣﺮﺑﻌﺎﺕ ﺍﻟﺘﺸﺒﻌﺎﺕ
ﺍﻟﻜﻠﻲ
5.101
3.348
3.150
2.882

ﺍﻟﺘﺒﺎﻳﻦ
ﺍﻟﻤﻔﺴﺮ
%
11.336
7.439
6.999
6.404

ﺍﻟﺘﺒﺎﻳﻦ
ﺍﻟﻤﻔﺴﺮ
ﺍﻟﺘﺮﺍﻛﻤﻲ%
11.336
18.776
25.774
32.178

Smadi, and Al – Smadi
35.380
3.202
1.441
5
ﻛﻤﺎ ﺣﺴﺐ ﻣﻌﺎﻣﻞ ﺍﺭﺗﺒﺎﻁ ﻫﺬﻩ ﺍﻟﻔﻘﺮﺍﺕ ﺑﺎﻷﺑﻌﺎﺩ ﺍﻟﺘﻲ ﺗﻨﺘﻤﻲ ﺇﻟﻴﻬﺎ ﺗﺒﻴﻦ ﺃﻥ
ﺟﻤﻴﻊ ﺍﻟﻔﻘﺮﺍﺕ ﺗﻤﺘﻌﺖ ﺑﻤﻌﺎﻣﻼﺕ ﺍﺭﺗﺒﺎﻁ ﻣﻌﻘﻮﻟﺔ ﻭﻣﻘﺒﻮﻟﺔ.

ﺍﻟﺼﺪﻕ ﺍﻟﺘﻤﻴﺰﻱ

ﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺍﻟﻘﺪﺭﺓ ﺍﻟﺘﻤﻴﺰﻳﺔ ﻟﻔﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ ﺑﻴﻦ ﻓﺌﺔ ﺃﻋﻠﻰ %27ﻣﻤﻦ ﺃﺟﺎﺑﻮﺍ
ﻋﻦ ﻓﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ ﻭﻓﺌﺔ ﺃﺩﻧﻰ  %27ﻣﻤﻦ ﺃﺟﺎﺑﻮﺍ ﻋﻦ ﻓﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ
ﺟﻤﻴﻌﻬﺎ ﻳﺘﺒﻴﻦ ﺃﻥ ﺟﻤﻴﻊ ﻓﻘﺮﺍﺕ ﺍﻟﻤﻘﻴﺎﺱ ﺗﺘﻤﺘﻊ ﺑﻘﺪﺭﺓ ﺗﻤﻴﺰﻳﺔ ﻋﺎﻟﻴﺔ.
ﺍﻟﻤﺘﻐﻴﺮ ﺍﻟﻤﺴﺘﻘﻞ
ﺍﻟﻤﺴﺘﻮﻯ
ﺍﻟﻌﺎﻡ ﻟﺼﺤﺘﻚ
ﻫﻞ ﺗﻌﺎﻧﻲ
ﻣﻦ ﺃﻱ ﻣﺮﺽ
ﻣﺘﻮﺳﻂ ﺩﺧﻞ
ﺍﻷﺳﺮﺓ ﺍﻟﺸﻬﺮﻱ

ﻛﺬﻟﻚ ﺍﻓﺘﺮﺽ ﺍﻟﺒﺎﺣﺜﺎﻥ ﺑﺄﻥ ﺍﻟﻄﻠﺒﺔ ﺍﻟﺬﻳﻦ ﻳﺘﻤﺘﻌﻮﻥ ﺑﻤﺴﺘﻮﻯ ﺻﺤﻲ ﺟﻴﺪ
ﺳﻴﻜﻮﻥ ﺃﺩﺍﺅﻫﻢ ﻋﻠﻰ ﺍﻟﻤﻘﻴﺎﺱ ﺃﻓﻀﻞ ﻣﻦ ﻧﻈﺮﺍﺋﻬﻢ ﺍﻟﺬﻳﻦ ﻳﺘﻤﺘﻌﻮﻥ ﺑﻤﺴﺘﻮﻯ
ﺻﺤﻲ ﻣﺘﻮﺳﻂ ﺃﻭ ﻓﻤﺎ ﺩﻭﻥ ﻭﺑﺪﻻﻟﺔ ﺇﺣﺼﺎﺋﻴﺔ .ﻭﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺻﺤﺔ ﻫﺬﺍ
ﺍﻻﻓﺘﺮﺍﺽ ﺣﺴﺒﺖ ﺍﻟﻤﺘﻮﺳﻄﺎﺕ ﺍﻟﺤﺴﺎﺑﻴﺔ ﻭﺍﻻﻧﺤﺮﺍﻓﺎﺕ ﺍﻟﻤﻌﻴﺎﺭﻳﺔ ﻟﺪﺭﺟﺎﺗﻬﻢ
ﻋﻠﻰ ﺍﻟﻤﻘﻴﺎﺱ ﻛﻜﻞ )ﺟﺪﻭﻝ.(4

ﺟﺪﻭﻝ) :(4ﺍﻟﻤﺘﻮﺳﻄﺎﺕ ﺍﻟﺤﺴﺎﺑﻴﺔ ﻭﺍﻻﻧﺤﺮﺍﻓﺎﺕ ﺍﻟﻤﻌﻴﺎﺭﻳﺔ ﻟﺪﺭﺟﺎﺕ ﺍﻟﻄﻠﺒﺔ ﻓﻲ ﺿﻮء ﺍﻟﻤﺘﻐﻴﺮﺍﺕ
ﺍﻻﻧﺤﺮﺍﻑ
ﺍﻟﻤﺘﻮﺳﻂ
ﺍﻟﻤﺴﺘﻮﻳﺎﺕ
ﺍﻟﻤﻌﻴﺎﺭﻱ
ﺍﻟﺤﺴﺎﺑﻲ
ﺟﻴﺪ ﺟﺪﺍً
0.42
2.798
0.46
2.540
ﻣﺘﻮﺳﻄﺔ
0.43
2.763
ﻻ
0.45
2.636
ﻧﻌﻢ
0.44
2.762
) 300-1ﻣﺘﺪﻧﻲ(
0.43
2.756
) 800-301ﻣﺘﻮﺳﻂ(
0.43
2.738
 801ﻓﺄﻛﺜﺮ )ﻣﺮﺗﻔﻊ(

