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Al-Razi the first Arab physician
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Abu —Baker Al-Razi had lived in the third Hijra century ,was considered as
the first physician ,in the Arabic Islamic civilization, he was famous and his
books were widely spread covering medicine chemistry ,physics and phi-
losophy ,he wrote more than 220 books most of them were lost, Al-Razi
had special interest in psychiatry and wrote a book on spiritual medicine.
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LETTER TO THE EDITOR

Dear Sir
I have read with interest the paper published in the current issue entitled: Inpatient

Psychiatric referrals from general and Specialist Hospitals in Kuwait- A De-
scriptive Study

Interestingly the Authors in their introduction refer to and in their discus-
sion compare their results with those from western culture. I would have thought it
would be nice to also compare their results with those from a similar and local
Arabic Culture, namely Kuwait. I am aware of at least two similar, though with
different objectives, studies:

1. The first one which I was co-author of is: "Patterns of psychiatric consultations
in Kuwait general hospitals", which was published in the USA in Gen Hosp Psy-
chiatry, 12(4):257-63,1990 Jul. E A Al-ansari, S El-Hilu, M A EIl-Hihi, K I Has-
san

In this study 74.4% and 11.4% of the referrals came from the departments of gen-
eral medicine and general surgery respectively, which is different from the Authors'
current study of 45% and 25.3 respectively. Also the most common cause of refer-
ral was assessment of suicide attempt, which is the 7th reason for referral in the
Authors' current study. The third difference is that the three most common post-
consultation psychiatric diagnoses were Acute situational disturbance 26%, depres-
sive illness 19.5% and organic psychotic disorders 8.2% whereas in the Authors'
current study mood disorders 27.6% were the most common diagnosis.

2. The second one is: "Consultation liaison psychiatry in kuwait general hospi-
tals”, which was published in International J. Journal of Social Psychiatry,
35(3):274-9, 1989. A A Fido and A Mughaiseeb.

In this study, again about half the referrals were for parasuicidal behaviour. The
diagnoses of depression followed by adjustment disorder predominated.

In view of the above I would ask the respected Authors if they would care
to comment on the above and, if possible, try to explain, or at least hypothesize, the
discrepancies in the results in two very similar Arabic cultures.

Finally, I would like to ask the Authors to please make a comment or a recommen-
dation:

1. That Psychiatric C-L seems to be underutilized in our part of the world and this
would add to the suffering of our patients and their relatives/carers and increase the
financial burden of keeping them in hospitals longer than necessary.

2. 20.6% of the referred patients had no post-consultation psychiatric diagnosis. It
seems that some of our non-psychiatric colleagues make psychiatric diagnosis
based on exclusion of organic/physical pathology rather than on positive evidence
of psychiatric signs and/or symptoms. Therefore, psychiatrists should help their
non-psychiatric colleagues in raising their awareness about psychiatric disorders in
non-psychiatric settings.

Dr. Saleh M. El-Hilu, F.R.C.Psych.; Consultant
Psychiatrist/Clinical Director

Hallam Street Hospital, West Bromwich,

West Midlands B71 4NH, united kingdom
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Psychosocial aspects of short stature:

attributed to the non-growth hor-
mone deficiency, with lower educa-
tional achievement and greater
emotional distress. These results
may indicate that short stature con-
stitutes a psychosocial stressor for
some persons, perhaps making it
more difficult for them to endure
additional stresses associated with
graduate education and making

them more vulnerable to depression
and anxiety?“,
Adults with childhood growth-
hormone deficiency were signifi-
cantly more disadvantaged than con-
trol with respects to social (prolong
affective and financial dependence
on birth family) and sport activities
(preference of single sport activities
rather than team sports), occupa-
tional status (high rate of unem-
ployment and part time work). Edu-
cational achievement was similar to
that control until secondary school
with lower percent of university
studying ©.
Beyond the difference in patient se-
lection, several factors, may have
contributed to the discrepancy in
findings.

1-the variety of psychological in-

struments used,

121

2-various informants, including
Parents, teachers and children
themselves, 3-lack of adequate
controls,
4-factors correlate or predict behav-
ioral abnormality e.g. age and in-
telligence %2237,
Clinics treating children with growth
problems either with very short or
with short normal stature need inte-
grated psychosocial team to improve
not only their final height but also
their social outcome*. However, not
all short children attending clinics
for growth problems need psychoso-
cial intervention, but all of them
need assessment and evaluation for
such consequences “.
Some people with short stature and
growth hormone deficiency were
comparing favorably with the nor-
mal stature population. Their good
education and achievement was ten-
tatively explained as a high compen-
satory mechanism development
against feeling of inadequacy *.
Acknowledgement:
A word of thanks to Mr. Jose
Wendell Cuyos for typing the manu-
script.
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tal trauma has been postulated but
not confirmed *.

Short preschool children from socio-
economically deprived inner cities
are indicated population at risk of
with educational failure and persist-
ing growth impairment. None of the
children had any organic disease or
disorder to account for their short
stature *.

Short children have a high risk of
being bullied in school. They were
more than twice as likely to be vic-
tims of bullying and much more
likely to say that bullying upset
them. More short children were kept
to themselves, which could be ‘the
cause or the result of the bullying *'.
Few short boys and even fewer short
girls would bully others *.

The rationale for association be-
tween psychosocial difficulties and
short stature might include direct
biological causes and indirect ad-
verse environmental, psychological
and social factors. The biological
explanation suggests that intellec-
tual, behavioral and academic defi-
cits result from adverse neurobio-
logical events during pregnancy af-
fecting physical growth and brain
developments or chronic ill health
leading to fewer opportunities for
learning*. Psychosocial explanations
suggest association between short
stature and psychosocial disadvan-
tage, and family adversity with later
childhood growth, behavior and
learning difficulties ** *. The behav-
ior and reactions of peers, teachers
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and parents may also affect the
child’s perception of his or her own
social skills resulting in low self-
esteem and impaired behavior and
academic functioning **.

Some researchers have rejected the
idea that children suffer emotional
consequences directly due to their
short stature “*. Sandberg et al have
reported that extremes of stature
have minimally detectable impact on
peer perception of social behavior,
friendship or acceptance in general
population of school children *.

Two recent studies on psychosocial
adjustment of mostly non-growth
hormone deficiency referred for
evaluation of short stature found no
evidence of significant emotional
impairment among these children *
29

The shorter (but normal stature)
children were perceived as looking
younger which correlated with small
increase in emotional sensitivity,
victimization and passive with-
drawal and small decrease in physi-
cal and verbal aggression and domi-
nance .

A study has shown short stature in
adult affects the social and economic
arenas. Short adults are also more
likely to be injured in car accidents,
because safety devices are designed
for average-sized people *. They
have a reduced marriage rate and
lower perceived competence *'.
There is association within the sam-
ple of adults who were evaluated as
children for short stature and were
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adults who were growth hormone
deficient as children 2. In some
studies, non-growth hormone defi-
cient-short adults demonstrated bet-
ter psychological adjustment than
their growth hormone deficiency
counterparts. Non-growth hormone
deficiency short adults did not differ
on psychosocial measures from
normal — stature controls %,
Evaluation of association between
short stature and functional impair-
ment was complicated by the diffi-
culty in distinguishing whether an
impairment was due directly to short
stature or the underlying medical
condition °.

Most of these studies recruit chil-
dren from growth clinics and had
endocrinopathies or other genetic
disorders *%. Such medical condi-
tion may increase selection bias with
higher prevalence of anxious parents
and children *. While other clinic
based studies and children in general
population did not confirm such as-
sociation 22%%,

Numerous studies have shown chil-
dren and adults affected by short
stature are at a disadvantage com-
pared with their peers '. During
childhood, short children are at risk
of being ostracized by their peers
and juveniles by adults ',

As many as 40% of children treated
with growth hormone had some
form of adjustment problems .
Children with short stature may have
a variety of psychological difficul-
ties including social isolation, nega-
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tive self esteem, sense of powerless-
ness and incompetence, experience
with being teased and behavioral
problems®. Academic  under-
achievement, behavioral problems
and reduced social competency are
over represented in the population of
short children who are treated with
growth hormone *.

Some studies found that most chil-
dren with primary short stature
scored within the normal range of
functional tests. However within
other studies, short stature was often
associated with decreased intelli-
gence, academic achievement and
visual-motor skills °.

In a community-based study, short
children obtained lower scores on
tests with verbal and non-verbal per-
formance. These findings were re-
lated to social disadvantages 26;
other studies confirm the same find-
ings despite controlling for age, so-
cial class and family size %,
Intelligence score is associated with
a number of independent factors
such as maternal age, low self es-
teem, behavioral problems, family
attitudes and support networks, eth-
nic background and low socioeco-
nomic status %,

In short children from general popu-
lation, learning difficulties and be-
havioral disorder associated with
short stature could be related to
socio-economic  deprived  back-
ground e.g. single parenthood, un-
employment, over crowding and
poverty **. Major prenatal or perina-
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from major emotional and psycho-
logical trauma, for example, physi-
cal abuses, and extreme depriva-
tions, impair child-parent relation-
ship . It has been associated with
pituitary and hypothalamic dysfunc-
tion, possibly with interventions
With nutrient deficiencies. It can
cause a variety of behavioral prob-

lems such as abnormal eating habits,
self-mutilation and sleep and other
psychological disturbances "*'°. It is
frequently reversible when the child
is placed in a nurturing, safe and
stimulating environment '™,

The following table summarizes
some problems that might be related
to short stature.

Table 1 Some problems that might be related to sort stature

Type

Problems

Medical

Skeletal clysplasia
Chronic kidney diseases
Celiac disease
Chromosomal disorders
Single gene diseases
Metabolic disorders
Diabetes mellitus
Hypothyroidism
Cushing’ disease
Growth hormone axis abnormalities
Inadequate nutrition

Idiopathic

Idiopathic short stature

Psychosocial factors

Emotional deprivation

Single mother

Physical abuse

Impaired child- parent relationship

Psychosocial of
short stature:

There continues to be debate about
whether short children suffer psy-
chological stress from their short
stature?®. Most reported studies on
psychological effect of short stature
have been conducted in the popu-

lation of children who have been

Consequences

referred for medical evaluation of
their short stature *. These short
children not referred for evaluation
do not experience psychological
problems* *'.

Most behavioral research has fo-
cused on the psychosocial studies of
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gle gene disorders can result in short
stature.

Psychosocial Factors related to
short stature.

The association between anxiety and
height could be attributed to one of
three theoretical models:

l-short stature in children might
predispose to anxiety,

2-anxiety in children might lead to
short stature or -

3- the association might result from
other factors ’.

Adults with panic disorder, as well
as major depression, have blunted
growth hormone responses to chal-
lenges with clonidine which is a po-
tent growth hormone secretory
stimulus. Others have noted incre-
ment in cortisol among both anxious
adults and adolescents . The asso-
ciation between anxiety and stature
could result from these associations,
because the growth hormone axis
serves to stimulate growth whereas
the hypothalamic-Pituitary adrenal
axis inhibits growth °.

Childhood growth hormone secre-
tory profile is a major determinant
of structure and clonidine, by stimu-
lating the release of growth hor-
mone, can treat constitutional
growth delay in children effectively.
If abnormalities in growth hormone
axis are present in youth with anxi-
ety or depressive disorders, they
conceivably affect stature ™°.
Childhood emotional disorders show
greater persistence in girls . There-
fore, adults emotional disorders, and
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the neuro-endocrine abnormalities
associated with these disorders may
be more likely to develop in emo-
tionally disordered girls’. In females,
but not males, childhood anxiety
consistently predict relatively short
stature in adulthood .

Extensive research documents a re-
lationship between severe psychoso-
cial stress in the form of maternal
deprivation and childhood growth
retardation that is a accompanied by
a blunted growth hormone response
to challenges. Milder stressors could
impair the biological process that
promotes growth” '"'2,

Homeless children have stunted
growth. They come from large fami-
lies, have young single mother with
drug abuse and family violence .
Failure to Thrive:

It is a significantly prolonged cessa-
tion of appropriate weight gain
compared with recognized norms for
age and gender after having
achieved stable pattern. It is often
accompanied by normal height-
velocity. It is a common problem
and often multi-factorial in origin.
Inadequate nutrition and disturbed
social interactions contribute to poor
weight gain, delayed development
and abnormal behavior". Causes of
failure to thrive include emotional
deprivation'.

Psychosocial short Stature:

It is a variant of failure to thrive, has
been described as short stature out
of proportion to decreased weight.
The syndrome is thought to result
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Psychosocial Aspects of Short Stature: Critical Review
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4aki daa) jo — AWl juad! Lslaial) g dpudil) cuil gl
sl dabld

Abstract:

Short stature is a common finding in general population.

Most available studies have confirmed association between short stature and
emotional, behavioral, educational and social negative consequences. Few
studies have rejected such association and tried to correlate such conse-
quences to the original organic problems that lead to short stature.
Psychosocial intervention is not indicated for all short individuals but psy-
chosocial screening is valid especially for those who attend clinics for

growth problems.

Introduction:

Short stature is a common finding in
the general population. It may be
defined using statistical analysis of
the distribution of heights at various
ages. A person with short stature has
a height more than two standard de-
viation below the population mean
(-2 SD or below).

By this definition, approximately
2.5% of children have short stature.
The most recent growth charts use
data from third national health and
nutrition examination survey .
Growth charts that adopt the fifth
percentile (-1.6 SDs) to demarcate
the lower limit of the normal range
for sex and age are commonly
used**.

General View. Although short stat-
ure frequently represents a normal
variation of height in the general
population®, the causes of it are mul-
tiple. At one extreme, a variety of
skeletal clysplasia can result inex

treme short stature that is occasion-
ally associated with early death and
severe musculoskeletal abnormali-
ties. Short stature may also be asso-
ciated with and may possibly be a
marker for severe medical diseases
such as diabetes, celiac disease or
chronic kidney disease. More com-
monly, short children have isolated
or idiopathic short stature either be-
cause of a genetic tendency toward
short stature (familial) or a constitu-
tional growth delay caused by de-
layed onset of puberty’.

