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7. Establish early on the standards
of confidentiality in group ther-
apy programs, as well as the re-
spect for the doctor-patient rela-
tionship in those settings.

Conclusion

Given the recent changes and chal-

lenges that have and still are taking

place in the current health and men-
tal health care systems of the

United States, group therapy can be

an ideal setting for an efficient and

a cost-effective approach to psychi-

atric care; particularly, with respect

to the full utilization of the biopsy-
chosocial model of psychiatric care.

Additionally, it can also be an ideal

setting for the learning of all psy-

chotherapy modalities. = Without
question, the diversity, complexity,
and richness of the group therapy
experiences can allow to meet the
current ACMGE educational re-

quirements; especially, the learning
of all psychotherapy modalities. In

this article, we have described the a
group therapy training program that
has been used for over a decade in
the Department of Psychiatry and
Behavioral Sciences of the Univer-
sity of Texas Medical School at
Houston. We hope that by present-
ing and discussing our didactic and
clinical experiences in this group
therapy program, we will further
stimulate the use of such a setting
for the services and educational re-
quirements that currently prevail in
the health and mental health care
system of this country. Addition-
ally, we hope that this article will
also stimulate further research ef-
forts on this unique treatment set-
ting.
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educational and didactic point of
view, group psychotherapy could
be a good alternative or a good
supplemental setting to learn psy-
chotherapeutic modalities and their
integration with pharmacotherapeu-
tic interventions as required in to-
day’s graduate psychiatric training
settings '*'”. Psychodynamic issues
inherent in the group therapy proc-
ess can definitely permit the devel-
opment of psychotherapeutic skills
via the identification and appropri-
ate intervention during the group
unconscious dynamic processes '*'°.
Additionally, psychiatric residents
exposed to group therapy can im-
prove and enhance their clinical
skills in supportive, interpersonal,
cognitive-behavioral, and psycho-
dynamic psychotherapy. Likewise,
the psychiatric residents’ experi-
ence as group leaders, can offer a
unique opportunity to broaden and
enhance their professional and per-
sonal growth, maturity, and iden-
tity®.

Besides, in today’s managed care
environment, these didactic experi-
ences can be essential to the im-
plementation of cost-effective psy-
chiatric treatment interventions
within an academic and high qual-
ity of care setting **'%,

Without question, group psycho-
therapy experiences can enhance
the psychiatric residents’ psycho-

logical and interpersonal awareness,

as well as help them to better un-
derstand their patients from a bi-
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opsychosocial point of view, and
with emphasis on the integration of
psychotherapeutic and psy-
chopharmacological interventions
in a well balanced approach 2. It,
additionally, enhances the image of
group therapy as an ideal setting for
the use of all psychotherapy mo-
dalities, as well as forestall the de-
velopment of negative biases to-
ward group therapy as an effective
treatment tool®. In this context,
there are certain basic principles in
group therapy that must be kept in
mind while using groups not only
for group process purposes but for
psychotherapy purposes as well.
They are:

1. Develop the ability to integrate
ethnic, racial, and cultural fac-
tors into the psychotherapeutic
interventions used in group
therapy.

Keep in mind at all times the
use of the biopsychosocial
model of psychiatric care.

Learn how to integrate the psy-
chotherapeutic modalities with
the psychopharmacotherapy in-
terventions in a well balanced
basis.

Identify and fully utilize the
mechanisms of defense and the
curative factors in group ther-
apy process.

Identify and address uncon-
scious psychodynamic proc-
esses in group settings.

Learn about the limitations of
group therapy.
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PGY-III resident: Tell us more;
your earliest memories of him?

Chris: Let’s see; he was tall, even
taller than I am now. He played

football in college.
PGY-III resident: Uh huh. What
about you and him?
Chris: He took me to the park

every Saturday; and to the circus
when it came to town. My mother
always said no because I was too
young, but my father always said it
would be fine.
PGY-III resident:
feeling right now?
Chris: Sad. Alone. I miss him. I
wish he was here. Why did he have
to die?

Group member: What else are you
feeling right now?

Chris: I’'m angry; it wasn’t fair;
I’ve tried to make it up to him; to
show him; to take care of every-
thing.

Group member: To be him? For
your mother?

Chris: To be him; to be even better
than him; in looking after every-
thing.

PGY-III resident:
needed was him?
Chris: Uh huh (sobbing). Uh huh.
Group member: You can’t change
what happened. You can’t be your
father forever.

Group member: You did the best
you could. Better than what most
boys do.

As the psychodynamic interven-
tions progressed, Chris was eventu-

What are you

Then, all you
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ally able to attain a full sexual rela-
tionship with his girlfriend, and
marry her one year later. Couple of
years later, Chris wrote a letter to us
stating that he was very happily
married, had one son, and was quite
successful in his law career.

The ongoing supervision of the two
PGY-3 residents involved in this
case helped the residents to learn
how to appropriately utilize inter-
pretations in the group therapy set-
ting; to progressively uncover re-
pressed conflicts, as well as how to
help patients to develop insight and
awareness Vvis-a-vis their uncon-
scious psychological conflicts. Ad-
ditionally, the faculty supervisor
successfully taught the residents
how to deal with resistances during
psychodynamic treatment, as well
as to identify the defense mecha-
nisms being used by the patients in
the group.

Discussion

As depicted in the two previous
clinical vignettes, group therapy
can be an ideal setting to learn psy-
chotherapy modalities, pharmaco-
therapeutic interventions, and how
to integrate both treatment ap-
proaches in a constructive, efficient,
and cost-effective manner. Un-
doubtedly, in view of the current
health and mental health care sys-
tems that predominate in this coun-
try, such a treatment model offers
an ideal solution for many of the
problems faced nowadays by aca-
demic institutions '*'*'*". From an
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was really excited. I saw her stand-
ing there; staring at me and smiling.
From then on, I moved to my bed-
room.

During supervision, the faculty su-
pervisor and the PGY-III residents
recognized Chris’s conflicts during
the oedipal phase of development,
and precipitated by the death of his
father. During this developmental
period, Chris had feared castration
or retaliation from his father for
taking his father’s place vis-a-vis
his mother. With his father’s un-
timely death, Chris’s infantile fears
were confirmed. Symbolically, he
had acted on primitive id drives, via
his mother’s love which led to guilt
and shame. His unresolved feelings
and fears regarding the loss of his
father, his ambivalent feelings to-
wards his mother, and his conflicts
with sexual intimacy were now dis-
placed to his present relationships.
Furthermore, Chris projected the
feared situation (sexual intimacy
and it’s repercussions) outward (i.e.
masturbation); thereby, utilizing
displacement and avoidance to cope
with anxiety and his unconscious
conflicts.

Group therapy session #10

Chris: Like I was saying before, I
always had friends. For whatever
reason, girls always liked me; it’s
just that it never lasted. I could
never make a woman happy any-
way.

PGY-III resident: You mean, sexu-
ally?
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Chris: Uh hum.

Group member: How do you
know? Did a woman, like a girl-
friend, tell you that?

Chris: No...but, it is the same tape
recorder in my head. I hear it. How
far did you go with this girl? Are
you screwing her yet?; then, she
laughs and says; you’re better off
looking at “dirty magazines”.
PGY-III resident: Whose voice?
Chris: My mother.

PGY-III resident: So, it is still like
that now? When you are with your
girlfriend, are you with her or with
your mother?

Chris: How did you know? Some-
times, I even see my mother’s face,
staring and smiling; like I said, I've
never done anything dirty. I kept
my promise that I would take care
of everything.

Through interpretations initiated by
both of the PGY-3 residents, Chris
began to reflect and analyze his
deep attachment to his mother. Pro-
gressively, with the utilization of
psychodynamic psychotherapy, he
was able to become more aware of
his attachment and dependency on
his mother, as well as his past early
life feelings of rivalry towards his
father.

Group therapy session # 15
Group member: You don’t talk
much about your father. What was
he like?

Chris: I didn’t know him much.
He died when I was six.
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years despite his wishes to marry
her. Chris reported neither previous
personal psychiatric history nor
family psychiatric history. He re-
ported a very “close” relationship
with his mother, with whom he
lived until age 25. He described his
mother as being very controlling,
over protective, and with a strong
dependency on him.  Chris also
reported that his father died when
he was six years of age. He addi-
tionally reported that since he
reached adolescence, he has been
able to socialize well and to sustain
long periods of dating women until
their relationships become very in-
timate. When intimacy surfaces, he
became very anxious, could not
sustain an erection, and masturbate
rather than attempt to achieve full
intercourse. He was assigned to our
group psychotherapy program for
treatment.

Group therapy session #5

Group member: It’s Chris’s turn to
start today.

Chris: I can’t remember where we
left off last time.

PGY-III resident: Mmm...Try.
Chris: I remember about the most
scary part of my life growing up;
having to be a man.

Group member: Sounds scary.
Chris: Uh hum. It was bad. I re-
member that my mother must have
been scared too; she was crying all
the time. I actually thought that she
may go away too; never come back.
Like my father did.
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Group member: Like him; your
Dad?
Chris: Mmm. That’s when the

nightmares started. The same one
every night.

PGY-IIT resident:  Nightmares?
Tell us more about that.

Chris: I would see a scary man;
like a big scary monster.

PGY-III resident: Uh hmm...

Chris: I would cover my eyes like
this and run; run to my parents’
bedroom.

PGY-III resident: Hmm.

Chris: My mother would hug me
and hold my hand until I fell asleep.
Group member: Every night?
Chris: For several weeks until the
nightmares finally got better when
my mother let me... this is hard. I
can’t say it.

PGY-III resident: Keep going,
Chris. You’re doing well. Re-
member, you're not the same little
boy anymore.

Chris: The nightmares got better
when [ started sleeping in my par-
ents’ bedroom, but even then, they
never fully went away.

Group member: This went on for
how long?

Chris: It’s not what it sounds like;
it’s not as I did anything bad.
PGY-III resident: So, you were
saying, it went on.

Chris: Until I was 16. One day,
my mother walked in, and I was in
the bedroom. I found this “dirty
magazine” at a friend’s house. I
was looking at the pictures and I
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Lina: It’s a trap. I can see that bet-
ter now. But, sometimes, it’s so
frustrating, and I want to give up.
Group member: Lina, don’t give
up now. This is the first time I have
seen you smile.

Lina: I feel a little better.

Group therapy session #7
DI 17

Group member:
you feeling?

Lina: (Smiling brighter). I told the
children that we would sit down
together every night and play a
game or read a book. We should
also pick out what they would wear
in school and put everything in a
special place so that it would be
easy for them in the morning.
Group member: Did the children
enjoy this extra time with you?
Lina: Uh huh. Even my husband
came up to see what we were doing.
He said he heard us laughing.
PGY-III resident: How do you
feel?

Lina: Relieved. Maybe he’s not
going to leave me.

Group member: So, there are some
things you can do that are positive;
you’re not always a failure.

Lina: I guess so.

Within the group psychotherapy
format, Lina began to develop real-
istic goals for herself, rather than to
only focus on what, as a “good
mother and wife”, she should be or
she should not be. She worked to
prioritize and master one task at a
time. She also made a weekly

Lina, How are
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schedule for herself, which helped
her to avoid trying to “do it all.”
Overtime, Lina said that she was
feeling more confident; she ap-
peared less dysphoric and anxious,
and she commented that it was no
longer difficult for her to fill out the
BDI because she realized that she
was feeling better. At this point, her
BDI score was 12, and she was
definitely more energetic and moti-
vated in group. She began to rec-
ognize situations where she had
“automatic, negative and critical
thoughts” about herself. She also
was able to examine some distor-
tions in her underlying assump-
tions. As her depression improved,
she reported feeling more in control
over her emotions and her life. At
this time, the BDI score had come
down to 8.

This case permitted the faculty su-
pervisor during the group therapy
supervisory sessions with the two
PGY-III psychiatric residents to
discuss how to utilize cognitive-
behavioral psychotherapy tech-
niques as well as pharmacotherapy
interventions in an integrated, effi-
cient, and cost-effective way in the
management of a major depressive
episode in a group therapy setting.
Case Vignette 2

(Psychodynamic psychotherapy)
“Christopher was a self-referred
attorney in his early 30s, who came
to us because of his inability to
consummate an intimate relation-
ship with his girlfriend of three
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Group member: So you’re not al-
ways fair to yourself. You don’t
give yourself the same chance.
Lina: I guess not. I never thought
of it this way before.