ﻛﻤﺎ ﺃﺟﺮﻱ ﺗﺤﻠﻴﻞ ﺗﺒﺎﻳﻦ ﺛﻼﺛﻲ ﻟﻠﻤﺘﻮﺳﻄﺎﺕ ﺍﻟﺤﺴﺎﺑﻴﺔ ﻓﻲ ﺿﻮء ﻣﺘﻐﻴﺮﺍﺕ
ﺍﻟﺼﺤﺔ ﻭﺍﻟﺤﺎﻟﺔ ﺍﻻﻗﺘﺼﺎﺩﻳﺔ ﻭﻣﻌﺎﻧﺎﺓ ﺍﻟﻄﻠﺒﺔ ﻷﻱ ﻣﺮﺽ)ﺟﺪﻭﻝ .(5ﻳﺘﻀﺢ ﻣﻦ
ﺍﻟﺠﺪﻭﻝ 5ﺃﻥ ﺍﻟﻤﺘﻤﺘﻌﻴﻦ ﺑﻤﺴﺘﻮﻯ ﺻﺤﺔ ﻋﺎﻟﻴﺔ ﻛﺎﻥ ﺃﺩﺍﺅﻫﻢ ﻋﻠﻰ ﺍﻟﻤﻘﻴﺎﺱ ﺃﻋﻠﻰ

ﻭﺑﺪﻻﻟﺔ ﺇﺣﺼﺎﺋﻴﺔ ﻣﻘﺎﺭﻧﺔ ﻣﻊ ﻣﻦ ﻳﺘﻤﺘﻌﻮﻥ ﺑﻤﺴﺘﻮﻳﺎﺕ ﺻﺤﻴﺔ ﻣﺘﻮﺳﻄﺔ ﺃﻭ
ﻣﻨﺨﻔﻀﺔ ،ﻣﻤﺎ ﻳﺆﻛﺪ ﺻﺤﺔ ﺍﻻﻓﺘﺮﺍﺽ ﺑﺄﻥ ﻟﻠﻤﻘﻴﺎﺱ ﻗﺪﺭﺓ ﺗﻤﻴﺰﻳﺔ.

ﺟﺪﻭﻝ) :(5ﺗﺤﻠﻴﻞ ﺍﻟﺘﺒﺎﻳﻦ ﺍﻟﺜﻼﺛﻲ ﻟﺘﺄﺛﻴﺮ ﻣﺘﻐﻴﺮﺍﺕ ﺍﻟﺪﺭﺍﺳﺔ
ﻣﺼﺪﺭ ﺍﻟﺘﺒﺎﻳﻦ
ﺍﻟﻤﺴﺘﻮﻯ ﺍﻟﻌﺎﻡ ﻟﺼﺤﺘﻚ
ﻫﻞ ﺗﻌﺎﻧﻲ ﻣﻦ ﺃﻱ ﻣﺮﺽ
ﻣﺘﻮﺳﻂ ﺩﺧﻞ ﺍﻷﺳﺮﺓ ﺍﻟﺸﻬﺮﻱ
ﺍﻟﺨﻄﺄ
ﺍﻟﻜﻠﻲ

ﻣﺠﻤﻮﻉ
ﺍﻟﻤﺮﺑﻌﺎﺕ
15.991
0.048
0.468
331.547
349.684

ﺩﺭﺟﺔ
ﺍﻟﺤﺮﻳﺔ
1
1
2
1844
1848

ﺛﺒﺎﺕ ﺍﻟﻤﻘﻴﺎﺱ

ﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺍﻻﺗﺴﺎﻕ ﺍﻟﺪﺍﺧﻠﻲ ﻟﻠﻤﻘﻴﺎﺱ ﻛﻜﻞ ﻭﻷﺑﻌﺎﺩﻩ ﺍﻟﻔﺮﻋﻴﺔ ﺍﺳﺘﺨﺪﻣﺖ
ﺍﻟﺒﻴﺎﻧﺎﺕ ﻭﺍﺳﺘﺨﺮﺟﺖ ﻣﻌﺎﻣﻼﺕ ﻛﺮﻭﻧﺒﺎﺥ -ﺃﻟﻔﺎ ﻟﻠﻤﻘﻴﺎﺱ ﻛﻜﻞ ﻭﻟﻸﺑﻌﺎﺩ ﺍﻟﻔﺮﻋﻴﺔ
ﺍﻟﺘﻲ ﻳﺘﻜﻮﻥ ﻣﻨﻬﺎ ﺍﻟﻤﻘﻴﺎﺱ ﺗﺒﻴﻦ ﺃﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻗﺪ ﺗﻤﺘﻊ ﺑﺪﺭﺟﺔ ﻋﺎﻟﻴﺔ ﻣﻦ ﺍﻻﺗﺴﺎﻕ
ﺍﻟﺪﺍﺧﻠﻲ ) ﻛﺮﻭﻧﺒﺎﺥ-ﺃﻟﻔﺎ= ،(0.87ﻛﻤﺎ ﺗﻤﺘﻌﺖ ﺃﺑﻌﺎﺩﻩ ﺍﻟﻔﺮﻋﻴﺔ ﺑﺪﺭﺟﺎﺕ ﺍﺗﺴﺎﻕ
ﺩﺍﺧﻠﻲ ﻣﻘﺒﻮﻟﺔ 0.84) .ﻟﻠﺒﻌﺪ ﺍﻷﻭﻝ 0.74 ،ﻟﻠﺒﻌﺪ ﺍﻟﺜﺎﻧﻲ 0.75 ،ﻟﻠﺒﻌﺪ ﺍﻟﺜﺎﻟﺚ،
 0.68ﻟﻠﺒﻌﺪ ﺍﻟﺮﺍﺑﻊ( .ﻭﺍﻧﺨﻔﺎﺽ ﻣﻌﺎﻣﻞ ﺍﻻﺗﺴﺎﻕ ﺍﻟﺪﺍﺧﻠﻲ ﻳﻔﺴﺮﻩ ﻗﻠﺔ ﻋﺪﺩ
ﺍﻟﻔﻘﺮﺍﺕ ﻓﻲ ﻫﺬﺍ ﺍﻟﺒﻌﺪ ،ﺣﻴﺚ ﺑﻠﻐﺖ ﻋﺪﺩ ﻓﻘﺮﺍﺗﻪ ﺛﻤﺎﻧﻴﺔ ﻓﻘﺮﺍﺕ.