A small number of children with
short stature have abnormalities in
the growth hormone axis *°. Related
endocrine abnormalities, such as hy-
pothyroidism and Cushing disease
may also lead to short stature °.

In addition, a variety of genetic dis-
orders including chromosomal dis-
orders, metabolic disorders and sin-
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MMSE is the most widely used cognitive test for dementia when done by trained
examiners. It should take no more than 7 minutes. Cutoff of <24 points = sensitivity
of 87%, specifity of 82%. Not sensitive in patients with low education level, poor

motor function, poor language skills or impaired vision .

educational level:
29 if over 9 years of school , 26 for 5-8 years, 22 for 4 years or less.

Scores range from 25-30 for normal, 21-24 for mild AD, 14-20 for moderate AD, and
less than 13 in severe AD.

Median score related to
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The Questnouaire:
Dear colleague we are studying the pattern of psychiatric presentation of dementia. Please
respond to the following:

1.

Patients mostly.

Refer themselves.

Referred by family.

Referred by physician.
Referring physicians are mostly.
General practitioners.
Neurologists.

Internists.

Most common presentation
Memory problems.

Behavioral problems.

Mood problems.

Personality change.

Sleep disturbance.

Drug side effects.

Patients are

Already diagnosed.

Not diagnosed.

On what you rely more in diagnosis
Clinical.

Neuropsychiatry testing.
Imaging.

Lab. tests.

Do you use cognitive testing?
Yes.... What test?

No.

Drugs you prescribe are mostly
Anticholine esterase inhibi-
tors.

Antipsychotics.
Antidepressants.

Anxiolytics.

Hypnotics.

Mood stabilizers.
Gincobiloba.

Vit E.

Anti-inflammatory.

Others... Specify.

Other comment

Name: Age:
Date :
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Discussion:

The results clearly are comparable
to the research in the field with high
prevalence of BPSD. Unfortunately
the patients are referred by the fam-
ily, mainly when the behavioral
problems are difficult to manage
and at the time of such BPSD the
diagnosis of dementia was not yet
established. This is because people
are accepting the decline of mem-
ory in old persons as part of normal
aging until problems arise, and this
reflects the lack of awareness of the
families that memory decline
should be taken seriously, as some
of the causes of dementia are re-
versible. Even if the cause is not
reversible the early diagnosis will
give the patient the best chance of
benefiting from available treat-
ments and services. A review of
several studies reveals statistically
significant and clinically meaning-
ful advantages to initiating treat-
ment early in the course of the dis-
ease. Epidemiologic studies and
evidence from histopathology un-
derlies a rationale for treating pa-
tients who are cognitively impaired

but do not have dementia. Clinical
trial in such patients indicates that
treating patients with mild cognitive
impairment may delay the onset of
Alzheimer’s dementia®.

Conclusion and recommendation:
The study indicates some neglect of
dementia in Jordan, and the lack of
a awareness for the need to consult
a specialist if the memory is declin-
ing. Only the moderate to advance
cases are presented, which deprive
the patient from the benefit of early

proper management. We recom-
mend the following: -
1. Public awareness activities

about dementia.

2. The need for special services of
care for demented patients.

3. The need for continuous medi-
cal education to improve recog-
nition of dementia by the pri-
mary health care physicians,
and may be the use of the mini
mental state examination
(MMSE), Arabic version, to
screen all patients over 65
which only takes a few minutes.
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sponded to the questionnaire and
sent it back. The results were ana-
lyzed and showed that most preva-
lent complaints were behavioral
(63.04%), followed by cognitive or
memory problems (30.43%). The
diagnosis of dementias was already
established in (15.22%), and

(84.78%) were diagnosed on pres-
entation to the psychiatrists, which
reflects the' delay in presentation
and the major role the psychiatrists
in Jordan play in establishing the
The

diagnosis. diagnosis  was

1 Palies

The Results of the StUJ -

mainly based on the clinical exami-
nation (82.61%) and less on neuro-
psychiatric testing (23.91%) and
(4.35%) imaging and only (2.17%)
requested laboratory investigations.
(23.91%) have used cognitive test-
ing, the medications prescribed by
the psychiatrists were mainly antip-
sychotics (65.22%) followed by
anticholine  esterase  inhibitors
(26.09%) and  antidepressants
(19.57%), then anxiolytics (8.7%),
and (4.35%), hypnotics. The results
are shown in the following table.

A- Refer themselves

0. 00%
B- Referred by family 95.65%
CReferred b Ph sxc1an _ 6.52% _
A- GencralJ)ractltlonefs | 50,00% '
B- Neurologists 21.74%

C-lntermsts

304

3%

A- Memoxy problems

30.43%

B- Behavioral problems 63.04%
C- Mood problems 2.17%
C- Personality change 15.22%
E- Sleep disturbance 10.87%
F- Dru snde effects 0.00%
A Alr@y dlagnosed 15.22%
B- Not dla nosed 84.78%
5= On what you relay nosis: Ce
A- Clmlcal 82.61%
| B- Neuropsychiatry testing 23.91%
| C- Imaging 4.35%

D~ Lab tests

2.17%

73.91%

21.74%

A- Antlchohne esterase 1nh1b1tors

26.09%

B- Antipsychotics 65.22%
C- Antidepressants 19.57%
D- Anxiolytics 8.70%
E- Hypnotics 4.35%
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of psychological symptoms was 47
months. Mean onset of behavioral
symptoms was 48 months. Behav-
ioral disturbance seemed to cause
more caregiver distress than psy-
chological change®. In community
based study that screened 5092 par-
ticipants, it was found that (61%)
had exhibited one or more mental
or behavioral disturbances in the
first month. Apathy (27%), depres-
sion (24%), and agitation aggres-
sion (24%). These disturbances
were almost four times more com-
mon in participants with dementia
than in those without. Only modest
differences were observed in the
prevalence of mental or behavioral
disturbances in different types of
dementia or at different stages of
illness: Participants with  Alz-
heimer’s disease were more likely
to have delusions and less likely to
have depression. Agitation aggres-
sion and aberrant motion behavior
were more common in participants
with advanced dementia®.

In another study (22%) of Alz-
heimer’s patients had delusions
only, and (3%) had hallucinations
only and (9%) had both delusions
and hallucinations. Hallucinations
we associated with less education’.
It is well established that psychia-
trists play a major role in diagnosis
and management of dementia.

The Presentation of demented pa-
tients to the psychiatrists in Jordan
has not been studied and the role of
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the psychiatrists in the management
of demented patient is not clear.

As more demented patients are liv-
ing in Jordan with life expectancy
of over 70 years, more are present-
ing to the psychiatrists from all
types of dementia.

Studies on prevalence, neuro-
psychiatric presentation and the ef-
fect on health care system and care-
givers need to be addressed in re-
search, so the planning of services
for old people can be strongly based
on such data.

The Study:

This study is the first in Jordan. We
wanted to have a profile of demen-
tia in psychiatric practice in Jordan,
the referrals, the symptoms, the di-
agnosis and the management.

The Method:

A questionnaire was designed and
distributed to all psychiatrists- and
psychiatric residents in Jordan
through the Jordanian psychiatric
association.

The questionnaire is composed of 8
points, 7 of them to find out the re-
ferral procedure, symptoms that
patients present with, the means of
the diagnosis and the management
provided; one item was for personal
comments. All the participants were
contacted personally then the ques-
tionnaire was sent to everybody by
fax or email, or by hand.

The Results:

The total number of psychiatrists
and psychiatric residents is 48.
Only 2 did not respond and 46 re-
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totemporal dementia * ¢ The natural
history varies depending on the
cause of dementia; however, typi-
cally, intellectual and other cogni-
tive functions decline inexorably
over 2 to 10 years. Although the
decline occurs in a continuum,
symptoms can be divided into mild
(early), moderate and severe (late).
Personality and behavioral changes
may develop during any stage. De-
pression affects up to 40% of pa-
tients with dementia, usually where
dementia is mild or moderate,- and
many cause vegetative symptoms
(e.g.; withdrawal, anorexia, weight
loss, insomnia). Depression can ag-
gravate disability in dementia, dis-
tinguishing between cause and ef-
fect is often difficult’.

The Jordanian health system is not
clearly organized from primary care
to specialist referral system, so pa-
tients and family could seek help
from general practitioners, family
doctors, neurologists, neurosur-
geons or psychiatrists. There are no
geriatric or psychogeriatric services
available and the psychiatrists are
working in all the subspecialties
including seeing old people with
various psychiatric presentations.
Any patient with dementia in our
clinical experience may only reach
the psychiatrists if he is agitated,
psychotic or depressed, whether he
has seen other specialists before or
not.

When searching the literature about
the behavioral and psychological
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symptoms in dementia (BPSD) it
appears clearly that BPSD are the
clinically most significant symp-
toms of the illness. They are non-
cognitive and include apathy, agita-
tion, aggression, anxiety, hallucina-
tions and delusions. BPSD are
widespread and often critical with
regard to life quality for the patient
as well as caregiver stress. The fre-
quency of BPSD increases as the
dementia disorder progresses'.
BPSD is the major feature of Alz-
heimer’s disease and related disor-
ders. Diagnosis is important to en-
hance our knowledge of the patho-
physiology of dementia and of their
functional consequences for pa-
tients and caregivers. Pharmacol-
ogical and non pharmacological
management of dementia depends
to a large extent on the presence of
BPSD'. In a study on mid and late
phase Alzheimer’s disease, the
mean age of patients was 77 years
and duration of illness 87 months.
Mean MMSE was 8/30 and FAST
score 6d. Of the psychological
symptoms occurring at any stage,
depression (56%), delusions (55%)
and anxiety (52%) were most
common, with hallucinations ela-
tion and disinhibition occurring less
frequently. In general, behavioral
changes were more common with
apathy occurring in (88%) of pa-
tients, motor behavior in (70%),
aggression in (66%), irritability and
appetite changes in (60%) and sleep
disturbance in (54%). Mean onset
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Psychiatric presentation of Dementia in Jordan
Jamal Khatib, Walid Sarhan
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Abstract:

The study is looking into the psychiatric presentation of dementia in Jor-
dan, as reported by the psychiatrists and psychiatric residents. The study
showed that (95.65%) of the patients are referred by the family, with only
(15.22%) having an established diagnosis of dementia. Behavioral prob-
lems were the main presentation (63.04%) and the clinical approach in di-
agnosis was clear (82.61%). Antipsychotics were given commonly
(65.22%).

The results are discussed in view of the available research and recommen-
dations were suggested.

Key words:

Dementia, Jordan, Psychiatrist, BPSD = Behavioral and Psychological
Symptoms in Dementia.

Introduction:
Jordanian demographic changes are  60-64 years and as many as 30-50%
going towards longer life expec- of people older than 85 years”
tancy like most of the developing A practical approach to the diagno-
countries, and consequently the sis of dementia begins with the
number of persons over 65 years of clinical recognition of a progressive
age is increasing with more de- decline in memory, a decrease in
mented patients in the community the patient's ability to perform ac-
and in the health services, including tivities of daily living, psychiatric
psychiatric services. problems, personality changes and
Dementia is the decline of reason- problem behavior'. There are four
ing, memory, and other mental clinical dementia syndromes ac-
abilities. This decline eventually counting for 90% of all cases, after
impairs the ability of the person to  excluding other common reversible
carry out everyday activities such causes of cognitive impairment?.
as driving, household chores and These four major diseases are Alz-
even personal care such as bathing, heimer’s disease and vascular de-
dressing, and feeding’. Dementia mentia, which together account for
affects about 1% of people aged approximately 80% of dementias,
dementia with Lewy body and fron-
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month) and | years cantly related with: non-
attempt (life- | Mini International married status (OR=54,95%
time) Neuropsychiatric CI, 2.0-15.7); a history of
and identity | Interview psychiatric disorders (OR=
risk factors (M.LN.L suicidal- 5.3,95% CI, 2.3-11.8); and
ity module) with not having children (OR=
associated DSM-IIII criteria 2.5,95% CI,1.1-5)
with e Most common disorders
suicidality. among ideates: MDD
(23.5%); agoraphobia
(23.5%); dysthymia
(21.5%); OCD (19.6%); and
GAD (19.6%)
o 88.2% of those with idea-
tion had comorbid disorder
Sudan Evaluate 29 female univer- | 55% of displaced vs. 27% of
Goldney et al. suicidal sity students (age | university students
ideation range:18-23) and experienced suicide ideation
(1998). (within the 30 females from a | within the "past few weeks"
past few displaced-persons | (p = 0.044)
weeks) in area (age range: 8-
two selected | 66 years). Selec-
samples of tion based on
Sudanese availability. 28
women item General

Health Question-
naire with 4 ques-
tions that assess
recent (with in the
past few weeks)
suicide ideation

Note: Studies by Daradkeh (1992) and by Dabbagh (2004) were not included in the table
because they did not share common outcomes listed under table.

*Correspondence: Elie G. Karam, MD
Institute for Development Research Advocacy and Applied Care (IDRAAC)
POBox: 166227, Ashrafieh, Beirut, Lebanon 1100 2110Tel/Fax: 961 1583583

Email: idraac@idraac.org
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Table 1. Community based studies on suicide ideation and attempts in the Arab World.