At this time, her antidepressant
dose was increased. Lina was also
asked to expand on her daily record
about her most intense feelings and
emotions and the situations that
triggered those feelings. Her as-
signed homework included examin-
ing these situations for “all or noth-
ing” thoughts that could put her in a
“no-win” scenario (i.e. expectations
of herself as to what she “should”
be or do, rather than what was
“possible” to do under the circum-
stances).  Additionally, she was
asked to rate on a scale of 0-10 each
of the responsibilities that were im-
portant for her, and that were in-
dicative that she could master them.

Group therapy session #5

(BDI 23)
PGY-III resident: What do you

think of your home assignment?
Lina: I hope I don’t come back
here as a failure too.

Group member: You have done so
well lately. I learned a lot from
you. I think I do some of the “all or
nothing” thinking too.

Lina: Youdo?

Group member: Please notice that
you are helping us too.

Lina: Ok, I'll try.

Eventually, she was also assigned
to rank what was most important
for her to accomplish during the
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day, and bring it to the group for
discussion. On the next session,
Lina brought a long list of tasks that
she felt were solely her responsibil-
ity.

Group therapy session #6

(BDI 20)
PGY-III resident: What feedback

do we have for Lina?

Group member: This list is so
long--no wonder you don’t know
where to start.

PGY-III resident: Do we have any
suggestions for Lina?

Group member: I was thinking
back to when my children were
young. I used to involve them in a
routine of tasks during the morning
hours, when they came back from
school and also before bedtime.
For example, before bedtime, we
picked out what they wanted to
wear to school the next day. We
also laid out the school homework.
Group member: You are also
teaching your older children to be
responsible and helpful to you.
Lina: T would enjoy spending the
extra time with them too.

PGY-III resident: Let’s focus only
on one task at a time. Lina, what
are you thinking now?

Lina: I think I can do this one thing.
I was afraid that I would have to do
too much.

PGY-III resident: Lina, that’s the
“all or nothing” thinking again, ei-
ther you are a superwoman or a
failure.
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the previous week, and which led to
feelings of depression, guilt, hope-
lessness, anger, and apathy. During
this group therapy session, Lina
was asked to expand on the situa-
tions that caused her the most dis-
tress.

Lina: (tearfully) I let them all down.
I know everyone thinks that “I am
not a good wife and mother.”
PGY-III resident: Is that
really true?

Lina: I ruined our dinner. Every-
thing was burned. The baby was
crying and I forgot to turn off the
stove.

PGY-IIl resident:  Thus, when
something like this happens, what
are your thoughts about yourself?
Lina: (quietly) I messed up again. It
was all my fault. My children and
husband deserve better. They even
tried to cheer me up, and my hus-
band suggested that we go out for
pizza.

PGY-III resident: And?

Lina: (silence) He was saying that
to make me feel better. Anyway,
he deserves better than a failure like
me.

Group member: How did you react
when you were thinking about this?
Lina: I ran into our room and
started crying. I couldn’t let the
children see me like that---I felt so
depressed and alone.

Group member: So, it’s “all or
nothing” for you--a “no-win” situa-
tion. Either everything needed to
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be perfect or you have failed as a
wife and mother.

Group member: You said the baby
was crying---what happened?

Lina: Well, the baby had been sick
with a cold and is still a little
cranky. He was fine though, but
needed more attention.

Group member: Looking after 2
children and one of them being a
six month old is a lot for your
shoulders.

Group member: Your husband
didn’t seem to mind too much. It
was nice of him to offer to take eve-
ryone for pizza.

PGY-III resident: Lina, what are
your thoughts about the comments
from the group members?

Lina: They’re trying to be nice;
make excuses for me. This is what
every good mother should do--,
take care of her family.

PGY-III resident: So no one cares?
Not your husband? Not any of the
group therapy members?

Lina: Ididn’t say that.

PGY-III resident: This is what was
pointed out to you earlier, the “all
or nothing thinking—a no win
situation. No wonder it’s hard not
to feel depressed and lonely. I
wonder what you would have said
to a friend who was in the same
situation than you before you
started feeling depressed ?

Lina: (improved eye contact). I
guess I would have said that anyone
can make mistakes.
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and measure her symptoms of de-
pression.

On the group psychotherapy session
#1 (BDI 36), the patient was in-
structed by one of the two PGY-III
psychiatric residents assigned to
this group to keep a daily activity
log and to regularly bring this log to
the group therapy sessions.

On group therapy session #2 (BDI
34), a review of her weekly activity
schedule revealed the following:
Monday-Friday

6:00-8:00 a.m. awoke, dressed, fed
infant, got older child ready for
school.

8:00-9:00 a.m. lied down, worried,
and cried.

9:00-12:00 noon tried to do dishes,
washed clothes, straightened up the
house, fed infant, thought about
what she will fix for dinner.
12:00-1:00 p.m. tried to have lunch.
1:00-3:00 p.m. tried to watch TV,
lied down exhausted because of
poor sleep the previous night, tried
to take a nap with her infant child,
cried.

3:00-5:00 p.m. older child returned
from school; sat down with him;
“forced myself” to take out frozen
dinner for supper.

5:00-7:00 p.m. fed children, lied
down exhausted and overwhelmed,
even though “I didn’t do anything”
as soon as husband returned from
work.

7:00-9:00 p.m. tossed and turned in
bed, cried, felt guilty at not caring
for her family.
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9:00-midnight pretended to be
asleep to prevent arguments with
her husband.

On weekends, she tried to catch up
with the household chores from the
week, and rejected any family ac-
tivities (i.e. go to the park) because
she was “too tired.” In group ther-
apy session #3 (BDI 30), Lina was
asked to keep a daily record of her
most intense feelings and emotions
(i.e. sadness, anxiety, guilt, feeling
overwhelmed, wanting to give up,
etc.), and what situation/s triggered
those feelings. At the same time,
she was to describe the thoughts
about herself that preceded these
emotions.  The group therapy
members, the faculty supervisor,
and the two PGY-III psychiatric
residents acknowledged Lina’s
sense of being overwhelmed when
attempting to care for her two
young children and her husband.
During the post group therapy su-
pervisory period, the PGY-III psy-
chiatric residents identified that the
main theme of Lina’s negative cog-
nitive fears was her distorted belief
that she was failing as a wife and
mother. They also recognized that
Lina was unable to organize and
prioritize her daily household re-
sponsibilities, which further com-
pounded her sense of “failure”.

Group therapy session #4

(BDI 25)
During group therapy session #4

(BDI 25), Lina brought in a list of
10 situations that took place over
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The Clinical and

Educational Experience

During our ten years of experience
in this group therapy program, our
educational objectives have been to
teach PGY-III psychiatric residents
to learn about group psychotherapy
process, group psychotherapy mo-
dalities, and the integration of
pharmacotherapy and psychother-
apy in a cost-effective basis. In this
context, we would like to present
and discuss some clinical examples
about the psychotherapy experi-
ences, as well as the integration of
the psychotherapy and pharmaco-
therapy modalities within this group
therapy program. For this purpose,
we will use clinical vignettes.

Case Vignette 1
(Cognitive-Behavioral Psycho-
therapy, Supportive Psychother-
apy, and Combined Psychother-
apy and Pharmacotherapy).

“Lina was a married, Hispanic,
woman in her early 30s, with two
children. She had recently experi-
enced feelings of depression fol-
lowing the birth of her last child six
months earlier. Her symptoms
were despair, anger, fears of losing
control, and neurovegetative signs
of depression such as: terminal in-
somnia, loss of appetite, a fifteen
pound weight loss, crying spells,
and decreased libido. She de-
scribed herself as someone “who
can’t do anything right.” In addi-
tion, she expressed feelings of inse-
curity and fears of not being a good

51

mother. She felt that she had a
“negative attitude” about not being
able to be a loving wife and mother,
and that her children and husband
deserved “someone better.” She
briefly considered suicide, but felt
that this was against her Catholic
religious beliefs. She confided her
fears and feelings to a close friend
who recommended her to seek
treatment in our program.

As part of the initial psychiatric
evaluation, a Beck Depression In-
ventory (BDI) was administered.
Lina’s BDI score was 39; thus, con-
sistent with a severe major depres-
sive episode. A decision was made
to assign her to a mood/anxiety
group therapy program. She was
also started on 20 mg of fluoxetine
hydrochloride; additionally a cogni-
tive-behavioral psychotherapy-
treatment plan was decided for her.
In this context, the group therapy
faculty supervisor and two PGY-III
psychiatric residents oriented Lina
about the basis of cognitive-
behavioral psychotherapy and the
relationship between thinking, feel-
ing, and behavior vis-a-vis her de-
pression. The role of homework
and the importance of training her-
self to self-monitor her thoughts,
feelings, and behaviors as a crucial
component of her treatment was
also discussed with her. Addition-
ally, she was instructed to arrive
fifteen minutes prior to every group
therapy session to complete a new
BDI in order to review, monitor,
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apy, psychodynamic psychother-
apy, supportive psychotherapy, and

combined  psychotherapy  and
pharmacotherapy’. Obviously, the
ACGME “core competencies-

model” has had a significant impact
on all graduate training programs
and, in so doing, has led to major
challenges as well as opportunities
in this new training environment.

In this educational context, a group
therapy training rotation, enriched
with a strong didactic component
could certainly offer a costeffective
and efficient way to train psychiat-
ric residents in all of the ACGME
required psychotherapy modalities.
Along these lines, the utilization of
psychotherapy as a treatment mo-
dality has already been found to be
as effective in group psychotherapy
settings as it is in individual psy-
chotherapy*s. Additionally, group
therapy has been successfully ap-
plied as a treatment modality with
heterogeneous patient populations,
including those suffering from
mood disorders, anxiety disorders,
eating disorders, personality disor-
ders and schizophrenia ™. In the
past, much has been written with
respect to the role of group therapy
in graduate training in psychia-
try'™''. It is our opinion, however,
that group therapy has still a lot to
offer in today’s graduate psychiatric
training environment; certainly,
group therapy can be cost-effective
and can also provide evidence-
based psychotherapeutic interven-
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tions; additionally, it could also be
useful in offering training experi-
ences in numerous psychotherapeu-
tic modalities. Learning how to
integrate  psychopharmacotherapy
with psychotherapy within the con-
text of group therapy can addition-
ally offer psychiatric residents with
the opportunity to integrate the psy-
chosocial and biological domains of
group therapy treatment within a
cost-effective as well as efficient
environment. In many graduate
training programs in psychiatry
what currently prevails is a frag-
mented experience in which resi-
dents are exposed to a medication
management model, in either an
inpatient or outpatient setting, with
little opportunity to learn the value
and relevance of the use of psycho-
therapy, as well as psychotherapy
and psychopharmacology in an in-
tegrated fashion ©.

In this article, we will describe a
group therapy training program de-
signed and implemented in the De-
partment of Psychiatry and Behav-
ioral Sciences of the University of
Texas Medical School at Houston
to specifically provide psychiatric
residents with an efficient treatment
experience in all ACGME required
psychotherapy modalities. Addi-
tionally, this group therapy training
program also offers an opportunity
to appropriately learn how to inte-
grate psychotherapy and pharmaco-
therapy treatment within the same
treatment setting.
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Abstract

Graduate psychiatric training in the United States and in other industrial-
ized nations such as Canada, England, and Germany is currently undergo-
ing a major transformation. As a paramount expression of these changes,
the Accreditation Council for Graduate Medical Education (ACGME) has
recently began to require that all modalities of psychotherapy be taught in
all of their accredited graduate training programs in psychiatry in this coun-
try. In a parallel fashion, the current managed care influences as well as the
current strives toward evidence-based medicine have pressured graduate
training programs, including psychiatry, to provide services in the most
cost-effective manner.