ﺛﺒﺎﺕ ﺍﻹﻋﺎﺩﺓ

ﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺍﻟﺜﺒﺎﺕ ﺍﻟﺨﺎﺭﺟﻲ ﻟﻸﺩﺍﺓ ﻭﺯﻋﺖ ﺍﻷﺩﺍﺓ ﺑﺼﻮﺭﺗﻬﺎ ﺍﻟﻨﻬﺎﺋﻴﺔ ﻋﻠﻰ ﻋﻴﻨﺔ
ﺛﺒﺎﺕ ) (54ﻁﺎﻟﺒﺎ ً ﻭﻁﺎﻟﺒﺔ ﻣﻦ ﻛﻠﻴﺔ ﺍﻟﺘﺮﺑﻴﺔ ﻓﻲ ﺟﺎﻣﻌﺔ ﺍﻟﻴﺮﻣﻮﻙ ﻓﻲ ﺍﻷﺭﺩﻥ ،ﺛﻢ
ﺃﻋﻴﺪ ﺗﻮﺯﻳﻌﻬﺎ ﻋﻠﻴﻬﻢ ﻣﺮﺓ ﺛﺎﻧﻴﺔ ﺑﻌﺪ ﻣﺮﻭﺭ ﺃﺭﺑﻌﺔ ﻋﺸﺮ ﻳﻮﻣﺎً ،ﺛﻢ ﺣﺴﺒﺖ
ﻣﻌﺎﻣﻼﺕ ﺍﻻﺭﺗﺒﺎﻁ ﺑﻴﻦ ﻣﺮﺗﻲ ﺍﻟﺘﻄﺒﻴﻖ ﻋﻠﻰ ﺍﻷﺩﺍﺓ ﻛﻜﻞ ﻭﻋﻠﻰ ﺍﻷﺑﻌﺎﺩ ﺍﻟﻔﺮﻋﻴﺔ
ﻟﻸﺩﺍﺓ .ﻛﺸﻔﺖ ﻧﺘﺎﺋﺞ ﺍﻟﺘﺤﻠﻴﻞ ﺃﻥ ﻣﻌﺎﻣﻞ ﺍﺭﺗﺒﺎﻁ ﺑﻴﻦ ﻣﺮﺗﻲ ﺍﻟﺘﻄﺒﻴﻖ ﻛﺎﻥ
) 0.79ﻟﻠﻤﻘﻴﺎﺱ ﻛﻜﻞ 0.81 ،ﻟﻠﺒﻌﺪ ﺍﻷﻭﻝ 0.79 ،ﻟﻠﺒﻌﺪ ﺍﻟﺜﺎﻧﻲ 0.75 ،ﻟﻠﺒﻌﺪ
ﺍﻟﺜﺎﻟﺚ 0.78 ،ﻟﻠﺒﻌﺪ ﺍﻟﺮﺍﺑﻊ( ﻭﻫﺬﻩ ﻗﻴﻢ ﻣﻘﺒﻮﻟﺔ ﻷﻏﺮﺍﺽ ﺍﻟﺒﺤﺚ.

ﺗﻔﺴﻴﺮ ﺍﻟﺪﺭﺟﺎﺕ

ﻟﺘﻔﺴﻴﺮ ﺍﻟﺪﺭﺟﺎﺕ ﻋﻠﻰ ﺍﻟﻤﻘﻴﺎﺱ ﻓﻘﺪ ﺗﻢ ﺍﺳﺘﺨﺮﺍﺝ ﺍﻟﻤﺘﻮﺳﻂ ﺍﻟﺤﺴﺎﺑﻲ ﻟﻠﺪﺭﺟﺔ
ﺍﻟﻜﻠﻴﺔ ﻋﻠﻰ ﺍﻟﻤﻘﻴﺎﺱ ﻭﺍﻟﺬﻱ ﺑﻠﻎ  ،124ﻛﻤﺎ ﺍﺳﺘﺨﺮﺝ ﺍﻻﻧﺤﺮﺍﻑ ﺍﻟﻤﻌﻴﺎﺭﻱ
ﻟﺪﺭﺟﺎﺕ ﺍﻟﻤﻔﺤﻮﺻﻴﻦ ﻭﺍﻟﺬﻱ ﺗﺒﻴﻦ ﺃﻧﻪ  20ﺩﺭﺟﺔ .ﻭﻓﻲ ﺿﻮء ﺫﻟﻚ ﻳﻤﻜﻦ
ﺗﻔﺴﻴﺮ ﺍﻟﺪﺭﺟﺎﺕ ﻛﻤﺎ ﻳﻠﻲ:
ﺍﻟﺪﺭﺟﺎﺕ ﺍﻟﺘﻲ ﺗﺘﺠﺎﻭﺯ  135ﻓﺄﻛﺜﺮ ﻟﺪﻳﻬﻢ ﺳﻠﻮﻙ ﺻﺤﻲ ﺟﻴﺪ ﺟﺪﺍً
ﺍﻟﺪﺭﺟﺎﺕ ﺍﻟﺘﻲ ﺗﺘﺮﺍﻭﺡ ﻣﺎ ﺑﻴﻦ  134 - 114ﻟﺪﻳﻬﻢ ﺳﻠﻮﻙ ﺻﺤﻲ ﻣﺘﻮﺳﻂ
ﻭﻣﻘﺒﻮﻝ ،ﺍﻟﺪﺭﺟﺎﺕ ﺍﻟﺘﻲ ﻫﻲ ﺩﻭﻥ  113 – 94ﻟﺪﻳﻬﻢ ﺳﻠﻮﻙ ﺻﺤﻲ ﺩﻭﻥ
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ﻣﺘﻮﺳﻂ
ﺍﻟﻤﺮﺑﻌﺎﺕ
15.991
0.048
0.234
0.180

ﻑ
88.939
0.268
1.302

ﺍﻟﺪﻻﻟﺔ
ﺍﻹﺣﺼﺎﺋﻴﺔ
0.000
0.605
0.272

ﺍﻟﻤﺘﻮﺳﻂ ﻭﺭﺑﻤﺎ ﻳﺤﺘﺎﺟﻮﻥ ﻟﻠﺘﺜﻘﻴﻒ ﺍﻟﺼﺤﻲ ،ﺍﻟﺪﺭﺟﺎﺕ ﺍﻟﺘﻲ ﻫﻲ ﺩﻭﻥ 93
ﻟﺪﻳﻬﻢ ﺳﻠﻮﻙ ﺻﺤﻲ ﺿﻌﻴﻒ ﻭﺑﺎﻟﺘﺄﻛﻴﺪ ﻳﺤﺘﺎﺟﻮﻥ ﻟﻠﺘﺜﻘﻴﻒ ﺍﻟﺼﺤﻲ.