Country Objective Methods Key results
/Author/ Year
Egypt Evaluate 12 | 516 final year 12.2% had some suicidal feel-
Okasha et al. month suici- | medical students ing and 0.4% made a suicide
(1981) dal feelings | chosen at random; | attempt in the past year. Suici-
and attempts, | age range: early to | dal feelings: F>M (significant)
and their mid 20s and were significantly related
correlates in | Questionnaire to depressive symptoms
the general composed of 5 (p=0.001) .
population. questions that ¢ Subjects with suicidal feel-
evaluate suicidal ings experienced signifi-
feelings of differ- cantly more life events (p <
ent magnitude and 0.001), illnesses (p < 0.001),
attempted suicide and used more tranquiliz-
in the past year. ers/sleeping pills than the
control group.
Lebanon Evaluate 954 University 13.9 % (n=132) had lifetime
Shediac- lifetime Students; age suicide ideation and
Rizakallah prevalence range: 16-19 years; | 6.3% (n=60) had lifetime sui-
of suicide refusal rate: 0.9% cide attempts
et al. (2000- ¢ Suicide ideation: F>M (p <
2001) ideation and | Self-administered 0.05)
attempt. anonymous ques-
tionnaire including
15 lifestyle and
risk areas (includes
12 month suicide
ideation and at-
tempt)
Lebanon Evaluate and | Lebanon sample Lebanon had the lowest life-
compare was derived from 4 | time prevalence of
Weissman/Karam communities with suicide ideation (2.09/100) and
et al. lifetime rates | different exposures | attempts (0.72/100)
(1999). of suicide to acts of war (N= o Suicide ideation: F>M (sig-
435); age range: nificant )
ideation and 18-64 years . ¢ Among depressed individu-
attempts Diagnostic Inter- als, Lebanon had the lowest
view Schedule rate of suicide ideation
across 9 (DIS-III) with (1.57%) and attempts
countries. DSM-III criteria (0.29%).
Morocco Evaluate the | 800 participants 6.3% reported 1 month idea-
rate of (400 males and 400 | tion and 2.1% (at least one at-
Agoub et al. suicide idea- | females); age tempt) reported lifetime suicide
tion (past range: 15-80 years; | attempt
L(2006). mean age: 32.2 L e Suicide ideation was signifi-
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Ideation in -Sudanese Women.
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. WHO World Mental Health Sur-
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the World Health Organization
World Mental Health Surveys.
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Past month suicide ideation widely
ranged from 6.3% (in a randomly
selected sample from the general
population in Casablanca) to 55%
(in a group of female refugees in
Sudan). Past month suicide ideation
was significantly related to being
single, having a history of psychiat-
ric disorders, and being childless.

It is very difficult and inappropriate
to compare suicidality figures from
the Arab world to those in other
countries, since as we repeatedly
stressed in this review, the pub-
lished results do not allow such
comparisons, in spite of clear ef-
forts by many Arab authors to con-
duct carefully designed studies.
Nevertheless the only international
study that used similar methodol-
ogy across all sites found lower
rates of suicide ideation and at-
tempts in Lebanon when compared
to western countries in this cross
national study’. Yet the Lebanon

sample was not nationally represen-
tative and was carried out during
the Lebanon wars. A larger interna-
tional collaborative study , involv-
ing twenty nine countries so far
(and involving Lebanon and Iraq so
far from the Arab World for whom
our group is a training center), has
been carried out recently and inter-
national comparisons on several
parameters of suicidality will
probably lend themselves to better
comparisons®.

In conclusion, national epidemiol-
ogical studies are needed to assess
the prevalence and correlates of
suicidal behaviors in the Arab
World. This could lead to the
homegrown development of aware-
ness and prevention programs
suited locally to offer the best
against this serious and lethal be-
havior.
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terview, of individuals who had at-
tempted suicide (diagnostic method
not mentioned in article). Inter-
views took place in a hospital
emergency room and later at the
attempter’s home. Thirty one cases
were interviewed (age range: 17-
42), the majority of cases were be-
tween the ages of 18-30 years old.
Seventy-one percent were females
and 29% males. Females were
mostly married (50%), while males
were more frequently single (78%).
Prior to the attempt, females de-
scribed their emotions as “about to
explode” and as “being blinded by
anger,” males on the other hand de-
scribed their preceding emotions as
“feeling worn out,” “tired,” and
“depressed.” Females described
their attempt as an impulsive reac-
tion, a “burst of high emotion,”
within a period of escalating stress
and anxiety, whereas males were
more likely to have made a suicide
plan that had been given serious
thought and consideration during
the context of depression and was
related to the political and eco-
nomic hardship that Palestinians
encounter on a daily basis. Females
more commonly regretted their at-
tempt than males.

Discussion :

The present review examined Arab
community based suicide studies
that were retrieved from the pub-
lished literature spanning up to
2006. Only a few of the Arab sui-
cide studies were community based,
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while the majority was hospital
based or used government and po-
lice records. Not all Arab countries
are represented in this review (al-
though we did not exclude any from
our search) and it is possible we
might have missed important stud-
ies in spite of our best attempt to
locate the authors and retrieve the
articles.

Due to the lack of national epide-
miological studies in the Arab
world and the methodological dif-
ferences present across Arab sui-
cide studies, it is difficult to com-
pare results and make generaliza-
tions about the prevalence and cor-
relates of suicidality.

In the Arab community based sui-
cide studies we reviewed, the
prevalence of lifetime suicide idea-
tion varied from 2.09% to 13.9%
and the lifetime prevalence of at-
tempts from 0.72% to €.3%, obvi-
ously depending on the studied
samples, keeping in mind that none
of them was a nationally represen-
tative sample. Lifetime suicide
ideation was significantly related in
these community studies to being
female, while lifetime suicide at-
tempts did not significantly differ
between genders.

Twelve months suicide ideation,
usually considered to be less biased
in recall, was significantly related,
when assessed, to: female gender,
depressive symptoms, reporting
more life events, illnesses and using
more tranquilizers/sleeping pills.
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lent among females (2.88/100) than
males (1.24/100), while no signifi-
cant gender difference was ob-
served for attempted suicide.
Among depressed individuals,
Lebanon showed to have the lowest
prevalence of suicide ideation
(2.57/100) and attempts (0.92/100).
Morocco

Agoub et al®. assessed the preva-
lence of past month suicide ideation
and lifetime suicide attempts and
their correlates in a representative
sample of the general population in
the urban area of Casablanca. A
stratified random general popula-
tion sample was drawn from the
adult population (age range: 15-80
years; mean age 32.2 years).Eight-
hundred - and - fifty face - to - face
household interviews were con-
ducted by medical doctors or clini-
cal psychiatrists, but only 800 com-
pleted (400 males and 400 females).
The Mini International Neuropsy-
chiatric Inventory (MINI) was used
to assess Axis I diagnosis according
to the DSM-IIII criteria, and the
MINI suicidality module was used
to rate past month suicidal ideation
and lifetime suicide attempts. Out
of the total sample, 6.3% (2.25% of
males and 10.5% of females) re-
ported past month suicide ideation
and 2.1% reported at least one sui-
cide attempt during their lifetime
(1.5% of males and 2.75% of fe-
males). Suicide ideation was sig-
nificantly related to non-married
status (OR= 5.4, 95% CI, 2.0-
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15.7), having a history of mental
illness (OR= 5.3, 95% CI, 2.3-
11.8), and not having children
(OR= 2.5, 95% CI, 1.1-5). The
most common disorders among sui-
cide ideators were major depressive
disorders (23.5%), agoraphobia
(23.5%), dysthymia (21.5%) and
OCD (19.6%). Suicide ideates were
commonly diagnosed with co mor-
bid disorders (88.2%).

Sudan

Goldney and colleagues’ assessed
the presence of suicidal ideation in
two selected samples of Sudanese
females by using the Arabic version
of the 28 item General Health
Questionnaire, which includes 4
questions that measure suicide idea-
tion during the past few weeks. The
first group, was selected from Ah-
fad University (29 subjects; age
range 18-23) and the second group
was selected from a displaced per-
sons area, Jebel Aulia, (30 subjects;
age range 18-66), both groups were
selected on the basis of conven-
ience. The results showed a signifi-
cant difference between the preva-
lence of recent (past few weeks)
suicide ideation in the displaced
group (55%) as compared to the
group of university students (27%)
(p =0.044).

West Bank & Gaza

Dabbagh® gathered qualitative data
from the narratives of Palestinians
living under Israeli occupation in
the regions of Gaza and the West
Bank, using a semi-structured in-
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stands," "feel weak all over," "loss
of appetite," "inability to get go-
ing," "nervousness," "prefer to be
alone," "trembling and headache”
(P = 0.001 ). Furthermore, subjects
with suicidal feelings were signifi-
cantly more likely to experience 2
or more life-events (P < 0.001), re-
port 3 or more illnesses (P < 0.001)
and use tranquilizers or sleeping
pills in the past 12 months in com-
parison to the control group.

Jordan

In a study by Daradkeh? the effect
of national and religious events on
the prevalence of parasuicide was
assessed by comparing the number
of parasuicides during the holy
Muslim month of Ramadan to the
month before it and the month fol-
lowing it, in the Jordanian popula-
tion (95% Muslim). Data concern-
ing the frequency of attempted sui-
cide were obtained from the Police
Register records during 1986-1991.
The prevalence of parasuicide sig-
nificantly decreased during the
Holy month of Ramadan in com-
parison to the month prior to it and
the month after it (P < 0.05),
whereas no significant difference in
the prevalence of suicide attempts
was observed in the month before
Ramadan and the month after it.
Lebanon

Shediac-Rizakallah et al’. used a
self-administered anonymous ques-
tionnaire to assess the 15 lifestyles
and risk areas that had been previ-
ously determined in focus groups,
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which included lifetime suicide
ideation and attempts. One-
thousand- and- sixty- five entering
level university students (age range:
16-19) were selected to be studied,
954 students participated (refusal
rate: 0.9%). The prevalence of life-
time suicide ideation and attempts
in students was 13.9% and 6.3%,
respectively. Female students were
significantly more likely to report
lifetime suicide ideation (p < .05).
There was no significant difference
in lifetime suicide attempts between
males and females (6.4% and 6.3%,
respectively).

In a study by Weissman and col-
leagues®, Lebanon was one out of 9
countries (United States, Canada,
Puerto Rico, France, West Ger-
many, Taiwan, Korea and New
Zealand) that participated in a
cross-national study that compared
the rates of lifetime suicide ideation
and attempts. The countries in-
volved performed independent sur-
veys using similar diagnostic as-
sessments (DIS-3). Face to face in-
terviews were conducted and a
DSM-III criterion was used in order
to assess and diagnose mental dis-
orders. In Lebanon, the study was
carried by Karam®, the sample
(N=435) was drawn from 4 com-
munities with different exposure to
acts of war. Lebanon had the lowest
lifetime prevalence of suicide idea-
tion (2.09/ 100) and attempts
(0.72/100). Lifetime suicide idea-
tion was significantly more preva-
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strongly prohibited by religion (Is-
lam and conservative Christianity).
Due to those reasons and due to the
social and legal consequences asso-
ciated with suicidal behavior, cases
of suicide and attempted suicide are
thought to be frequently hidden by
the victims and their families.

The present reviews epidemiologi-
cal reports on the prevalence of sui-
cide ideation, attempts, the socio-
demographic, mental health and
other risk factors associated with
suicidality in the Arab world.
Methodology

Community based studies assessing
the prevalence of suicide ideation,
plans, gestures, attempts and com-
pleted suicide in an Arab country
were included in this review. A
search was conducted on PubMed,
PsycInfo and IDRAAC WEB/CD
up to 2006 using the following key
words: suicidality, suicidal behav-
ior, suicide ideation, suicide plan,
suicidal gestures, attempted suicide,
parasuicide, deliberate self-harm,
self-harm, and suicide. This search
included the Arab world and Arab
countries: Algeria, Bahrain, Como-
ros, Egypt, Gaza, Iraq, Jordan, Ku-
wait, Lebanon, Libya, Mauritania,
Morocco, Oman, Qatar; Somalia,
Sudan, Syria, Tunisia, United Arab
Emirates, West Bank, Yemen, and
Gulf, Middle East, and Arab. An
initial list of 2750 abstracts were
reviewed, and 11 articles were iden-
tified as relevant but only 7 articles
could be retrieved and reviewed
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after several attempts to locate the
original authors. The articles re-
trieved were often different in their
specific objectives and general
methodological approaches. They,
furthermore, tackled different as-
pects of suicidality, such as suicide
ideation and attempts. Hospital and
government based studies are re-
viewed in another upcoming article.
Terminology

In the following review, non-fatal
self-injurious behavior is referred to
as attempted suicide or parasuicide.
Results

Egypt

In another study by Okasha et al',
12-month suicidal feelings and at-
tempts, and their correlates were
assessed in randomly selected final
year medical students at Ain-Shams
Medical School during the aca-
demic year 1978-79 (n= 516; age:
early to mid twenties). The instru-
ment comprised five main questions
that assess the prevalence of 12
month suicidal feelings of different
magnitude and the presence of 12
month suicide attempts. In the past
year, 12.2% acknowledged some
degree of suicidal feelings and
0.4% reported a suicide attempt.
Suicidal feelings were reported to
be “significantly” associated to be-
ing female. Suicidal feelings were
significantly related to 25 psychiat-
ric symptoms such as: “feel in poor
spirits," "feel on the verge of a
breakdown," "feel tired in the
morning," "feel no one under-
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Abstract

This paper reviews published community based studies that assessed sui-
cidality in the Arab world. A search was conducted on several search en-
gines (PubMed, Psychinfo, IDRAAC WEB/CD) up to 2006 (Bahrain,
Egypt, Iraq, Jordan, Kuwait, Lebanon, Morocco, Oman, Palestine, Saudi
Arabia, Sudan and United Arab Emirates). Results varied across countries
and methods. In Arab community studies, the prevalence of lifetime suicide
ideation varied from a low of 2.09% to a high of 13.9% and the lifetime
prevalence of attempts from 0.72% to 6.3%. In about all community studies
which assessed lifetime and 12 months suicide, ideation was significantly
related to being a female. Twelve month suicide ideation was significantly
related to depressive symptoms and experiencing more life events, illnesses
and using more tranquilizers/sleeping pills. One month suicide ideation was
related to non-married status, not having children and a history of psychiat-
ric disorders, specifically MDD, dysthymia, agoraphobia, OCD and GAD.
When compared to female university students, females who were displaced
or refugees were significantly more likely to report suicide ideation (within
the “past few weeks”). In conclusion, national epidemiological studies are
needed to assess the prevalence and risk factors of suicidal behaviors in the
Arab World.