In this context, a group therapy program was designed and developed in the
Department of Psychiatry and Behavioral Sciences of the University of
Texas Medical School at Houston since the early 1990s. This permitted the
training of psychiatric residents in a psychotherapeutic setting that can also
provide high quality of psychiatric care in a cost-effective basis. We hope
that in addressing the experiences ascertained in this training program dur-
ing the last ten years, other graduate training programs in psychiatry across
this country could learn from our experiences and thus consider utilizing
this training and service model in their attempts to comply with today’s
ACGME expectations within a managed-care environment.

Introduction
Graduate training programs in the contemporary educational context,
Unites States have recently under- graduate training programs in psy
taken a major educational shift to- chiatry need to demonstrate that
ward training outcomes that can be  psychiatric residents have achieved
objectively  demonstrated and competency in at least five modali-
measured via core competencies ties of psychotherapy upon gradua-
initiatives "Z3. Within this tion; that is, brief psychotherapy,
cognitive-behavioral  psychother-
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In the future studies we should
evaluate the socio-demographic
and psychiatric characteristics
of prisoners in the Sana’a prison
as non offenders as a control
group for comparison. Also the
statistical correlation between
crimes and firearms and or the
use of gat in Yemen must be
pointed at as a future research
demand. Similar studies in our
Arab culture should also found
for comparison.

Conclusion

This study has raised a number of

issues regarding mentally abnormal

offenders and practice of forensic
psychiatry in Yemen. These are:

- The place in which mentally ab-
normal offenders are usually de-
tained is an old section in the cen-
tral prison of Sana’a. It is an un-
healthy place and there is a lack
of sufficient medical and envi-
ronmental facilities. It is a stigma

in Yemeni society and should be
replaced as soon as possible by a
new modern psychiatric hospital
or department outside the prison.

- It is necessary to issue a Mental
Health Act in Yemen which

would help in preventing human
right violation of mentally ill and
protect the community from pos-
sible offending behaviors.

All murders or attempted mur-
ders were committed by firearms
available in the homes of men-
tally ill offenders which might
have been an important factor to
facilitate such crimes. Excessive
chewing qat and noncompliance
with medication before crimes
were also might be significant
factors associated with mentally
ill offender’s crimes in Yemen.
These associated factors can be
minimized by introducing a good
mental health education for fam-
ily and community about mental
illnesses and their treatment as
well as possible hazards of exces-
sive chewing gqat. Meanwhile,
strict control on selling firearms
and their presence at homes
should be enforced.

Lastly, this study which is the first
of its kind should stimulate further
studies in the future about practice
of forensic psychiatry in Yemen
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Schizophrenia was the most com-
mon identified mental disorder in
our study representing 42.4% of the
total .Murder, assault and attempted
murder were the most common as-
sociated crimes among them.
American and Swedish Studies
found an association between
Schizophrenia and violence*®.
Affective disorders were less com-
mon; mania represented (28.8%)
and associated with crimes of theft
and assault, while depression was
(14%) and associated mainly with
murder crimes. Delusional disor-
ders were not uncommon represent-
ing 18.7% of the total and they
were associated mainly with crimes
of murder, attempted murder and
assault.

Lastly neurotic and organic disor-
ders were uncommon; they were
2.5%, 0.5% respectively. Neurotic
disorders were all associated with
personality problems characterized
by neurotic traits, long standing dif-
ficulty in relationships and drug
abuse. The case of organic disor-
ders was epileptic (Generalized
tonic-clonic type) associated with
mild learning disability.

The details and nature of these
crimes is not the interest of this
study. Meanwhile, we should men-
tion that we found nearly all of
these crimes were associated with
excessive chewing qat (i.e. qat is
prior to anything, chewing is day
and nigh for 12 hours and above,
and wusually alone) and non-
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compliance with medication as well
as easy availability of gun fire arms
in Yemeni society.

During the study period a number
of communication difficulties be-
tween the committee and courts
have occurred probably due to the
following:

1- Lack of courts with basic
knowledge of modern psychia-
try

Ignorance of members of. fo-
rensic committee with Islamic
shari’a concepts of minds, in-
sanity, legal responsibility and
mental competence.’

Courts and prosecutors offices
used to refer cases to the com-
mittee without clear details
about the natures and circum-
stances of crimes committed by
mentally abnormal offenders
which made it difficult for
committee to report back easily.
It is worth mentioning that dur-
ing the study period 4 cases
committed suicide and 7 made a
serious attempted suicide in the
forensic psychiatric unit in the
central prison in which mentally
disordered offenders are de-
tained. This is mainly because
this unit as mentioned before is
not a suitable place medically or
environmentally for detaining
such patients. It lacks sufficient
staffs for medical supervision
and should be replaced as soon
as possible by a modern psychi-
atric unit outside the prison.

2-
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Discussion:

It is worth mentioning that the cases
of our study may not be necessarily
a representative sample for the size
and type of all mentally ill offend-
ers in Yemen. This is because of
two reasons, firstly; there are other
three forensic committee in gover-
norates of Aden, Taiz and Hodiada
in which, the referred cases have
not been included in this study,
secondly, it is well known that a
great number of crimes including
those committed by mentally ill in
Yemeni culture are usually solved
through tribal law and never reach
the authorities.

The number of mentally ill female
offenders was too little to be in-
cluded in this study. There were
only six referred cases; five cases
were suffering from manic illness
and one from learning disability.
All of them ran away from home
and were accused of prostitution.
The under representation of female
offenders can be explained by the
fact that families will tend to hide
such cases for fear of stigma.

The peak frequency of our study
group is in the range 15-29 repre-
senting 45.5% of the total which is
consistent with the fact that crime is
predominantly an activity of young
men’. The majority of our cases
were employed (77.8 %) but most
of them were actually farmers
working in their own families’
farms; 133 cases (86.4%). The rest

were either solider or holding gov-
ernmental jobs.

52% of them were married, early
marriage is common in Yemen and
a great number of them; 153
(77.3%) married during the course
of their mental illness .The cultural
belief that marriage can cure mental
illness, the great tolerance of Yem-
eni society towards mentally ill
people, as well as the prevalence of
arranged marriage for young girls
without their consent have predis-
posed to such unequal marriages.
Most of our cases come from rural
areas (66.7%), probably because
patients living in rural areas are less
likely to be diagnosed early or re-
ceive regular treatment and their
families are more tolerant to the
illness and behaviors of their pa-
tients.

Only 60.6% of mentally abnormal
offenders in this study were seen
and treated by psychiatrists before
they committed their crimes but all
of them were not compliant with
medication or follow up. Mean-
while all of them made their first
contact and treated by native heal-
ers. This is because of the cultural
belief that mental disorders are due
to spiritual causes *.

Family history of mental disorders
(73.3%) and past criminal record
(26.3) were useful by the committee
to help in the diagnoses of the re-
ferred cases and assess their seri-
ousness.
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medicine, one from the Ministry of
Health and the fourth is the resident
doctor in- the forensic mental unit.
The committee meets weekly in
special room in the central prison of
Sana’a. We usually see two to four
old and new patients each time.
The interview takes 20-40 minutes
and diagnoses were put according
to ICDI10 criteria>. Some of them
are accused of major crimes like
murder, others with minor ones like
theft. The patients are referred to
the committee from different courts
and prosecution offices all over
Yemen through the forensic de-
partment in the office of the Gen-
eral Prosecutor, direct referral is not
acceptable. They are usually re-
ferred either because they have
shown abnormal behavior and talk
during interrogation or that the their
family and defendants claim that
they are mentally ill .The court usu-
ally wants to know whether or not
the accused persons is mentally ill,
his mental state at the time of the
crime, his responsibility for his
crime, whether his illness had oc-
curred before or after the crime and
the possibility of malingering be-
havior. This prospective study was
conducted for a period of two years
from Jan. 2003 to Dec. 2004.
Results

During the study period, a total of
198 mentally ill offenders were re-
ferred to the committee. The num-
ber includes only Yemeni adult
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males who attended for the first
time. Foreigners and females were
excluded. age distribution wise, the
peak frequency is in the range 30-
40 years old which represents
(45.5%). Employment wise; the
majority of them were working
(77.8%); 83.2% farmers, 11.6 sol-
ders, and 6.2 others. Marital status
shows that 52%of the group was
married, 42.4% singles, and 5.6%
divorcee. the residency of our
study group shows that the majority
of them come from Sana’a gover-
norate ( 78.3 ), only ( 21.7 ) were
from the other governorates Most
of the cases were referred from per-
secution offices (89.4). Only
(10.6%) were referred from courts.
The majority of the patients have
had history of mental illness before
the crime (60.6%).Meanwhile
(73.7%) of the subject group had no
previous criminal records and that
only 18.7% of them had positive
family history of mental disorders.
Table (1) illustrates the diagnostic
features of our study group and as-
sociated crimes with them. The
identified diagnoses were as fol-
lows; schizophrenia ( 42.4% ), ma-
nia ( 28.8 ), delusional disorders (
18.7 ), depression ( 7.1 ),neurotic
disorders ( 2.5 ),and organic disor-
ders ( 0.5 ) .Meanwhile the associ-
ated crimes include; assault (38.4),
murder ( 29.3 ),theft ( 15.6 ), sexual
crimes ( 8.6 ) and attempted murder
(8.1).



Mentally Disordered Offenders

majority of committed crimes. Further future studies are needed in this
newly developed branch of psychiatry in Yemen.

Introduction:

Forensic psychiatry conventionally
refers to the services of profession-
als who evaluate cases and testify in
court about legal matters such as
competency determinations, crimi-
nal responsibility, and malpractice
litigation. Forensic psychiatry thus
deals with mental disorders as re-
lated to legal principals'.

In Yemen, there were no official
forensic psychiatric services until
year 2000 when the General prose-
cution office together with the Min-
istry of health established the first
committee of forensic psychiatry.

In Sana’a, capital of Yemen, men-
tally ill offenders are usually de-
tained in a special mental health
unit inside the central prison of
Sana’a. It is run by the prison’ ad-
ministration whereas medical and
technical services are provided by
the ministry of health. Unfortu-
nately this unit has represented a
medical stigma in the community
and has been always a subject of
public criticism because it is
crowded, unhealthy place, has no
sufficient medical or social services
and lies within a prison. Their ad-
mission in such place is considered
as a type of human rights violation
of mentally ill patients .In 1995 the
International committee of Red
Cross in Sana’a had to intervene to
improve the situation of this unit
firstly by introducing some envi-
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ronmental changes to make it a
more hygienic place and secondar-
ily by recruiting additional team of
doctors, nurses, psychologists, and
Yemeni Red Crescent volunteers to
work in the unit throughout the day.
Since then, the conditions in the
unit have to some extent improved.
However, there is still much to be
done and a new modern forensic
psychiatric unit preferably out side
the prison should be built in the
near future. The country is also in
need for a special law for mentally
ill patients (Mental Health Act) to
protect their rights as well as pro-
tect the community from their pos-
sible dangerous behaviors.

In this study we will review the
work of Forensic psychiatry Com-
mittee in this unit during two years
(2003, 2004) to describe the socio-
demographic and diagnostic fea-
tures of mentally ill offenders who
are presented to our committee and
to discuss difficulties, obstacles,
and communication problems with
judges and other related authorities
that have faced the committee dur-
ing this period which might help
improving its work in the future.
Patients and methods:

The Committee of Forensic Psy-
chiatry is consisting of four doctors,
one psychologist and the chief
nurse in the forensic mental unit,
two doctors from the faculty of
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Descriptive Study for Mentally Disordered Offenders
Attended the Forensic Psychiatric Unit in the Central

Prison / Sana’a City- Yemen.
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ABSTRACT

Objective: To investigate the socio-demographic, diagnostic types and

associated crimes of mentally disordered offenders referred to the forensic

psychiatric committee in the central prison / Sana’a city during the period

from January 2003 to December 2004.

Patients and Methods: All Yemeni male, adult, mentally disordered of-

fenders referred during the study period were examined and their socio-

demographic data, diagnosis, and associated crimes were recorded and

tabulated.