ﺍﻻﺳﺘﻨﺘﺎﺝ

ﻧﻈﺮﺍً ﻟﺨﻠﻮ ﺍﻟﻤﻜﺘﺒﺔ ﺍﻟﻌﺮﺑﻴﺔ ﻣﻦ ﺃﺩﺍﺓ ﺗﻘﻴﺲ ﺍﻟﺴﻠﻮﻛﺎﺕ ﺍﻟﺘﻲ ﺗﺠﻌﻞ ﺍﻟﻔﺮﺩ ﻳﺘﻤﺘﻊ
ﺑﺼﺤﺔ ﺟﺴﺪﻳﺔ ﻭﻧﻔﺴﻴﺔ ﺑﺤﻴﺚ ﻳﺘﻤﺘﻊ ﺑﺨﺼﺎﺋﺺ ﺳﻴﻜﻮﻣﺘﺮﻳﺔ ﻋﺎﻟﻴﺔ ﺗﺆﺩﻱ
ﺑﺰﻳﺎﺩﺓ ﺍﻟﺜﻘﺔ ﻓﻲ ﻧﺘﺎﺋﺠﻬﺎ ،ﺟﺎءﺕ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ  ،ﺣﻴﺚ ﺗﻢ ﺗﻄﻮﻳﺮ ﺃﺩﺍﺓ ﻣﻜﻮﻧﺔ
ﻣﻦ  64ﻓﻘﺮﺓ ،ﻭﺑﻌﺪ ﺗﺤﻜﻴﻤﻬﺎ ﻣﻦ ﻗﺒﻞ ﺍﻟﻤﺘﺨﺼﺼﻴﻦ ﺗﺒﻘﻰ ﻣﻨﻬﺎ  52ﻓﻘﺮﺓ
ﻭﺯﻋﺖ ﻋﻠﻰ ﻋﻴﻨﺔ ﻣﻦ ﻁﻠﺒﺔ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻷﺭﺩﻧﻴﺔ ﺍﻟﺤﻜﻮﻣﻴﺔ ﻭﺍﻟﺨﺎﺻﺔ ﻭﻣﻦ
ﻣﺨﺘﻠﻒ ﻣﻨﺎﻁﻖ ﺍﻷﺭﺩﻥ .ﻭﺑﻌﺪ ﺣﺴﺎﺏ ﻣﻌﺎﻣﻼﺕ ﺍﺭﺗﺒﺎﻁ ﺍﻟﻔﻘﺮﺍﺕ ﺑﺎﻷﺑﻌﺎﺩ ﺍﻟﺘﻲ
ﺗﻨﺘﻤﻲ ﺇﻟﻴﻬﺎ ﻭ ﺍﻋﺘﻤﺎﺩ ﻣﻌﻴﺎﺭ ﻣﻌﺎﻣﻞ ﺍﺭﺗﺒﺎﻁ ﺍﻟﻔﻘﺮﺓ ﺑﺎﻟﺪﺭﺟﺔ ﺍﻟﻜﻠﻴﺔ  0.29ﻛﺤﺪ
ﺃﺩﻧﻰ ﻟﻺﺑﻘﺎء ﻋﻠﻴﻬﺎ ،ﻭﺑﻌﺪ ﺗﻄﺒﻴﻖ ﺍﻹﺟﺮﺍء ﺣــــﺬﻓﺖ ﺳﺖ ﻓﻘﺮﺍﺕ ﻭﺗﺒﻘﻰ 46
ﻓﻘﺮﺓ ﺃﺧﻀﻌﺖ ﻟﻠﺘﺤﻠﻴﻞ ﺍﻟﻌﺎﻣﻠﻲ ﻭﺍﻟﺬﻱ ﻛﺸﻒ ﻋﻦ ﻭﺟﻮﺩ ﺃﺭﺑﻌﺔ ﻋﻮﺍﻣﻞ ﺗﻨﺎﻅﺮ
ﺍﻟﻌﻮﺍﻣﻞ ﺍﻟﺘﻲ ﺻﻤﻢ ﻋﻠﻰ ﺃﺳﺎﺳﻬﺎ ﺍﻟﻤﻘﻴﺎﺱ ﻣﻤﺎ ﻳﺆﻛﺪ ﺃﻧﻪ ﻳﺘﻤﺘﻊ ﺑﺼﺪﻕ ﺍﻟﺒﻨﺎء.
ﻛﻤﺎ ﻛﺸﻒ ﺍﻟﺘﺤﻠﻴﻞ ﻋﻦ ﺃﻥ ﺍﻟﻤﻘﻴﺎﺱ ﻳﺘﻤﺘﻊ ﺑﻘﺪﺭﺓ ﺗﻤﻴﺰﻳﺔ ﺑﻴﻦ ﻣﻦ ﻳﺘﻤﺘﻊ
ﻭﻷﻏﺮﺍﺽ ﺍﻹﺭﺷﺎﺩ .ﻭﻳﻤﻜﻦ ﺃﻥ ﻳﻌﻄﻰ ﺑﺸﻜﻞ ﺟﻤﺎﻋﻲ ﻭﺑﺸﻜﻞ ﻓﺮﺩﻱ ﻭﻳﻤﻜﻦ
ﺃﻥ ﻳﺴﺘﺨﺪﻡ ﻣﻊ ﺍﻟﻄﻠﺒﺔ ﻓﻲ ﺟﻤﻴﻊ ﺍﻟﺠﺎﻣﻌﺎﺕ ﺍﻷﺭﺩﻧﻴﺔ ﻭﻓﻲ ﻛﺎﻓﺔ ﺍﻟﻤﻨﺎﻁﻖ
ﻭﻟﻠﺬﻛﻮﺭ ﻭﺍﻹﻧﺎﺙ ﻋﻠﻰ ﺣﺪ ﺳﻮﺍء ﻭﺩﻭﻥ ﺗﻤﻴﻴﺰ .ﻭﻳﻮﺻﻲ ﺍﻟﺒﺎﺣﺜﺎﻥ ﺑﺘﻄﻮﻳﺮ
ﺍﻟﻤﻘﻴﺎﺱ ﻋﻠﻰ ﻣﺮﺍﺣﻞ ﻋﻤﺮﻳﺔ ﺃﺩﻧﻰ ﻛﻄﻠﺒﺔ ﺍﻟﻤﺮﺣﻠﺔ ﺍﻟﺜﺎﻧﻮﻳﺔ ﻭﺍﻟﺘﻌﻠﻴﻢ ﺍﻷﺳﺎﺳﻲ
ﻭﻁﻠﺒﺔ ﻛﻠﻴﺎﺕ ﺍﻟﻤﺠﺘﻤﻊ.
ﺍﻟﻤﺮﺍﺟﻊ
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Development. 23(2), 83 – 88.