Key Words: attempted suicide, parasuicide, ideation, suicidal feelings

Introduction

Data on the prevalence of different more common in the developed
suicidal behaviors commonly re- countries. Epidemiological studies
ferred to as suicidality, and the investigating the prevalence of sui-
evaluation of significant mental cidal behaviors and their correlates
health and socio-demographic risk in the Arab world are nonexistent
factors are essential in the efforts on a national level and a rarity in
needed to prevent such potentially  specific Arab communities. In Arab
lethal behavior related to suicidal- countries, more so than many other
ity. areas of the world, suicide and at-
Studies that assess the prevalence tempted suicide are considered
and risk factors of suicidality are far ~shameful and sinful acts that are
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Table (6): Psychiatric interventions recommended by psychiatrists*

Count %

Pharmacotherapy 161 459

-Start oral medication 110 313

-Parenteral medication 47 13.4

-Modification of previous medication | 3 0.9

-Stop previous medication 1 0.3
Outpatient follow-up 101 28.8
Family intervention 28 8.0
Transfer to psychiatric hospital 18 5.1
Investigations (rad.&lab.) 18 5.1
Psychotherapy 6 1.7
Medicolegal opinion (competency) 4 1.1
No psychiatric intervention 15 43
Total 351%* 100.0
*These are interventions recommended for 212 patients as, in 51 requests, information
related to interventions were missing. **Total No. of recommended interven-

tions exceeds that of the requests, as in many cases more than one intervention were
recommended.

Mohamed Ahmed Mustafa

Psychological Medicine Hospital — Kuwait

Ministry of Health - Psychological Medicine Hospital — Kuwait
mustafa537@yahoo.com

Abdul-Rahman Fawzy Hassan

Psychological Medicine Hospital — Kuwait

Ministry of Health - Psychological Medicine Hospital — Kuwait

98




Inpatient Psychiatric Referrals in Kuwait

Table (4): Psychiatric diagnoses of referred patients according to sex

Psychiatric Diagnosis emale (n=/09) | Male (n=93) | Total (n=202)# Significance
N % N % N %  Chi-Squ. P
mjustment disorders 33 303 (12 12945 223 8.75 .003*
| Mood Disorders: 26 238 19 192 (45 223 034 .560
- Depressive disorders 20 183 17 183 (37 183 0.000 .99]
- Bipolar disorder (manic) | 6 55 2 2.2 8 4.0 148 223
Organic brain disorders 19 174 24 258 (43 213 210 .147
Substance related dis. 6 5.5 12 129 (18 89 3348 .147
Anxiety disorders 10 9.2 4 43 |14 69 185 .174
Psychotic disorders 6 5.5 7 75 |13 64  0.081 .777
Somatoform disorders 3 2.8 1 22 |5 2.5 - -
Mental retardation 0 0.0 2 22 1.0 - -
Extra pyramidal S.E. 1 0.9 1 | 1.0 - -
No psychiatric disorder 5 4.6 10 108 | 15 7.4 - -

# in 61 requests, diagnosis was not recorded or the patients were discharged or left

against medical advice before being assessed by the C-L psychiatrist.

* = Significant

Table (5): Psychiatric diagnosis in both referring specialties

Psychiatric Medical _spec,| Surgical spec. (#=56) Significance
Diagnosis (n=199)# n=143) N. % Chi-Squ. P
N. %

Adjustment disorders 42 294 |3 54 13.26 .000*
Mood Disorders: 37 249 |8 14.3 3.09 .079

- Depressive disorders 30 21.0 7 12.5 1.91 167

- Bipolar disorder (manic) 7 4.9 1 1.8 1.01 315
Organic brain disorders 28 196 |15 268 1.23 267
Substance related dis. 10 70 |7 12.5 1.56 211
Anxiety disorders 8 5.6 8.9 0.73 392
Psychotic disorders 3 2.1 10 179 13.87 .000*
Somatoform disorders 4 2.8 1 1.8 - -
Mental retardation 1 07 |0 0.0 - -
Extra pyramidal S.E. 1 0.7 1 1.8 - -
No psychiatric disorder 6 63 |6 10.7 - -

# In 61 requests, diagnosis was not recorded or the patients were discharged or left
against medical advice before being assessed by the C-L psychiatrist and in 3 re-
quests, data related to referring specialties were missing.
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Table (2): Sex and age of patients in both referring specialties

Medical specialty Surgical specialty Total Significance
N % N. % N. % Chi-Sq. df P
Sex (n=260)#
Male 84 323 45 17.3 129 49.6 291 1 .088
Female 98 37.7 33 12.7 | 131 50.4
Age (n=254)##
Mean + SD
Age groups 33.58+16.03 Y (40.89 + 18.36 Y |35.99 + 1836 Y | ### .002*
<21 Y. 42 325 8 10.5 | 50 19.8 { 1049 3 .015*
21-40Y. 87 49.2 38 50.7 | 125 49.6
41-60Y. 36 20.3 16 213 | 52 20.6
| >60 Y. |12 68 |13 173 | 25 9.9

# in 3 requests data related to referring specialties were missing ## In 9 requests data
* = Significant

about patients’ age were missing ~ ### ANOVA

Table (3): Reasons for psychiatric consultation

Reasons for psychiatric consultation N. %
Suicidal attempt (or threat) 86 24.6
Behavior problems 80 229
Agitation/Excitement 20 57
Aggression/Violence 18 5.1
Refusal of medication&food 11 31
Uncooperativeness 5 1.4
Disturbed behavior (unspecified) 26 7.4
Positive past psychiatric history 60 17.1
Depressed mood 34 9.7
Substance related problems 30 8.6
Disorientation&Confusion 21 6.0
Unexplained somatic symptoms 20 5.7
Insomnia 10 29
Hallucinations 4 1.1
Medico legal reasons 3 0.9
Psychotropic side effects L2 0.6
Total | 350% 100.0

o Number of reasons for consultation (350) exceeds number of requests (263), as in
many requests, more than one reason for consultation have been mentioned.
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different specialties

Medical Specialties Surgical specialties

N | % N. %
General medicine 15 | 58.0 | Orthopedics 41 15.8
Physical medicine 1 4.6 General surgery 22 84
Oncology 12 119 Neuro-surgery 5 1.9
Neurology 5 1.5 Obst.&Gyn 4 1.5
Chest 4 |12 Plastic surgery 3 1.2
Infectious dis. 3 1.2 ENT 2 0.8
ICU 3 |08 Urology 1 04
Pediatrics 2 (08

2
Total 182*| 70.0 78* 30.0

e Total number of requests in the table is 260 as in 3 requests data related to re-

ferring specialties were missing.
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psychiatric consultation was drug
overdose. However, this is expected
as the most frequent reason for psy-
chiatric consultation in our study
was suicidal attempt.
The findings of the present study
indicate that the consultation proc-
ess in Kuwait has been largely in-
fluenced in its almost all aspects by
the high frequency of suicide at-
tempters referred for psychiatric
consultation. Similarly, British C-L
psychiatry is dominated by the as-
sessment of attempted suicide”.
Because the numbers are very
large; few British hospitals meet
national guidelines” that all patients
should be psychologically assessed.
Most units that do provide organ-
ized care have found that it is nei-
ther feasible nor necessary for C-L
psychiatrists to assess all patients
who have attempted suicide, prefer-
ring to combine initial systematic
assessment by non-psychiatrists
(nurses, social workers, emergency-
room doctors) with selective psy-
chiatric review®.
Conclusions:
1. Suicidal attempt (or threat) is the
most frequent reason for psychi-
atric consultation in Kuwait.

2. Patients with ages between 21
and 40 years are referred for psy-
chiatric consultation more fre-
quently than patients of other age
groups.

3. “Adjustment disorders”, “mood
disorders”, and “organic brain
disorders” are the most frequent
psychiatric diagnoses made by C-
L psychiatrists in patients re-
ferred for psychiatric consulta-
tion.

4. C-L psychiatrists do not tend to
record the diagnosis of “person-
ality disorder” for patients re-
ferred for psychiatric consulta-
tion.

5. Pharmacotherapy is the most fre-
quent intervention recommended
by C-L psychiatrists.

6. Psychotherapy is underused by
Kuwait C-L psychiatrists in the
management of patients referred
for psychiatric consultation.

Limitation:

Only 36% of the referrals (263 out
of a total 734) could be included in
the study because 64% of the refer-
rals had missing data. This reduces
representativeness of referred cases.
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chiatric consultation. Al Hamad et
al” in their study at King Khalid
University Hospital, Saudi Arabia
found that depressive disorder was
the most common psychiatric diag-
nosis.

Comparing our findings with those
of the above mentioned previous
studies shows that, apart from low
rates of personality disorder, the
percentages of psychiatric diagno-
ses found in our study are more or
less consistent with previous stueies.
According to Wise and Rundell
the most frequent associated psy-
chiatric diagnosis in suicide at-
tempters is personality disorder.
Similarly, Hale et al. found that
suicide attempters had significantly
more Axis II diagnoses, than other
patients referred for psychiatric
consultation. In our study, although
suicidal attempt was the most fre-
quent reason for psychiatric consul-
tation, none of the referred patients
was diagnosed as personality disor-
der. This indicates that the diagno-
sis of personality disorder was un-
der recorded by the C-L psychia-
trists in our study.

Under recording personality disor-
der by C-L psychiatrists has been
reported and addressed by Ram-
chandani et al>. who found that
there was some reluctance on the
part of C-L psychiatrists to record
the diagnosis of personality disor-
der. This may well have been moti-
vated by the desire to maximize re-
imbursement by giving more defini-
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tive or less controversial diagnoses
to patients. Difficulty to arrive at an
Axis II diagnosis after the relatively
brief evaluation of a C-L setting,
and being harder to explain such
diagnoses to our colleagues in the
general hospital may be other likely

reasons’.

Suicide attempters are usually given
the diagnosis of “adjustment disor-
der” or “reaction to severe stress”
by C-L psychiatrists. This explains
why “adjustment disorders and re-
action to severe stress” and suicidal
attempt have similar patterns of
frequency. Both of them were
found in our study to be more fre-
quent in females than in males and
in patients referred from medical
specialties than in those referred
from surgical specialties.
Ramchandani et al’. found that psy-
chotherapy was the most frequently
practiced and most useful interven-
tion. Psychotherapy was defined in
its broadest sense to mean attempt
to soothe psychological or social
stresses that unduly disrupted the
patient’s equilibrium in the face of
acute physical illness. The authors
recommended that psychotherapy
should be practiced in a manner that
could be tolerated by the patient
and by the hospital miliev’. Com-
pared with the later study, psycho-
therapy was less frequently recom-
mended by our C-L psychiatrists.
The most frequent physical diagno-
sis found among patients referre for
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for psychiatric consultation® . The
lower mean age of referred patients
in our study compared to that found
by Vas and Salcedo® and Smith et
al'. (44.03 and 49.1 years respec-
tively) can be explained by the
higher frequency of suicide at-
tempters whose mean ages were
26.5 years. Additionally, lower
mean age of patients referred from
medical specialties and higher fre-
quency of below 21 year-old pa-
tients among them than among pa-
tients referred from surgical spe-
cialties can be explained by the sta-
tistically significant higher fre-
quency of suicide attempters re-
ferred from medical specialties than
those referred from surgical special-
ties.

Some of the referred patients
(7.4%) were found to have no psy-
chiatric disorders. These patients
were misdiagnosed by the referring
physicians as having psychiatric
disorders. This type of referrals,
known as “misdiagnosis condi-
tioned requests”, constituted 3.5%
of the received requests in the study
of Vas and Salcedo.® "No psychiat-
ric disorder" found in patients re-
ferred for psychiatric consultation
in our study may give an indication
those physicians who graduated in
Arab medical schools had little or
no grounding or training in psychia-
try as undergraduate medical stu-
dents.
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Rundell and Murray" also reported
the percentage ranges of psychiatric
diagnoses made by consulting psy-
chiatrists; depression (14 - 50%),
psychoactive substance use disorder
(7 - 31%), personality disorder (5 -
22%), adjustment disorder (5 -
19%), organic mental disorder (12 -
18%), anxiety disorder (1 - 12%),
somatoform disorder (1 — 5%), and
schizophrenia (1 — 5%).

Lipowski and Wolston', in their
study of 2,000 medical and surgical
inpatients referred to their C-L ser-
vice, found that adjustment disorder
with depressive mood and organic
mental syndromes, notably delir-
ium, accounted for about 70% of
the diagnoses assigned by their C-L
team. Smith et al". found that at
least one “organic mental disorder”
was made in 36% of patients re-
ferred for psychiatric consultation.
Other frequent diagnoses found in
their study were “Psychoactive sub-
stance use disorder” (35%), adjust-
ment disorder (21%), personality
disorder (19%), and mood disorder
(17%). Vas and Salcedo® found that
the most frequent psychiatric diag-
nosis made by C-L psychiatrists
was organic mental disorder (23%),
followed by mood disorder (21.3%),
personality disorder (12%), and-
somatoform disorder (9.2%). Ram-
chandani et al®. found that cognitive
disorders (delirium and dementia)
and adjustment disorders were the
most frequent psychiatric diagnoses
made in patients referred for psy-
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sons for a psychiatric consultation
request.

Comparing our findings with those
of the above mentioned studies
shows higher frequency of suicidal
behavior, as a reason for psychiatric
consultation, in our study. This may
be attributed to the policy followed
in Kuwait hospitals that routine
psychiatric consultation should be
requested for each patient hospital-
ized because of drug overdose or
following any behavior suspected to
be a deliberate self-harm. This pol-
icy meets the British national
guidelines” that all attempted sui-
cide patients should be psychologi-
cally assessed.