Results

1. A total of 198 mentally ill offenders were referred to the committee.

2. The peak frequency is in the range 30-40 years old. (45.5%)

3. The majority of the patients have had history of mental illness before
the crime (60.6%).

4. 27.3% had previous criminal records and 18.7% with positive family
history of mental disorders

5. The identified diagnosis were as follows schizophrenia (42, 4%), ma-
nia (28.8%), delusional disorders (18.7%), depression (7.1%), neurotic
disorders (2.5%) and organic disorders (0.5%)

6. The associated crimes include assault (38.4%), murder (29.3%), theft
(15.6%), sexual crimes (8.6%) and attempted murder (8.1%).

Conclusions:

This descriptive study for forensic psychiatric services, which is of its first

kind in Yemen, has raised a number of issues and recommendations for

improving practice of forensic psychiatry in Yemen. It has also found that

lack of mental health education in the community, non compliance with

medication, excessive chewing qat by mentally ill offenders , as well as

their easily access to firearms in Yemen were all associated factors in the
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Table 2: Distribution of symptoms of schizophrenia blgt_ender

Gender
Sympte
ymproms Male | Female | P-value
Mode of onset e |0 RS
.o . Absent 21 11
Positive formal thought disorder Present 54 24 0.712
) - - Absent 24 12
Negative formal thought disorder Present 50 23 0.848
i - Absent 8 0
Persecutory delusion Present 68 35 0.054
Well organized defusion Absent 36 18| ool
] ] Absent 24 14
Delusion of influence Present 52 21 0.385
Bizarre delusion phsent | 38 2| osol
Widespread delusion ﬁl;iggi ;2 %g 0.167
. . - Absent 24 16
Delusion of passivity Present 5 19 0.150
Primary delusional perception ‘Il}rgig:: ?2 %: 0.699
Other primary delusion ﬁgiiﬁi 6(;7 33L 0.497
Thought insertion 7?2222?1& %2 & 0.189
Thought withdrawal pyosent 13 191 oaso
Absent
Thought broadcast Present ig %(5) 0.179
Thought echo f}r';:ggi ﬁ 269 0.717
A
Third person auditory hallucinations prl;:g:tt 724 323 0.589
] ] ~ Absent 13 9
Running commentary voices Present 63 26 0.290
Abusive\accusatory\ persecutory- Absent 16 13 0.08
voices Present 50 7 :
Other non-affective Auditory hallu- Absent 53 26
cinations R Present 23 9 0.623
Non affective hallucination in an Absent 32 13
modalities y Present m ” 0.621
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we are talking about insidious onset
schizophrenia that represents 50% of
the sample. The results of this study
illustrated that there is no difference
between males and females in the
time of seeking psychiatric advice
and/or the time of functional impair-
ment. This is contrary to what has
been observed in western societies
where relatives of female patients
recognize their symptoms more
slowly and are slower in seeking psy-
chiatric help* ¥. This indicates either
that seeking psychiatric help for fe-
males in our society is faster than in
western societies or seeking psychiat-
ric advice for both males and females
is facing the same level of stigma,
thus delaying it for both to the same
extent. Further research is needed in
this area.

Consistent with other studies of gen-
der differences in schizophrenia " ¥,
this study found no difference in the
prevalence of the studied symptoms
of schizophrenia between males and
females. Moreover, this lack of a
gender effect is not limited to ‘famil-
ial’ schizophrenia. However, other
studies® reported differences in the

nature of some symptoms. As such,
perhaps studying the gender effect on
age and mode of onset is more reli-
able than studying symptoms, be-
cause the former do relate at least to
the speed of the underlying patho-
physiological mechanisms of schizo-
phrenia, while different symptoms
may not be linked with these mecha-
nisms.

In this study, symptoms of schizo-
phrenia were obtained from the
OPCRIT checklist, which includes
the operational criteria of most diag-
nostic systems. These operational
symptoms are beneficial for diagno-
sis but not for studying etiological
factors of the illness. Using opera-
tional criteria consistently to include
or exclude various factors, may ex-
clude the etiological factors*'. More-
over, symptoms may change over
time in nature and severity within the
same patient and non-biological fac-
tors may affect these symptoms e.g.,
socio-cultural determinants. Nonethe-
less, it can be concluded that the op-
erational criteria are reliable to diag-
nose schizophrenia in males and fe-
males equally.

Table 1: Distribution of presence of family history of schizophrenia by Gender

Family History of
Schizophrenia Male Female Total
Positive 52 (70.3%) 23 (67.6%) 75
Negative 22 (29.7%) 11 (32.4%) 33
Total 34 108*

4 missing cases
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The problem with the term “age of
onset” is that it is used for a variety
of indices including age of first mani-
festation, age of first psychiatric con-
sultation, age when patient first met
certain criteria for definite diagnosis
of schizophrenia, age of onset of psy-
chosis, age at first diagnosis and age
at first admission. This issue origi-
nates from the main problem which is
the lack of a precise pathotype and
phenotype of schizophrenia, and this
may be the reason why the results of
this study are different from other
studies. Therefore, caution should be
taken with studies that make conclu-
sions about age of onset. Neverthe-
less, some studies indicate that the
first sign of behavioral disturbance
occurred at approximately the same
age in women and men, but the pre-
psychotic prodrome was almost twice
as long for women as for men>. Fur-
thermore, based on the 36 studies re-
viewed by Angermeyer and Kuhnl
(1988)*, findings of 33 studies
showed that the onset of schizophre-
nia appears earlier in males than in
females. However, they concluded
that the validity of these studies is
reduced by the lack of a precise op-
erational definition for onset of the
illness, or the lack of conformation to
a modern definition of schizophrenia.
Moreover, Jablensky and Cole
(1997)* analyzed data on 778 men
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and 653 women from three develop-
ing and seven developed countries
from the WHO-10-country study of
schizophrenia. They found that the
observed gender difference in the age
of onset of schizophrenia is signifi-
cantly attenuated when it is “uncon-
founded from marital status, cultural
variation, premorbid personality and
family history of psychiatric disor-
der”. They concluded that gender
difference in the age of onset of
schizophrenia is not a robust biologi-
cal characteristic of the disorder.

In this study, the definition of “age of
onset” was that of OPCRIT, which is
"the earliest age at which medical
advice was sought for psychiatric
reasons or at which symptoms began
to cause subjective distress or impair
functioning". Although this definition
diminishes some subjectivity of other
terms for age of onset, it carries some
dilemmas. First, seeking psychiatric
advice could take place at any period
of the illness not necessary at the on-
set. Second, different strata of the
population, e.g., educated versus un-
educated, perceive mental symptoms
differently and therefore, react with
different urgency - with the assump-
tion that the access to psychiatric fa-
cilities is the same for everybody.
Moreover, the time at which distress
or impairment occurs is usually not at
the onset of the illness, especially if
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sample with no significant difference
between males and females.

Familial versus sporadic schizo-
phrenia:

Table 1 shows the distribution of
presence of family history of schizo-
phrenia by gender. Seventy-five pa-
tients (69.4%) had a positive family
history. There was no significant as-
sociation between gender and the
presence of family history of schizo-

phrenia.
Association between gender and
symptoms:

No statistical significant associations
were found between the gender and
presence/absence of features of
schizophrenia. Table 2 presents some
of the studied symptoms. Other stud-
ied symptoms include bizarre behav-
ior, catatonia, excessive activity,
reckless activity, distractibility, agi-
tated activity, speech difficult to un-
derstand, incoherence, restricted af-
fect, blunted affect, inappropriate af-
fect, rapport difficulty, impair-
ment/incapacity during disorder, de-
terioration from pre-morbid level of
function and psychotic symptoms
respond to neuroleptics.

When the two groups (familial and
sporadic schizophrenia) were studied
separately, it was found (for both
groups) that there were no significant
gender differences in the age of onset
or symptoms of schizophrenia.
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Discussion:

The design of this study and in par-
ticular the necessity of having living
parents, has lead to the inclusion of
many young patients. More than 85%
of the study sample were 40 years or
younger. It is not known if this could
cause narrowing of the symptom
spectrum of schizophrenia, but since
there are few age-specific symptoms
in schizophrenia it is unlikely to have
a major impact on the results.

The majority of patients with schizo-
phrenia in this study were male. This
finding is not unique. Earlier studies
carried out in Bahrain also found that
schizophrenia was predominant in
males® " *> ?® Similar findings were
also observed in other studies carried
out in other Arab countries®?. More-
over, Wahl and Hunter (1992)* in
their review have reported a consis-
tent predominance of male subjects in
schizophrenia research with males
outnumbering females two to one.

In accordance with previously con-
ducted research” * *, this study
showed no significant differences
between males and females in the age
of onset of schizophrenia, yet other
studies found otherwise's3! 3 =433,
Interestingly, Shimizu and his col-
leagues (1988)* studied 2417 patients
with schizophrenia in Japan and
found that males were only 0.6 year
(on average) younger than female.
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A previous study on the symptoma-
tology of schizophrenia in Arab pa-
tients has been directed mainly to-
wards specific diagnostic symp-
toms®. In this study, difference in
symptoms between males and fe-
males were studied in a sample of
schizophrenic Bahraini patients ini-
tially selected for a genetic study.
Authors are unaware of any previous
study on this topic among Arab pa-
tients.

Methods

The study involved a sample of 112
Bahraini patients diagnosed with
schizophrenia at the psychiatric hos-
pital of Bahrain. The same sample
was initially used for enrollment in a
genetic study. The sample included
all schizophrenic cases registered in
the hospital before March 1998 who
fulfilled the following criteria:

1) Diagnosed as schizophrenia based
on ICD-10

Bahraini citizen

Age 18 - 60 years

Parents alive (this criterion was
included for the genetic study)
Have no other co-morbid mental
illnesses such as mental retarda-
tion or illnesses with mixed affec-
tive and psychotic symptoms (this
criterion was important for the
genetic study).

Have no coarse brain disease
prior to the onset of the disease.

6)
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7) Have no history of alcohol and/or
drug abuse within one year of on-
set of psychotic symptoms.

OPCRIT 3.31 was applied to all cases

as a standardized diagnostic

tool*" 2 3 % The ninety items of the

OPCRIT questionnaire were obtained

from the hospital case notes and ana-

lyzed using SPSS 11.5. Relevant
summary statistics were calculated.

Chi-square test was used to test the

association between gender and the

symptoms.

Results:

Demographic characteristics:

One hundred and twelve patients

were included in the study. 67.9%

were male, 78.8% single and 72.3%

were unemployed. The mean age was

32.42+7.05 with median at 32 years.

The youngest age was 18 and the

oldest was 50 years.

Age at onset among males and fe-

males:

The youngest age of onset was 14

years and the oldest was 36 years.

The mean age of onset of the illness

for both genders was 19.97+4.68

(median 19 years). The mean age of

onset for males was 20.07+4.40,

while it was 19.77+5.31 for females.

There was no significant difference in

the age of onset between males and

females. The insidious onset of
schizophrenia was 50 % of the
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.research. It is now more obvious that
different diagnostic classifications are
no more than a common language
between scientists' and perhaps iden-
tifying the correct phenotype of
schizophrenia is the most important
goal of modern research in schizo-
phrenia®.

A review of over 70 prevalence stud-
ies of schizophrenia published be-
tween 1948 and 1987 identified point
prevalence in various population
groups ranging from 0.06 percent to
1.7 percent, with lower rates in de-
veloping countries®. Another review
of 26 prevalence and incidence stud-
ies published between 1980 and 2000
revealed significant heterogeneity of
prevalence and incidence rates sup-
porting the hypothesis that there is
real variation in the distribution of
schizophrenia around the world. The
review concluded that health planners
need to have local data on schizo-
phrenia rates to improve the accuracy
of their interventions*.

A review of the Mental Health Re-
search in The Arab World does not
reveal any study of prevalence of
schizophrenia in this part of the
world®. Nevertheless Abdulkarim and
Al-Haddad (1998)%, in their study of
the incidence of schizophrenia at first
admission in Bahrain during the pe-
riod 1988-1996, found that the aver-
age annual incidence rate of schizo-
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phrenia was 1.29 per population of
10,000 for all ages and 2.13 per
population of 10,000 for ages 15-54
years. Moreover, in a retrospective
study of 4217 patients admitted to the
Psychiatric Hospital in Bahrain dur-
ing the years 1983-1987, schizo-
phrenic illness was the most common
diagnostic category (31.8%)".