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ﻋﻨﺪﻣﺎ ﺍﺧﺘﺎﺭ ﺍﻟﺒﺮﻭﺗﻴﻦ ﺍﻟﺤﻴﻮﺍﻧﻲ ﻓﺈﻧﻨﻲ ﺃﺗﻨﺎﻭﻝ ﺍﻟﻠﺤﻮﻡ ﺍﻟﺒﻴﻀﺎء ﻭﺍﻷﺳﻤﺎﻙ*
ﺃﺣﺎﻓﻆ ﻋﻠﻰ ﺩﺭﺟﺔ ﻣﻦ ﺍﻟﺘﻨﺎﺳﺐ ﺑﻴﻦ ﻭﺯﻧﻲ ﻭﻁﻮﻟﻲ
ﺃﺭﻛﺰ ﻓﻲ ﻏﺬﺍﺋﻲ ﻋﻠﻰ ﻧﺴﺒﺔ ﻗﻠﻴﻠﺔ ﺟﺪﺍ ﻣﻦ ﺍﻷﻣﻼﺡ ﺍﻟﺒﻴﻀﺎء
ﺃﺗﻨﺎﻭﻝ ﻭﺟﺒﺔ ﺍﻹﻓﻄﺎﺭ ﻳﻮﻣﻴﺎ َ ﺑﺎﻧﺘﻈﺎﻡ
ﺃُﻛﺜﺮ ﻣﻦ ﺗﻨﺎﻭﻝ ﺍﻟﺨﻀﺎﺭ ﻭﺍﻟﻔﻮﺍﻛﻪ ﺍﻟﻄﺎﺯﺟﺔ
ﺃُﻛﺜﺮ ﻣﻦ ِﺷﺮﺏ ﺍﻟﻤﻴﺎﻩ ﺍﻟﻨﻘﻴﺔ
ﺃﻗﻠﻞ ﻣﻦ ﺗﻨﺎﻭﻝ ﺍﻷﻏﺬﻳﺔ ﺍﻟﻐﻨﻴﺔ ﺑﺎﻟﺴﻜﺮ ﺍﻷﺑﻴﺾ
ﺃﻧﻮّﻉ ﻓﻲ ﺍﻷﻏﺬﻳﺔ ﺍﻟﺘﻲ ﺃﺗﻨﺎﻭﻟﻬﺎ
ﺃﺗﺠﻨﺐ ﺍﻟﻤﺸﺮﻭﺑﺎﺕ ﺍﻟﻐﻨﻴﺔ ﺑﺎﻟﺴﻌﺮﺍﺕ ﺍﻟﺤﺮﺍﺭﻳﺔ
ﺃﻗﻠﻞ ﻣﻦ ﺍﻷﻏﺬﻳﺔ ﺍﻟﻐﻨﻴﺔ ﺑﺎﻟﺰﻳﻮﺕ ﻭﺍﻟﺪﻫﻮﻥ ﺍﻟﺤﻴﻮﺍﻧﻴﺔ
ﺃﺗﺎﺑﻊ ﺑﺮﺍﻣﺞ ﺍﻟﺘﺜﻘﻴﻒ ﺍﻟﺼﺤﻲ ﻋﻠﻰ ﺷﺎﺷﺔ ﺍﻟﺘﻠﻔﺎﺯ **
ﺃﺗﺠﻨﺐ ﺍﺳﺘﺨﺪﺍﻡ ﺃﺩﻭﺍﺕ ﺃﻭ ﺃﻏﺮﺍﺽ ﺍﻵﺧﺮﻳﻦ ﺍﻟﺸﺨﺼﻴﺔ
ﺃﻗﻮﻡ ﺑﺎﻹﺟﺮﺍءﺍﺕ ﺍﻟﻼﺯﻣﺔ ﻋﻨﺪﻣﺎ ﺃﻋﺎﻧﻲ ﻣﻦ ﺃﻱ ﺃﻟﻢ
ﺃﻧﻈﻒ ﺃﺳﻨﺎﻧﻲ ﺑﻌﺪ ﺗﻨﺎﻭﻝ ﻭﺟﺒﺎﺕ ﺍﻟﻄﻌﺎﻡ
ﺃﺣﺼﻞ ﻋﻠﻰ ﺣﺎﺟﺘﻲ ﺍﻟﻜﺎﻓﻴﺔ ﻣﻦ ﺍﻟﻨﻮﻡ
ﺃﺣﺎﻓﻆ ﻋﻠﻰ ﻣﺴﺘﻮﻯ ﻁﺒﻴﻌﻲ ﻣﻦ ﺿﻐﻂ ﺍﻟﺪﻡ
ﺃﺗﺨﺬ ﺃﻹﺟﺮﺍءﺍﺕ ﺍﻟﻼﺯﻣﺔ ﻟﻠﻮﻗﺎﻳﺔ ﻣﻦ ﺍﻷﻣﺮﺍﺽ ﺍﻟﻤﻌﺪﻳﺔ
ﺃﺣﺎﻓﻆ ﻋﻠﻰ ﺍﻟﻔﺤﺺ ﺍﻟﻄﺒﻲ ﺃﻟﺴﺮﻳﺮﻱ ﺍﻟﺪﻭﺭﻱ) ﻛﻞ ﺳﻨﻪ (
ﺃﺭﺍﺟﻊ ﻁﺒﻴﺐ ﺍﻷﺳﻨﺎﻥ ﺩﻭﺭﻳﺎ ﻟﻠﺘﺄﻛﺪ ﻣﻦ ﺳﻼﻣﺔ ﺃﺳﻨﺎﻧﻲ
ﺃﻣﺎﺭﺱ ﺍﻟﺮﻳﺎﺿﺔ ﻛﺎﻟﺠﺮﻱ ﺃﻭ ﻛﺮﺓ ﺍﻟﻘﺪﻡ ﺃﻭ ﻏﻴﺮﻫﺎ
ﺃﻣﺎﺭﺱ ﺭﻳﺎﺿﺔ ﺍﻟﻤﺸﻲ ﺑﺸﻜﻞ ﻣﻨﺘﻈﻢ
ﺍﺳﺘﻤﺘﻊ ﺑﺴﻤﺎﻉ ﺍﻟﻤﻮﺳﻴﻘﻰ ﻳﻮﻣﻴﺎ َ
ﺃﻟﺠﺄ ﺇﻟﻰ ﺍﺳﺘﺨﺪﺍﻡ ﺍﻷﺩﻭﻳﺔ ﻋﻨﺪ ﺍﻟﻀﺮﻭﺭﺓ ﻓﻘﻂ***
ﺃﺗﺠﻨﺐ ﺍﺳﺘﺨﺪﺍﻡ ﺃﻱ ﻧﻮﻉ ﻣﻦ ﺍﻟﺘﺒﻎ)ﺳﺠﺎﺋﺮ،ﺍﻟﻨﺮﺟﻴﻠﻪ(
ﺃﺗﻨﺎﻭﻝ ﺍﻟﻘﻠﻴﻞ ﻣﻦ ﺍﻟﻤﺸﺮﻭﺑﺎﺕ ﺍﻟﻐﻨﻴﺔ ﺑﺎﻟﻜﺎﻓﻴﻴﻦ )ﻗﻬﻮﺓ ،ﺷﺎﻱ ،ﻛﻮﻻ(.