In our study, suicidal attempts were
significantly more frequent in fe-
males than in males and in subjects
whose ages are between 21 and 40
years than those of other age
groups. These two findings are
compatible with those found by
Emara ET al* in their study of 227
cases of parasuicide by drug over-
dose in Kuwait. The authors found
that 75 percent of cases were fe-
male and younger age groups were
over-represented. Suleiman ET al*
(who studied 92 cases of parasui-
cide in Kuwait) and El-Islam* (in
his study of parasuicides in Qatar)
found similar findings. However, in
an Egyptian study, Okasha and Lo-
taif” found that more males made
suicide attempts than females. The
authors attributed this finding to a

89

fact that female parasuicide is more
likely to be concealed in Egypt.
Apart from suicidal attempt, the
high frequency of undesirable or
unacceptable behavior as a reason
for psychiatric consultation in our
study is consistent with that of
Ramchandani et al’. Also, in the
study of Vas and Salcedo®, if pa-
tients having agitation were
grouped with those having disrup-
tive behavior, as in the study of
Ramchandani et al.’, disruptive be-
havior will be the most frequent
reason for psychiatric consultation.
In our study, refusal of medication
and/or food and uncooperativeness
were the reasons for psychiatric
consultation in 4.5% of cases.
However, based on a study of 2,000
patients referred for psychiatric
consultation, staff-patient conflict,
and issues regarding competence to
refuse treatment were among the
most common reasons for referral®.
Noncompliance or refusal to con-
sent to procedure is among the most
common reasons for psychiatric
consultation®.

The majority of suicide attempters
(81%) had no past history of psy-
chiatric disorders. This has contrib-
uted to the less frequency of pa-
tients having positive past psychiat-
ric history (26%) in our study com-
pared with that in the study of
Ramchandani et al.? (75%).
Previous studies have shown subtle
difference between number of fe-
males and number of males referred



M. Mustafa— A. Fawzy

obtained in previous studies. Vas
and Salcedo®, in their analysis of
528 consecutive consultation re-
quests received by C-L team over a
2-year period, found that 69.3% and
30.7 of the requests were received
from medical and surgical services
respectively. Ramchandani et al °
found that 76% of the consultation
requests were received from medi-
cine and medical subspecialties
while 24% came from surgical ser-
vices. In Saudi Arabia, Abdulrazzak
et al ' found that psychiatric refer-
rals were more frequent from De-
partment of Medicine.

This finding can be explained by
the real higher prevalence of psy-
chiatric morbidity among medical
inpatients compared to surgical in-
patients'® '. Another explanation
may be the higher frequency of sui-
cide attempters, who are usually
admitted to general medical wards,
among patients referred for psychi-
atric consultation (as will be shown
later). Similarly, our finding that
most requests received from surgi-
cal specialties came from orthope-
dic wards can be explained by the
high frequency of patients referred
from these wards because of sus-
pected suicide through intentional
falling from height.

In our study, 29.7% of the requests
were urgent. This percentage ap-
proximates to that found by Vas &
Salcedo’s * (21%). No statistically
significant difference was found in
our study between urgency of psy-
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chiatric consultation and psychiatric
diagnoses. These findings confirm
the finding of Ungerleider' that in
the general medical hospital setting,
there are no established procedural
definitions for which clinical situa-
tions are designated as emergen-
cies; rather, the emergency designa-
tion is based on the requesting phy-
sician’s perceived need for prompt
service'. In our study, The relation-
ship between urgency of the request
and reason for referral could not be
determined as in most requests
more than one reason for referral
were mentioned.

In previous studies, the order of
frequency of reasons for psychiatric
consultation varied from one study
to another. Ramchandani et al’.
found that undesirable or unaccept-
able patient’s behavior (including
refusing treatment, agitation, exag-
gerating symptoms, and being ma-
nipulative) is the most frequent rea-
son for psychiatric consultation
(50%), followed by suicidality
(18%), depression (12%), and past
psychiatric history (8%). Vas and
Salcedo®* found that depression
(18.3%), agitation (14.3%), family
problems (7.7%), absence of or-
ganic findings (medically unex-
plained somatic symptoms) (7.5%),
disruptive behavior (6.3%), drug/
alcohol-related problems (6.3%),
suicidal behavior (4.7%), and psy-
chiatric antecedents (past psychiat-
ric history) (3.3) were the main rea-
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cantly more frequently referred
from medical specialties than from
surgical specialties (P=.000).
“Reaction to severe stress and ad-
justment disorders” and “Mood dis-
orders” were the most frequent psy-
chiatric diagnoses in patients re-
ferred for psychiatric consultation
(22.3% for .each) followed by
“mental disorders due to a general
medical condition” (21.3%). Less
frequent diagnoses included sub-
stance related disorders (8.9%),
anxiety disorders (6.9%), psychotic
disorders (6.4%), and somatoform
disorders (2.5%). Fifteen patients
(5.7%) were found to have no psy-
chiatric disorders. Only one case,
out of the 16 cases referred for psy-
chiatric consultation because of re-
fusal of medication and/or food,
and uncooperativeness, was found
to have no psychiatric disorders.
The diagnosis of “Reaction to se-
vere stress and adjustment disor-
ders”, was statistically significantly

more frequent in females than in_

males (P= 0.003). No statistically
significant difference was found
between males and females regard-
ing frequencies of other psychiatric
diagnoses (Table 4). There was no
statistically significant relationship
between urgency of psychiatric
consultation and psychiatric diag-
noses of referred patients. The di-
agnoses “Reaction to severe stress
and adjustment disorders” were
significantly more frequent in pa-
tients referred from medical spe-
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cialties than in those referred from
surgical  specialties  (P=.000),
whereas “Psychotic disorders” were
more frequent among patients re-
ferred from surgical specialties
(P=.000) (Table 5). In 44.2% of
cases diagnosed as mental disorders
due to a general medical condition,
the mental disorders were not speci-
fied by the consulting psychiatrists.
However, Delirium and dementia
were the most frequently specified
organic mental disorders (18.6%
and 16.3% respectively).
Pharmacotherapy (45.9%), espe-
cially starting oral medication, was
the most frequent recommended
psychiatric intervention. Less fre-
quent recommended interventions
included  outpatient  follow-up
(28.8), family intervention (8%),
and transfer to psychiatric hospital
(5.1%), physical investigations
(5.1%), and psychotherapy (1.7%).
In 15 cases, the psychiatrists did not
recommend any psychiatric inter-
vention (Table 6). These 15 cases
were noted by the psychiatrists as
having “No psychiatric disorder”
and 6 cases of them were referred
for psychiatric consultation because
of behaviors suspected by the refer-
ring physician to be aiming at
committing suicide.

Discussion:

In our study, referrals from medical
specialties were more frequent than
those from surgical specialties
(70% and 30% respectively). These
figures are nearly similar to those
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ings and recommendations noted
by psychiatric consultants. Items
which were studied included refer-
ring medical/surgical specialty, sex
and age of referred patients, types
of requests as regards urgency (ac-
cording to the referring physician's
judgment), reason for psychiatric
consultation, psychiatric diagnosis,
and recommended psychiatric in-
terventions.

Similar studies carried out in other
parts of the world were reviewed
and their findings were compared
with those of our study.

Results

Of 263 patients referred for psychi-
atric consultation, 131 (49.8%)
were male and 132 (50.2%) were
female. Ages of referred patients
ranged from 10 to 91 years with a
mean (+ SD) of 35.99 + 17.19. Pa-
tients with ages between 21 and 40
years were more frequently referred
for psychiatric consultation than
patients of other age groups (P=
0.015) (Table 2).

Seventy percent of the studied re-
quests were received from medical
specialties and 30% came from sur-
gical specialties. Most of the re-
quests received from medical spe-
cialties (58% of all requests) were
from general medicine wards. More
than half of the requests received
from surgical specialties (15.8% of
all requests) were from orthopedics
wards (Table 1). No significant dif-
ference was found between medical
and surgical specialties regarding
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frequency of males and females re-
ferrals. The mean age of patients
referred from medical specialties
was significantly lower than that of
patients referred from surgical spe-
cialties (P= 0.002) (Table 2).
Seventy-eight requests (29.7%)
were urgent, while 185 (70.3%)
were not urgent. No statistically
significant difference was found
between medical and surgical spe-
cialties as regards urgency of psy-
chiatric consultations. Suicidal at-
tempt (or threat) was found to be
the most frequent reason for psy-
chiatric consultation (24.6%) fol-
lowed by behavior problems (agita-
tion, violence, refusal of medication
and/or food, uncooperativeness, and
unspecified behavioral disturbance)
(22.9%). Less frequent reasons for
consultation included presence of
past psychiatric history (17.1%),
depressed mood (9.7%), substance
related problems (8.6%), disorienta-
tion (6%), unexplained somatic
symptoms (5.7%), insomnia
(2.9%), evaluation of the patient's
competency to sign formal papers
(0.9%), and psychotropic side ef-
fects (0.6%) (Table 3) .

Suicidal attempts were statistically
significantly more frequent in fe-
males than in males (P=0.002) and
in subjects whose ages are between
21 and 40 years than those of other
age groups (P=0.000). The mean
age + SD of suicide attempters were
found to be 26.51 + 11.85 years.
Suicide attempters were signifi-
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tients being cared for in the medical
and mental health care systems" > °.
Comorbidity research is of particu-
lar importance for consultation-
liaison (C-L) psychiatry, a growing
area of psychiatric practice in
which approximately 25% of psy-
chiatrists regularly perform consul-
tations on medical patients®.

The continued medicalization of
psychiatry, in which psychiatrists
are increasingly called upon to
evaluate and briefly treat persons
with comorbid physical disorders,
makes expertise in C-L psychiatry a
valuable asset’. In the general hos-
pital, one sees individuals who, un-
der normal circumstances, would
never see a psychiatrist. These indi-
viduals' psychiatric symptoms may
be caused or precipitated by being
hospitalized with inability to adapt
or cope with ward atmosphere, be-
ing stressed by multiple diagnostic
procedures or staff-patient con-
flicts®. Psychiatric side effects of
medications and psychological re-
action to being informed about hav-
ing a serious illness are other fac-
tors related to hospitalization. Here,
the focus extends beyond the
themes of psychopathology and
psychiatric diagnosis to include ad-
aptation and coping of “normal”
people to crises and how to affect
thems®.

In medical wards of the hospital, C-
L psychiatrists must play many
roles: skillful and brief interviewer,
good psychiatrist and psychothera-

pist, teacher and knowledgeable
physician who understand the
medical aspects of the case. The C-
L psychiatrist must be viewed as
part of the medical team who makes
a unique contribution to the pa-
tient’s total medical treatment’.

In Kuwait, responding to inpatient
psychiatric referrals from general
and specialist hospitals is a part-
time responsibility of general psy-
chiatrists working in Psychological
Medicine Hospital which is the
only psychiatric hospital in Kuwait.
The objectives of this study are to
examine the elements of inpatient
psychiatric consultation in Kuwait
and to compare our findings to
those of similar studies carried out
in other parts of the world.
Methods:

The study involved 263 inpatient
psychiatric consultation requests
received by Kuwait Psychological
Medicine Hospital from all Kuwait
hospitals concerning Kuwaiti and
non-Kuwaiti patients in the year
1999. Those were the requests
whose data were found available
and kept in the Registration De-
partment of Psychological Medi-
cine Hospital, while the rest of the
requests received in the same year
(471 requests) were not included in

“the study as their data were lack-
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ing.

The requests were studied retro-
spectively through collecting data
noted by the referring physician in
the requests and psychiatric find-
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Abstract:

Psychiatrists are increasingly called on to evaluate and treat persons with
comorbid physical disorders. The objectives of this study were to examine
different elements of the psychiatric consultation process in Kuwait and to
compare our findings to those of similar studies carried out in other parts of
the world. The study included 263 psychiatric consultation requests re-
ceived by Kuwait Psychological Medicine Hospital from all Kuwait hospi-
tals in year 1999. The requests were studied retrospectively regarding refer-
ring medical/surgical specialty, sex and age of referred patients, types of
requests as regards urgency (according to the referring physician's judg-
ment), reason for psychiatric consultation, psychiatric diagnosis, and rec-
ommended psychiatric interventions. Results showed that males and fe-
males were almost equally represented in the study (49.8% and 52.2% re-
spectively), 70% of the requests were received from medical specialties and
30% from surgical specialties. Patients with ages between 21 and 40 years
were more commonly referred for psychiatric consultation than those of
other age groups (p=0.015), suicidal attempt (or threat) was the most com-
mon reason for consultation (24.6%), adjustment disorder, mood disorders,
and organic mental disorders were the most common psychiatric diagnoses
(22.3%, 22.3%, and 21.3% respectively), and pharmacotherapy was the
most frequently recommended psychiatric intervention (45.9%). The study
concluded that suicidal behavior is the most common reason for psychiatric
consultation in Kuwait, consultation psychiatrists do not tend to record the
diagnosis of "personality disorder" and they are less likely to recommend
psychotherapy for their patients.

Introduction

An important field of research in tant clinically because of the high
health care service focuses on the incidence of psychiatric and medi-
interface between medicine and cal disorders that coexist (psychiat-
psychiatry. Such research is impor- ric — medical comorbidity) in pa-

* See letter to the editor
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presents challenges that are very
different from those encountered in
US studies upon which research in
addiction is often modelled, as was
the case in this project. RCTs in the
US are usually conducted against a
background of higher funding
which facilitate pilot work, the for-
mation of larger research teams,
and therapists who are dedicated to
the trial rather than relying on ser-
vice staff trained in delivering the
experimental and control interven-
tions. Research in the US also bene-
fits from a well-established clinical
research infrastructure, which aids
the introduction of new interven-
tions, increasing compliance from
staff and users. Indeed, the devel-
opment and fostering of a culture of
research within the services in-
volved in the present trial was a
task that had to be instigated. There
is also reason to believe that the
clinical populations in the US are
different to those in the UK, with
those engaged in treatment being
older, and more socially stable; this

is of consequence because it is im-
portant that service users are well-
engaged in standard drug treatment
regimes before introducing further
demands such as structured coun-
selling sessions. Another of the les-
sons learnt is the need for piloting
of the new intervention in an area
of research that involves the devel-
opment of new interventions
amongst a difficult clinical popula-
tion, with only limited guidance
available from other research.