There is no consensus on the gender
differences among patients with
schizophrenia. On one hand, some
studies suggested an interaction be-
tween gender and the pathophysi-
ological processes® * ' . Other stud-
ies found differences in the brain
dopaminergic function?, cognitive
processing " and living skills" be-
tween males and females with
schizophrenia. Moreover, in a com-
prehensive review of articles on gen-
der differences published between
1966 and 1999, Leung and Chue
(2000)'¢ concluded that there were
significant  differences  between
schizophrenic males and females
arising from the interplay of sex
hormones, neurodevelopmental and
psychosocial sex differences. On the
other hand, other studies showed lit-
tle or no impact of gender on presen-
tation or course of schizophrenia '” 18
Moreover, Walker and Levine
(1993)" argued that the gender dif-
ferences found in some studies might
be due to sampling bias.
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Abstract

Objective: To determine gender differences in the symptoms and age of onset
of schizophrenia in Bahraini patients.

Methods: 112 Bahraini patients with schizophrenia who were initially in-
volved in a genetic study were selected. The OPCRIT 3.31 checklist was ap-
plied as a diagnostic tool. OPCRIT items were analyzed for differences be-
tween males and females.

Results: No differences were found between males and females in the studied
symptoms of schizophrenia and age of onset as "the earliest age at which
medical advice was sought for psychiatric reasons or at which symptoms be-
gan to cause subjective distress or impair functioning”. This finding was
found in both the familial and sporadic groups of schizophrenia. Furthermore,
OPCRIT was found to be an equally reliable tool in diagnosing schizophrenia
in males and females.

Conclusion: The above findings were compared and contrasted to the findings
of other studies. While there is agreement regarding the lack of gender differ-
ence in the prevalence of the studied symptoms of schizophrenia, there is no
such consensus regarding the gender difference in the age of onset of schizo-
phrenia. Caution should be taken with studies that make conclusions concern-
ing this issue until a precise operational definition for the onset of the illness is
derived.

Key Words: Schizophrenia, Symptoms of Schizophrenia, Age of onset, Mode
of onset, Gender difference, OPCRIT

Introduction

Schizophrenia “the cancer of mental cept of schizophrenia has changed
illness” is typically a catastrophic ill-  over the last one hundred years and it
ness that begins in adolescence or is expected to change yet again with
early adulthood. However, the con- conclusive evidence from biological
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Table 3
Number of Saudi cases that attempted suicide in the date of birth in the first and the
second decades of the study
Decade Males Females Total
Number Total %  Number Total %  Number Total %
Number Number Number
1984- 2 21 9.5 4 45 8.9 6 66 9.1
1993
1994- 8 55 14.5 25 199 126 33 254 13.0
2003
Total 10 76 13.2 29 244 119 39 320 12.2
Table 4
Number of non-Saudi cases that attempted suicide in the date of birth in the first and
the second decades of the study
Decade Males Females Total
Number Total % Number Total % Number Total %
Number Number Number
1984- 1 6 16.7 0 7 0.0 1 13 77
1993
1994- 4 8 50.0 13 24 542 17 32 53.1
2003
Total 5 14 35.7 13 31 419 18 45 40.0
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Table 1

Number of cases that attempted suicide in the date of birth in relation to the total
number of cases in both sexes

Males Females Total
Number Total % Number  Total %  Number Total %
Number Number Number

Saudi  10° 76 132 29+ 244 11.9 39% 320 12.2
Non- 5% 14 357 13++ 31 419  18** 45 40.0
Saudi

Total 15 90 16.7 42 275 15.3 57 365 15.6

Table 2

Number of cases that attempted suicide in the date of birth in relation to the age
groups of cases in both sexes

Age Males Females Total

groups Number  Total %  Number Total %  Number  Total %
(years) Number Number Number

<15 0 0 0.0 5 25 20.0 5 25 20.0
16-20 4 22 18.2 14 81 17.3 18 103 17.5
21-25 4 29 13.8 8 81 9.9 12 110 10.9
26-30 1 18 56 9 44 20.5 10 62 16.1
31-35 1 8 12.5 3 25 12.0 4 33 12.1
36-40 2 5 40.0 3 14 214 5 19 26.3
41-45 2 5 40.0 0 2 0.0 2 7 28.6
46-50 1 2 50.0 0 1 0.0 1 3 333
> 50 0 1 0.0 0 2 0.0 0 3 0.0
Total 15 90 17.7 42 275 15.3 57 365 15.6
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sults and the current results may be
due to several reasons; one of them
is that those two studies were car-
ried out on suicide cases while the
current study was carried out on
suicide attempts. Also, the two
studies were carried out on suicide
cases > 75 years of age, while only
3 cases in the age group > 50 years
were found in the current study.

No other Arabic or local published
studies were available to compare
with the current results.

Further work will be required to
find the predisposing factors and
the reasons behind suicide attempts
for the aim of suicide prevention.
Recommendation:

An extensive prospective studies
including larger number of suicide
attempt cases to answer the ques-
tion: is there relationship between
suicide attempts and the DOB? are
needed.
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Discussion

This report study indicates that
15.6% of suicide attempters in
Saudi Arabia select their DOB to
attempt suicide. The difference, in
this point, between Saudis and non-
Saudis was highly significant,
where 40% of non-Saudi suicide
attempters selected this day to at-
tempt suicide, while only 12% of
Saudis did so. This was more obvi-
ous in females, where 42% of non-
Saudi female suicide attempters se-
lected their DOB to attempt suicide,
while only 12% of Saudi females
did so. Another finding was the in-
crease in the percentage of DOB
suicide attempters among ages
above 35 years, while there was
none in those above 50 years of
age.

Multiple studies referred to the in-
teraction between individual and
environmental factors in relation to
suicide and suicide attempts such as
weather, season, storm and work
environment. One of the studies
noticed that the risk of attempting
suicide increases when there is hot
weather and less humidity and in
the days following thunder storms®.
Another study indicated that the
relation between certain seasons of
the year and the increase of suicide
rate is not clear enough’®. Others
noted that additional factors should
be put into consideration, such as
work position and adaptation of the
individual and his relations with
other employees *°.
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On looking for a logical explana-
tion for the increase of the rate of
suicide attempts in the DOB for
non-Saudi, no specific reasons can
be pointed but the cultural changes
and ongoing globalization in the
last decade might play a role par-
ticularly in the non-Saudi group, as
the results revealed a highly signifi-
cant increase in the percentage of
non-Saudi DOB suicide attempters
from 7.7% in the first decade of the
study to about 53% in the second
decade. However, the increase in
the percentage of Saudi DOB sui-
cide attempters from about 9% in
the first decade to 13% in the sec-
ond decade was statistically insig-
nificant. This significant increase
among non-Saudis may be a result
of their cultures, beliefs, habits, be-
ing away from homes, their under-
standing to the date of birth and the
unhappy feelings it represent when
they are away from their family.

Current results are relatively in
agreement with other studies®,
which demonstrated the positive
relationship between the DOB and
suicide in those > 75 years of age.
However, this contrasts obviously
with two other international studies,
one carried out in Ohio " on 3948
suicide cases and the other in Tai-
wan "2 on 4712 suicide cases. Both
studies did not show any statistical
relationship between suicide and
the DOB in those > 75 years of age.
The difference between these re-



. The

Suicide Attempts and the Date of Birth

The difference was obvious in
this point between males and
females. The percentage of fe-
males < 15 years who selected
the DOB was 20%, while no
male suicide attempters were
found in the same age group.
There was no noticeable gender
difference in the age groups 16-
20 years and 21-25 years, while
it was obvious in the age group
26-30 years (20.5% of the fe-
males of this age group selected
the DOB while 5.6% of the
males of the same age group
did). ,

There were no DOB female sui-
cide attempters in ages above
40 years, while 40% of the
males of the age group 41-45
years and 50% of the males of
the age group 46-50 years se-
lected the date of birth.
relationship  between
choosing DOB to attempt sui-
cide and cultural change:

In attempting to study the effect
of globalization on the DOB
choice as a date of suicide, we
grouped the cases into two
groups based on the two dec-
ades which the study involved,;
one from the year 1984 - 1993
and the second 1994 - 2003.
The number of DOB suicide at-
tempters was determined in
each decade and then compared.
The percentage in relation to the
total number of suicide attempt-
ers in each decade was calcu-

24

lated for both Saudis and non-
Saudis.

For Saudis (table 3):

In the first decade, there were
only six male and female Saudi
cases of DOB suicide attempt-
ers (9.1%), from 66 cases of
Saudi suicide attempters. In the
second decade, the number of
Saudi DOB suicide attempters
increased to 33 (13%), from 254
cases. This increase was not sta-
tistically significant (p >0.05).
There was an increase in the
percentage of Saudi male DOB
suicide attempters from 9.5% in
the first decade to 14.5% in the
second decade. The same was
found in Saudi females, where
the percentage was only 8.9% in
the first decade and increased to
12.6% in the second. This in-
crease was not statistically in-
significant (p >0.05).

For non-Saudis (table 4):

There was a highly significant
increase (p <0.01) in the per-
centage of non-Saudi DOB sui-
cide attempters in the second
decade when compared with the
first decade. The percentage
was only 7.7% in the first dec-
ade and 53.1% in the second.
This was obvious in both sexes,
where the percentage increased
in females from 0% to 54.2%
and in males from 16.7% to
50%.
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> Is there a change in this pattern
over the past 20 years?
Materials and Methods
We have reviewed the files of all
recorded admissions of suicide at-
tempters at King Fahad National
Guard Hospital, KAMC - Riyadh,
Kingdom of Saudi Arabia, during a
20-year period (from 1/1/1984 to
31/12/2003). Through the indexed
hospital electronic database, all
cases classified, according to (ICD-
9), as suicide or self-inflicted inju-
ries (E950-E959) where reviewed.
All cases of suicide attempts were
included, while cases of intentional
self-harm for purposes other than
death were excluded. Every file
contained a photocopy of the medi-
cal record including exact date of
birth in both Gregorian and Hijri
dates according to the original birth
certificate. * )
We found 365 suicide attempt
cases. The medical file of every
case was reviewed separately and
thoroughly and a special study data
form was completed. Nine cases
were excluded because they were
completed suicide.
The collected data were evaluated
statistically (the chi-square test was
used). The level of significance was
set at p <0.05.

* The accuracy is better in the new genera-
tion within the kingdom

Results
Of the 365 cases of suicide attempts
275 were female and 90 were male.
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1. The relationship between the
suicide attempt date and DOB
(table 1):

The relation between the suicide
attempts and DOB according to
the Gregorian date was studied
in the entire 365 Saudi and non-
Saudi males and females. Of
them 57 selected their dates of
birth to attempt suicide (39 fe-
males and 18 males). These rep-
resent 15.6% of suicide at-
tempters.

There was a highly significant
difference (p <0.01) between
Saudis and non-Saudis, where
40% of non-Saudis selected
DOB to attempt suicide while
only 12.2% of Saudis did. In
addition, the difference was
highly significant (p <0.01) be-
tween Saudi and non-Saudi fe-
males: the percentage was
41.9% in non-Saudis and 11.9%
in Saudis. Regarding males,
35.7% of non-Saudis selected
DOB, while Saudi males
showed a percentage of 13.2%;
the difference was significant (p
<0.05).

2. The relationship between DOB

and the age groups of the at-
tempters (table 2):

There was a noticeable increase
in the percentage of cases who
selected the DOB in the age
groups 36-40 years (26.3%), 41-
45 years (28.6), and 46-50 years
(33.3%). No cases were found
in the age group >50 years.
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A suicide attempt is defined as
"every act leads to self harm with
the intention to die, but does not
end with death" '. It is considered a
medical problem that results in det-
rimental effects on the individual
and the society. International fig-
ures show that in the United States
approximately 734000 people at-
tempted suicide in the year 2000
(i.e. about 2000 people attempted
suicide per day). For the daily 2000
suicide attempts, 80 attempts end
up with death? one in 5 adolescents
in the United States attempts sui-
cide, in the adults population it
reaches 8.5%°. According to the
American Center for Disease Con-
trol and Prevention®, suicide is the
third leading cause of death in the
age group from 15 to 24 years in
the United States. In addition, it is
of note that the yearly percentage of
suicide attempts in a society is
much higher than complete sui-
cides.