ﺃﺗﺠﻨﺐ ﺗﻨﺎﻭﻝ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻬﺪﺋﺔ
ﺃﺗﺠﻨﺐ ﺗﻨﺎﻭﻝ ﺍﻟﻌﻘﺎﻗﻴﺮ ﺍﻟﻤﻨﻮﻣﺔ
ﺃﺭﺍﻋﻲ ﺑﺪﻗﺔ ﺍﻟﺘﻌﻠﻴﻤﺎﺕ ﺍﻟﻤﺮﻓﻘﺔ ﻣﻊ ﺍﻟﺪﻭﺍء ﺍﻟﺬﻱ ﻳﺼﻔﻪ ﺍﻟﻄﺒﻴﺐ.
ﺃﺗﺠﻨﺐ ﺍﻟﺤﺼﻮﻝ ﻋﻠﻰ ﺍﻷﺩﻭﻳﺔ ﻣﻦ ﺃﺷﺨﺎﺹ ﻏﻴﺮ ﻣﺆﻫﻠﻴﻦ ﻟﻮﺻﻔﻬﺎ.
ﺃﻧﺎ ﻋﻠﻰ ﻭﻋﻲ ﺗﺎﻡ ﺑﺎﻷﻋﺮﺍﺽ ﺍﻟﺠﺎﻧﺒﻴﺔ ﻷﻱ ﺩﻭﺍء ﺃﺗﻨﺎﻭﻟﻪ
ﺃﻧﺎ ﻣﻤﻦ ﻳﺒﺤﺜﻮﻥ ﻋﻦ ﺍﻟﻄﺐ ﺍﻟﺒﺪﻳﻞ ﻛﺎﻟﻤﻌﺎﻟﺠﺔ ﺑﺎﻷﻋﺸﺎﺏ
ﺃﺗﺠﻨﺐ ﺍﻟﺨﻠﻂ ﺑﻴﻦ ﺍﻷﺩﻭﻳﺔ ﺩﻭﻥ ﺇﺷﺮﺍﻑ ﺍﻟﻄﺒﻴﺐ
ﺃﺳﺎﻫﻢ ﻓﻲ ﺗﻮﻓﻴﺮ ﺍﻟﺪﻋﻢ ﺍﻻﺟﺘﻤﺎﻋﻲ ﻟﻤﻦ ﻳﺤﺘﺎﺝ ﻣﻦ ﺃﺳﺮﺗﻲ****
ﺃﺣﻈﻰ ﺑﺎﻟﻘﺒﻮﻝ ﺍﻟﺘﺎﻡ ﻣﻦ ﺟﻤﻴﻊ ﺃﻓﺮﺍﺩ ﺃﺳﺮﺗﻲ
ﺃﻣﺎﺭﺱ ﺍﻟﻤﻄﺎﻟﻌﺔ ﺳﻮﺍء ﻣﻦ ﺍﻟﻜﺘﺐ ﺃﻭ ﺍﻻﻧﺘﺮﻧﺖ
ﺃﻋﺎﻣﻞ ﺍﻟﻨﺎﺱ ﻛﻤﺎ ﺃﺣﺐ ﺃﻥ ﻳﻌﺎﻣﻠﻮﻧﻨﻲ
ﻟﺪﻱ ﺇﺣﺴﺎﺱ ﺟﻴﺪ ﺑﺎﻟﻤﺮﺡ
ﺃﺷﻌﺮ ﺑﺎﻟﺮﺿﺎ ﻋﻦ ﺫﺍﺗﻲ
ﺗﺘﻤﺘﻊ ﺣﻴﺎﺗﻲ ﺑﺪﺭﺟﺔ ﻣﻘﺒﻮﻟﺔ ﻣﻦ ﺍﻹﺛﺎﺭﺓ ﻭﺍﻟﻨﺸﺎﻁ ﻭﺍﻟﻤﺘﻌﺔ
ﺃﺻﻒ ﺣﻴﺎﺗﻲ ﺍﻟﻌﺎﻁﻔﻴﺔ ﺑﺎﻻﺳﺘﻘﺮﺍﺭ
ﻟﺪﻱ ﺍﻟﺜﻘﺔ ﺍﻟﺘﺎﻣﺔ ﺑﻘﺪﺭﺗﻲ ﻋﻠﻰ ﺇﺻﺪﺍﺭ ﺍﻷﺣﻜﺎﻡ
ﻻ ﻣﺎﻧﻊ ﻟﺪﻱ ﻣﻦ ﺍﻟﺒﻜﺎء ﻋﻨﺪ ﺍﻹﺣﺴﺎﺱ ﺑﻀﺮﻭﺭﺓ ﺫﻟﻚ
ﺃﻧﺎ ﺃﺛﻖ ﺑﺎﻵﺧﺮﻳﻦ
ﻣﻦ ﺍﻟﺴﻬﻞ ﺃﻥ ﺃﻛﻮﻥ ﻣﺤﺒﻮﺑﺎ ﻣﻦ ﺍﻵﺧﺮﻳﻦ
ﺃﻧﺎ ﻋﻠﻰ ﻭﻋﻲ ﺗﺎﻡ ﺑﺠﻤﻴﻊ ﺍﻟﻤﺸﺎﻋﺮ ﺍﻟﺘﻲ ﺃﻋﻴﺸﻬﺎ ﻭﺃﺗﻘﺒﻠﻬﺎ
ﺍﻋﺒﺮ ﻋﻦ ﻣﺸﺎﻋﺮﻱ ﺑﺴﻬﻮﻟﺔ ﻟﻠﻘﺮﻳﺒﻴﻦ ﻣﻨﻲ
ﺃﻧﺎ ﺃﺗﺤﻤﻞ ﻧﺘﺎﺋﺞ ﺟﻤﻴﻊ ﺗﺼﺮﻓﺎﺗﻲ
ﺃﺿﻊ ﻟﻨﻔﺴﻲ ﺃﻫﺪﺍﻓﺎ َ ﻭﺍﻗﻌﻴﺔ ﺑﺤﻴﺚ ﻳﻤﻜﻦ ﺗﻨﻔﻴﺬﻫﺎ
ﺃﺗﺨﺬ ﻗﺮﺍﺭﺍﺗﻲ ﺩﻭﻥ ﺍﻟﺸﻌﻮﺭ ﺑﺎﻟﻀﻐﻂ ﺃﻭ ﺍﻻﻧﺰﻋﺎﺝ
ﺃﻧﺎ ﻗﺎﺩﺭ ﻋﻠﻰ ﻓﻬﻢ ﻣﺸﺎﻋﺮ ﺍﻵﺧﺮﻳﻦ ﻭﻭﺟﻬﺎﺕ ﻧﻈﺮﻫﻢ
ﺍﺟﻤﻊ ﺍﻟﻤﻌﻠﻮﻣﺎﺕ ﺍﻟﻀﺮﻭﺭﻳﺔ ﻗﺒﻞ ﺍﺗﺨﺎﺫ ﺃﻱ ﻗﺮﺍﺭ
ﺃﺣﺎﻓﻆ ﻋﻠﻰ ﺍﻟﻘﻴﺎﻡ ﺑﺎﻟﻌﺒﺎﺩﺍﺕ ﺍﻟﻤﺨﺘﻠﻔﺔ
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ﺩﺍﺋﻤﺎ َ