One of the main policy implications
for conducting trials of psychologi-
cal interventions within addiction
health care settings is for funding
bodies to provide the necessary re-
sources to improve the quality and
comprehensiveness of treatment in-
cluding the provision psychological
interventions. This would provide
the necessary infrastructure and ca-
pacity for the development of inno-
vative interventions and thus offer-
ing opportunities for the evaluation
of their effectiveness and costeffec-
tiveness in pragmatic clinical trials
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their discussion is beyond the scope
of this paper.

Randomisation in psychological
interventions

The RCT has long been the “gold
standard” for all types of research,
yet it is more problematic for psy-
chological trials than it is for phar-
maceutical drug trials. Participants
many of whom were ready to ad-
dress issues of health and risk, and
having the motivation to do so, may
have been allocated to the control
group. Randomisation works both
in favour of and against pragma-
tisni; it is not feasible to test an in-
tervention if only those most likely
to change are included, as this will
likely become a self-fulfilling
prophecy. Also in real-world appli-
cations, it is unlikely that individu-
als who are considered by the
therapist to be unsuitable for a par-
ticular intervention at that time
would be encouraged to participate
in it. It is difficult to strike a bal-
ance between these competing
needs, and the randomised con-
trolled trial remains the best method
of investigation that we have, de-
spite its drawbacks.

Pragmatic or efficacy trials

A pragmatic trial is one in which
the object is to not only test an in-
tervention, but to test it in a rea-
sonably realistic manner that repli-
cates to an extent the conditions
under which it is likely to be
adopted if it were found to be effec-
tive and then introduced more
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widely. In contrast, an experimental
trial is less concerned with practical
implementation and more with en-
suring that a satisfactory test of an
intervention is made. In the tradi-
tional model, experimental trials
come first, and then their practical
application in real-world settings is
made. Pragmatic trials attempt to
combine both stages into one, and
when successful, solve two prob-
lems at the same time. When they
do not, it is often not possible to
disentangle the two stages, such
that it remains unclear whether it is
the intervention or the specific im-
plementation of it that was at fault,
or perhaps both. The research that
we carried out was substantially of
the pragmatic variety. Pragmatic
trials have advantage over efficacy
trials as their findings could be gen-
eralised and widely implemented in
service settings. The research is car-
ried out in real situations, with in-
clusive  criteria, representative
populations, and by regular staff. In
such situations, a negative finding
is just as important as a positive
one. In the present study, the close
modelling on similar previous re-
search and the inherent face-
validity of the new intervention
were important aspects of its effec-
tiveness as evaluated in the Na-
tional Heath Service setting.
Lessons learnt

One of the main lessons learned in
this project is that conducting re-
search in UK treatment settings



Trials of psychological interventions in drug addiction

both CBT and MMT due to high
staff turnover and motivational is-
sues; low level of client engage-
ment in CBT.

In discussion, we suggest the fol-
lowing over-arching issues for con-
sideration:

Psychological interventions

The environment from which par-
ticipants were recruited was not of-
ten resourced for the provision and
testing of psychological interven-
tions. There was also the legacy of
drug addiction services being
largely perceived, again by both
service users and the services them-
selves, as primarily in the realm of
medical science as opposed to psy-
chological, and focused around the
provision of substitute drugs. Ser-
vice users arrive at services with
varying expectations, but for many
the availability of substitute drugs
and perhaps needle exchange facili-
ties is primary. They do not neces-
sarily anticipate psychological in-
put, and therefore do not desire it or
demand it. This is reinforced by
lack of resources for providing psy-
chological treatment on the part of
services, and a culture that does not
lay emphasis on working in this
way.

Pilot the intervention

The provision of a pilot study
would have helped address many of
the problems that we faced when
attempting to implement the trial.
Indeed, this is the very purpose of
any pilot study, yet they are fre-
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quently not carried out. In this in-
stance the research team and fund-
ing body assumed that it would not
be necessary due to the close mod-
elling on other existing research,
and the experience of the team in
conducting research of this nature.
In the context of bidding competi-
tively for available research fund-
ing, the ability to deliver a research
project at the absolute minimum
cost is essential, and it is often most
practical to cut down on the piloting
aspects of work wherever possible.
Although the research succeeded in
generating a wide range of useful
findings above and beyond those
reported in this paper, the inability
to prove the primary hypothesis of
the project was disappointing, and
perhaps could have been avoided if
sufficient time and effort was spent
prior to the research in investigating
aspects that were later found to be
troublesome. However, pilot studies
are only useful insofar as they
mimic the conditions of the actual
trial, and the closer they are to the
actual conditions, the more useful
they become, but also more costly
and time consuming. Although our
trial may have benefited from being
piloted first, it is equally likely that
a small-scale limited pilot study
would not have identified many of
the issues that were found to be
problematic in the main trial. The
benefits and disadvantages of con-
ducting pilot studies are many, but
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consent was fully informed. As
such, pre- and post-test counsel-
ling sessions were sometimes
longer and more involved than
the control intervention was, and
may have provided sufficient in-
formation and understanding
such the trial intervention was no
longer seemed as necessary as it
might have done before. Service
users may have felt that they
knew all they needed to know
for the time being, and declined
to take part in the research.
Thus, although it was problem-
atic for the research in terms of
achieving sufficient numbers and
in ensuring adherence to the
Trial intervention, it was an un-
equivocal benefit to the service
users that testing was made as
widely available and accessible
as possible, and that knowledge
and awareness of hepatitis C was
increased amongst the popula-
tion.
Discussion
The Trial clearly had several indi-
rect benefits, and several shortcom-
ings. The first positive outcome was
the impact of the research on clini-
cal practice, through the introduc-
tion of a new method of testing that
has continued to be adopted by the
services, and the increased knowl-
edge, awareness and understanding
of hepatitis C, both for service users
and the staff. Secondly, the thera-
pists were trained and accredited in
the delivery of a manual-guided in-
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tervention that although still un-
proven in effectiveness, is strongly
believed to be useful and is amena-
ble to adaptation and incorporation
into the routine therapeutic arma-
mentarium of the service. Thirdly
and most importantly that over the
three-year period that recruitment
for the research was active, the vast
majority of those at-risk for con-
tracting hepatitis C were tested and
made aware of their HCV status.
Moreover those who were HCV
negative may well ~ be motivated
to remain so, and those who were
found to be HCV positive will ac-
cess the treatment of HCV infec-
tion. The shortcomings and prob-
lems encountered during the trial
have informed the research team,
the clinical teams, and others of the
difficulties of conducting research
in addictions.

Similar difficulties were encoun-
tered in conducting the UK RCT "
on the effectiveness and cost effec-
tiveness of cognitive behaviour
therapy (CBT) for opiate misusers
in methadone maintenance treat-
ment (MMT): Low baseline levels
of CBT trained staff; low rates of
subject eligibility and willingness to
participate, particularly in certain
sites; poor engagement in, and drop
out from, standard methadone
treatment; delay in obtaining treat-
ment costs for the trial interven-
tions; high turnover of staff; delays
in therapists obtaining training ac-
creditation; attrition of therapists in
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work priority preferring to attend
to their clients treatment needs
probable arising the dynamics of
the service, and in the context of
performing multiple roles in a
demanding service with a diffi-
cult client group. Motivation was
a larger issue as time went on, as
recruitment to the trial was first
delayed due to factors out of our
control, and then much slower
than expected when it began.
Hence, intrinsic goodwill and
motivation that was abundant at
the beginning of the trial was
diminished as time went by and
the therapists sometimes faced
weeks or months with no par-
ticipants to engage. The lower-
than-expected recruitment to the
trial meant that participant flow
through the therapy process was
not regular, and it was difficult
for therapists to establish a rou-
tine of setting aside time for the
research on a regular basis.
Hence when the demand came,
the ability to respond to it was
hampered, affecting adherence
to the trial intervention. Efforts
to address these problems in-
cluded the instigation of regular
therapist group meetings in order
to help raise the profile of the re-
search and provide a forum for
problem solving, and although
these were productive initially,
interest soon waned as the main
problem of competing commit-
ments and low participant re-
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cruitment persisted. Therapist
drop-out was not a major prob-
lem despite the relatively long
recruitment period of the trial
(which was extended twice to
more than 3 years), but over time
the therapist roles evolved and
changed and circumstances
sometimes made it difficult for
therapists to honour commit-
ments made at the beginning of
the research. These problems
would have been averted if we
had the resources to employ
dedicated therapists to deliver
the intervention.

9) The confounding effect of testing

In retrospect, it is believed that a
major problem affecting en-
gagement with the trial interven-
tion was the confounding effect
of testing for hepatitis C that was
necessary in order to establish
eligibility. This turned out to be
both a positive and negative out-
come of the research. Good ethi-
cal practice entailed pre and
post-test counselling to help the
service users understand the im-
plications of testing. For many
service users, this was the first
time that hepatitis C became an
issue for them, and an awareness
of the current risk they were pre-
senting became salient. Pre- and
post-test counselling was guided
by best practice in providing
necessary and sufficient knowl-
edge and understanding, at an
appropriate level, ensuring that
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sibility of other longer-term
benefits. As such, it was rela-
tively easy for service users to
agree to take part in the research
and receive their initial compen-
sation for completing assessment
measures, and then disengage
from the research when further
demands such as the trial inter-
vention were arranged despite
their informed consent to take
part in the research. There might
have been a tactical element to
disengaging, whereby partici-
pants could “gamble” on the
possibility of being randomised
to the control intervention,
which was a less demanding 15-
minute non-interactive interven-
tion, rather than the experimental
intervention, which required up
to four one-hour sessions of their
time in personal therapy. In the
intention-to-treat analysis, all
participants were followed-up at
six months regardless of whether
they had engaged for any ses-
sions of the intervention, and so
they could also play a stalling
game, holding off from the trial
intervention until the time of the
next research assessment, the
easier part of the research and
receive their second compensa-
tion voucher. In reality, the six-
month follow-up was often
stretched as late as possible if it
was felt that there was still a
chance that the participant might
still engage in the intervention,
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but this did not improve adher-
ence significantly. Additionally,
it was felt that the introduction
of compensation for the re-
search-specific aspects of the
trial might have worked against
engagement in the trial therapy
by encouraging participants to
conceive of all aspects of the re-
search as “paying for their time”.
This may have affected the ex-
perimental intervention much
more than the control interven-
tion. Compensation can increase
recruitment under some circum-
stances, but it can also create
other problems.

8) Therapist issues

Although modelled on research
carried out in the USA, an im-
portant difference with this UK
trial was that the therapists
trained to deliver the interven-
tions were not directly funded by
the research. Rather, in keeping
with the pragmatic implementa-
tion nature the study, all trial
therapists were recruited from
the services from which the par-
ticipants were recruited and all
were full-time NHS employees
with caseloads and ongoing
commitments. To enable them to
take part, the therapists were re-
lieved from some of their routine
duties though without any other
compensation. However, we
found that the therapist motiva-
tion to take part to vary and
some did not give the research
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blood spot (DBS) sample [10].
Using the DBS, the testing was
carried out in-situ by the service
staff, and without the need for
trained phlebotomists. Both the
service staff and service users
responded very positively to the
introcﬂuction of this method of
testing, and testing rates in-
creasgd fivefold. However, even
with this new method of testing,
and even when the research team
did testing opportunistically, a
significant proportion of IDUs
remained untested. Therefore,
estimates of prevalence of hepa-
titis C within the population, al-
though accurate, did not reflect
the proportions of eligible par-
ticipants that we anticipated due
to the significant proportion of
IDUs whose hepatitis C status
could not be determined.
Variation in service set-up

Drug services were variably ef-
fective in participant recruit-
ment. Some of this variation was
accounted for by the differing
levels of enthusiasm that the
staff at recruitment sites had for
the research. This seemed to be
related to the service philosophy
of care, treatment approaches
(harm minimisation versus ab-
stinence models) and the per-
ceived value of the research. It is
easier to encourage service users
to take part in the research when
service staff and managers are
enthusiastic, when the research
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is perceived as an opportunity
for innovation, and when the
service has had previous positive
experience of research. The
other reason was related to the
ease with which the research
staff could recruit from each site,
mainly as a result of service set-
up. Research was made easier in
those services which offered a
strict appointment system, or
where they had designated ses-
sions for appointments at set
times of the week, as opposed to
more informal drop-in type sys-
tems.

Issues relating to the trial design
7) Therapy compliance and com-

pensation

For taking part in the trial,
monetary compensation in the
form of vouchers was provided
at baseline, post-intervention,
and at six-month follow-up. Par-
ticipants were not compensated
for their attendance for therapy
for ethical reasons, so that par-
ticipants’ motivation to engage
in therapy was not influenced by
financial reward. Although the
availability of financial reward
undoubtedly increased recruit-
ment rates in this difficult-to-
engage client group, it is be-
lieved that it may have played a
role in the relatively poor adher-
ence to the experimental trial in-
tervention.  Participants may
have been motivated by short-
term reward rather than the pos-
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perceived risk of contracting it,
in relation to other more imme-
diate concerns. Although many
service users were on a stable
substitute drug treatment, con-
tinued drug use remained a sig-
nificant problem for many, and
an array of difficult legal, health,
social, and psychological prob-
lems took precedence over the
personal health risks of contract-
ing a blood borne virus. Al-
though these risks were serious
and very real, in the context of
other issues that service users
faced, the need to address them
immediately and participate in
assessment and intervention was
not a priority.

group, but this excluded a sig-
nificant number of potential par-
ticipants from our original esti-
mates.