Some suicide attempters choose
their date of birth (DOB) as the
time of attempting suicide, as in
some cultures the DOB is an impor-
tant anniversary for celebration and
a symbolic event and achievements
in life so a depressed or hopeless
individual might have a significant
worsening of these feelings which
can lead to the suicidal ideation and
then attempts. A British study ° in-
dicated that people aged 75 years
and above are more susceptible to
committing suicide within 30 days
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of their birthdays than the younger
age groups. This was explained on
the basis that birthday, to some eld-
erly, may represent a source of un-
happy feelings and encourages their
sense of loneliness.
In the Kingdom of Saudi Arabia,
suicide and suicide attempts is
probably on the rise although reli-
able statistics are lacking. In one
study deliberate, self-harm admitted
to a general hospital increased by
10 fold between 1990 and 1999 ¢. In
addition, the rate of suicide admis-
sion to general hospitals has in-
creased significantly over 20 years’.
While in Saudi Arabia (a very con-
servative society) birthdays have no
great significance, but in the age of
globalization and shrinking world
through cyberspace, satellite TV
broadcasting and international cul-
ture, birthday significance is chang-
ing and becoming more significant.
To the Saudi young generations,
whether this will impact suicide
attempts trend in relation to birth-
days or not, that was our challenge
in this report.
The aim of the study:
The aim of this study is to answer
the following questions:
> Is there a specific pattern in the
relationship between date of
birth and date of suicide at-
tempts in Saudi Arabia?
> Is there a difference between
Saudis and Non-Saudis in this
regard?
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Is There a Relationship Between Suicide Attempts

and the Date of Birth, in Saudi Arabia?
Omar Al Modayfer, Osaima Khajr
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Abstract
Objective:
This study tries to answer the question whether there is a relationship be-
tween suicide attempts and the date of birth among Saudi and non-Saudi
males and females, who were admitted with suicide attempt at King Fahad
National Guard Hospital, KAMC-Riyadh, Kingdom of Saudi Arabia.
Method:
This work is a part of a comprehensive retrospective study of all reported
suicide attempts based on review of all files admitted to King Fahad Na-
tional Guard Hospital, KAMC - Riyadh, Kingdom of Saudi Arabia, during
the last 20 years (from 1/1/1984 to 31/12/2003) where data was collected in
a special study form. Chi-square test was used for analysis.
Results:
A total of 365 cases were identified, 57 (15.6%) attempters chose the date
of birth (DOB) for the attempt. Forty percent of non-Saudi compared to
12% of Saudis chose this day (p <0.01). The difference was more notice-
able in non-Saudi females (43%) when compared with Saudi females
(12%) (p <0.01). The highest age group was between 35 ~ 50 years.
Conclusion:
This study indicated that the date of birth according to the Gregorian date
can be a risk factor to attempt suicide in those susceptible groups especially
in non Saudi. A significant increase in the percentage of suicide attempters
on the date of birth in the second decade (1994-2003) comparing with the
first (decade 1984-1994) in non Saudi might give a hint to the role of glob-
alization and the culture changes.
Keywords: Suicide, suicide attempt, DOB, social psychiatry, cross-cultural

psychiatry.

Introduction

Suicide (killing of one's self) is a  known since old time and has been
common social and medical prob- the focus of extensive studies in
lem in all societies. It has been multiple domains.
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dents would be able to protect
themselves from taking or abusing
unprescribed drugs and prevention.
To consider models of crises man-
agement and prevention for all uni-
versities’ grades as part of the cur-
riculum, so that students learn life
skills in how best to deal with life
stressors and crisis and acquire pro-

Gaza Strip. Replication of the same
study should be carried out in a sta-
bilized political period for compari-
son objectives, in the near future.
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in all races, religions, social classes,
and age groups (Hanson and Ven-
turelli, 1986) ®.

For other variables, study revealed
significant differences in the fol-
lowing socio-demographic charac-
teristics: (1) male use of tobacco
(21.4%) compared with (2.1%) for
female and alcohol use by males
(2.4%) compared to (0.2%) by fe-
males. These results confirmed pre-
vious conclusions that substances
use is not a male activity only but
also practiced by females (Swadi,
1987)".

In addition, these findings are con-
sistent with previous literature;
women tend to use pills to cope
with problems, whereas men tend to
use cigarettes and alcohol (Cham-
bers and Griffay, 1975) *.

We attribute the level of tobacco
abuse to the prevailing culture in
Gaza, which limits the use of alco-
hol to a high extent and that is not
the case with tobacco which is per-
ceived as a “social drug”. Our re-
sults are much less than in compari-
son with western communities, in
which 51% used alcohol in the past
month, followed by cigarettes with
37% in the past month. The re-
searchers concern has referred to
the concept that overall alcohol or
tobacco use was seven times more
likely to start using marijuana than
individuals who reported no use of
alcohol or tobacco (NIDA, 2003).
The researcher referred these find-
ings, as there is homogeneity be-
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tween all localities and similarity in
the social classes.

Ahmadi et al (2004)% in a study of
the prevalence of substance abuse
in a sample of Iranian nursing stu-
dents found that 11.8% of the sub-
jects reported use of substances oc-
casionally (at least once a month):
cigarette (10.8%), alcohol (3.5%),
opium (4.3%), cocaine (0.5%) and
hashish (0.3%).

Our low level of abusing alcohol
and other drugs even during the
years of conflict and war is incon-
sistent with literature in the West
which suggested that people who
experienced major trauma and those
with PTSD or depression may self-
medicate with drugs or alcohol to
relax, cope with stress or relieve
symptoms (NIDA, 2002) *.

Clinical implications and recom-
mendations

In the light of the research findings,
the researcher recommends that
Ministry of Health, Ministry of
High Education and other related
Ministries should encourage and
support drugs research activities.
We have to investigate the same
research study on the West Bank’s
universities in order to have a na-
tional database. Recruiting social
services units in high educational
settings that should be administered
by community mental health pro-
fessionals to address both group
and individual issues including
management crises, stress and life-
skills techniques so that the stu-



Abu Qamar, Thabet, Vostanis

estinian Central Bureau of Statistics
result in 2000 whose average rate
was estimated as 18.6% in Gaza
Strip whose age was 12 and above.
In addition, psychological and so-
cial stress forms a main factor to
prompt smoking according to this
study and to Palestinian Central Bu-
reau of Statistics (PCBS) ; 16.1%
and 18.6% respectively (PCBS,
2004) .

Our results are consistent with
Webb et al (1996) ' of a cross-
faculty sample study of 3075 sec-
ond-year university students from
ten UK universities which found
that 11% of students were non-
drinkers. Experience with other il-
licit drugs were reported by 33% of
the sample, most commonly LSD
(Iysergic acid diethylamide), am-
phetamines, Ecstasy, and amyl/ bu-
tyl nitrate, which had each been
used by 13-18% of students. The
overwhelming reason given for tak-
ing alcohol or drugs was pleasure.
In another study of prevalence of
illicit substance abuse in Canada
(Li-Yin et al, 2002)° found that the
rate of substance use during the past
12 months was 9.8% for marijuana,
0.9% for LSD, 0,9% for cocaine,
0.2%for amphetamines, and 0.1%
for heroin.

This research study revealed that
11.7% of students who experienced
smoking during the last year are
consistent with PCBS result in 2000
whose average rate was estimated
as 18.6% in Gaza Strip whose age
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was 12 and above. Also psycho-
logical and social stress forms a
main factor to prompt smoking in
this study and PSCB; 16.1% and
18.6% respectively (PCBS, 2004) .
Our results are consistent with
abusing tobacco and not other sub-
stances of Abdullah AS et al
(2002)" study of substance abuse
among 1,197 Chinese undergradu-
ates in Hong Kong. Students re-
ported their current and past use of
tobacco (13%), alcohol (61%),
marijuana (2%), and other illicit
drugs (0.4%).

The rate of substance use was
higher among males, residents of
university hall, senior students and
among those who possessed a posi-
tive attitude towards substance use.

From global perspective, preva-
lence rate in Gaza Strip is very
close to the prevalence rate in Cy-
prus and Romania, which varies
from 1-2 %, but significantly less
than Chile with 17.0 % (Kessler et.
al, 1996)"* and Czech Republic,
France, Ireland and United King-
dom with 35 % with “cannabis” as
the most commonly used illicit drug
(UN, 2001)%. Regionally, however,
prevalence rate in Egypt was 5.2 %
for those aged 15 and above with
“Hashish” as most illicit drug used
(UN, 2001) .

This indicates that all communities
with different cultures are vulner-
able to prevalence of substance
abuse and seems as an “equal op-
portunity” affliction which is found
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smoke cigar, and the least substance
abused was pipe 0.9%.

Marital status and substance
abuse

One hundred and five single stu-
dents 11.74% abusing tobacco It
was noticed also that married stu-
dents were the least one abusing
substance. There is statistically sig-
nificant difference in abusing to-
bacco, alcohol, hypnotics, cannabis
for widows and inhalants for di-
vorced. :
Tobacco abuse and place of resi-
dence

Fifty five students (10.4%) abused
tobacco lived in a city, 37 students
(11.9%) lived in a camp, 16 stu-
dents (14.2%) lived in a village, and
10 students (17.8%) lived in a hous-
ing project. With regard to other
substances, it was noticed that ma-
jority of abusers lived in a city and
a camp respectively. There was no
statistically significant difference
between different residential locali-
ties.

Size of family and substance
abuse

Two students 0.93% of family size
more than 17 persons abusing Hal-
lucinogenic. There is a statistically
significant difference in abusing
Hallucinogenic (x* = 7.38, df =2, p
= 0.05). However, it was noticed
that the students whose family size
11 persons and above are more
likely abusing substance (for exam-
ple, 28 students with 13% abused
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tobacco, 4 students with 1.8%
abused alcohol), followed by those
from 6-10 persons (68 students with
12.3% abused tobacco and 5 stu-
dents with 0.91% abused alcohol.
There is statistically significant dif-
ference in abusing Hallucinogenic
for students who came from a fam-
ily size of 11 or more.

Reasons for abusing substances
With regard to reasons for taking
substances, male students abused
substances more than females in the
following causes: overcoming psy-
chological stress (20.3%) compared
to (9.7%) for female, for curiosity
(10.9%) compared to (7.3%) for
female, for sex desire (6.2%) com-
pared to (0%) for female. On the
other hand, female students abused
substances more than male for:
treating physical problems (43.9%)
compared to (39%) for male, re-
moving feeling of weakness
(12.2%) compared to (9.3%) for
male, overcoming academic chal-
lenges (7.3%) compared to (0%) for
male, treating psychological disor-
der (7.3%) compared to (4.6%) for
male. However, both genders were
mostly similar in the cause of social
acceptance (4.6% male) and (4.8%
female).

Discussion

This study showed that 17 % of
students have ever used substance
over the past twelve months. This
research study revealed that 11.7%
who experienced smoking during
the last year is consistent with Pal-
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tistical test for categorical variables.
The researcher determined P value
to be (<0.05) with 95% confidence
interval. Chi-square is the most
relevant statistical test for differ-
ences significance between fre-
quency of abused substances such
as tobacco among universities and
socioeconomic factors such sex,
marital status, and type of univer-
sity.

Results
Sociodemographic
of the study sample
The results showed that 1007 stu-
dents responded according to the
instructions given out of 1047 re-
ceived from the students, of which
40 questionnaires (respondents)
were not considered due to over
exaggeration Or spurious answer-
ing.308 students (30.58%) out of
431 students from Islamic Univer-
sity, 298 students ( 29.60%) out of
431 students from Al-Azhar Uni-
versity, 284 students (28.20%) out
of 315 students from Al-Agsa Uni-
versity and 117 students (11.62%)
out of 186 students from Al-Agsa
Open University.

Four hundred and seven male stu-
dents were from the first grade
(40.4%), and 91 from the fourth
grade (9.04%), while 401 female
students were from the first grade
(39.82%) and 108 were from the
fourth grade (10.72%). Students’
mean age was 20.4 years (SD= 2.9),
67.2% of students were between
17-20 years-old, 24.7% of them

characteristics
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between 21-23 years-old, 4.07%
aged 24-26 years, and 3.97% of
them were 27 years.