ﻏﺎﻟﺒﺎ َ

ﺃﺣﻴﺎﻧﺎ َ
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ﻧﺎﺩﺭﺍَ

ﻣﻄﻠﻘﺎ َ
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ﺭﺳﺎﻟﺔ ﺭﺋﻴﺲ ﺍﻟﺘﺤﺮﻳﺮ

ﺍﻟﺰﻣﻼء ﻭﺍﻟﺰﻣﻴﻼﺕ ﺍﻷﻓﺎﺿﻞ
ﺇﻧﻪ ﻣﻦ ﺩﻭﺍﻋﻲ ﺳﺮﻭﺭﻱ ﺗﻘﺪﻳﻢ ﺍﻟﻤﺠﻠﺪ ﺍﻟﺜﺎﻧﻲ ﻭﺍﻟﻌﺸﺮﻳﻦ ﻣﻦ ﺍﻟﻤﺠﻠﺔ  ،ﺇﻥ ﺍﻟﺠﻬﺪ ﻣﺴﺘﻤﺮ ﻟﺮﻓﻊ ﻣﺴﺘﻮﻯ ﺍﻟﻤﺠﻠﺔ،
ﻭﺗﺸﺠﻴﻊ ﺍﻟﺒﺎﺣﺜﻴﻦ ﺍﻟﻌﺮﺏ ﻋﻠﻰ ﺍﻟﻜﺘﺎﺑﺔ ﻓﻴﻬﺎ ﻭﺑﺎﻟﺘﺎﻟﻲ ﺗﺒﺎﺩﻝ ﺍﻟﻤﻌﺮﻓﺔ ﻭﺍﻟﺨﺒﺮﺓ ﺑﻴﻦ ﺍﻷﻁﺒﺎء ﺍﻟﻨﻔﺴﻴﻴﻦ ﺍﻟﻌﺮﺏ ﻭﺃﻁﺒﺎء
ﺍﻟﻌﺎﻟﻢ.
ﺇﻥ ﺍﻟﻤﺠﻠﺔ ﻗﺪ ﺃﺻﺒﺤﺖ ﻣﺘﻮﻓﺮﺓ ﻋﻠﻰ ﺍﻟﻤﻮﻗﻊ ﺍﻹﻟﻜﺘﺮﻭﻧﻲ ﻣﻨﺬ ﻋﺎﻡ  2008ﺑﺤﻴﺚ ﺗﺘﻮﻓﺮ ﻓﻲ ﺍﻟﻤﻮﻗﻊ ﻭﻋﻠﻰ ﺍﻟﻮﺭﻕ ﻓﻲ
ﻭﻗﺖ ﻭﺍﺣﺪ.
ﺃﻗﺪﻡ ﺟﺰﻳﻞ ﺷﻜﺮﻱ ﻭﺍﻣﺘﻨﺎﻧﻲ ﻟﻜﻞ ﻣﻦ ﺃﺳﻬﻢ ﺑﺈﺭﺳﺎﻝ ﺍﻟﺒﺤﻮﺙ ،ﻭﺍﻟﻤﺤﻜﻤﻴﻦ ﺍﻟﺬﻳﻦ ﻻ ﻳﺒﺨﻠﻮﺍ ﻋﻠﻴﻨﺎ ﺃﺑﺪﺍً ﻓﻲ ﺗﻘﻴﻴﻢ
ﺍﻟﺒﺤﻮﺙ ﻟﻠﻨﺸﺮ.
ﻟﻘﺪ ﺧﻄﻰ ﺇﺗﺤﺎﺩ ﺍﻷﻁﺒﺎء ﺍﻟﻨﻔﺴﻴﻴﻦ ﺍﻟﻌﺮﺏ ﺧﻄﻮﺍﺕ ﻫﺎﻣﺔ ﻋﻠﻰ ﻣﺪﺍﺭ ﺍﻟﻌﻘﺪﻳﻦ ﺍﻟﻤﺎﺿﻴﻴﻦ ﻭﺍﻷﻣﻞ ﻛﺒﻴﺮ ﺃﻥ ﻳﺘﺴﺎﺭﻉ
ﺍﻟﺘﻘﺪﻡ ﻓﻲ ﺍﻟﻤﺴﺘﻘﺒﻞ.

ﺭﺋﻴﺲ ﺍﻟﺘﺤﺮﻳﺮ
ﻭﻟﻴﺪ ﺳﺮﺣﺎﻥ
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ﺗﻌﻠﻴﻤﺎﺕ ﻟﻠﺒﺎﺣﺜﻴﻦ

ﺗﺼﺪﺭ ﺍﻟﻤﺠﻠﺔ ﺍﻟﻌﺮﺑﻴﺔ ﻟﻠﻄﺐ ﺍﻟﻨﻔﺴﻲ ﻣﻨﺬ ﻋﺎﻡ  1989ﻋﻦ ﺇﺗﺤﺎﺩ ﺍﻷﻁﺒﺎء ﺍﻟﻨﻔﺴﻴﻴﻦ ﺍﻟﻌﺮﺏ ﻓﻲ ﺍﻷﺭﺩﻥ .ﻭﺗﺼﺪﺭ ﺍﻟﻤﺠﻠﺔ ﻣﺮﺗﻴﻦ ﻓﻲ ﺍﻟﺴﻨﺔ .ﻓﻲ ﺷﻬﺮ ﻣﺎﻳﻮ )ﺃﻳﺎﺭ( ﻭﺷﻬﺮ
ﺍً
ﺑﺤﻮﺙﺃﺻﻴﻠﺔ ،ﻣﺮﺍﺟﻌﺎﺕ ،ﻭﻛﺬﻟﻚ ﺍﻷﻭﺭﺍﻕ ﺍﻟﺘﻲ ﺗﺼﻒ ﺍﻟﻤﻤﺎﺭﺳﺔ ﺍﻟﻌﻤﻠﻴﺔ ﻟﻠﻄﺐ ﺍﻟﻨﻔﺴﻲ ،ﻭﺗﻘﺒﻞ
ﺗﺸﺮﻳﻦ ﺛﺎﻧﻲ )ﻧﻮﻓﻤﺒﺮ( ﺍﻟﻜﺘﺮﻭﻧﻴﺎ ً ﻭ ﻭﺭﻗﻴﺎ ً .ﺍﻷﻭﺭﺍﻕ ﺍﻟﻤﺮﺳﻠﺔ ﻗﺪ ﺗﻜﻮﻥ
ﺍﻷﻭﺭﺍﻕ ﻋﻞﻯ ﺃﻧﻬﺎ ﺧﻀﻌﺖ ﻟﻠﻤﻌﺎﻳﻴﺮ ﺍﻷﺧﻼﻗﻴﺔ ﻭﺍﻟﻘﺎﻧﻮﻧﻴﺔ ﺍﻟﻤﺤﻠﻴﺔ ﻭﺍﻟﺪﻭﻟﻴﺔ .ﻭ ﺃﻥ ﻻ ﺗﻜﻮﻥ ﻗﺪ ﻧﺸﺮﺕ ﻓﻲ ﺍﻟﺴﺎﺑﻖ ﻭﺗﻘﺒﻞ ﺑﺎﻟﻠﻐﺘﻴﻦ ﺍﻟﻌﺮﺑﻴﺔ ﺃﻭ ﺍﻹﻧﺠﻠﻴﺰﻳﺔ ﻣﻊ ﻣﻠﺨﺺ
ﺑﺎﻟﻠﻐﺘﻴﻦ ،ﺗﺮﺳﻞ ﺍﻷﻭﺭﺍﻕ ﻟﺮﺋﻴﺲ ﺗﺤﺮﻳﺮ ﺍﻟﻤﺠﻠﺔ.