5) HCV testing

Apart from service users having
injected within the last six
months, the other main inclusion
criteria for the research was that
the participants be currently not
infected with hepatitis C. This
was established by a blood test
within the last month, and prior
to recruitment. It was assumed,
and confirmed by the staff of the
service, that testing for blood-
borne viruses was a routine part
of the service offered. However,
in reality, the levels of testing

were found to be far lower than
expected, and this was initially a
significant obstacle to recruit-

Issues relating to the service en-

vironment
4) Definition of IDU

During the design of the trial, es-
timates were obtained of the
number of IDUs engaged and the
proportion of new referrals to the
service over the course of the re-
search. However, the definition
of IDU varies between “injected
ever, even once”; or “only those
currently injecting”, or some-
where in-between. For this pre-
sent study, the definition of IDU
was operationalised to have “In-
jected at least once in the last
twelve months”. A subsequent
revision to the research protocol
changed this to “injected at least
once in the last six months” in
order to identify a more “at-risk”
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ment. Whether testing was regu-
larly and routinely offered or
not, it was not regularly taken
up, due largely to the need to at-
tend a special clinic or visit the
local hospital in order to have a
blood sample taken. Somewhat
unexpectedly, a proportion of
IDUs claimed to be phobic about
having blood samples taken, and
a similar proportion were not
keen to have someone else inter-
fere with their veins. This prob-
lem was successfully addressed
through the introduction by the
research team of an innovative
new method of testing for hepa-
titis C using a finger-prick dried
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our attempts to overcome them, fol-

lowed by a general reflection on the

lessons that we learnt and recom-

mendations for future research into

this and related areas.

Issues relating to the client group

behaviour and health

1) Chaotic nature
The chaotic behaviour of the
IDU population has been well
documented, and was anticipated
to be a significant problem for
our research. However, the scale
of the problem was such that de-
spite our best efforts to ensure
that the measures and the inter-
ventions were as amenable to
service users as possible, it still
presented an obstacle over and
above that anticipated. Disen-
gagement with the treatment
services, disengagement with the
research, missed appointments,
and concurrent forensic or health
issues all impeded the progress
of the research. In the context of
larger and unexpected problems
emerging in service users lives,
their commitment to the research
often was not sustained, even if
their original intention to par-
ticipate was genuinely made.

2)Service-user reporting of inject-
ing behaviour
One of the main inclusion crite-
ria for this trial was that the par-
ticipants had injected at least
once within the last six months.
This was in order to identify a
suitably “at-risk” group who
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could realistically benefit from
the trial intervention. During the
design of the trial, estimates
were obtained of levels of inject-
ing behaviour, but during re-
cruitment we found significantly
lower levels of recent injecting
behaviour than anticipated, and
this had an impact on the predic-
tions of numbers of eligible par-
ticipants over the course of the
trial. The IDU’s reporting of in-
jecting behaviour may differ de-
pending on how and by whom
the question is asked, and that
direct questioning by researchers
may elicit lower levels of inject-
ing than in reality. The two main
reasons for this are the general
social stigma, even amongst
many drug users, of admitting to
injecting behaviour, and possi-
bility of sanctions within the
context of drug treatment ser-
vices that lead to lower self-
reporting. Anonymous data col-
lection of injecting behaviour, or
indirect methods of estimating
(such as key worker informants)
may give more accurate levels of
real injecting behaviour, but
these are not likely to be
achieved when service users are
asked directly.

3) Importance and relevance of

hepatitis C

Related to the issue of IDUs
chaotic behaviour is the impor-
tance and relevance of being
educated in hepatitis C, and the
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and those not followed and between
those who received EPC and SEC.
On the primary outcome measure of
the rate of seroconversion, 8 out of
62 patients followed-up at twelve
months seroconverted, three in the
EPC group and five in the SEC
group, indicating incidence rates of
9.1 per 100 person years for the
EPC group, 17.2 per 100 person
years for the SEC group, and 12.9
per 100 person years for the cohort
as a whole. Analysis of the secon-
dary outcome measures on alcohol
use, risk behaviour, psychological
measures, quality of life, and ser-
vice use measures showed no sig-
nificant differences between the
EPC and the SEC groups. However,
there were significant changes on a
number of measures from baseline
values indicating positive change
and improvement in these measures
for both groups.

We were not able to prove the effi-
cacy of EPC and hence its cost-
effectiveness in comparison with
SEC in the prevention of hepatitis C
in IDUs. This was related to low
recruitment and retention rates of
the participants. Moreover there
was a low adherence rate to EPC.
This paper provides an overview of
the main problems that we faced
and our attempts to overcome them,
in the hope that it will guide other
researchers in the field of addiction.
Our findings and the lessons learnt
may also be of general interest to
researchers planning to conduct

RCTs of psychological interven-
tions in health care settings.

Main problem areas encountered
As with many large RCTs, a wide
range of problems were encoun-
tered during the course of the re-
search, some of which were amena-
ble to minimisation by the research
team, and some of which were be-
yond our control. The main prob-
lems affecting the outcome of the
research were the lower than ex-
pected levels of recruitment to the
trial, and the low adherence to the
psychological intervention (only
45% of those randomised to the
EPC intervention (4 interactive ses-
sions) engaged for at least one ses-
sion). Retention was a lesser prob-
lem, as more than 80% of those re-
cruited were followed-up, and ad-
herence to the informational one
brief session intervention was not a
problem, as more than 90% of those
randomised to the SEC informa-
tional intervention received it. The
reasons for these two main prob-
lems can be grouped under the fol-
lowing subheadings:

o Issues relating to the type of
client group, behaviour, and
health

o Issues relating to the service
environment from which par-
ticipants were recruited

o Issues relating to the trial de-
sign

There follows a brief discussion of
these obstacles that we faced, and
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Introduction R

Viral hepatitis C is a global public
health problem, and has been con-
sidered one of the major challenges
in the third millennium'. The hepa-
titis C virus (HCV) is a leading
cause of chronic liver disease in the
general population, with an overall
prevalence in the USA of 1.8%? and
of 0.5% in the UK’. Injecting drug
use is the main route of transmis-
sion, mediated by the sharing of in-
jection equipment, especially nee-
dles and syringes but also spoons,
cotton filters and other parapherna-
lia®,

The recently introduced Hepatitis C
strategy for England® laid strong
emphasis on preventing new cases
of hepatitis C infection in IDUs by
health promotion activities and the
provision of needle exchanges
schemes. This is best achieved in
the context of treatment for drug
~ dependence complemented with in-
formation about hepatitis C and
harm minimisation messages. How-
ever, this new policy falls short of
recommending specific preventive

interventions which are evidence

based; hence the importance of this
project which aims to evaluate a
new preventive intervention for
Hepatitis C in IDUs.

We have reported the results of a
randomised controlled trial of the
effectiveness and cost effectiveness
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of enhanced counselling in the pri-
mary prevention of hepatitis C in
injecting drug users®. The aim of the
study was to develop and evaluate
the effectiveness and cost effective-
ness of enhanced prevention coun-
selling (EPC) in comparison with
simple educational counselling
(SEC) in reducing hepatitis C viral
(HCV) infection in sero-negative
injecting drug users (IDU). Ninety-
five IDUs were recruited and ran-
domised to receive EPC (n = 43) or
SEC (n = 52). Subjects were as-
sessed at baseline using the Addic-
tion Severity Index (ASI)’, the In-
jecting Risk Questionnaire (IRQ),
and Drug Injecting Confidence
Questionnaire (DICQ)°. The pri-
mary outcome was measured by the
rate of sero-conversion at 6 months
and 12 months from baseline and
by the ASI, IRQ and DICQ at 6
months from baseline. Hepatitis C
testing was undertaken by the inno-
vative test of the dried blood spot
(DBS) " tests, which increased, the
rate of testing by 4 fold compared
to routine blood testing. Seventy-
eight subjects (82%) out of the 95
recruited were followed up at 6
months and 62 (65%) were fol-
lowed up at 12 months. There were
no differences in demographic,
clinical and psychological charac-
teristics between those followed up
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Abstract

Background: We have completed a randomised controlled trial (RCT) of
the effectiveness of enhanced prevention counselling (EPC) in the primary
prevention of Hepatitis C viral (HCV) infection in injecting drug users
(IDU). In the conduct of the trial we faced many challenges, which have
not enabled us to recruit the required number of participants. Hence, we
were not able to demonstrate the effectiveness of EPC in decreasing the in-
cidence of HCV in IDUs.

Objective: To describe the challenges encountered in carrying out the
RCT and critically discuss their implications for conducting RCTs of psy-
chological interventions in the field of drug addiction.

Method: The challenges faced were organised into 3 main themes: issues
relating to the type of the client group, behaviour and health; issues relating
to the service environment from which participants were recruited; and is-
sues relating to the trial design

Results: The main challenges encountered were related to the chaotic be-
haviour and motivation of drug users, to the high disengagement rates with
the treatment; to issues relating to the service environment such as the defi-
nition of IDU, HCV methods of testing and to the variation in service set-
up; to issues relating to research design including compensation for partici-
pation and the use of trained regular staff rather than dedicated research
workers as therapists.

Conclusion: The main lessons learnt were that piloting of a new interven-
tion is a crucial first step before conducting pragmatic RCTs of psychologi-
cal interventions in the field of addiction; that an infrastructure and culture
for psychosocial interventions is needed to enable applied research in the
service environment, and research funding is needed for enabling the re-
cruitment of dedicated trained therapists for the delivery of these interven-
tions.
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Ethics in addiction

ethical or public health conse-
quences of their actions. There was
a strong antismoking movement in
Victorian times, and the reforms of
the Children's Act of 1908 included
prohibition of the sale of tobacco to
anyone aged less than 16. However,
there is evidence that tobacco com-
panies have allowed manufacturers
of candy cigarettes (cigarette
sweets) to use cigarette pack de-
signs encouraging future smokers
without any ethical concerns.

The Independent newspaper on
Thursday the 3" of June (2004) in
its cover page came out with how
the tobacco giant plans to strike
back. Britain's largest tobacco com-
pany has been testing chocolate and
alcohol flavoured cigarettes, which
campaigners say are aimed at entic-
ing children to smoke. British
American Tobacco, whose brands
include Rothmans and Lucky
Strike, has been carrying out scien-
tific trials on animals in Canada. As
well as chocolate, wine and sherry,
it has also experimented with co-
coa, corn syrup, cherry juice, maple
syrup and vanilla. These are the sort
of ingredients that could make ciga-
rettes more attractive to children.
The anti-smoking lobby groups ask
for more regulations, as adding
chocolate will be the smoking ver-
sion of Alco pops. The main issue
is financial profit without any con-
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cern about the health of children or
the whole humanity. The human
rights groups, the animal rights
groups and department of health are
asking for tightening of the law, but
where is the ethics, which allowed
this type of research to happen in
the beginning? Therefore, it seems
that the politicians removed from
the law books any penalties related
to private morals (victimless
crime). If anyone wants to kill him-
self by using drugs or alcohol that
is their affair. Of course as far as
alcohol is concerned it is a nation-
ally produced substance (Western).
Certainly, within this scope it seems
that what we do with ourselves is
no business of our government.

In conclusion, generally it seems
that fabricated ethics, which are set
by governments and politicians, are
mainly financially motivated and
biased toward the profits of the
state generally without considera-
tion of the individual specifically.
On the other hand God-made ethics
give consideration to the individual,
society and the whole human fam-
ily.

It appears imperative for Muslims
to highlight the justice of Islamic
ethics to a wider audience particu-
larly during times when a negative
picture of Islam is being widely
portrayed.
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produced synthetic Western opium
to substitute the natural Eastern
opium that is no longer under con-
trol and no profits came from it, so
a harm reduction policy was intro-
duced and was given large-scale
media propagation and exported to
the undeveloped world to achieve
profits.

Think of the many programs identi-
fied as part of harm reduction: nee-
dle exchange, methadone mainte-
nance, and now bupronorphine sub-
stitute, medical use of marijuana,
drug-testing services at raves, and
so on. Harm reduction supporters as
a way of helping addicts to reduce
the harms of drug use have pursued
all these and more. However, in or-
der to carry out their stated objec-
tives, they required laws, regula-
tions and ethical umbrella to reduce
the harshness of the guilt feeling
that they are giving illegal drugs.
Nevertheless, as soon as a drug is
Western made and has a Latin sci-
entific name it becomes ethical.
Harm reduction claims to reduce
the harmful effects of drug use
without requiring users to be drug
free. So it is gratifying the addict
desire and satisfying the drug com-
panies to achieve profits of billions
of pounds annually. Harm reduction
has spread so successfully around
the world because it has been useful
to governments, politicians, and
other forms of authorities. It has
also succeeded for reasons of hope
about the power of the state.
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Alcohol beverages are used for po-
litical occasions such as state func-
tions and the making of war or
peace, and the use of alcohol is
common during and after recrea-
tional activities such as bowling,
skiing, and golf and while watching
sports events. At present, beer is the
most popular drink among both
adults and university students. The
media encourages this, as part of
western culture not for ethical rea-
sons but because of financial moti-
vations.

Another important issue is the issue
of using tobacco. Few people now
dispute that smoking is damaging
human health on a global scale.
However, many Western govern-
ments have avoided taking action to
control smoking because of con-
cerns that their interventions might
have harmful economic conse-
quences, such as permanent job
losses. Additionally tax comprises
about two thirds of the_retail price
of cigarettes in most high-income
countries but is less than half of the
total price, on average, in lower in-
come countries. So economical is-
sues are the power behind any leg-
islation and the moral ground is not
there. Tobacco and alcohol adver-
tising is intended to increase con-
sumption as well as brand share and
has a powerful effect on young
people. However, tobacco and al-
cohol advertisers are driven by a
commercial imperative to increase
sales, and they show no concern for
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to stop the criminal act, before
it is committed, by stopping
people from drinking. The dif-
ference between Islam and the
West is that Islam punishes
before there is the chance for
a serious crime to be commit-
ted.

2. Islam prohibits eating meat
and products of swine (pork,
bacon, ham, lard), blood, wild
animals that use claws or teeth
to kill their victims (tiger,
wolf, leopard, etc.), all birds
of prey (hawks, vultures,
crows, etc.), rodents, reptiles,
worms and the like, dead
animals and birds that are not
slaughtered properly.