Three hundred and ten students
(30.78%) live in camps, 529 stu-
dents (52.5%) live in cities, 112
students (11.12%) live in villages,
and 56 students (5.56%) live in
housing projects. The sample was
drawn from computerized-registry
lists of students by college and
grade of study.

Prevalence of substance abuse
This study showed that 17 % of
students have ever used substance
over the past twelve months. Graph
1 shows the prevalence of different
substances.

Sex differences in abusing sub-
stance

This study showed that 17% of stu-
dents have ever used substance over
the past twelve months. However,
there was no statistically significant
difference between male and female
students in using other substances.
Tobacco use in various universi-
ties

One hundred and eighteen students
of the universities (11.7%) abused
tobacco. There was a statistically
significant difference between uni-
versities' students abusing tobacco
toward Al-Azhar university
(x*=16.24, df =3, p=0.05).

Pattern of tobacco abuse

With regard to pattern of substance,
71.6% smoke cigarettes, 23%
smoke hubble-bubble, and 4.4%
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by college and grade and a table of
random technique was used to ran-
domly select the sample. The
drawn sample selection was oc-
curred as follows: (1) Universities
colleges were stratified according to
the specialty (Art colleges and Sci-
ence colleges), (2) within each of
the specialty strata, a random selec-
tion of students was chosen with
probability proportional. (3) Within
each selected university college,
subjects were randomly selected for
subsequent analysis to make vari-
ous comparisons in terms of sex,
grade and specialty. From 1363
students, a total of 1007 students
responded to the interview with re-
sponse rate of 76.8%. Three hun-
dred and eight students (29.4%)
from Islamic University, 298 stu-
dents ( 28.4%) from Al-Azhar
University, 284 students (27.1 %)
from Al-Agsa University, and 117
students (11.11%) from Al-Agsa
Open University.

Materials and procedures

The questionnaire of closed-end
questions was designed to collect
related information about substance
abuse and patterns through self-
administered questionnaire. A
panel of nine experts in the field of
psychiatry and research assessed
the tool and gave some guidance
which led to slight amendment of
some questions.

We obtained all necessary ethical
approvals to conduct the study from
Helsinki Committee in the Gaza
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Strip (Official ethical committee for
research) and a letter of approval
was obtained from the administra-
tion of each university. Confidenti-
ality and anonymity was main-
tained, all the time, to protect stu-
dents’ identities by not showing
personal data including name, ad-
dress, telephone number, student
number, and putting the question-
naire in a blank white envelop as
well as collecting the questionnaires
on the spot. In addition, an ex-
planatory letter from the researcher
was given to all participants and the
administrators confirmed verbally
the confidentiality.

The result indicated that the corre-
lation was from (0.57-0.86) is sig-
nificant at the 0.01 level (2-tailed)
and the reliability coefficient with
Alpha scale, reached 0.79. More-
over, a reliability analysis, using
scale split shows that correlation
between forms was 0.58 and equal-
length spearman-Brown was 0.73.
The study started in April through
end of June 2003.

Statistical analysis

We used the Statistical Package for
Social Sciences (SPSS) program for
data entry (SPSS ver10). The vari-
ables were coded numerically, and
then advance statistical analysis
was done including descriptive and
inferential statistics and frequency
tables of all variables. Statistical
differences between variables were
assessed using Chi square (xf sta-
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and association with other risk fac-
tors.

Madison-Colmore (2003)’ in a
study of use of alcohol and other
drugs among 193 Taiwanese female
college students currently attending
Taiwan Women’s College of Arts
indicated that alcohol and tobacco
were the most commonly used sub-
stances. Compared to a similar
study, alcohol use in the last year
was considerably higher among the
participants in this study and to-
bacco use was considerably lower.
During the past 30 days, the use of
both alcohol and tobacco were rela-
tively low.

Akvardar et al (2004)% study of
Dokuz Eyliil University Medical
School in Turkey found that alcohol
was the most frequently used sub-
stance. Lifetime smoking preva-
lence was as high as 50 %. Benzo-
diazepines (Alprazolam and, diaze-
pam) were the most frequently used
sedative-hypnotics. The use of il-
licit substances was rare; cannabis
being the most commonly used il-
licit substance.

McCabe et al (2005) ° in a study of
one hundred and nineteen nation-
ally representative 4-year college
students in the United States found
that the life-time prevalence of non-
medical prescription stimulant use
was 6.9%, past year prevalence was
4.1% and past month prevalence
was 2.1%. Past year rates of non-
medical use ranged from zero to
25% at individual colleges. Non-
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medical prescription stimulant users
were more likely to report use of
alcohol, cigarettes, marijuana, ec-
stasy and cocaine.

The aim of the study was to investi-
gate the prevalence of substances
abused among university students and
relationships with other sociodemo-
graphic factors in the Gaza Strip.
Methods Participants

As the sample population is quite
large (22,706 students of both sexes
from 1* & 4™ year students) and
based on statistical view, the sam-
ple consisted of 1363 university
students (6 %) of the total number
of the first and fourth grade of the
university students from both sexes
(455 female and 908 male) by
stratified sampling. The reasons for
selecting these two university
grades (1 and 4™) were to have a
sufficient number of students for
statistical analysis (this is the same
reason for stratifying the sample
into two specialty categories only:
Art colleges and Science colleges)
and the students of the first year
have already got the experience of
the university for a full year as the
application of the study was con-
ducted in the last two months of the
scholastic year. The four universi-
ties and their branches participated
in the study; the sample represented
6% of the total number of the first
and fourth university grade of the
selected students. Then, computer-
ized-registry lists of students were
obtained from the four universities
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abusing drugs. Pickard et al (2005)'
in a study about alcohol and illicit
drug use in 136 second-year medi-
cal students at the University of
Leeds found that 86% of the stu-
dents drank alcohol. Illicit drug use
was reported by 33.1% of students
(28.3% of males, 35.6% of fe-
males).

In another study of Alphons et al
(2001) 2 to assess the prevalence of
substance use among Dutch dental
students found that alcohol was the
students’ drug of choice for lifetime
(95%), past year (94%), and past
month (88%) use. No significant
correlations were found between
alcohol use and sex, type of schools
and years in dental education. In the
past month, 58% of students re-
ported drinking on 5 or more days,
53% had S or more drinks on the
same occasion, 20% had 5 or more
drinks on the same occasion on 5 or
more days, and 17% reported get-
ting drunk at least monthly. Preva-
lence rates for past month use of
tobacco was 24% and marijuana
was 4%.

Tobacco consumption is one of the
greatest public health threats in the
21% century. WHO estimates that
there are 4.9 million tobacco-
attributable deaths each year, which
is about 7% of all deaths? The
number of deaths is rising fast, es-
pecially in developing countries
where the number of tobacco users
has been increasing. Tobacco ad-
diction starts early in life. World
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wise, every day 80,000 to 100,000
youth become regular smokers
(WHO, 2003) .

In Egypt, it was reported in the late
1990s that annual prevalence was
estimated at 5.2 percent for those
aged 15 and above who abused
drugs (UN, 2001)*. Hashish is the
most illicit drug used in Egypt. The
reliable source from the State Wel-
fare Organization in Iran warned
against the prevalence of the ec-
stasy abuse and polydrug consump-
tion in Iran as well as there are two
million drug users and 1.2 million
addicts in Iran (Tehrani, 2003) °.

In a cross-sectional study conducted
in Jordan in 2001 indicated that
there is likely to be a drug depend-
ence problem in the near future. A
large-scale survey on 5064 univer-
sity and community college Jorda-
nian students aged between 18-25,
showed that 2.5% of the sample
abused cannabis, 3.3% abused seda-
tives, 0.9% abused opiates, 2.8%
abused Benzhexol, 2.6% abused
stimulants, 12% abused alcohol and
29% abused tobacco. Substance
abuse was significantly higher in
male students. Regarding the risk
factors in abusing substance, seek-
ing acceptance, encouragement by
friends and poor communication
with family were the most common
risk factors (Suleiman et al, 2003)¢ .
The aim of this study was to inves-
tigate the prevalence of substance
abuse among the university students
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Abstract

Aim: The aim of the study was to investigate the prevalence of substance
abuse among university students in the Gaza Strip.

Design: A cross-sectional study

Settings: Four universities in the Gaza Strip (Al Azhar, Islamic, Open
Alquds, and Al Agsa University).

Participants: A total number of 1047 university students in the 1 and 4™
year of study of Art and Science colleges, aged 17-40 years, in 2003.
Measurements: Participants completed an anonymous self-report question-
naire of two parts; the first part of 13 questions relating to socio-economic
information, health status and abusing unprescribed substances, sources and
reasons of abusing and the second part of 5 questions for § substance catego-
ries.

Results: Results showed that 2.1% have ever used unprescribed substances
over the past twelve months; 11.7% abused tobacco (smokers) with signifi-
cant differences for male (21.4%) compared to (2.1%) for female, 1.2%
abused alcohol with significant differences for male (2.1%) compared to
(0.2%) for female. The study revealed no significant differences of other
substances; 0.79% abused psycho-stimulants, 1.09% abused sedatives, 0.30%
abused opiates, 0.99% abused cannabis, 0.70% abused inhalants, and 0.20%
abused hallucinogenic. Pharmacies were the most common source of narcot-
ics and stimulants.

Conclusion: Our low level of abusing alcohol and other drugs even during
the years of conflict and war is inconsistent with literatures in the West,
which suggested that people who experienced major trauma and those with
post traumatic stress disorder or depression may self-medicate with drugs
or alcohol to relax, cope with stress or relieve symptoms.

Key words: Prevalence, substance abused, university students, Gaza Strip.

Introduction

Substance abuse dates back thou- prevalent and widespread through-
sands of years. The use and abuse out the world than ever before.
of illicit drugs today are more University students are at risk of
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Table 3: Psychiatric Disorders

Diagnosis N (%)
No diagnosis 8 (6N))
Bipolar affective disorder 42 (30.0)
Schizophrenia 38 (27.1)
Adjustment disorder 13 (9.3)
Brief Psychotic disorder 10 7.1)
Conversion disorder 5 (3.6)
Anorexia Nervosa 4 (2.9)
Major depressive disorder 3 (2.1)
Obsessive compulsive disorder 3 2.1)
Borderline personality disorder 3 2.1)
Child abuse 3 (2.1)
Other diagnoses 8 (5.7)
Total 140 (100.0)
Table 4: Referral to other specialties
Specialty N (%)
Psychology 47 (46.1)
Neurology 16 (15.7)
Sociology 7 (6.9)
Dental Clinic 7 (6.9)
Endocrinology 5 4.9)
Dermatology 5 (4.9)
Other Specialties 15 (14.7)
Total 102 (100.0)
Table 5: The use of seclusion
Indication
Physical Ag-| Sexual Dis- | Difficult | Total raw
Data Eression inhibition anagemen N (%)
Associated Psychiatric dis-
order:
Schizophrenia 9 0 1 10 (37.0)
BAD — manic epsode 5 1 1 7(25.9)
BAD - depressive episode 1 0 1 2(7.4)
Personality disorder 0 2 0 2(7.4)
Other diagnoses 5 1 0 6(22.2)
Total 20 4 3 27 (100)
Planning:
Yes 6 4 0 10 (37.0)
No 14 0 3 17 (63.0)
Total 20 4 3 27 (100.0)
Ordered by:
Psychiatrist 20 4 3 27 (100.0)
Psychologist 0 0 0 0(0.0)
Total 20 4 3 27 (100.0)
Total Column N (%) 20 (74.1) 4 (14.8) 3(11.1 27 (100.0)
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frequency

of aggression in hospitalized
children with conduct disorder.

Table 1: Socio-demographic Data

Behavioral Residential Treat-
ment 1991; 6: 279-288.
13. Millstein KH, & Cotton NS.
Predictors of the use of seclu-
sion on an inpatient child psy-
chiatric unit. JAACAP 1990;
29: 256-264.