ﺗﺮﺳﻞ ﺍﻷﻭﺭﺍﻕ ﺑﺎﻟﺒﺮﻳﺪ ﺍﻹﻟﻜﺘﺮﻭﻧﻲ ﻋﻠﻰ ﺃﻥ ﺗﺸﻤﻞ:








ﻋﻨﻮﺍﻥ ﺍﻟﻮﺭﻗﺔ )ﻻ ﻱﺯﻳﺪ ﻋﻦ  40ﺣﺮﻑ( ،ﻭﻳﻜﻮﻥ ﺑﺎﻹﻧﺠﻠﻴﺰﻳﺔ ﻭﺍﻟﻌﺮﺑﻴﺔ ،ﻭﺗﻜﻮﻥ ﺃﺳﻤﺎء ﺍﻟﺒﺎﺣﺜﻴﻦ ﺑﻼ ﺃﻟﻘﺎﺏ ﺃﻭ ﻋﻨﺎﻭﻳﻦ ﻭﺑﺎﻟﻠﻐﺘﻴﻦ.
ﻣﻠﺨﺺ ﺑﺎﻟﻠﻐﺔ ﺍﻹﻧﺠﻠﻴﺰﻳﺔ )ﻻ ﻱﺯﻳﺪ ﻋﻦ  200ﻛﻠﻤﺔ( .ﻭﻳﺠﺐ ﺃﻥ ﻳﺘﺒﻊ ﺷﻜﻼً ﻣﻨﻈﻢ ﺍً ) ﺍﻷﻫﺪﺍﻑ ،ﺍﻟﻄﺮﻳﻘﺔ ،ﺍﻟﻨﺘﺎﺋﺞ ،ﺍﻻﺳﺘﻨﺘﺎﺝ( .ﻭﻱ ﺗﺒﻌﻪ ﺍﻟﻤﻠﺨﺺ ﺍﻟﻌﺮﺑﻲ
ﺣﺴﺐ ﻧﻔﺲ ﺍﻟﺘﺮﺗﻴﺐ
ﻳﺘﺒﻊ ﺍﻟﻤﻠﺨﺺﻳﻦ ﺍﻟﻜﻠﻤﺎﺕ ﺃﻟﻤﻔﺘﺎﺣﻴﻪ )ﻻ ﺗﺰﻳﺪ ﻋﻦ .(5
ﺍﻹﻋﻼﻥ ﻋﻦ ﺃﻱ ﺩﻋﻢ ﺃﻭ ﺗﻀﺎﺭﺏ ﻓﻲ ﺍﻟﻤﺼﺎﻟﺢ ﺑﻌﺪ ﺍﻟﻜﻠﻤﺎﺕ ﺃﻟﻤﻔﺘﺎﺣﻴﻪ.
ﺍﻷﺳﻤﺎء ﺍﻟﻜﺎﻣﻠﺔ ﻟﻠﺒﺎﺣﺜﻴﻦ ﻭﺃﻟﻘﺎﺑﻬﻢ ﻭﻋﻨﺎﻭﻳﻨﻬﻢ ،ﻭﻋﻨﻮﺍﻥ ﺍﻟﺒﺎﺣﺚ ﺍﻟﻤﺮﺍﺳﻞ ﺗﻜﻮﻥ ﻓﻲ ﻧﻬﺎﻳﺔ ﺍﻟﻮﺭﻗﺔ.
ﺍﻟﺸﻜﺮ ﻋﻠﻰ ﺍﻟﺪﻋﻢ ﻭﺍﻹﺭﺷﺎﺩ ﻷﺷﺨﺎﺹ ﻳﻜﻮﻥ ﻟﻬﻢ ﺃﺳﻬﺎﻡ ﻓﻲ ﺍﻧﺠﺎﺯ ﺍﻟﺒﺤﺚ ﺗﻀﺎﻑ ﺑﻌﺪ ﺍﻟﻤﺮﺍﺟﻊ.
ﺍﻟﺼﻔﺤﺎﺕ ﻳﺠﺐ ﺃﻥ ﺗﻜﻮﻥ ﻣﺮﻗﻤﺔ.

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

ﺍﻟﺼﻮﺭ
ﺍﻟﺼﻮﺭ ﺍﻟﺘﻮﺿﻴﺤﻴﺔ ﻳﺠﺐ ﺃﻥ ﺗﻜﻮﻥ ﺑﻀﻌﻒ ﺍﻟﺤﺠﻢ ﺍﻟﺬﻱ ﺳﺘﻈﻬﺮ ﺑﻪ ﺑﺎﻟﻄﺒﺎﻋﺔ.

ﻗﺎﺋﻤﺔ ﺍﻟﻤﺮﺍﺟﻊ
ﻳﺠﺐ ﺃﺗﺒﺎﻉ ﺃﺳﻠﻮﺏ ﻓﺎﻥ ﻛﻮﻓﺮ ﺑﺤﻴﺚ ﺗﻈﻬﺮ ﺃﺭﻗﺎﻡ ﺍﻟﻤﺮﺍﺟﻊ ﻓﻲ ﺍﻟﻨﺺ ،ﺗﺮﺗﺐ ﺍﻟﻤﺮﺍﺟﻊ ﺑﺘﺴﻠﺴﻞ ﺣﺴﺐ ﻅﻬﻮﺭﻫﺎ ﻓﻲ ﺍﻟﻨﺺ ﻭﻟﻴﺲ ﺣﺴﺐ ﺍﻟﺤﺮﻭﻑ ﺍﻷﺑﺠﺪﻳﺔ.


ﺇﺫﺍ ﻛﺎﻥ ﻫﻨﺎﻙ ﻣﺮﺍﺟﻊ ﻋﺮﺑﻴﺔ ﻭﺃﺟﻨﺒﻴﺔ ﺗﻜﺘﺐ ﺑﺘﺴﻠﺴﻞ ﻭﺍﺣﺪ ﺑﺪﺍﻳﺔ ﺑﺎﻟﻤﺮﺍﺟﻊ ﺍﻟﻌﺮﺑﻴﺔ ﺛﻢ ﺍﻟﻤﺮﺍﺟﻊ ﺍﻷﺟﻨﺒﻴﺔ .ﻣﺜﺎﻝ:
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