3. Islam prohibits all forms of
gambling and vain sports.

4. Islam prohibits all sexual rela-
tionships out of wedlock and
all manner of talking, walk-
ing, looking and dressing in
public that may provoke
temptation, arouse desire or
show immodesty and inde-
cency.

5. Islam prohibits all forms of
stealing, taking of innocent
life and sets very harsh pun-
ishments for these.

In Islam accountability for individ-
ual actions remains with the indi-
vidual whether or not these actions
affect society. This is reflected in a
Muslim's belief that he will be held
accountable for "immoral" behav-
iour by God himself, whether or not
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his or her actions are seen as "ille-
gal" by his society. Islam concen-
trates on individual morals, as indi-
viduals are the building blocks of
the society they live in ®.

Looking at the history of legislation
and prohibition of drugs in the West
will guide us to how deceitful it is
to legislate for the prohibition of
opiate and not of alcohol. All re-
search studies show that all sub-
stances that have been misused by
man throughout history have the
same effect on the brain either di-
rectly or indirectly. The British
Empire was the first ever drug traf-
ficker in history when it was trading
opium in Chinese ports. Simply put,
when profits were achieved from
trading opium it was ethical and the
opium wars were ethical wars. Now
they are achieving profits from al-
cohol taxes and alcohol production.
So alcohol is a social and cultural
drink and prohibition is an interfer-
ence with individual freedom ac-
cording to the ethics of the democ-
ratic society. This is a clear exam-
ple of confusion of ethics and poli-
tics.

In addition, when research showed
that spending one pound on treating
an addict saves some pounds in the
criminal justice system, treating
addicts became ethical and a duty
of doctors and the whole society.
The moral ground is absent here but
the political ground is obvious. The
drug prohibition policy failed
mainly because drug companies
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4. The rights of those powers and
resources that God has placed in his
service and has empowered him to
use for his benefit.

All ultimate authority under the
Shariah of Islam rests in Allah. Is-
lam makes no sharp division be-
tween sacred and secular affairs,
whereas in the modern world there
is a sharp division between law and
morality, between secular and reli-
gious affairs. Islam expects secular
authority to be exercised in right-
eousness and, on that condition,
enjoins obedience to such authority.
The concept of morality in Islam
centres on certain basic belief prin-
ciples. Among these are the follow-

ing ®:
1. Allah is the Creator and
source of all goodness, truth,
and beauty

2. Man is a responsible, digni-
fied, and honourable agent of
the Creator.

3. Allah has put everything in
the heavens and the earth in
the service of mankind.

4. By His mercy and wisdom,
Allah does not expect the im-
possible from man or hold
him accountable for anything
beyond his power

5. All things are permissible in
principle except what is sin-
gled out as obligatory, which
must be observed, and what is
singled out as forbidden,
which must be avoided.

65

6. Man’s ultimate responsibility
is to Allah.

The Muslim’s moral obligation is to
be a vivid example of honesty and
perfection, fulfil his commitments
and perform his tasks well, seek
knowledge and virtue by all possi-
ble means, correct his mistakes and
repent his sins, develop a good
sense of social consciousness and
nourish a feeling of human re-
sponse. To help man to satisfy these
requirements Islam has laid down
two types of regulations: positive
measures and preventive ones .
Positive measures: A believer
should:

1. Bear witness to the oneness of
Allah and the messengership
of Muhammad (PBUH).

2. Observe the daily prayers

regularly

Pay Zakah (charity to poor).
Fast the Month of Ramadan.
Make a Pilgrimage to Mecca
if possible (Hajj)

Preventive Measures *:

1. Islam prohibited all kinds of
intoxicants and anyone who
will commit this offence will
be exposed to punishment in
Islamic law. In the West,
drunkenness is not in itself a
crime. However, there are
punishments for crimes com-
mitted while drunk e.g.
drunken driving, and offences
of violence while drunk. Is-
lam, of coutse, totally forbids
believers to drink, and sets out

nhw
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this constitutes the base, like the
foundation of a house on which the
rest of the higher floors are built.
There are two basic kinds of princi-
ples in Islam on which ethical
judgments are based. The first en-
tails the existence of core duties and
obligations of a person (judgements
derived from religion by necessity).
These should be clearly stated in
the Qur’an or the Prophet's sayings
(PBUH). For example: "you should
not kill, lie, or steal." "You should
keep your promises." These judge-
ments often assert or imply a moral
‘ought.” In this sort of ethics if a
person is in breach of the moral
principle he will be punished
whether the breach was committed
in private with no victim (victim-
less crime) or with the involvement
of a victim. Therefore, the emphasis
is on the individual as well as the
societal ethics. Individual ethics
include personal ethical conduct of
the individual towards family, soci-
ety, the state or within international
relations °.

The second ethical principle fo-
cuses on human excellence and the
nature of the "good life" man as-
pires to. These types of ethical
judgements employ as their most
general aim the pursuits of happi-
ness, excellence, and in general the
'good life'. This includes pleasure,
friendship, intellectual development
and physical health. In this type of
ethics, it is up to society to produce
suitable punishment system or leg-
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islation for misconduct. Man can
use his intellect to produce judg-
ments where no clear one is given
by religion. This allows for the de-
velopment of ethical laws, which
are also appropriate for the time and
place °.
Islamic ethics assume that man's
knowledge is limited. Not every
man in every age, by himself,
knows what is good and what is
evil, what is beneficial and what is
harmful to him. The sources of hu-
man knowledge are too limited to
provide him with the pure truth.
That is why God has spared man
the risks of trial and error and re-
vealed to him the law, which is the
right and complete code of life.
Shariah (Islamic Law) provides
guidance for the regulation of life in
the best interests of man. Its objec-
tive is to show the best way to op-
erate and provide him with the
ways and means to fulfil his needs
in the most successful and most
beneficial way. The scheme of eth-
ics, which the Shariah envisages,
consists of a set of rights and obli-
gations, and every Muslim, who
accepts this religion, is enjoined to
live up to them’. It imposes four
kinds of rights and obligations
1. The obligations to Allah, which
every Muslim is obliged to fulfil
2. The person's own rights upon his
own self
3. The rights of other people (both
Muslims and non-Muslims) on the
person
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Abstract

The Oxford dictionary of current English defined ethics as a set of moral
principles. It is the science of morals in human conduct'. In the Oxford dic-
tionary of sociology it is defined as the concern with what ought to be,
whereas social science is concerned with describing reality, as it actually
exists. A study of human behaviour because of beliefs about what is right
or wrong, or good or bad, in so far as that behaviour is useful or effective?.
Morals are a descriptive science; it seeks to establish "what is true" in a so-
ciety or group. Often morals are considered the shared ideals of a group,
irrespective of whether they are practised. In the sense of descriptive ethics
or morals, different persons, groups, and societies have different moral
standards °. There is a consensus that there is no universal ethical standard
and there appears to be no universal moral standard. However, the Ameri-
can media is trying to convert the world into mimicking the "Western style"
under the name of globalisation and anyone who tries to refuse is at risk of
being labelled as "anti-western", whatever his morals or ethics are. This
view throws light on the confusion between ethics and politics, where
Western administrations judge actions and policies from a political stand-
point. They consider whether ethics will promote or hinder their political
objectives. For example someone might think alcohol is as ethically unac-
ceptable as heroin. However, a government might consider it politically
wrong to ban it for fear of losing the support of a section of the population
and so put at risk its chances of being re-elected *.

On the other hand, normative ethics is the discipline concerned with
judgements of setting up norms. For example, when an act is right or
wrong, the terms ethical, unethical, moral or immoral could have different
meanings. Consider the recent changes of softening the rules related to
cannabis in the UK. How could these changes be described in the light of
probable consequences both mental and physical?

Ethics in Islam are built on the du- If the heart and mind of the indi-
ties of the individual toward Allah. vidual is filled with faith in Allah,
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seizures with or without secondarily generalized
seizures.®

Compared to carbamazepine:
_ Better pharmacokinetic profile.”

. Better tolerated:"
- Improved alertness.
- Improved cognition.

Q Better safety profile:”
- NO agranulocytosis.
- NO thrombocytopenia.
- NO aplastic anemia.

when the safety makes the difference.

ABBREVIATED PRESCRIBING INFORMATION: B ]

DESCRIPTION: Oxcarbazepine is chemically closely related to carbamazepine. Oxcarbazepine and its derivatives have shown to be potent and effective anticonvulsants.
PHARMACOLOGY: Oxarbazepine is rapidly and completely absorbed from the gastrointestinal tract. Peak plasma levels are attained within 4 hours. INDICATIONS: Oxcarbatol is used to
treat the following conditions: |- Primary generalized tonic-clonic seizures (grand mal). 2- Partial seizures with or without secondary generalization. DOSAGE: Adulits: | - Monotherapy: The
starting dose is 300 mg daily to be increased gradually to 600- 1200 mg/day in divided doses. 2- Polytherapy: In patients with severe picture of epilepsy the starting dose s 300 mg dally to be
gradually increased to 900 - 3000 mg/day in divided doses. The dosage of Oxcarbatol should be adjusted to the patients needs and requirements when the drug is given concomitantly with
other antiepileptic agents. Children: The dose should commence at |0 mg/kg body weight. to be increased gradually until the lowest effective level of the drug is obtained. The tablets should
be taken during or after a meal with liquids. CONTRAINDICATIONS: - In patients with known hypersensitivity to oxcarbazepine. - In patients with atrioventricular block. SIDE EFFECTS:
Normally oxcarbazepine is well tolerated . Adverse effects reported were mild and transient and occurred mainly at the start of treatment. The most common reactions were tiredness,
drowsiness, dizziness, headache, ataxia, nausea, vomiting and diarrhea. PRECAUTIONS: in patients treated with diuretics, serum sodium should be monitored at regular intervals. Patients
with renal, hepatic or cardiac dysfunction and geriatric patients should be under dose supervision as they are at high risk. Pregnancy: Pregnant women with epilepsy should be treated with
special care in the first trimester. The physidian should evaluate the benefit /risk ratio. Nursing mothers: Oxcarbazepine is excreted in breast milk. The possibility of adverse effects to the infants
cannot be ruled out. DRUG INTERACTIONS: Mono Amino Oxidase inhibitors should be discontinued at least two weeks before starting therapy with oxcarbazepine. - Estrogen and
progesterone may be decreased in women taking contraceptives concomitantly with oxcarbazepine, which may result in loss of contraceptive efficacy. Alternative methods should be
considered. OVERDOSAGE: There is no specific antidote in case of overdosage whit oxcabazepine . Patients should be treated symptomatically. The drug is removed by gastric lavage and
activated charcoal, and the vital functions of the body should be closely monitored. PRESENTATIONS: Oxcarbato! 300 Film Coated Tablets, Pack of |0 tablets. Each tablet contains 300 mg
oxcarbazepine. Oxcarbatol 600 Film Coated Tablets. Each tablet contains 600 mg Oxcarbazepine.

1) Epilepsia, 1995; 36 supp. 2. 2) Epilepsy - Res.1996 Nov: 25 (3): 299-319. 3) Clin - Pharmacokinet. 1996 Oct; 31 (4): 309-24. 4) Pharmacol Res.1995 Mar - Apr; 31 (314) : 155-62.
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Dar Al Dawa @ clga—l jla

Ifax. 5533199 P.O.Box 9364 Amman 11191 Jordan

DAD 2001(04) a Hisham N.D.C.
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INSTRUCTION TO AUTHORS

The Arab Journal of Psychiatry (AJP) has been printed since 1989. It is owned by the Arab
Federation of Psychiatrists. Original scientific reports, review articles, and articles
describing the clinical practice of Psychiatry will be of interest for publication in AJP. The
articles may be written in English or Arabic but must always be accompanied by an abstract
in English and Arabic. All papers are accepted upon the understanding that the work has
been performed in accordance with national laws and International ethical guidelines.
Manuscripts submitted for publication in the Arab Journal of Psychiatry should be sent to
Editor in Chief, Deputy Editor or to Associate Editors. All manuscripts are assessed by
qualified international referees.

Manuscripts

Manuscripts must be submitted as an original with two copies and must be typewritten,

double-spaced throughout in ISO A4 pages with a margin of 3 cm. Sub-heading in the text

should be limited to three grades and should be coded in the left margin. Make the
approximate position of figures and tables in the left margin.

The first 3 page of the manuscript should contain the following:

Pagel: Title, running head (Max: 40 letters), title or article in English and names of

authors, without titles or addresses.

Page 2: Abstract in English (max: 250 words). It should follow a structured format

(objectives, method, results and conclusion). It should include key words (max.5).

Page 3: Names of authors, titles, and full addresses and address for correspondence.

Acknowledgment of financial support and persons who have had major contribution to the

study can be included on a separate page.

Arabic abstract follows the references section (last page).

Tables

Tables should be typed with double-spaced in separate pages. They should be numbered

with Arabic (e.g. 1, 2, 3) numerals and have a short descriptive headings.

Hlustrations

All illustrations (footnotes and line drawings) should be submitted camera-ready; line

drawings/diagrams should be approximately twice the size they will appear in print.

Reference List

References should follow the ‘Van couver style’. List them consecutively in the order in

which they occur in the text (not alphabetically). List all authors, but if the number exceeds

six, give six followed by et al.

1. Zeigler FJ, Imboden, JB, Meyer E. Contemporary conversion reactions: a clinical
study. Am. J. Psychiatry 1960; 116:901-10.

2. Mosey AC. Occupational therapy. Configuration of a profession. New York: Raven
Press, 1981.

3. Gotesman KG. Behavioural aspects of physical illness.* In: Ohman R, Freeman H,
Holmkvist AF, Nielzen S, editors. Interaction between mental and physical illness.
Needed areas for research. Berlin: Springer Verlag, 1989: 120-34.

Notice: The author can send the final copy of the article by E mail or a hard copy on CD,

matching with IBM-Microsoft.
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