Data N (%)
| Age (years): Children (0-12) 7 (5.0)
Adolescents (>12-18) 133 (95.0)
Total 140 (100.0)
Gender: Female 105 (75.0)
Male 35 (25.0)
Total 140 (100.0)
Education: llliterate 15 (10.7)
Preschool 1 (0.7)
Elementary 28 (20.0)
Secondary 40 (28.6)
High School 56 (40.0)
Total 140 (100.0)
Table 2;: Admission Data
Data Detailed Data N (%)
Source of admission Emergency room 91 (65.0)
Psychiatric OPD 26 (18.6)
Other wards 7 (5.0)
Other hospitals 16 (11.4)
Total 140 (100.0)
Place of admission Female Psychiatric ward 107 (76.4)
Male Psychiatric ward 33 (23.6)
Total 140 (100.0)
Duration of Admission < one week 23 (16.4)
One week — one month 65 (46.4)
> one month — 2 months 37 (26.4)
> 2 months 15 (10.7)
Total 140 (100.0)
Number of Admission Once 121 (86.4)
Twice 13 (9.3)
> three times 6 (4.3)
Total 140 (100.0)
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first study to shed light on children
and adolescent admission into psy-
chiatric wards in Saudi Arabia.
Recommendation:

A prospective study that compares
the outpatient, day care and inpa-
tient psychiatric services to dis-

cover the real needs of children and
adolescents needs to be undertaken.
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vices and caregivers great anxiety
through their disturbed behavior > .
However, reviewing the case notes
of patients attending accidents and
emergency, extra patients were in
need of admission due to Parent-
Child Relational Problem or Rela-
tional Problem NOS, and families
refused admission so cases were
dealt with through outpatient crisis
intervention. Most of the young-
sters with mental retardation and
associated psychiatric or behavioral
problems are admitted to special in-
stitutes for the mentally retarded
rather than to psychiatric units.

As might be expected, most of ad-
mitted children and adolescents
were referred to psychologists ei-
ther to do psychometric assessment
or to conduct behavioral modifica-
tion. Social workers were involved
for family assessment and counsel-
ing while neurologists and endocri-
nologists were involved to exclude
associated neurological and endo-
crinal disorders. Dermatologists
were consulted for dermatological
side-effects of psychiatric drugs.
ECT as a treatment option for
adults has a long history. ECT for
children and adolescents has not
been widely used and no empirical
studies or controlled evaluation has
been conducted ®. Legal and ethical
considerations e.g. informed con-
sent and indications for use of ECT
in this survey were similar to those
confirmed in other studies®.

Among children hospitalized on a
psychiatric in-patient unit, a high
rate (18% to 80%) with suicidal be-
havior ranging from suicidal idea-
tion to actual attempts has been
found *°.

On inpatient unit, seclusion fre-
quently is used in response to inap-
propriate behavior. It has been dem-
onstrated to decrease the rate of a
child’s negative behavior''? . Indi-
cations of seclusion in this survey
were similar to those reported in
other studies”. Most patients were
discharged upon the decision of the
treating psychiatrists or during out-
on-pass which usually will not be
allowed unless there is good level
of improvement. Those who dis-
charge their children against medi-
cal advice do so either because they
are not happy about the improve-
ment or they are looking for alter-
natives which can include other
psychiatrists or even folk medicine
healers or because they are not
happy to keep their children in a
place prepared for adults, not chil-
dren.

Conclusion: Most admitted pa-
tients were adolescents with aggres-
sive behavior and diagnoses of bi-
polar affective disorder or schizo-
phrenia, with low utilization of the
service by children.

Limitation:

The main limitation of this study is
that it is a retrospective study with a
small sample of children. However,
the positive part is that this is the
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rest have other diagnoses with in-
significant percentage.

Table 5 shows information about
use of seclusion. Seclusion in this
paper means keeping the patient in
a safe and well-constructed room in
the ward for a specific period of
time, averaging half an hour.
Twenty-seven patients (19.3%)
were secluded at least once during
admission. Physical aggression was
reported to be the most common in-
dication for seclusion. Schizophre-
nia was reported to be the most fre-
quently associated psychiatric diag-
nosis. Seclusion was used when
needed rather than on previously
planned program. All instances of
seclusion were ordered by treating
psychiatrists.

Finally, most of patients’ dis-
charges (72.9%) were arranged by
the treating team while 15.7% were
discharged against medical advice
and 11.4% were sent for out-on-
pass and failed to return.
Discussion:

Child and adolescent psychiatry is a
newly developing specialty in the
Kingdom of Saudi Arabia (KSA).
Although there are few outpatient
departments directing their service
specifically to people younger than
18 years of age, no single inpatient
unit is specialized for children and
adolescents.

In comparison to KSA, the situation
in U.K. is quite different. A survey
done in 1999 shows the presence of
80 units of child and adolescent

psychiatry across England and
Wales providing 900 - bed capac-
ity*. However, compatible with
other studies, admitting children
and adolescents with psychiatric
disorders into adult units is not un-
usual *’.

The main explanation for the low
percentage of admission is the ab-
sence of inpatient psychiatric unit
for children and adolescents in
KKUH. Therefore, many patients
are treated as outpatients though
they are in need of admission.

The number of admitted females
outnumbers males in this survey,
while other studies showed equal-
ity2. The male ward is an acute one
for cases with violence, drug abuse,
manic with increased libido and
personality disorders, so it is a real
risk to admit youngsters there.
Therefore, many families refuse
such admission.

The regulation of the psychiatric
department at KKUH that might fa-
cilitate young female admission is
the allowance of the mothers to be
admitted with them which is not the
case of the male ward. Similar to
other studies, most of admissions
were via emergency department as
they are considered to be urgent.
The length of stay was comparable
to other studies 2.

Psychiatric diagnoses that indicate
admission are mostly schizophrenia
and affective disorder, and these
findings are comparable to other
studies where patients cause ser-
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- Only first admission to the psy-
chiatric wards of KKUH for people
18 years of age or younger from
May 01 1995 to April 20 2005 were
retrieved from the admission log
book of the psychiatric wards and
their case notes were reviewed.

- The psychiatric diagnoses were
according to the Diagnostic Statisti-
cal Manual (DSM-III R or DSM-
V).

- Assessment of intelligence was
according to Wechsler Intelligence
Scale for Children (WISC).

- Data were expressed as mean +
standard error of mean.

Results:

In the ten years covered by this sur-
vey, 3105 patients were admitted to
the psychiatric wards. 2090 (67.3%)
were admitted to female ward and
1015 (32.7%) were admitted to
male ward. One hundred and forty
(4.5%) were younger than 18 years
of age.

Table 1, shows the socio-
demographic data of the 140
youngsters. Mostly they were ado-
lescents, 95%. Females outnumber
males. Forty percent were attending
high school followed by those at-
tending secondary school, 28.6%
Sixty-five percent were admitted
via emergency department followed
by psychiatric outpatient clinics,
18.6%, and the rest were referred
from other wards of KKUH or from
other hospitals (Table 2).

The female psychiatric ward re-
ceived 76.4% of admission. Most

patients were admitted for between
one week and less than 2 months.
Most patients were admitted only
once. Table 3 shows psychiatric di-
agnoses. The most notable diagno-
ses were bipolar affective disorder,
30% and schizophrenia, 27.1%.
About 89.3% shows no associated
medical illness, 2.9% have iron de-
ficiency anemia, 2.1% have hypo-
thyroidism and 5.7% were having
different medical diagnoses with in-
significant prevalence. Only 9.3%
of the sample has mental retarda-
tion. Seventy-seven percent of them
are mildly mentally retarded, 16.7%
have moderate mental retardation
and 8.3% are severely mentally re-
tarded.

Table 4 shows referrals to other
specialties. Out of 140, 85 patients
(60.7%) received 102 referrals.
Psychologists received 46.1% of re-
ferrals followed by neurologists,
15.7%.

Seven patients (5%) received elec-
tro-convulsive therapy (ECT). Of
those who had ECT, fifty-seven
percent were diagnosed to have
schizophrenia followed by bipolar
affective disorder — manic episode,
bipolar affective disorder — depres-
sive episode and major depressive
disorder forming 14.3% each.
Fifteen patients (10.7%) reported
history of suicidal attempt prior to
admission. Forty percent of them
have major depressive disorder,
20% have adjustment disorder,
13.3% have schizophrenia and the



Pattern of Child and Adolescents

specialized service, ideally requir-
ing planning at a national level 2.
Whilst all developed countries re-
port high rates of adolescent mental
disorders, in recent years there has
been a decline in adolescent inpa-
tient provision, for example, in the
United Kingdom (U.K)’. A report
shows that only 0.3% of adolescent
requiring psychiatric admissions in
the North-West of England were
admitted to adolescent psychiatric
unit, the rest being treated in adult
mental health or non-psychiatric fa-
cilities®.

Some reports identified serious
weakness in inpatient services for
adolescents, fragmentation, un-
planning and inadequacy of emer-
gency provision *.

Little is known about the current
state of provision of inpatient units
in many countries *.

Up to my personal knowledge and
searching published local papers, I
could not find a reference for a sin-
gle specialized psychiatric inpatient
unit for children or adolescents in
Saudi Arabia at present.

Therefore, the main objective of
the present survey is to describe the
pattern of admission into the psy-
chiatric wards of King Khalid Uni-
versity hospital (KKUH) for pa-
tients aged 18 years and younger,
identifying the psychiatric diagno-
ses, associated medical problems
and mental sub-normality, the me-
dian length of stay in the hospital
and pattern of discharge.

Materials and Method:

- KKUH, which opened in 1982, is
the main teaching hospital for the
college of Medicine of King Saud
University (KSU). It has a 640 -
bed capacity with a 24 hour acci-
dent emergency coverage®. In addi-
tion to almost all specialties,
KKUH has two acute psychiatric
wards. One is for females with a
12- bed capacity and another 11-
bed capacity ward for males. There
is no special unit for children and
adolescents who are psychologi-
cally disturbed. Children 12 years
old and younger are admitted to the
female ward and adolescents >12 to
18 years old are admitted to the
gender appropriate ward.

- The criteria for admission include:
the patient being harmful to himself
or others, difficulty to contain the
patient at home, to finalize the di-
agnosis or to initiate the treatment.

- A form was designed to abstract
information from the case records.
It consists of two parts. The first
part includes patients’ demographic
data and the second part includes
admission data.

- A formal request was filled to take
permission from the treating psy-
chiatrists and the department of
psychiatry to get access to the case
records.

- A specialized child psychiatrist
carefully reviewed the case notes of
the patients between May and Sep-
tember 2005.
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Abstract:
Aims:

To describe the pattern of admission into psychiatric wards for patients
aged 18 years and younger, identifying their psychiatric disorders, associ-
ated medical problems and mental sub-normality, the length of stay in the
hospital, referrals and pattern of discharge.

Methods: ’

First admission of people 18 years of age or younger to the psychiatric
wards of King Khalid University Hospital in Riyadh, Kingdom of Saudi
Arabia, from May 1st, 1995 to April 30th, 2005 were reviewed regarding
admission data.

Results:

A total of 140 patients (4.5% of all admission) were 18 years of age or
younger. Adolescents constitute 95%, females form 75%. Sixty-five per-
cent were admitted via emergency department. Most of them stayed less
than 2 months. Bipolar affective disorder was diagnosed in 30% and
schizophrenia was diagnosed in 27%. Physical diseases were not signifi-
cantly associated. Only 9.3% had associated mental retardation.

Most of referrals were directed to the psychologists. Seven patients (5%)
received electro-convulsive therapy (ECT). About 10.7% reported history
of suicide attempt. About 19.3% were secluded at least once during admis-
sion. Most discharges, 72.9%, were decided by the treating psychiatrists.
Conclusion:

Most of admitted patients were adolescents with aggressive behavior and
diagnosed as bipolar affective disorder or schizophrenia, with low utiliza-
tion of the service by children.

Key words: child, adolescent, psychiatry.

Introduction:

Although the majority of children  mental health service need access to
with mental health problems are highly specialized provision includ-
treated in community services, a ing inpatient facilities'. Child and
comprehensive child and adolescent  adolescent inpatient care is a highly
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